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Swansea Bay University Health Board
Unconfirmed
 Minutes of the Quality and Safety Committee 
held on 6 November 2025 10:30am-1:00pm
via Microsoft Teams

	Present:

	Jean Church 
	(JC)
	Chair 

	Anne-Louise Ferguson
	(ALF)
	Independent Member

	David Martin Lloyd
	(DML)
	Independent Member 

	Keith Lloyd
	(KL)
	Independent Member 

	Nicola Matthews
	(NM)
	Independent Member 

	In Attendance:

	Vicki Burridge
	(VB)
	Head of Nursing (For item 117/25)

	Kimberley Cann 
	(KC)
	Consultant in Public Health

	Alison Clarke
	(AC)
	Deputy Director of Therapies and Health Science

	Amelia Cole
	(ACo)
	Corporate Governance Officer (Note taker) 

	Emily Davies 
	(ED)
	Head of Nursing for Transformation 

	Michelle Davies 
	(MD)
	Head of Strategic Planning and Partnerships (For item 119/25)

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

	Darren Griffiths
	(DG)
	Director of Finance and Performance 

	Raj Krishnan
	(RK)
	Deputy Executive Medical Director (For item 120/25)

	Deb Lewis 
	(DL)
	Chief Operating Officer 

	Hazel Lloyd
	(HL)
	Director of Corporate Governance (For item 112/25, 113/25, 118/25, 124/25, 125/25, 126/25)

	Osian Lloyd 
	(OL)
	Head of Internal Audit 

	Sharron Price
	(SP)
	Group Nurse Director 

	Elizabeth Rix 
	(ER)
	Executive Director of Nursing and Patient Experience (For item 114/25, 115/25, 121/25, 123/25)

	Lorna Tasker 
	(LT)
	Consultant Clinic Scientist, Head of REU, Assistant DOTHS 

	Richard Thomas 
	(RT)
	Director of Insight, Communications and Engagement (For item 127/25)

	Joanne Walters 
	(JW)
	Deputy Head of Nursing Infection Prevention and Control Team (For item 122/25)

	Emily Warren
	(EW)
	Associate Director of Operations (For item116/25)

	Apologies:

	Marie Davies 
	(MD)
	Executive Director of Planning and Partnerships

	Christine Morrell 
	(CM)
	Executive Director of Allied Health Professions and Health Science




	Minute No.
	

	108/25
	WELCOME AND APOLOGIES 

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

	109/25
	DECLARATIONS OF INTEREST

	    
	MNM declared an interest in item 3.2, update on Gorseinon, highlighting that as a local councilor for the area covering the Gorseinon Hospital, M NM wished to flag this for the Committee’s attention.  

	110/25
	MATTERS ARISING

	
	ER to provide a verbal update on maternity. 

	111/25
	MINUTES OF THE PREVIOUS MEETING

	
	JC highlighted the following outstanding action points from the action log:
· Suicide Priority Discussion: This action remained open and cannot yet be closed;
· TRiM: Had now been picked up by the Workforce and Organisational Development Committee;
· Therapeutic Intervention Rates: Information requested by Nuria Zolle (NZ, Audit Committee Chair) on performance against the 28-day targets had not yet been received;
· Audit End Date: Confirmation from Helen Dean, Associate Medical Director for Professional Concerns and Quality and Safety, on the end date of the audit was still outstanding.
· Health and Safety Training: Further information on senior manager training following the recent deep dive was awaited.
JC confirmed that, aside from these points, there were no objections to approving the previous minutes from 11 September 2025 as an accurate record.

	112/25
	COMMITTEE LOG

	
	HL confirmed that the Quality and Safety Dashboard action could now be closed following the presentation at the meeting on 5 November. HL also highlighted that three further actions remained open, with plans in place to ensure these were managed to closure.
JC expressed appreciation to the team who attended the session on 5 November, explaining that it was a highly productive and valuable hour.

	113/25
	COMMITTEE SELF-ASSESSMENT 

	
	HL introduced the routine six-monthly Committee Self-Assessment, highlighting that the Committee was evolving and improving. Audit Wales had recognised changes through its structured assessment review. HL highlighted that further work was needed to set priorities for the year, plan for 2026, and determine the frequency of risk coverage. Feedback received would help reset priorities in collaboration with the Chair and key Executive Directors.
JC highlighted that following the Committee reset in May, the assessment would support practical improvements to maximise Committee Effectiveness and subsequent escalation to the Board. JC confirmed that suggestions for refining processes and protocols had been shared with HL and AC to create a more cohesive structure for both Committee and In-Committee meetings. 

