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Swansea Bay University Health Board
Confirmed
 Minutes of the Quality and Safety Committee 
held on 26th November 2024
via Microsoft Teams

	Present:

	Steve Spill 
	(SS)
	Chair 

	Nuria Zolle 
	(NZ) 
	Independent Member

	Nicola Matthews 
	(NM)
	Independent Member 

	In Attendance:

	Karl Bishop 
	(KB)
	Dental Director (For item 164/24)

	Amelia Cole
	(AC)
	Corporate Governance Officer (note taker)

	Eleri D’Arcy
	(ED)
	Falls Quality Improvement Lead (For item 168/24)

	Delyth Davies 
	(DD)
	Head of Nursing Infection Prevention Control (For item 167/24)

	Helen Dean
	(HD)
	Associate Medical Director for Professional Concerns and Quality and Safety (For Item 163/24)

	Richard Evans
	(RE)
	Executive Medical Director & Deputy Chief Executive 

	Lisa Fabb
	(LF)
	Patient Safety Lead 

	Kathryn Greaves
	(KG)
	Clinical Director of Midwifery (For item 161/24)

	Angharad Higgins
	(AH)
	Head of Quality and Safety 

	Andrew Letters 
	(AL)
	Senior Infection Prevention and Control Nurse

	Osian Lloyd 
	(OS)
	Head of Internal Audit 

	Heidi Maggs
	(HM)
	Lead Service Manager

	Jordan Morgan-Hughes
	(JMH)
	Welsh Language Officer (For item 170/24)

	Rangaswamy Mothukuri 
	(RM)
	Consultant – Emergency and Intensive Care Medicine (For item 166/24)

	Rebecca Nix
	(RN)
	Regulatory and Compliance Manager 

	Annie Osterloff
	(AO)
	Ward Sister (For item 158/24)

	Sian Passey 
	(SP)
	PCTSG Nurse Director (For item 158/24 159/24)

	Sharron Price 
	(SPr)
	Group Nurse Director (For item 169/24)

	Hazel Powell 
	(HP)
	Acting Director of Nursing & Patient Experience 

	Sarah Romano 
	(SR)
	MacMillan End of Life Support Worker (For item 158/24)

	Neil Thomas 
	(NT)
	Assistant Head of Risk & Assurance (For item 171/24 172/24)

	Helen Williams 
	(HW)
	Staff Nurse - Ophthalmology

	Apologies:

	Anne-Louise Ferguson 
	(ALF)
	Independent Member

	Raj Krishnan
	(RK)
	Deputy Executive Medical Director

	Anjula Mehta
	(AM)
	Acting Executive Medical Director 

	Christine Morell
	(CM)
	Director of Therapies and Health Science 

	Hazel Lloyd 
	(HL)
	Director of Corporate Governance 

	Neil Thomas 
	(NT)
	Assistant Head of Risk & Assurance




	Minute No.
	

	152/24
	WELCOME AND APOLOGIES 

	
	The Chair opened the meeting and welcomed all present.
The committee noted the apologies above.

	153/24
	DECLARATIONS OF INTEREST

	
	There were no declarations of interest in addition to those already declared on the declarations of interest register.

	154/24
	MATTERS ARISING

	
	There were no items raised.

	155/24
	MINUTES OF THE PREVIOUS MEETING

	
	The minutes of the meeting held on the 29th October 2024 were received and confirmed as a true and accurate record.

	156/24
	ACTION LOG

	
	The Committee received and noted the action log.
SS noted one live action open regarding the Quality and Safety dashboard issue, SS stated this will be addressed in the January meeting.

	157/24
	WORK PROGRAMME

	
	The Committee received and accepted the work program for 2024-25.

	158/24
	PATIENT STORY

	
	Members welcomed SP, PCTSG Nurse Director to the committee.
SP welcomed staff members from Ty Olwen AO and SR to the item, SR lead the patient story. The patient story highlighted the misconception people hold of a hospice. The story was presented via a shared video where a male patient spoke of his experience at Ty Olwen. The patient was diagnosed with asbestos lung cancer in 2022. The patient went to Moriston hospital, at the time his condition was not too great. He was moved to Bay Ward where he started to feel better, the patient admitted to telling a few untruths to enable him to go home. Within 36hours he was rushed back to hospital having collapsed. The patient was moved to Ty Olwen, his perception of the hospice was a place to die. The patient explained many people believe that a hospice provides the easy care and needs of patients who are dying. The patient strongly believed this was a misconception, he discussed how Ty Olwen taught him that he could be there and get better, spend more time with his family and in his case go home. The patient praised all staff members from the cleaners to the consultants for their outstanding teamwork. The patient was at Ty Olwen for 3 weeks, on leaving, he was walking which he felt was amazing considering how ill he was on arrival. The patient ended his story by saying the staff at Ty Olwen saved him, gave him more time with his family and for that he will never be able to thank them enough.
SR said how the patient was a kind and lovely gentleman who had since passed away. However, SR stated his family wanted the story to still be shared, the patient was deeply grateful for his time at Ty Olwen.  
SS invited questions: 
HP wanted to thank the team for sharing the patient story and felt the message was powerful. 
NM agreed it was fantastic to see the praise and to send that back to the team at Ty Olwen. 
NZ thanked the team for a moving patient story highlighting perceptions are not always right, a hospice can bring quality days to a patient. 
AO emphasized the importance of quality of life, this patient was able to spend time with his family.
SS asked how much time had the patient had that he was not expecting to have.
AO the patient had 3 months. 
SR informed the committee that the patient was able to watch his story. 

