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Swansea Bay University Health Board 
Unconfirmed
 Minutes of the Meeting of the Quality and Safety Committee
Tuesday 23rd January 2024
 via Microsoft Teams

Present
Steve Spill, Vice-Chair (in the chair)
Anne Louise Ferguson, Independent Member 
Reena Owen, Independent Member 
Nicola Matthews, Independent Member 

In Attendance
Raj Krishnan, Acting Executive Medical Director 
Hazel Lloyd, Director of Corporate Governance
Georgia Pennells, Corporate Governance Manager
Gareth Howells, Director of Nursing and Patient Experience 
Hazel Powell, Deputy Director of Nursing
Darren Griffiths, Director of Finance and Performance (Minute 09/24)
Christine Morrell, Director of Therapies and Health Science (From minute 09/24)
Brian Owen, Service Group Director Primary Care, Community and Therapies (Minute 08/24)
Claire Lewis, Quality, Safety and Improvement Manager PCT (Minute 07/24 – 08/24)
Sarah Francis, Oral Health Coordinator (Minute 07/24)
Sian Passey, Nurse Director Primary Care, Community and Therapies (Minute 07/24 - 08/24)



	Minute No.
	
	Action

	01/24
	WELCOME / INTRODUCTORY REMARKS AND APOLOGIES
	

	
	The chair welcomed everyone to the meeting.
	

	02/24
	DECLARATIONS OF INTEREST
		

	
	There were none. 
		

	03/24
	MINUTES OF THE PREVIOUS MEETING
	

	
	The minutes of the main meeting held on the 19th December 2023 were received and confirmed as a true and accurate record.
		

	04/24
	MATTERS ARISING
	

	
	There were no items raised. 
	

	05/24
	ACTION LOG
	

	
	The action log was received and noted. 

	

	06/24
	WORK PROGRAMME
	

	
	The committee’s work programme was received and noted. 
	

	07/24
	PATIENT STORY – DENTURE DAISY 
	

	
	Members welcomed Sarah Francis to the meeting. 
A patient story was received. 
In discussing the patient stories the following points were raised:
· The role of the oral care coordinator was established in October 2023 when Sarah Francis was asked to become a healthcare support worker during covid-19, it was then she quickly realised oral care was very neglected on the wards; 
· The first patient story detailed a 79 year old patient who had been admitted to outpatients to have a growth removed on her hand, whilst admitted she sadly suffered a stroke and was placed on an end of life pathway; 
· The family were informed by nursing staff that no mouth care would be provided due to her lungs filling with fluid as a consequence all oral care products which had been provided by the family was removed from the room; 
· [bookmark: _GoBack]The patient were fully dentate and proud of her appearance. The family were extremely upset by this; 
· The second patient story detailed a 73 year old patient with Alzheimer’s living in a nursing home admitted to hospital after a fall which required hip surgery; 
· The patient required assistance in removing the dentures, the team noted that the dentures hadn’t been removed for some time;
· The upper dentures were removed by the oral care coordinator, and the lower was removed during surgery;
· Sarah’s role involves spending time educating and training staff on oral care and reinforcing the need for good oral care. 
In discussing the patient story, members raised the following points:
Steve Spill asked whether Sarah Francis covered the full hospital estate. Sarah advised that she was based at Singleton hospital on a Monday, Morriston hospital on a Tuesday, Wednesday, Neath Port Talbot hospital on a Thursday and Gorseinon on a Friday. 
Anne-Louise Ferguson gave her thanks for Sarah being in such an important post and for all the work she was carrying out, and queried why oral healthcare isn’t covered in nursing education. Sarah noted that as nursing care has changed over the years, oral care had been neglected due to a lack of education. 
Reena Owen endorsed that the role was crucial, and asked Sarah if the role interfaced with care homes as she noted she had heard of incidents where dentures and hearing aids were misplaced. Sarah answered that there was a Welsh Government funded programme called ‘Gwen Am Byth’ which aimed to address nursing homes. Sarah advised she was working on an initiative called ‘denture daisy’ whereby a symbol indicates the person has a denture to highlight when stripping beds and clearing tables to pay careful attention for dentures. 
Gareth Howells agreed to link in with Sarah outside of the committee, to arrange a slot to present the presentation at the nursing and midwifery board. Sarah agreed, and advised she was pursuing mouth care champion training with ward staff. Gareth added it would be good to carry out a wider communication piece to take the work forward system wide. Hazel Powell agreed and added a back to basics campaign would be useful which could include audiology and optometry colleagues to cover all bases. 
	

	Resolved: 
	The patient story be noted.
	

	08/24
	SERVICE GROUP HIGHLIGHT REPORT: PRIMARY, COMMUNITY AND THERAPIES SERVICES’
	