	114/25
	QUALITY AND SAFETY GROUP EXECUTIVE SUMMARY    

	
	ER presented the Quality and Safety Group Executive Summary highlighting the following:
· Service Groups were expected to undertake assurance visits themselves;
· Challenges were highlighted in completing full audits due to the audit length; Service Group Nurse Directors were encouraged to focus on key elements rather than full audits;
· Support was provided to Service Groups to use assurance processes functionally and consistently;
· Handling complaints performance was raised as a concern;
· There was a significant backlog of overdue complaints (currently 280);
· Plans were requested from Service Groups; workshops had been held and further sessions were planned;
· There was an urgent need to clear backlog before “Putting Things Right” is introduced in 2026;
· A pilot was underway in Singleton and Neath Port Talbot for an early resolution approach which meant contacting complainants before the formal process took place;
· The response to suicide and self-harm: a paper was being developed for Management Board; an update was to be brought back to the Committee;
· Lockset safety: an assurance template was being compiled for all areas; escalations were managed through the Patient Safety and Compliance Group;
Quality priorities update;
· Pressure ulcers: Reporting had increased, Deep damage incidents reduced by 61% (Aug–Sept), Incident rate: 1.7 per 1,000 bed days (4.3% reduction year-on-year), Target for 2026: 20% reduction in acute sites; 10% reduction in avoidable ulcers across the Swansea Bay University Health Board (SBUHB);
· Nutrition and hydration: the focus was on patient weight recording and fluid access, especially in ED;
· Acute physical deterioration: Early warning scores (National Early Warning Score (NEWS), Paediatric Early Warning Score (PEWS)) were implemented across the SBUHB; 
· End-of-life care: Participation in a national audit had taken place; progress and priorities were outlined;
· The Quality Priority risks linked to Risk Monitoring were detailed in the report.
JC welcomed the introduction of the Three A’s report from group meetings, highlighting its usefulness in drawing attention to key information although further development would ensue over time. JC also acknowledged the valuable content within the resources portfolio presented earlier.
NM raised a query regarding complaints management, specifically asking about the length of delays among the 270–280 overdue complaints.
ER confirmed that delays varied and acknowledged the significant backlog. ER emphasised the need for focused support to Service Groups and explained that acute sites faced considerable operational pressures, impacting their ability to complete lengthy audits and assurance visits. ER outlined plans to adapt the approach to quality assurance visits, making them more manageable and ensuring engagement from Service Group nurse directors.
JC raised concerns about ownership within Morriston and other acute sites and stressed the importance of prioritisation and accountability. 
ER confirmed that collaborative working with Service Group teams would continue to strengthen quality and safety leadership.
JC requested clarification on the response plan for suicide-related incidents in non-mental health settings, highlighting that the referenced action card was not included in the report.
DL advised that the action card existed and would be shared. DL explained that the cards outline escalation processes at bronze, silver, and gold levels, covering site management, operational managers on call, and executive on call responsibilities. This issue had recently gained prominence following a serious incident at Morriston Hospital and related coroner queries.
ACTION: DL
The Committee: 
· Agreed to alert the Board that not all Service Groups are undertaking Unannounced Assurance Audits, which is a requirement of the Quality & Safety Framework.  Executive Director of Nursing & Patient Experience written to all Nurse and Medical Directors and actions underway to assist teams in the timely completion of these Audits.
· Agreed to advise the Board that a new reporting structure was being introduced through the Three A’s framework (Awareness, Assurance, Action) to strengthen oversight and ensure timely escalation of key quality and safety matters.
· Were assured by the Quality and Safety Executive Summary.

	115/25
	QUALITY AND SAFETY PERFORMANCE 

	
	ER presented the Quality and Safety Performance report highlighting the following:
· Inpatient falls rate was below national average with a downward trend over the past six months;

· Incidents causing harm had reduced by 7% compared to last year;

· Higher falls rates recorded in Mental Health Services, Acute Medical Unit (AMU), and older persons’ rehabilitation wards; risk assessments and harm prevention measures were in place;

· Falls-related attendances to ED and Minor Injuries Unit (MIU) were 17% higher than last year, prompting system-wide prevention work with care homes and community teams;

· Serious incidents saw five reported in the last 12 months (down from 10 previously – 50% decrease);

· Targets were to reduce Welsh Ambulance Services NHS Trust (WAST) callouts from care homes by 30% per site by March 2026. Fall rates were not to exceed five falls per 1,000 bed days. An aim was to reduce conveyance to hospitals;

· There were 216 complaints received in October (up from 178 in the previous month);

· Average time to close a formal complaint: 34 days in August (target was 30 days);

· Number of overdue complaints continued to rise (approx. 280 cases);

· Bi-weekly meetings with service groups were established; task group being set up to deliver backlog reduction by end of March 2026 ahead of Putting Things Right implementation in April;

· Work was ongoing to increase patient feedback in areas with low response rates;