	159/24
	HIGHLIGHT REPORT: PRIMARY, COMMUNITY AND THERAPIES (PCT) SERVICE

	
	The Committee received a Service Group Highlight Report.  
In introducing the report, SP highlighted the following points: 
· Healthcare Associated Infection (HCAI) from a training perspective both level one and level two are above the Health Board average;
· 95% for level one and 89% for level two within HCI training;
· A lot of work was being undertaken around training, within Community and Primary care services it proved to be difficult to capture training. Currently looking to see how the Aseptic Non-Touch Technique (ANTT)training can be captured;
· The performance with HCAI showed a noticeable decrease in Klebsiella, Pseudomonas, E coli and Staph Aureus cases in quarter two; 
· They are however above the overall identified targets for both the SBUHB and Welsh Government. There are improvement plans in place;
· C difficile continued to rise in quarter two, it was not isolated to SBUHB there had been an increase in relation to HCAI across Wales;
· The service group was a member of the high incident management group and the gold groups, which are chaired by the Medical Director. The service group supports the cross-area development and learning;
· Currently risk assessments for patients are being looked at;
· Reviews for specific medication particularly within PCT;
· The improvement plan six key areas were concentrated on, with the idea that improvements would be seen going forward;
· Antimicrobial stewardship was a key area for Primary Care;
· Quarter three will seen a focus on the higher antibiotic prescribing areas;
· The top ten prescribers’ have had letters sent out with the expectation that all of them will have an implementation and improvement plan now in place. The Medical Director overseas this;
· Eleven practices had signed up to C Reactive Protein (CRP) testing. It was noted that there was a drop in antibiotic usage where the CRP machines are in surgeries;
· There was positive feedback from the patient experience with welcomed discussions with the General Practitioners (GP) as to why they were not prescribing antibiotics, as there was still a perception that the antibiotics will cure everything so it’s a real change in culture;
· The end-of-life care quality summit held on 20th November 2024 was well received;
· The district nursing teams have seen a real focus on the end of life at home, with roughly 80 individuals in the region  choosing to die at home with their loved ones around them. There has been a peak in people choosing to be at home;
· Sepsis, out in the community, district nursing teams have rolled out the new score in two cluster areas, which had been positively received;
· GP’s have signed up which was a positive, there has been no further deterioration and the nurses are using their professional judgements correctly. Antibiotics were prescribed in one case, avoiding a hospital admission;
· Suicide prevention has been key for the group, focusing on Trauma Risk Management (TRiM) and making sure there was a lead across all the services to support TRiM;
· It was noted that there were many individuals that are seeing crisis, whether that was within their working life or at home and having the extra support had helped;
· The Wales Applied Risk Research Network (WARRN) risk assessment process is underway as there tends to be concern within the prisons with suicide. Key individuals are already trained with WARRN, and are aiming to get the majority of staff trained via ‘train the trainer’;
· Falls reduction, a lot of initiatives ongoing within PCT and linking up with other agencies;
· Pressure ulcer prevention was a key focus, highest incidents within primary and community services lies within pressure prevention. A lot of work currently being carried out in this area. A quality summit was held in the summer which was well received and from that, the service group are now working on a quality improvement project;
· The nutrition and hydration work sits within Ty Olwen and Gorseinon, some of the initiatives that have been implemented can be seen;
· There are currently 20 risks, scored at 20 in the service group and these can be seen in the report. Some of these risks are being challenged to clarify they are actually sat at a level 20 risk;
· Patient experience data from family and friends was looked at, the Community and Primary Care Services recognised that there was work to be done in relation to gathering feedback from the wider community services;
· The patient experience group within PCT meet each month and they look at the friends and family data including themes from incidents and complaints;
· Staff experience, the staff survey was pushed within the service, as it was understood to have a low feedback rate.
· The highlight report from the health and safety meeting was  included in the report. 
[bookmark: _Hlk187059746]Steve Spill invited questions: 

HD highlight the 20 risks scored at level 20, and queried what process would be followed and how often are the risked being reviewed. 

SP informed that the risk management group had been set up. 

KB explained that the Risk Management Group met monthly and the risks at level 20 would be signed off by the Triumvirate Identified Lead and presented at the group. If the group reach agreement, it would then go to board for final sign-off. KB stated there was a degree of scrutiny as the level 20 risks are reviewed each month, this included old and new risks. The process was the same for those risks that sat at level 16. 
KB discussed risks that have been on the register for more than two years, detailing a rolling program for all service areas with a deep dive on all their risks. 
NZ discussed end of life particularly focusing on the My Life, My Wishes project which NZ felt was good. NZ highlighted that the plans were not digital and questioned if there was scope to make them more widely available. As a person with a role in the third sector, NZ mentioned previous work carried out on preventing suicide in collaboration with partners. NZ highlighted initiatives with hairdressers and those that supported men in pursing new adventures. NZ queried the current status of those types of initiatives. 
SP stated that the work around end of life was challenging. The end-of-life group covers all of the Health Board, SP informed that the group discussed end of life care, to ensure that staff were aware of procedures and processes. SP discussed work within the Community Primary Care Services and how that could be connected. SP stressed that there was a lot of work that needed to be done within that area. 
SP focused on NZ second question, stating that an update may be best provided in the next meeting as there was a great deal of work currently underway within the Health Board. It was noted that suicide was one of the priorities within the regional pan cluster work. SP highlighted the vast work piece of work which was not available at the moment, which could be presented in future to the Board. 
AH informed that the suicide prevention was a quality priority but would be stepping down from that creating room for other priorities. Regional work would continue through the multi-agency group which AH noted Public Health Wales were part of, also leading on the developed regional suicide prevention strategy. AH noted that would include third sector, SBUHB and other statutory partners. The training that would be delivered in house had been scaled down, training would still be offered to people if for example there was an event in a certain service. Additionally, national training would be utilized including online training that the Welsh Government have recommended to the SBUHB would be used. AH addressed the Men’s Shed work and engagement with third sector, this work was ongoing.
AH discussed end-of-life care particularly when people come from ED and the acute medical unit, the discussions for future care planning that could follow a patient from those units would be beneficial. AH stated there was initial discussions about a quality improvement project as a test of change to explore how that may be implemented. 
HW felt the report was very comprehensive, querying an aspect of patient experience stating there would always be a percentage about communication, how would the HB tackle that and communicate better. 
SP stated regarding any of the themes, feedback mechanisms were there using  the Patient Experience Group where there are discussions about communication and an initiative on how we  can move that forward. SP said the team are also delving into the communications to identify key insights and shape an improvement plan. 
HW offered Llais’ team help if SP felt it was needed.
NM thanked SP for the comprehensive report. NM queried the staffing levels at the prison. NM’s second question related to the risk for insufficient therapy workforce for AMU and ED querying if that caused any barriers with delays for discharge. 
SP informed the Committee that a baseline assessment had recently been carried out at the prison and a new Deputy Head of Nursing had been appointed. Part of the Deputy Head of Nursing’s portfolio would be to carry out a review alongside the baseline assessment with some external individuals that were present. SP stated she had met with HP to address the potential for greater integration between Primary Care and the Mental Health team to reassess and refine the model. SP highlighted a concern within therapy. It was felt that the service area was being stretched too thin and at this point it could not be confirmed whether that had impacted discharges. Positively, there was ongoing work to ensure recruitment for vacancies within the Allied Health professionals. SP stated while there had been previous challenges with recruitment in that field, it appeared to move in a positive direction. 
ACTION: SP
The Committee noted of the Service Group Highlight report.