	
	The Primary, Community and Therapies service group Highlight Report was received.
In introducing the report Sian Passey highlighted the following points:
· The updated reporting structure was included in the report to mirror the quality and safety structure in the corporate teams. The group were updating a lot of work plans, terms of reference and were looking at carrying out a self-assessment in March 2023; 
· Starting in January 2024 a risk management group had been implemented which would involve further scrutiny in relation to the risk ratings on the risk register;
· Currently has about 550 open incidents with a reducing trajectory; the number of open incidents is likely to reduce to 500 by the end of the month with a plan being developed to reduce further throughout February. . A slight peak in August due to some services’ transferring over the primary care during this timeframe; 
· The governance team were supporting monthly workshops to review lower level pressure ulcer incidents, with relevant clinical staff. To date there have been two workshops which has resulted in a sharp increase in closure of incidents.
In discussion of the report, the following points were raised: 
Raj Krishnan thanked the service group for the reporting structure, which would be extremely helpful in time. Raj asked for further information on the DATIX compliance within the full service group, Sian advised there had been a great deal of work put into the services’, particularly the contracted services’ to identify and streamline the DATIX process. Sian added that an individual within the team had been identified to work closely with the primary care services’ to identify the DATIX incidents and to reiterate the importance of reporting via DATIX. Claire Lewis highlighted that all contracted services’ have the ability to report on DATIX, whilst they aren’t mandated to do, they were actively encouraged to do so. Raj queried whether this applied to primary care and dental practices. Claire Lewis advised it was all contracted services’. Raj noted the high number of incidents linked to patient aggression and Sian advised that a focused work stream was being developed to look into this area further. Raj made reference to the note of the audit plan and asked that the service group submit the plan in a timely manner, Sian was hopeful that the plan was at sign off stage and would be submitted soon.
Brian Owens assured members that conversations were taking place regarding DATIX at a recent LMC (local medical committee) liaison meeting which involved a strong desire to use the system, which he saw as a positive movement.
Anne-Louise Ferguson queried the numbers reported in the table detailing pressure damage. Claire Lewis advised that this was the way it was reported through DATIX, with users reporting pressure damage as injury rather than using the pressure damage category. Anne-Louise Ferguson asked how it’s identified where a member of staff has been injured if people are inputting DATIX incorrectly, Claire Lewis advised there were subcategories on DATIX which delved into the detail further and highlighted that the pie chart was not inclusive of the detail in the subcategories.  Anne-Louise Ferguson 
Nicola Matthews requested a timeline of dates on the HMP action plan, and Sian Passey agreed to include dates moving forward. Brian Owens added there had been a number of action plans over time, however a good monthly forum had been set up to deal with it. A position report would be taken to Management Board in February 2023. 
Nicola Matthews asked how the wellbeing of prison staff was at present. Sian Passey advised they were relatively ok considering the tough and pressured environment, and that a lot of work was being carried out in the wellbeing space. A nurse advocate was in place to provide extra support. 
Brian Owens advised there was a dental external review since the report was submitted. Brian Owens drew member’s attention to the reviews which had highlighted urgent actions for the health board, which have since been closed due to the urgent actions being for the independent contractors. 
	









































BO/SP

	Resolved:
	· The report be noted.
ACTION – HMP Action Plan to include dates on actions moving into the next reporting period. 
	
BO/SP

	09/24
	QUALITY AND SAFETY PERFORMANCE REPORT
	

	
	The quality and safety performance report was received. 
In introducing the report Darren Griffiths, highlighted the following points:
· In December 2023, the number of red calls responded to within 8 minutes deteriorated to 47.3% from 51.5% in November 2023;
· At the end of December 2023 there were 762 ambulance to hospital handovers taking over an hour, this was an increase of 38 compared with 724 in November 2023, Whilst the position compared favorably across Wales it was acknowledged it wasn’t a position we wanted to be in;
· Increased number of pressure ulcers; 
· One new never event reported, with the learning already in process from the never event; 
· Discharge summaries saw a welcomed improvement to 70%; 
· December 2023 saw an increase in the number of patients waiting over 63 days, and the action taken to address the backlog were detailed in the report. 
In discussing the report the following points were raised:
Reena Owen highlighted the increase in Clostridium Difficile infections, Hazel Powell advised that the whole of Wales had seen an increase in the infection however, it was an area of concern for the health board and there was a meeting arranged with the scientists at Public Health Wales to gain a clear understanding of the increase and to consider whether the way in which we are moving patients around as part of the continuous flow model was contributing to the increase. 
Reena Owen questioned the falls rate, Hazel Powell agreed to link in with the falls lead to provide an update outside of the committee.  
	


















HP

	Resolved
	· The report was noted. 
ACTION – Hazel Powell to link in with the falls lead to provide an explanation for the recent increase in falls. 
	
HP

	10/24
	CONTROLLED DRUGS GOVERNANCE AND ASSURANCE PROGRESS REPORT
	

	
	The summary report from the Quality and Safety Group was received. 
In introducing the report Judith Vincent, highlighted the following points:
· A significant work had been undertaken with the service groups to improve governance around controlled drugs and a good trajectory was anticipated; 
· The risk on the risk register had been closed down, as all the home office licences applied for had been granted; 
· Workforce challenges were seen with the absence of the controlled drug accountable officer however, the development of a better governance framework in the service groups would ease the pressures. 
In discussing the report the following points were raised:
Reena Owen asked if there were specific timescales in achieving the audit recommendations. Judith Vincent advised that she has been working with the service groups to develop a recovery plan, which was taken through the audit committee. 
Steve Spill queried if the service groups controlled drug lead reports to Judith. Judith informed members that the lead meets with her on a bi-annually basis, where she monitors the action plan on top of the internal processes which the pharmacy team report.
	




	Resolved:
	· The report be noted.
	

	11/24
	QUALITY AND SAFETY GROUP EXECUTIVE SUMMARY
	

	
	The Quality and Safety Group executive summary was received. 
In discussing the report the following points were raised:
Anne-Louise Ferguson noted the fixation problems meaning patients in the Spinal Trauma Network were being diverted to Cardiff and requested further information as to whether this was a longstanding problem and what was being done to address the issue. Hazel Powell agreed to find out, and circulate an update outside of the committee. 
	



HP

	
	· The report was noted. 
ACTION – Further information on the issue of patients being diverted to Cardiff on the Spinal Trauma Network. 
	

	12/24
	ITEMS TO REFER TO OTHER COMMITTEES
	

	
	There were no items to refer to other committees. 
	

	13/24
	ANY OTHER BUSINESS
	

	
	There was no further business and the meeting was closed. 
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