· Focus on addressing areas where feedback was less positive to improve patient experience.
NM raised two queries; endoscopy waits and stroke admissions within four hours, highlighting performance was 24% in September.
DL confirmed performance in both services remained below target but was improving. The escalation requirement was 60% compliance for three consecutive months; July and August achieved this, and September was expected to meet the same level. Pathology delays remained a significant issue, impacting cancer diagnosis and patient communication. DL advised that discussions were ongoing with pathology leads to address these concerns. Focus meetings with tumour site leads had been held, and clear directions issued to improve cancer performance. Plans were being developed to reduce breaches and improve patient experience.
ALF queried follow-up appointment delays, asking whether patients were informed and whether figures reflect ongoing additions to lists. 
DL confirmed many patients on follow-up lists did not require appointments and were unaware they were listed. Work was underway to review and remove unnecessary entries, supported by a newly appointed Patient Access Manager. Other Health Boards had used AI and algorithms for this process; SBUHB planned to adopt similar approaches to improve efficiency.
JC highlighted positive developments, acknowledging significant improvement in data quality, particularly in reporting on National Reporting and Investigation (NRI) learning. JC emphasised that overall patient satisfaction scores consistently exceed the benchmark of 85%, with an average of 91.6%. This improvement should be reported to the Board as good news. JC also advised that pathology performance and stroke admission delays require escalation to the Board for assurance.
The Committee: 
· Agreed to alert the Board that there were significant operational challenges requiring attention. 
· Pathology: breaches for September were due to not having pathology results returned in a timely manner thus compromising both performance and the ability to provide patient diagnosis.
· Cancer: Breach volumes, no real change since April in Lower GI, urology; increased: lung, gynaecological, haematology.
· Minor Injuries Unit Neath Port Talbot Hospital: need to enhance safeguarding oversight in paediatric waiting area and enhance safety measures in response to increase in violence against staff.
· Agreed to advise the Board that Patient satisfaction scores remained strong, averaging 91.6%, which exceeded the benchmark of 85%. In addition, reporting on National Reporting and Investigation (NRI) learning had been significantly enhanced through the use of the Yorkshire Contributory Factors framework, providing improved insight and assurance on incident analysis and learning.
· Agreed to assure the Board on the following: 
· Complaints: Action has been taken to address the 280 overdue complaints; there was a pilot in place to amend the process in which complaints are handled from immediate time of receipt. Average number of days taken to close decreasing, however average number of overdue formal complaints increasing bi-weekly. A Test of Change underway in Singleton Neath Port Talbot (SNPT) to trial new way of managing complaints attempting early intervention/resolution. 
· Stroke performance together with ligature management both remain in active oversight with alerts to Board. Data for October should show a significant improvement in the admission to stroke ward within 4 hours (24% in September) as positive pathway management impacts.
· Endoscopy: Delays in achieving the 8 week targets will be improved as the new mobile endoscopy Unit is commissioned at Morriston. Caution should be exercised, however, as the additional outpatient work is increasing demand.
· Acknowledged the Quality and Safety Performance report. 

	116/25
	CLINICALLY OPTIMISED PATIENTS

	
	EW presented the Clinically Optimised Patients report highlighting the following:
· A programme was put in place in January to reduce delayed discharges, progress had been reported; 
· The Integrated Discharge Hub (IDH) was implemented with a single trusted assessor referral form, replacing multiple inconsistent forms resulting in significant improvement.

· The next step would be to embed the trusted assessor model across all three sites; engagement with social workers was ongoing;

· A major challenge for the area was limited capacity in Pathway 1;

· Currently there were over 100 patients waiting for reablement services while occupying hospital beds;

· Delays increased the risk of deconditioning, leading to higher dependency needs;

· Deloitte commissioned to conduct a demand and capacity review: Assess current patient needs, acuity, and geography, determine the required capacity in reablement and domiciliary care services;

· Current processes identified as complex and inefficient: Face-to-face summit held; further sessions planned to streamline pathways. Issues include lack of integration between health and social care digital systems and differing processes/language;

· Tests of change were planned to reduce delays; this required Council support;

· There was emphasis on collaboration across West Glamorgan, but the need for sustainable change was beyond short-term fixes;

· The Community services review was underway (led by Mel Rogers, Assistant Director of Nursing) to align with demand and capacity findings;

· The goal was to achieve greater efficiency and assurance that limited resources meet population demand over the next three–four months.
DL emphasised the importance of reducing delays and confirmed the target remained 100 clinically optimised patients by March 2026. DL highlighted insights gleaned from a recent conference and reiterated the need for sustained progress.
ALF commended the report and raised a question on the increase in higher acuity patients entering discharge pathways, asking whether this was due to faster hospital throughput or other factors.
DL responded that acuity was subjective and varied by assessor. While acuity appeared to be increasing, it required further investigation to understand underlying causes.
The Committee: 
· Agreed they had considered the recommendations: 
· The progress made in delivering pathways of care delay reductions;
· Considered the current risk around the integrated discharge hub;
· Considered that the pace of progress was slowing and that mitigation was required to support continued reductions to achieve a reduction to 150 and below in 2026 (with an updated target of 100 by end of March next year).
· Were assured by the Clinically Optimised Patients report.  

	117/25
	 CHILDREN COMMUNITY NURSING

	
	VB presented the Children Community Nursing (CCN) report highlighting the following:
· External review of children’s services in 2020 highlighted staffing and service improvement needs;
·  Significant progress had been made, but ongoing risks remained around non-registered workforce and continuity of care;

· There were 17 packages of care in the community, all for highly complex children; increasing complexity as children age and new cases required day/night support;


· The Risk score reduced from 20 to 16 since July but may fluctuate as new packages were added;

· Governance strengthened with new CCN Manager and oversight from Deputy Head of Nursing; there were monthly workforce meetings and escalation through quality and safety forums;

· Recruitment and retention of non-registered staff remained difficult: 
· Recent Band 3 recruitment attracted 400 applicants, but many did not meet criteria or had withdrawn
· Role demands (night shifts, lone working in family homes) contribute to high attrition;
· There was heavy reliance on bank staff; continuity of care was impacted by sickness and availability;

· Missed care episodes occurred due to 2:1 staffing requirement for manual handling when second staff member was unavailable.

· Recruitment initiatives included open days and targeted campaigns for non-registered staff;

· Robust education programme introduced: Band 3 staff supported to progress to Band 4; four staff successfully upskilled this year;
· Considering short-term use of Band 5 staff as a contingency (not sustainable long term);

· Workforce planning identified 12.5% increase in Band 4 requirement due to complexity of care;

· Registered workforce strengthened; interviews for vacancies were scheduled this week and next;

· Service remodelled to include cardiac liaison and advisory roles following gap analysis;

· There was ongoing face-to-face engagement and annual meetings with families; QR codes provided for feedback, though uptake was limited due to care demands;

· Service remained committed to delivering safe, high-quality, consistent care despite recruitment challenges;
· Continued improvements and robust governance was in place; risk remained under close monitoring.