	160/24
	EXECUTIVE SUMMARY OF THE QUALITY AND SAFETY PATIENT SERVICE GROUP

	
	SS noted that it was felt that some of the material presented at the meeting, while not superfluous, tended to include more detail than was necessary for this committee to fully engage with it. As such, this material would be noted, with independent Members (IM) having the opportunity to ask questions from a Quality and Safety perspective on those papers.
The Committee noted the Executive Summary of the Quality and Safety Patient Service Group. 

	161/24
	MATERNITY GOLD COMMAND REPORT

	
	The Committee received the Maternity Gold Command Report. 
In introducing the report, KG highlighted the following points: 
· 2023 saw the HB maternity and neonatal services placed by Welsh Government into enhanced monitoring;
· Seven areas of immediate action were identified; 
· The Gold Command structure was put in place led by the Deputy Medical Director as a senior responsible officer, to seek assurance that action was being taken, so the main area of focus for the group are enhanced monitoring, inspection action plans, national reports, open incidents and horizon scanning;
· The most recent Gold Command meeting can be seen in the report, some of the highlights included, one outstanding action for enhanced monitoring set during monthly progress meeting which related to the maternity dashboard;
· Work was ongoing with the digital colleagues in that area to improve the reporting of the neonatal data, so all reporting could be under the dashboard; 
· Gold Command was now given focus to the evidence required to support the de-escalation from enhanced monitoring with the criteria under review by the maternity team currently;
· The Health Education and Improvement Wales (HEIW) inspections report, the two, 2019 improvement plans, the 2023 immediate improvement plan and the 2024 immediate improvement plan are now closed;
· The 2023 general improvement plan, has one action remaining and in the 2-24 general improvement plan there are six remaining actions to complete;
· All open actions are on track, with none overdue; 
· Four of the actions in the 2024 general improvement plan are due to be closed in November 2024 and one further in December 2024;
· All but two of the recommendations of all the improvement plans are to be completed by the directorate in time with the deadline. These two are in relation to the breastfeeding initiative training staff, where we have committed to 95% of the staff having completed the training by the end of January 2025;
· In terms of the Breastfeeding Initiative (BFI) a minimum standard of 80% is required and that has successfully been achieved;
· The appointment of the women’s experienced midwife. Funding had been secured, and the recruitment process is ongoing, with a view to having a person in position by April 2025;
· The Health Board’s Quality Assurance team had undertaken a review of the work to date, to provide independent insurance that the HEIW actions are being closed comprehensively and that the maternity services are working through the findings of that; 
· One of the milestone achievements of the action plans had been the reinstatement of the community maternity services. Stage one was the reopening of the free standing and birth centre at Neath Port Talbot which commenced on the 16th September 2024, followed by the home births on the 21st October 2024; 
· Sprint sessions are taking place to close incidents as soon as possible where no hard had occurred. While the more serious are investigated by the midwifery team, a number of the ones open are complex and part of legal proceedings;
· 48 are part of legal proceedings, 27 through claims and 21 via redress and there was a clear expectation around that these would be closed as soon as the proceedings were concluded;
· At the end of October 2024 there were 202 open incidents for maternity, of which 130 were overdue, 19 open for neonatal and six overdue. 153 new incidents for maternity were reported in October 2024 of which 97 were closed but in addition to, the team closed a total of 183 incidents in months. 19 new incidents for neonatal services, 6 which were closed and a further 28 closed, when taking into account those overdue for neonatal services;
·  The majority of the incidents are either waiting for completion or sign off from incident reporting; 
· Part of the Gold Commands role would be to look ahead at any potential reviews for reports relating to maternity services, two were identified but no particular concerns were raised against either of those; 
SS invited questions: 

AH wanted to clarify for the Quality and Safety Committee that the SBUHB did not revisit against the HEIW actions the SBUHB went out using the Quality Assurance tool based on previous visits to maternity. AH wanted to be clear when reporting to Board that SBUHB have not checked and signed off completion on the HEIW actions. AH felt that there may have been confusion between meeting dates and the paper deadline. 

KG gave assurance that the correction was made.

SS stated that it was essential to be very clear, as making statements about the completion of actions that have not actually been completed, can lead to problems. 

RN echoed AH’s point around the activity of the Quality Improvement team and that they would welcome the opportunity to provide that assurance through another piece of work. 

NZ stated that AH and RN focused on an important point around discharge and as noted in a previous meeting, actions imply one thing but it was essential that the SBUHB are discharging completed recommendations. NZ noted the importance of having clarity as a committee.  

NZ raised a point in the report regarding job planning, which was due to take place in October 2024, but didn’t due to a vacancy. NZ queried what was the action and what was completed. NZ drew attention to what she wanted to see next, it focused around clarity of de-escalation and what that would involve, NZ stated that it would bring understanding to the committee. 

NZ discussed the next stage focusing on following on from the previous Quality and Safety Meeting where questions were raised around specific issues of security, access monitoring and maternity. NZ queried the progress and completion of that. 

KG thanked NZ addressing the Quality Improvement query stating that the service group were working with the NHS Executives and Quality Assurance Team who would be undertaking quality checks against the HIEW actions, and monitoring through Audit Management and Tracking (AMAT). Additionally, a showcase demonstrated some of the impact of the HEIW recommendations in action.

KG highlighted in relation to job planning, that it was progressing at pace, however KG wanted to take that question back to the team, ensuring they had made that clear through Gold Command of the current position

KG informed the committee that it was only recently that the mapping of evidence for de-escalation criteria had started. KG discussed the work that was being undertaken to demonstrate the quality management systems methodology around work to improve services in SBUHB.

KG clarified that the security action was now closed, with all staff having new security fobs.

The Committee acknowledged and took assurance from the Maternity Gold Command report. 

	162/24
	QUALITY AND SAFETY PERFORMANCE REPORT  

	
	The Committee noted the Quality and Safety Performance Report. 
NZ asked a question around the knees compliance surgery indicator, looking for assurance around why the targets of 75% are not being met. 
NZ further asked about the increased number of cancelled operations due to lack of beds. 
HP thanked NZ for her questions and stated she discuss with the Chief Operating Officer and provide an answer via email. 
NZ suggested distributing the email to all committee members. 

	163/24
	CLINICAL AUDIT MID-YEAR PROGRESS AND ANNUAL REPORT: TO DEEP DIVE INTO THE FINDINGS

	
	The Committee received the Clinical Audit Mid-Year and Annual Report including a Deep Dive into the findings. 
In introducing the report, HD highlighted the following points: 
· The Quality and Safety Group Clinical Audit Plan for 2024/2025 as agreed by the Clinical Outcomes and Effectiveness Group (COEG) in March 2024, in acknowledging the time required to close an audit record has been agreed to the Clinical Audit period to two years making this years plan 2024/2026;
· This would allow the service group time to complete the work and summarise the findings in order to be able to close the audit;
· The completion of the 2022/2023 plan remains at 87%, while the last few audits are closed and the 2023/224 plan progresses quite well to 55% with 4% of the 2024/2026 plan completed. 85% of the proforma’s for the Welsh Government mandated audits for 2022/2023 have been completed which is an increase of 11% since the last report to the committee and 20 proforma’s have been received for 2024/2025 and 57% of those have been completed;  
· Those which have breached the eight-week time scale of escalated Quality and Safety group actions, there were 15 in total, audit leads were invited to the COEG meetings to provide focused presentations on topics, which provide learning to the organisation and required an improvement in the service delivery; 
· The Annual report for 2023/2024 was agreed by COEG in July 2024 and include completed project summaries for each service group;
· Mortality – deaths in the community are now included in the medical examiner remit, having worked closely with Primary Care to ensure they have a robust system in place which is supported by the weekly Learning Mortality Panel meeting; 
· From January 2025 a uniform presentation template will be in place for the service groups to report to COEG on several key areas on a rotational basis. 
SS invited questions: 

SS queried the decision to extend the current audit period for an extra year. 

HD discussed the thought process informing the committee that the report was often 18 months behind. When the data was reviewed it was stood at 57% for the audit. HD stated the group felt setting a realistic target of a two-year rolling roto, ensuring strict follow-ups and update form the service, would allow for a higher completion rate.

SS clarified that the Audit was running slowly and the data would not be three years behind. 

HD confirmed that was the correct. 
SS further queried if those receiving the report were happy to have it every two years going forward.
HD explained the decision made by COEG was taken to Quality and Safety for sign off. 
SS asked if the report was received outside of the organisation. 
HD stated she would confirm that with Sharon Ragbetli and come back to SS. 
NZ thanked HD for the report. Discussing the antimicrobial stewardship review in favour of pneumonia. NZ stated there were many issues around infection, NZ wondered what the key factors were around that reprioritisation. 
NZ further asked about clinical outcome and effectiveness, querying if there was a role in terms of clinical variation and interventions of limited effectiveness.
HD informed NZ regarding the antimicrobial stewardship she would have to come back via email. 
HD explained that the variation wasn’t necessarily looked at but would be an area they could expand too. 
RE stated there was a list of intervention not normally undertaken the Interventions Not Normally Undertaken (INNU) list, previously it had been taken through the Medical Directors group or through COEG. RE reiterated here was no fixed item on the agenda but the list had been reviewed. RE returned to NZ point on variation and what constituted variation. RE suggested he would discuss with the Deputy Executive Medical Director ways to recognise variation.
RE discussed the change in audit timescale, stating he would check in with the Deputy Executive Medical Director but felt there was no need to be overly concerned. 
HL stated Morriston wanted to explore the wider antimicrobial prescribing work with the thought that a pneumonia audit would be a good starting point. 
SS queried the process by which topics are escalated to be a subject to audit and how do we ensure that everywhere is considered. 
RE relayed that there were two routes in terms of clinical audits which would be different from internal audit. Much of the work would be determined by the service groups, RE informed the service group base their audit programme around what would be observe as the quality issue that was seen through incidents. Additionally, other audits would be asked from Medical Directors department and COEG.
The Committee acknowledged the Clinical Audit Mid-Year and Annual Report including a Deep Dive into the findings. 