ALF queried whether recruitment difficulties were unique to SBUHB or common across Wales.
VB informed that other Health Boards also faced challenges, often relying on agencies, which themselves struggle to recruit. SBUHB employed staff directly, which avoided some delays, but agencies typically pay higher rates.
The Committee: 
· Agreed to advise the Board of ongoing recruitment challenges.  The children's community nursing team remained committed to delivering high quality, safe, and consistent care but there were sustained workforce challenges, particularly in recruitment and retention of non-registered staff that require urgent attention and strategic action to ensure service continuity and meet the needs of children and families.
· Agreed to refer the ongoing workforce recruitment and availability issues in the children's community nursing service to Workforce and OD. This referral was made due to persistent challenges in recruiting and retaining non-registered staff, which impact the delivery and continuity of care for complex children in the community.
· Were assured by the Children Community Nursing report.


	118/25
	EXTERNAL INSPECTIONS 

	HL presented the External Inspections report highlighting the following:
· There was a comprehensive update on activity since July; the Committee was to consider whether future reports should be shorter or provided at every meeting;

· Healthcare Inspectorate Wales (HIW):Three final reports published: Laurels and Briery Complex Care Unit, Minor Injuries Unit (Neath Port Talbot Hospital), Community Mental Health Team;

· There was a recent inspection at Tawe Clinic, an immediate improvement plan was submitted and accepted; a draft report was in development;

· There were four updates provided and accepted on action plans for: Emergency Department, Diagnostic Services (Singleton), Birth Centre (Neath Port Talbot Hospital) and Laurels and Briery Complex Care Unit; 

· The response submitted to HIW inquiries on maternity and neonatal services; a copy was attached to the report;

· Joint Commission and Committee review of Caswell Clinic was completed in October 2025;

· Medicines and Healthcare products Regulatory Agency (MHRA) Inspection; Radiopharmacy and Pharmacy Support Services (Singleton) were inspected 14–16 October findings showed no critical issues, one major finding, and several minor issues; the team were addressing and would respond to MHRA;

· HIW requested engagement meetings for the year;  Joint meetings with Chair and Chief Executive, meetings with Clinical Executives and separate meeting with Chief Operating Officer.
JC thanked HL for the comprehensive report and accompanying resources, highlighting their value and suggesting the Committee consider whether future reports should be shorter or presented at every meeting. JC raised two points;  she requested more clarity on outcomes for incidents referenced in reports, such as the student nurse assault (CAS 14636), and how these were tracked across Committees. JC highlighted the positive outcome of avoiding the Cefn Coed Pharmacy licence withdrawal and stressed the importance of preventing similar risks. JC suggested improving cross-referencing issues to relevant Committees, such as estates and safeguarding concerns in the paediatric waiting area.
ALF queried the absence of the Caswell Clinic Joint Commissioning Committee Review in the appendices and requested confirmation it would be shared.
HL confirmed the Caswell Clinic review would be added to the resource section and uploaded for members. HL agreed to work with JC on improving cross-referencing information to other Committees.
The Committee: 
· Agreed to advise the Board on the following;  
· Cefn Coed Pharmacy threatened licence withdrawal averted (months 04/08/25 – 01/0526), further site inspection in next twelve months.
· Joint Commissioning Committee (JCC); Members raised significant concerns with safety and quality issues in Caswell Clinic Medium Secure Mental Health Facility.  A full-Service Review undertaken between 15th September and 3rd October against recognised Quality Standards for Medium Secure Units. Report under scrutiny for factual accuracy prior to feedback to JCC.
· The Medical & Healthcare Products Regulatory Agency (MHRA) visited Singleton Hospital Radio pharmacy and Pharmacy Support Services to carry out inspection under the Human Medicines Regulations 2021. No “critical” findings reported however, major findings related to deficiencies in: Sterility assurance and cross-contamination controls as well as Management oversight and control of Pharmaceutical Quality System (PQS). Health Board response articulating corrective actions together with completion target dates to be delivered by 20th November 2025.
Acknowledged the External Inspections report, the Committee agreed to review the reporting frequency and format for efficiency.

	119/25


	RIGHT CARE, RIGHT PERSON 

	
	MD presented the Right Care, Right Person report highlighting the following:
· The paper provided an update on governance work and next steps following previous reports (Nov 2024 and Mar 2025);

· Right Care, Right Person was a national policy applied across Wales; phased implementation by South Wales Police completed in March 2025;

· The policy was now business as usual for South Wales Police;

· The Police would only respond where: Threat to life or serious harm exists, Police powers were required, crime occurred or was suspected or when a person was missing.