	164/24
	DENTAL WAITING LISTS 

	
	[bookmark: _Hlk187060051]The Committee received a report on the Dental Waiting Lists.  
In introducing the report, KB highlighted the following points:
· Special care dentistry is directed at adults, but commonly applied to a pathway that within the Community Dental Service (CDS), which would be applicable to children, young people and adults and it’s delivered by consultants in special care, dentistry and a paediatric dental specialist; 
· It has a range of patient sources coming into the service, for clarity is has the General Anesthesia (GA) element but many of these patients are managed through outpatients and the sedation behavioural management, who are the most extreme and challenging group of patients and most vulnerable;
· It’s a regional service provided across Hywel Dda, Cwm Taff and Swansea Bay residents and a small number from Powys;
· It moved from Morriston to Princess of Wales (POW) in 2013;
· Patients can go directly into theatre and can be discharged from the recovery bypassing the ward, the ward would be a backup if someone needed to stay the night; 
· The pathway starts in the Community Dental Service and manage patients, within or passing patients on through into the general anaesthetic part of the pathway;
· If a patient cannot be managed in outpatients or their best interest would be to have a general anaesthetic for the delivery of their dental care, with a number of these patients we won’t always know the work that’s needed to be done until anaesthetised;
· A spilt from the Health Boards shows, the majority of the patients are from SBUHB, 6% Cwm Taff and 20% Hywel Dda;
· Concerns have been raised from the closure of POW; no date has been given for it’s opening. 
· The demand capacity was going well until COVID and there was a slow progression back to where it stands now. The current list sees, two a week and that splits between paediatric or general depending on where the demands are;
· Demand and capacity are almost matched but due to COVID the backlog proves to be long;
· The wait lists are shocking when you see them but often the patient will not be ready for treatment and they therefore stay on the list until they are;
· There are no Referral to Treatment Targets (RTT) for this group of patients and the service was asked to give what they felt was a reasonable wait time for routine patients;
· An internal RTT that the group report every three months into the performance group, with much work being done to reduce it prior to the closure of POW;
· The aim for MDT assessments before 26 weeks and treatment for non-urgent before 52 weeks. There shows a breach at the moment. There is no national target, it’s a service target;
· Governance around the pathway to make it more robust, contacting patients, ensuring that if there shows deterioration, they go back into the outpatient side of things or escalate into the general anaesthetic side;
· On group Risk Register it’s scored at 20 and it has been agreed through the risk process within the group, to escalate it to a 25 due to no re-start date. We are currently exploring other options;
· A paper was taken to Theatre Board on the whole group of patients and the wider paediatric general anaesthetic pathway, which will be an issue for the Health Board and the CDS representatives will be attending the Paediatric Surgery Committee to start to discuss options around this. It is difficult, as Morriston would not be a good environment for these patients
SS invited questions: 

HP thanked KB highlighting that it was a good example of reasonable adjustments. HP understood the complexity of the people the service group was supporting, querying if there was an opportunity for other health needs to be incorporated at the same time. 

KB responded that multi-disciplinary (MDT), were the pre operation assessment team, the dental team, anaesthetic team and any other team deemed relevant are present, so that when the patient goes for a general anaesthetic other necessary work can be carried out. That is agreed under the ‘best interest’ MDT meeting. 
NZ highlighted the concern around the long wait lists and assessment to treatment. NZ discussed work around privatisation, communicating with patients and it was understood that this work was being carried out. Additionally, could more work be done with the interlink between disciplines. NZ raised her concern around capacity particularly with POW being closed. NZ queried if other Health Boards would be able to provide help and could the private sector be engaged. 
KB stated that early on it was looked at whether capacity could be secured with other Health boards as was a regional service. It was important to understand the considerable demands when it came to managing patients from a medical and anaesthetic point of view. KB informed that the waiting lists were shorter than Cardiff and Aneurin Bevan and Powys do not have a service. KB stated those Health Boards had greater pressures than SBUHB. We have been ahead of those Health Boards in the service that had been developed and there is no other capacity available. This group of patients don’t travel well, therefore it would be an upheaval for them to go elsewhere. Regarding the private sector it was felt that they may not have the infrastructure to give the reassurance around managing those patients. 
SS highlighted the Risk Register score of 20 querying the medium to long term plan to resolve that situation in the private sector for children. 
KB informed a paper would be taken to Theatre Board which will encompass all the highlighted concerns on the Risk Register and what will be delivered and the plan going forward. 
SS asked KB to come back in January 2025 to give a paper on General Dental Anaesthetics (GDS) access. SS asked how the Welsh Government’s central dental waiting list looking in the SBUHB. 
KB informed that was a local waiting likes which was scheduled to go active last week but had been suspended.
NM followed on from SS’s question, querying what support the early years receive with regards to appointments. 
KB confirmed there was a fast-track process, whereby if a family or child was identified as not having access, they would be fast tracked into the Primary Care Team that the Health Visitors can use. 

	165/25
	WINTER PLAN

	
	The committee received a report on the Winter Plan. 
SS stated that the winter plan was going to Board in the week, despite the Board Chair having liked the Quality & Safety Committee to have approved the Winter Plan. SS proposed if the Committee agreed he would explain to the Board Chair that the plan had not been approved, explaining like other IM’s they would be in a position to challenge it at the Board Meeting. SS confirmed the Quarterly Clinically Optimized Patients report and the Winter plan would be deferred until the January 2025 Quality & Safety Committee meeting. 
NZ agreed to deferring the Winter Plan but felt assurance was needed in regard to the Clinically Optimized Patients before January 2025, particularly around the team going from three to one staff member. The concern of reduced staffing and added pressures was raised. NZ suggested raising the question with the Chief Operating Officer and having her respond to the committee. 
SS asked NZ to email the Chief Operating Officer suggesting AC can share that response with the relevant people. 
ACTION: NZ and AC.

	166/24
	QUALITY PRIORITY DEEP DIVE INTO SEPSIS

	
	The Committee received a Quality priority deep dive into Sepsis.  
In introducing the report, RM highlighted the following points:
· RM and LF were appointed into their roles in April 2022;
· It was quickly realised that since COVID, many items had taken a back seat and all the work that had been done beforehand had stopped;
· One of the priorities was to bring back the teaching of sepsis, the awareness, data collection, identification back to the level pre COVID and to have a structure in place to collect the data;
· Even though the work was being done, there was a struggle in terms of getting staff to fill out the forms in the correct way and in a timely manner;
· Adapting a digital option was explored, but it was understood that this was not happening soon;
· LF liaised with the team in Neath regarding the sepsis screening digitally using the signal as a modality. The staff found it much easier entering the data digitally;
· Form the data it was found patients are being treated appropriately in a timely fashion;
· The aim would be to implement this in the acute areas in Morriston;
· The delivery of the sepsis training and teaching has continued via the nurse educators in various hospitals and along with the sepsis champions; 
· Since the education training commenced, around 3000 staff have been trained;
· The aim would be to have 75% to 80% of staff trained at any given time
· There continues to be good engagement with the microbiology team;
· One of the key things in the Health Board, would be prescribing the correct antibiotic and getting it right the first time for patients. In a case study of 32 patients, 75% were given the right antibiotic, of those who were not prescribed the correct antibiotic were by Junior Doctors. These findings will be presented in the Clinical Governance meeting in the Emergency Department, ensuring the Junior Doctors consult with the Senior Registrars or consultants and get approval as to which antibiotic would be the correct on. Overall  it was a positive result;
· Microbiology highlighted that they were not receiving adequate blood volume in their culture samples. Therefore, awareness was raised via a video in the emergency department showing what needs to be done and why. After the video was produced, a significant improvement was seen;
· A major concern was the Governance structure and what was in place. The aim would be to get each area to be responsible for managing this group of patients in an appropriate and timely way. There is a feeling that we are now heading in the right direction;
· The data on the wards was collected via AMAT and then presented to the wider service groups to the Quality and Safety meetings on a monthly basis and also the Radar Group Meetings;
· Morriston Service Group has been incredibly busy and there had been much reorganisation of the ward areas and the staff within Morriston. Change had also been seen within the senior leadership who were involved in the sepsis and acute deterioration groups;
· The current screening tool was based on the News Cymru, in early 2025 the News 2 would be introduced and some changes to the screening tool will happen. Training will be available for staff. 
· LF highlighted two points; the outcomes and training are on track. The area that delayed the team going to business as usual, was the robust Governance Structure and we now need to see how that work in practice going forward and recent Welsh Heath Circulars asked the team to embed early warning signs into a number of service areas. 
SS invited questions:

NZ emphasised the impact of ongoing pressures within the ED and staff changing behaviour and demonstrating best practices. NZ expressed the hope that when the team returned for their next presentation, there would be a noticeable improvement with ED. NZ highlighted an area of concern regarding patients on wards for other reasons and deteriorating without being identified. The committee are keen to see an improvement in that area. NZ expressed enthusiasm when discussing governance, which aligned with her own interest in understanding its functionality. As a committee member NZ was particularly interested in seeing how governance was structured and mapped, detailing how the escalation processes are reported back to the committee.

RM explained that much of the work was at the front door, emphasising that effectively addressing that area would be crucial to mitigating the impact on other parts of the hospital. RM acknowledged the extent of changes taking place. His suggestion included a structure of escalation with staff names in the appendices but that had not feasible for this time, due to the volume of staff changes but it should be available the next time. 

HD made a practical suggestion that the blood training video be shared or distributed to all trainees across the SBUHB.

LF explained the idea behind the video, created using TikTok, was for it to be shared through platforms like WhatsApp, allowing people to access it via social media. 

SS asked a question regarding a letter included in the appendix, dated June 2024 from the All-Wales Sepsis Group, the letter asked the NHS Wales should assurance be sought that Health Boards comply with the five highlighted key points. SS queried if SBUHB complied with them all. 

LF said help would be needed to collect that information, hoping that Morriston Cabinet Structure were on board to ensure there was a drive to collect the information and share it where actions can be taken on the back of the data, which was ‘work in progress’. 

The Committee acknowledged the Quality priority deep dive into Sepsis. 

	167/24
	INFECTION, PREVENTION AND CONTROL REPORT

	
	The Committee received a report on the Infection, Prevention and Control.  
In introducing the report, DD highlighted the following points:
· C Diff position was not improving and was still a significant concern. The incidents are increasing across Wales with some Health Boards seeing a 92% increase year on year. SBUHB still holds the highest C Diff incident rates but we are working on the premise that all the small changes we are making, will eventually see an improvement;
· August saw the highest case numbers since becoming SBUHB. The Gold Increase Incident Control Group, brings the service groups together and they each have a silver meeting to keep an oversight on what was happening in each service group. Actions are fed into the Gold;
· The targeted intervention performance was yet to meet the de-escalation criteria for three sequential months;
· The team have been working with other Health Board’s across Wales to see what experiences they have had and if there was any learning available from them; 
· Over the quarter there was an increased incident of C Diff and six linked clusters of small extent. The team are doing all they can to prevent these outbreaks;
· Quarter two saw incidents involving pneumocystis pneumonia in oncology cases and haematology cases. The investigation saw there had been no transmission there was incidental learning that came from that, which can be seen on page nine of the report;
· The single case of measles which attended the out of hours GP service, from that incident, 64 individuals were exposed and those contacts needed to be followed up;
· Three staff members did not have full vaccination or history of vaccination with the possibility they would be excluded from work for 21 days from the point of exposure. Lessons learned are documented on page ten of the report;
· A newly diagnosed case of Sporadic Creutzfeldt-Jakob Disease (CJD). This triggered a look back incident where you have to go back seven years from that point, the patient had undergone spinal surgery, a review into that was carried out. The consultation with the Public Health of Wales and the UK Health Safety Agency were able to determine and confirm that wasn’t an incident, therefore, it could be stepped down and no contact tracing needed to happen;  
· Level two training compliance saw a significant improvement and quarter two saw 82.16% compliance in training on the same time last year.
SS invited questions: 

NZ asked how the group can realistically sustain and achieve targets given the challenges of overcrowded wards and corridors, inadequate decamped facilities and a shortage of single rooms. The key question was, what actions were being taken, what plans were in place and will they help achieve those targets.