· A Task and Finish Group was established to mitigate risks during implementation;

· Issues were identified in phases 3 and 4 and addressed through the Mental Health Transformation Programme;

· There was ongoing engagement with South Wales Police on development of a robust mental health policy;

· Incidents were monitored involving police to ensure no harm to patients;

· Mental Health services reported an improved collaboration with police post-implementation;

· Police made compromises during the rollout and acknowledged need for clearer policy;

· The policy had prompted greater discussions on managing vulnerable patients;

· Risks  which were linked to local operational needs were identified early; monitoring would occur at Service Delivery Group level with escalation via Quality & Safety governance route;

· Monthly incident reports were now produced by Datix and Patient Experience teams;

· The Partnerships and Planning team would remain engaged and were to attend a security meeting to confirm no outstanding issues;

· There was ongoing monitoring and engagement which would ensure sustainability and improved partnership working.
DL highlighted that while the transition could have been smoother with earlier engagement, implementation had been flexible, and there had been no significant incidents reported. Monitoring would continue to ensure any issues were addressed promptly.
The committee:
· Agreed to assure the Board that whilst the Task and Finish Group has been stood down since the implementation of the RCRP Policy the Health Board remains fully engaged with South Wales Police (SWP) and incidents are routinely monitored. Of particular note is: Quality & Safety Leads within the Service Delivery Groups take a lead role in monitoring and reviewing incidents.
· Were assured by the Right Care, Right Person report.
· Endorsed a monitoring structure designed to maintain oversight of incidents involving police under the "Right Care, Right Person" policy.

	120/25
	MENTAL HEALTH QUALITY AND SAFETY WORKSTREAM 

	
	RK presented the Mental Health Quality and Safety Workstream report highlighting the following:

· The report provided an update on establishment and progress of the Quality & Safety workstream within the Mental Health Transformation Programme;

· The programme aimed to deliver improvements for Mental Health and Learning Disability Services, supported by an Independent Expert’s input;

· There was an aim to develop the Mental Health-specific Quality and Safety metrics (dashboard to include serious incidents, complaints, investigations, external inspections, and risk register);

· Draft metrics were based on local data initially, expanding to National datasets; this was expected by November 2025;

· To ensure a consistent approach to managing complaints and incidents; draft flowchart with timelines and steps were currently under consultation;

· To review themes from HIW reports and integrate into quality improvement work;

· To address long-standing risks within the Service Group’s Operational Risk Register;

· There was a focus on creating a robust framework for high standards of Quality and Safety, not operational delivery;

· There was a wide-ranging professional representation within the workstream; the next progress meeting was scheduled immediately after this Committee;

· It was asked that the Committee acknowledge establishment of the workstream, to be assured of priorities and progress made to date.
JC sought clarification on the metrics dashboard and the use of platforms for patient-recorded outcomes. 
RK confirmed discussions were ongoing and explained that priorities include establishing Quality and Safety metrics, strengthening incident reporting and concerns management processes, and assessing mortality and patient safety risks. RK highlighted that departmental metrics would be comprehensive, with condensed versions for Corporate and Board reporting. 
JC requested timelines, underpinning metrics, and clarity on measures within the transformation programme, along with updates on open and closed complaints. JC also highlighted reassurance and evidence was required regarding concerns from the Tawe Clinic HIW report were being addressed.
RK confirmed progress and stated that robust processes for responding to HIW inspections were being developed. 
The Committee: 
· Agreed to alert the Board; 
· The Transformation Programme had been established with the initial focus to be placed on Adult/Older People for mental health services and Terms of Reference agreed.  
· Workstreams to include Quality & Safety, Information, Service Redesign, Workforce, Estate.  The remit will deliver relevant data, documents and themes with draft metrics to be presented to Workstream in November to enable refinement and finalisation.
· Agreed to assure the Board that continued engagement and collaboration with South Wales Police and partners on the Mental Health Policy. A review of s136 Suite based at the Mental Health Unit NPTH has enabled the development of an action plan produced to reflect the changes required to improve the facility – this action plan forms part of the Mental Health Transformation work programme.
· Acknowledged the establishment and progress of the Mental Health Quality and Safety Workstream and were assured by the priorities and framework described.

	121/25
	GORSEINON

	
	ER presented the Gorseinon update highlighting the following:
· An urgent transfer from Gorseinon was completed between 3 and 7 October, following the phased plan;
· Full staff engagement took place, including one-to-one discussions with all staff; engagement continues as needed;
· Patients and families were informed, and formal public communication was carried out;
· By the end of the transfer, 30 patients were accommodated in Ward three at Singleton, with collaboration between Operational Services (OPS) and nursing teams;
· The transition went smoothly; staff and patients had settled well, and the environment supported ongoing care;
· The workforce had stabilised: there was integration of Gorseinon and Singleton nurses which reduced reliance on temporary staff;
· Outstanding issues included decommissioning areas and addressing security risks at Gorseinon, particularly out-of-hours; mitigating actions were in place, and the Estates team was involved;
· Gorseinon continued to host other services; future engagement with councillors and the public on its long-term use was planned;
· There was positive feedback from staff: they felt safe and pleased to be at Singleton;
· The medical and therapy staffing moved across and continued as before.
DL presented the Gorseinon update highlighting the following:

· Staff feedback had been positive; they feel better supported and safer on site following the move;
· A significant security risk was identified at Gorseinon (doors never locked), which was not apparent before the transfer decision;
· Interim mitigation: a security guard was currently on site, but this was not sustainable;
· Long-term solution: exploring digital lockable systems, with costings was underway via the Primary Care team and Finance;
· Overall, the transfer was viewed as a positive experience;
· The reduction in bed capacity from 616 to 413 beds, was contributing to pressure at Morriston Hospital;
· Many patients in Ward three were clinically optimised; focus was on improving patient flow into those 30 beds;
· The Singleton Patient Flow Team was actively supporting the work to ensure traction.
JC welcomed the positive update on staff and patient transition and asked about the timeline for reviewing the future use of the Gorseinon site. 