DD highlighted that there was a challenge with decant facilities. At Morriston there was currently a decant program happening with repairs to the roof and once complete, the ward would become an ongoing decant facility, depending on the pressures that are around at the time. DD said there are problems but these are shared across NHS Wales with an old estate and limited capital programmes to move us forward. Overcrowding was becoming an increased concern, with patients coming into the hospitals presenting with higher levels of acuity than seen before.
HP said challenges had also emerged due to insufficient cleaning hours. With a high number of vacancies among the cleaning staff, it had become difficult to implement whether basic or enhanced cleaning strategies effectively. HP focused on admitting people correctly not placing pressures on the IPC. Conversations were being had around what to do with facilities, cleaning, risk assessments around people who are more at risk of C Diff, the team are looking at ways to improve these areas. 
The Committee noted the report on the Infection, Prevention and Control.  

	168/24
	QUALITY PRIORITY DEEP DIVE INTO FALLS

	
	The Committee received a report on the Quality Priority Deep Dive into Falls. 
In introducing the report, ED highlighted the following points:
· Good progress was being made with falls prevention; 
· There was an improved Governance Structure which has been pivotal to the improvement;
· From an inpatient perspective, there was a sustained downward trend. The team was on track to get a 10% further reduction this year; 
· Serious incidents had decreased by 60%;
· The service area was starting to see some real scale and spread of initiatives, namely Bay Watch, which was developed at Morriston and now been practised across all service groups;
· Five recommendations were given by National order of Inpatient Falls, working on actions plans with the service groups are ongoing;
· For assurance from that audit, improvements had been seen across all areas of the audit;
· There has been challenges with Community working to gain traction with the fall’s prevention and response work over the last couple of years. Progress has started to be seen in that area;
· The team are working with clusters to understand and explore what can be offered regarding fall’s prevention in the immediate futures and building on the mapping and scoping work;
· In line with the 50 days challenge, the team are looking to develop a level two response. This would be for fallers with a minor injury and increased frailty;
· Much work has gone into the level one faller and that’s the non-injuries with some considerable reduction of the use of Welsh Ambulance in those project areas;
· Everything Falls, shows the work being carried out across the Health Board avoiding deconditioning. The team will be working with the Improvement Cymru looking at a system-based approach and focusing on that first 24 hour and 48 hours of patients coming into secondary care services;
· In terms of Business as usual, the team are much closer to the in-patient element, with regards to community, given the opportunities that have started to open up, we’re a little longer off that. So much progress has been made, the team want that momentum to continue;
· The focus may be on the Community aspect more so than the in-patient allowing the team to get back into the service group development and progression. 
SS invited questions:

HP acknowledged the excellent work being done under the quality priority, expressing thanks to the team and appreciating ED leadership. HP extended her thanks to team for their efforts, particularly in addressing conveyance and reducing the need for conveyance into the hospital, an achievement that impacts a broad range of other initiatives. HP asked about learning derived from the work, noting that it was likely the most successful quality priority effort so far. HP stated her focus would now be on identifying the factors that contributed to the success and exploring how these could be adapted and applied to other quality priority areas.

NM thanked ED for the report and highlighted the significant improvements made. NM asked when patients are in the hospital fall would the location during their stay be recorded are the individuals waiting for care packages as this information could be useful to have especially with NM sitting with the local authority.  

ED said that question had been asked before but the information had not been put into the report. ED informed that the information was not always readily available. ED explained more local audits were done within the in-patient sites. A high percentage were COP medical and ready to go home, ED stated that was where the frustration sat in determining whether the situation was avoidable in the first instance. ED ensure the data would be presented in the next report. 

NZ noted there was much to commend in the paper and in the work being undertaken in that area. NZ mentioned that the Health Board was leading when it came to falls, and it would be beneficial to regain that position in terms of learning. NZ highlighted the community voluntary sector as an area of particular interest, suggesting that it holds significant potential and would be a good area of focus. NZ said the work with PRB was great but that was only one vehicle in terms of links with the community and third sector. It would be good to explore those more. 
ED highlighted for assurance that SBUHB were one of the only regions that have a regional force prevention task force which was really well attended with the tertiary services and charities. 
The Committee received report on the Quality Priority Deep Dive into Falls. 

	169/24
	WALES FERTILITY INSTITUE 

	
	The Committee received an update on the Wales Fertility Institute. 
In introducing the report, SPr highlighted the following points:
· The paper presented good news;
· Last year the Joint Commissioning Committee (JCC) did escalate the service area to level four in terms of concerns around performance and quality;
· The JCC de-escalated the service are in September 2024;
· Part of the work carried out over the last 12-18 months had been to rework and successfully point into the replacement of the person responsible for delivering on the Human Fertilisation and Embryology Authority (HFEA) requirements within the unit. Two people have been appointed responsible, one for NPT and one for the Cardiff unit which also provides resilience;
· A consultant had been successfully recruited;
· JCC set recovery targets and they were met within four months;
· There are discussions around funding taking place with JCC;
· There were no reported breaches against the CP38 commissioning framework;
· The paper shows an improvement within the financial area.

SS invited questions:
NM thanked SPr for the report stating it was good to see the significant progress that had been achieved in the department. NM queried a section on page four of the report, where the risk still mentioned 3577 as the person responsible, seeking clarity for the reasoning of that.
SPr stated that needed updating as the post had been filled within the last month and it was a lag since the report was written and being presented
The Committee took assurance from the update on the Wales Fertility Institute report. 