DL confirmed the closure was temporary but emphasised the need for a clear plan within the current financial year. DL highlighted ongoing security risks at Gorseinon highlighting that the absence of locked doors posed a longstanding issue. Interim mitigation included a 24/7 security guard, but this was unsustainable; digital lockable solutions were being costed with Finance and the Primary Care team. DL advised that the review may lead to the site becoming a daytime-only facility, and district nursing presence may change.

DML queried whether the review would consider a Health and Social Care community hub and engagement with local authorities. 

DL confirmed that consultation was underway as part of an integrated community services review with local authority involvement.

JC advised that the Board should be alerted to the security risks and the presence of district nursing teams. JC highlighted that while the transition had been successful, ongoing actions included decommissioning West Ward, implementing estates improvements, and prioritising approval for door adaptations and security alarm systems. 

DL clarified that the security risk had not increased due to recent actions but remained a concern.

The Committee: 
Agreed to alert the Board that whilst the transfer programme has been executed with minimal disruption and integration of patients and staff, feedback from the former being very positive, Board should be alerted to the challenge of the security of West Ward and the wider hospital estate.  District Nursing Teams are the only service operating out of hours on the premises which presents a security risk however, this has been the norm for service provision and was not created by the transfer activities.  The security issue for this Team has in fact been mitigated by the 24hour security guard presence on site.
· Acknowledged the Gorseinon update, an update on the transfer and the decommissioning of West Ward, including the adaptations required was received. The Committee agreed to proceed with ongoing estates improvement actions to ensure the safety and security of both West Ward and Gorseinon. The Committee also acknowledged the continuing security risks associated with the decommissioning programme and confirmed the need for priority approval for door adaptations and the installation of security alarm systems.

	122/25
	INFECTION PREVENTION CONTROL 

	
	JW presented the Infection Prevention Control report highlighting the following:
· The Quarter 2 Assurance Report provided an update on hospital-acquired infection rates, targeted interventions, and progress in reducing some organisms;
· There were no significant increases compared to last August; seasonal variations were linked to antibiotic use;
· There were high periods of increased incidence during the quarter; seven transmission events confirmed through genome sequencing;
· Morriston was identified as highest risk due to patient acuity, overcrowding, and lack of isolation facilities;
· There was no progress on increasing single rooms or decant facilities due to space constraints;
· Antimicrobial stewardship projects and education for new staff was ongoing;
· Primary care initiatives were in place to reduce urinary tract infections impacting Klebsiella and E. coli rates;
· There were improvements in wound management and sampling techniques;
· There was enhanced cleaning provision in Morriston ED and across sites, focusing on frequent touch points;
· The pilot cleaning programme was successful; expansion was planned along with trials of new cleaning products;
· Some bacteremia cases remained unavoidable due to patient conditions (e.g., stoma, anatomical issues).
JW highlighted the complexity of aligning job roles with mandatory training requirements in ESR, explaining that this had been achieved in other Health Boards but not yet in SBUHB due to the scale of the task. 
JC suggested exploring integration of mandatory training at recruitment and induction stages and proposed referral to Workforce and Organisational Development, as well as Digital, in light of the planned national ESR system upgrade. 
ER confirmed a new ESR system was expected next year and supported the need for improved reporting of compliance by the staff group.
JC acknowledged the Health Board’s quarter two position, progress against infection improvement goals, and the need to recognise risks and mitigations in the risk register. JC also referenced the increase in Datix incidents and confirmed the Committee’s agreement on these points.
JW highlighted the Health Board’s infection rates (including C. difficile, Staphylococcus aureus, and Pseudomonas), explained progress on the Infection Prevention and Control Improvement Plan, and shared recommendations and observations for improvement.
The Committee:
· Agreed to alert the Board the Committee remained very concerned about the ongoing issues in Infection Prevention and Control, particularly regarding compliance with hand hygiene and aseptic non-touch technique, as well as the overall lack of progress in reducing healthcare-associated infections. The Health Board has the highest incidents per 100,000 population in C.Dif, Staph Aureas Bacteraemia, Psuedomos Aerugiosa Bacteraemia in Wales. ESR statistics reflect Hand Hygiene Assessments at 29.7% compliance (annual) and Aseptic non-touch Technique at 31.64%.  Discussion highlighted the tenuous nature of these reported statistics and Executives agreed that the impetus to focus on a “back to basics – hand washing, cleaning and a decant ward in Morriston” approach to IPC had to be implemented.  
· Referred the Infection Prevention and Control issues to both Workforce and Organisational Development (WOD) and the Digital team. The referral to WOD relates to aligning mandatory clinical training, such as aseptic non-touch technique, with job roles to ensure accurate compliance reporting and improve linkage at recruitment and induction. The referral to Digital concerns the limitations of the current ESR system in reporting compliance for clinical mandatory training and the need to address these issues within the forthcoming national ESR system upgrade.

	123/25
	BOARD ENGAGEMENT VISITS

	
	ER presented the Board Engagement Visits report highlighting the following:
· It was confirmed that several visits had taken place and some feedback was still awaited;
· It was confirmed that this would be an ongoing report to the Committee, with the aim of linking visit feedback to quality assurance themes and Key Performance Indicators (KPI);
· The importance of ensuring issues identified during visits were escalated and addressed locally was noted, rather than all actions being held by the Committee;
· It was acknowledged that the need to improve reporting so that all visits (e.g., neonatal and Caswell) were included and feedback was accurately captured;
· There was intention to develop reporting further to align with Quality and Safety priorities and ensure actions and escalations from visits were tracked and closed.
ALF raised concerns that two visits she attended (Neonatal Unit on 24 July and Caswell on 25 October) were not included in the report despite feedback being submitted. 