	170/24
	WELSH LANGUAGE STANDARD 1110 REPORT – INCREASING OUR ABILITY TO DELIVER CLINICAL CONSULTATIONS IN WELSH – 5-YEAR IMPLAMENTATION PLAN

	
	The Committee received a report on the Welsh Language Standard 110 report. 
In introducing the report, JMH highlighted the following points:
· Discussions were held with the Welsh Language Commissioner regarding the five-year plan to undertake clinical consultations in Welsh;
· Key priority areas were identified; stroke services, children and young people services, dementia care, learning disabilities, mental health provision, care of the elderly and speech and language therapy; 
· JMH had been working with the key area managers over the past 18 months and felt they were all really engaged in the piece of work;
· The managers took the plan to the stakeholders, staff across the organisation and have come back with some very positive actions, which over the next five years would deliver some meaningful changes to the provisions that would be offered for the Welsh speaking patients;
· From discussions with the Welsh Language Commissioner, it was decided that the paper published would be seen as an overarching macro plan and action plans for each department were outlaid. The specific action will require each department to develop a micro action plan for one specific provision which by the end of the five-year plan will be able to tell the Commissioner that they have transformed into a bilingual provision; 
SS invited questions: 

NZ found the report encouraging and thanked the service area for fostering a positive direction. One of the questions NZ wanted to raise was about engaging with the Welsh Language Commissioner, noting that while there had been some compliance issues and it was reassuring to see progress being made. NZ challenged a statement in the report regarding no additional cost. The concern was that allocating staff time to develop their language skills might shift the burden of costs elsewhere. NZ expressed strong support for the initiative, emphasising the importance of pursuing it for the right reasons as it will undoubtably benefit patients and communities. 

JMH agreed with NZ explaining that the actions that had been complied, looked at how they could deliver them using existing resources. Therefore, the team would not recruit an additional Welsh speaker but wait for example, until staff retire and do a language assessment at that point. JMH informed the committee that there were over 100 staff members across the organisation learning Welsh, on courses funded through some of the partner organisations with approximately ten of those staff members learning Welsh on work time and the remaining 90 take the class on their own time. JMH felt strongly, that no additional cost would be encountered for SBUHB as the Welsh learning would be done as part of the standard work of the departments. 
AH wanted to thank JMH for the report and the work that was taken to develop the plan. AH felt much enthusiasm had gone into the plan and encouraging people to be part of it. 
The Committee approved the report on the Welsh Language Standard 110 report. 

	171/24
	HEALTH BOARD RISK REGISTER

	
	The Committee received a report on the Health Board Risk Register.
In introducing the report, NT highlighted the following points:
· The committee has 12 risks, 9 of them are at the Board’s appetite since the last meeting;
· A few changes have occurred, one increase which has taken the risk on access to systemic anti-cancer therapy from 15 – 20. That was due to sickness in the MDT reducing capacity there;
· A demand capacity options paper was being prepared in the service to address that;
· There had been one reduction in maternity risk relative to screening of foetal growth and that reduced from 20 to12 and that reflects action taken within the service to improve scanning frequency. If sustained and successful then that risk maybe de-escalated from the register in the near future;
· There are four risks scored at 20 detailed in the report;
· There was a report update – a risk of 103, on high quality choices of birth place. The report mentions the community intrapartum services remain suspended, that was no longer the case as they have been re-opened.
SS invited questions: 

NZ stated a report was recently received explaining the high levels of C Diff, NZ highlighted that the risk had not changed. NZ wanted understanding of the triggers that change in the rating. NZ further asked around the same assurance when communicating the decisions with the patients, in terms of considering short term options of sending patients to example Velindre or England and the private sector was considered.

NT informed the committee the register was to be reviewed as part of the cycle that month. NT would take NZ questions and return back to her with the answers. 

SS queried the risk regarding maternity which saw a reduction from level 20 to 12. SS asked if there was not sufficient ultrasound scanning and clinic capacity in the service previously, whether there was more capacity now.

NT informed the capacity had improved and the radiology and service had provided additional clinic slots. Additionally, the facility was looking to be available at NPT, NT stated it may not be full capacity there but it would help improve the situation but he would confirm with the service.

The Committee reviewed the report on the Health Board Risk Register.

	172/24
	EXTERNAL INSPECTIONS REPORT

	
	The Committee received a report on external inspections.
In introducing the report, NT highlighted the following points:
· Two new reports were received. The final on nuclear medicine and the service was currently preparing a progress update;
· A draft report on Tonna suite two was received with an immediate improvement plan on that. There was one action related to training compliance; 
· There has since been a draft report received with a wider improvement plan and as part of that submitted confirmation that the actions needed to have an update and completed; 
· The report does not include this but a national report was received relating to children and young person’s mental health services;
· The figures on progress for direct services can be seen in annex one, which gives the breakdown of individual reviews;
· Following the last meeting with Welsh Government some priorities had been given to progress and closure of 2022 inspections in particular. They were in the Nina Ward which can still be seen in the table but all actions for that had been closed;
· The last section of the report looked at additional assurance requests and correspondence. There was a number of incidents recorded, three of those were actually in the last Quality & Safety report but at that point there hadn’t been any feedback submitted. They are there to show closure.
SS invited questions:

NZ revisited a point she had made in a previous Quality and Safety committee regarding actions and recommendations, they are interlinked but not the same. NZ felt it was important to be careful with language used and with discharging.
NT stated when Health Inspectorate Wales are provided with an update on actions closed, supporting narrative would be provided where there are points that have been taken or alternative actions would need to be taken. 
The Committee received and noted the report on external inspections.

	173/24
	ITEMS TO REFER TO OTHER COMMITTEESS

	
	There were no items to refer.

	174/24
	ANY OTHER BUSINESS

	
	There was no any other business and the meeting was closed at this point.

	175/24
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Tuesday, 28th January 2025.
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