ER acknowledged the omission and committed to follow up to ensure all visits were captured in future reports.

JC emphasised the need to strengthen the reporting process so that issues identified during visits, such as health and safety concerns, sickness rates, psychiatrist leave cover, and digital communication gaps were not only recorded but also tracked through to closure. JC advised that reports should link to relevant service groups (e.g., Estates) and be appropriately tracked to demonstrate how escalated matters were resolved.

ER confirmed this was the start of the reporting process and agreed improvements are needed to connect visit feedback with Quality and Safety priorities and KPI’s. ER assured the Committee that local teams had escalation processes for issues raised and committed to verify whether risk assessments and mitigations had been completed. 

The Committee:
· Acknowledged the Board Engagement Visits report, it was discussed that the need to improve the process by ensuring that issues raised during visits were escalated, tracked, and closed, and that reporting was more comprehensive and linked to Quality and Safety priorities.

	124/25
	HEALTH BOARD RISK REGISTER

	
	HL presented the Health Board Risk Register highlighting the following:
· The report provided an overview of the Health Board Risk Register and confirmed ongoing work to realign risks to the strategic and corporate risk registers;
· Going forward, the Committee Would receive the Corporate Risk Register and relevant extracts from the Strategic Risk Register; 
· There were currently 10 risks where were overseen by the Quality and Safety Committee; nine were at or above the Health Board’s Risk appetite. 
· No new risks had been added, and none had been closed during this period;
· One risk score reduction was recorded, that being access to Systemic Anti-Cancer Therapy (SACT) decreased from 25 to 20.
KL queried the scoring of the risk relating to Child and Adolescent Mental Health Services (CAHMS) performance standards. 

ER responded, explaining engagement with the matron at HMP Swansea and acknowledged the challenging environment. ER confirmed ongoing work to improve support and development opportunities for staff and to address isolation issues as part of the community services review. 

JC highlighted progress in recruitment, including pharmacy technicians and administrative posts.

DL confirmed staffing improvements and advised that a planned site visit to the prison would be rescheduled following cancellation due to an incident at the prison.

JC raised concerns about Risk 43, relating to Deprivation of Liberty Safeguards (DoLS), highlighting a spike in breaches from two in June and one in July to seven in August. 

HL confirmed this was discussed at the Mental Health Committee and committed to review the cases and provide an update on any common themes. 

ALF advised that breaches were likely to continue due to resource constraints and the complexity of reviews, even with increased staffing, and stressed the need to minimise both the number and duration of breaches.

The Committee:
· Agreed to assure the Board that a comprehensive risk realignment process was actively underway, with risks being systematically reviewed and mapped to both the strategic and corporate risk registers. This ongoing work would ensure that future Committee reports provide clear visibility of the most current and relevant risks, supporting effective oversight and escalation to the Board as needed.
· Agreed to alert the Board to the persistence of several high-risk areas that remained above the Health Board’s risk appetite. In particular, the committee highlighted ongoing concerns regarding Child and Adolescent Mental Health Services (CAMHS) performance, where the current risk scoring may not fully reflect the challenges in meeting required standards for access and care for vulnerable young people. The Committee also drew attention to the recent increase in Deprivation of Liberty Safeguards (DoLS) breaches highlighting that these were likely to continue due to the resource-intensive nature of reviews and limited staffing. The Committee emphasised the need for continued Board oversight of these areas, with further analysis underway to identify any emerging themes or additional mitigation required.

	125/25
	PUBLIC SERVICE OMBUDSMAN ANNUAL LETTER

	
	HL presented the Public Service Ombudsman Annual Letter highlighting the following:
· The Annual Ombudsman letter received, providing data on an All-Wales basis;
· The Letter would be presented to the Board in November, following review by this Committee;
· The Health Board was to consider Ombudsman data alongside its own data; complaints and assurance team currently undertaking this review;
· The Health Board’s annual report on Duty of Candour and Quality was published on 9 September and shared with the Ombudsman;
· The outcome of the Board’s consideration and any proposed actions would be communicated to the Ombudsman.
· 
JC reviewed the complaints data highlighting that hospitals accounted for 56% and health services for 19% of complaints. 
ALF commended the team for the positive figures and the speed of responses to the Ombudsman, describing the improvement as significant compared to previous years.
KL added that while the narrative showed an increase compared to 2023–24, figures were slightly lower than in 2022–23. 
ER highlighted the strong relationship built with the Ombudsman, crediting HL and the team for timely responses and improved engagement. 
The Committee:
· Agreed to accept the report and confirmed that the Ombudsman’s Annual Letter would be presented to the Board in November.
· Were assured Ombudsman Annual Letter.


	126/25
	NHS WALES INDIVIDUAL PATIENT FUNDING REQUEST PROCESS 

	
	HL presented the NHS Wales Individual Patient Funding Request Process (IPFR) Policy for information for the Committee:
HL informed the Committee that the updated All Wales policies had been approved by the Joint Commissioning Committee and Management Board, in accordance with established policies, processes, and levels of authority, and were presented to the Committee for formal noting. 

	127/25
	REFFERAL TO QUALITY AND SAFETY 

	
	The Audit Committee referred a Limited Assurance report on Equality to the Quality and Safety Committee. RT discussed the following:

RT explained that while progress had been made on the Strategic Equity, Diversity and Belonging Plan, significant challenges remain due to resource constraints and staffing shortages, including the absence of key leads. The original plan to recruit a Head of Equality, Diversity and Belonging was paused as part of the savings agenda, and recent sickness absences had further impacted delivery. Despite these challenges, the strategic group had resumed activity, with the next meeting scheduled for 27 November to approve Terms of Reference and finalise a 12-month action plan. RT informed that a Board development session on the strategic equity plan had been rescheduled to January, which would allow additional time for preparation. RT assured the Committee that integrated impact assessments were being embedded in decision-making processes, demonstrating progress despite current pressures.
ACTION: RT

JC highlighted that the Committee had been asked to provide additional assurance on the action plan and to consider prioritising monitoring for clarity of management and oversight, referencing concerns raised by Nuria Zolle, Chair of the Audit Committee.

RT responded that arrangements were in place for the Committee to progress the action plan highlighting that the Board Development session had been rescheduled to January. RT expressed optimism that, with staff returning, the timetable could be recharged and emphasised that this work remains a priority for the team.

JC reiterated the importance of addressing concerns, particularly those raised by NZ and confirmed that the Committee would need to advise the Board of ongoing staffing challenges and risks. 

The Committee: 
· Agreed to advise the Board of the ongoing staffing challenges impacting the delivery of the strategic equity plan, including recent staff absences that have affected progress and the ability to maintain the planned timetable. These challenges presented associated risks to the timely implementation and oversight of the action plan.

	128/25
	ANY OTHER BUSINESS

	
	ER provided an update on the programme approach for Maternity, Neonatal, and Perinatal Services. ER confirmed work was underway to establish a single streamlined reporting flow from the Perinatal Committee to the Quality and Safety Committee and then to the Board. A programme board was being developed to oversee improvement actions, including recommendations from the Independent Review, the All-Wales assessment, and the Perinatal Network. A programme lead, Fione Green, has been appointed to coordinate all improvement activity.

ER highlighted immediate priorities addressed following the independent review:

· Neonatal radiology assurance, interim 24-hour reporting arrangements agreed with Cardiff and Vale University Health Board while a long-term solution is pursued;
· Standard operating process between maternity services and Morriston Intensive Therapy Unit (ITU) implemented in September 2025;
· Strengthened governance for hypoxic brain injury reviews, with cases now referred for independent review under the MBRRACE system;
· Improved family engagement processes, with ongoing work to ensure early involvement and communication;
· Development of a unified triage system with a dedicated 24/7 triage line, following the Birmingham Symptom-specific Obstetric Triage System (BSOTS) model; mitigating actions already implemented, but further recruitment and system setup are required.

ER assured the Committee that thematic recommendations were being progressed and a clear improvement programme would be presented to the Board in due course.

JC expressed concern that the Committee had no statistical data to review, which creates difficulty in reporting to the Board. 

ER acknowledged the issue and explained that information was currently fragmented across multiple reporting routes. ER confirmed plans to establish a single, streamlined flow through the Perinatal Committee into the Quality and Safety Committee, ensuring outcomes and Key Performance Indicators are consistently reported.

The Committee:
· Agreed to alert the Board that a verbal update was presented to the Committee that informed of the implementation of a Programme approach to improve services; the intention is that a single route for all communication is established from the Programme Board (consisting of Executive Leads for each area of improvement) through to the Quality and Safety Committee and subsequently to the Health Board. Currently there exists a multiplicity of reporting lines through to the Independent Review Panel, All Wales Assessment and the recommendations when the Perinatal Network on an All Wales basis furnish their perinatal programme. The appointment of a Programme Lead for the Programme has been made which means there is one person through whom all perinatal information will be managed.
· Updates on the priorities from the Independent Review: In terms of the Neonatal/Radiology Assurance (around 24 hour reporting for neonate radiology) the  has aligned its service with the Welsh Scientific Advisory Committee Standards and has interim access to 24 hour urgent reporting in collaboration with Cardiff & Vale University Health Board while a longer-term solution for urgent reporting is sourced. 
· ITU Standard Operating Procedure: revised process agreed and signed off between Morriston ITU and Maternity services (September).
· HIEs: A revised governance framework that strengthens incident review and investigation means all cases now go out for independent review under the MBrace system. Triage, we have a developed model supporting a unified triage system with 24/7 triage line (first in Wales) albeit implementation is dependent upon recruitment and subsequent system set up. 	

	129/25
	COMMITTEE EFFECTIVNESS

	
	NM suggested allocating more time for early agenda items, as these require detailed discussion.

JC agreed and would review timings for Quality and Safety Committee meetings with HL and ACo to ensure sufficient time for critical topics.

ER emphasised reports should be succinct, focusing on key points, exceptions, and KPIs to support effective debate.

RE proposed piloting AI through the Digital and Data Committee to summarise large volumes of papers and identify key questions.

JC noted AI benefits but highlighted licensing costs and compliance safeguards for multiple users (IMs) as considerations.

HL reported using AI to summarise a finance paper into 1½ pages, shared governance protocol, and proposed a working group under the Digital Committee. HL would circulate the September Finance report summary for feedback.

JC reiterated AI’s potential, explaining Independent Members (IMs) licensing limitations.

AC supported careful AI use, shared experience using AI for summarisation and questioning techniques, suggested multiple AI systems for cross-checking, and stressed validation of outputs.

	130/25
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Thursday, 8 January 2026.
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