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Swansea Bay University Health Board
Unconfirmed
 Minutes of the Quality and Safety Committee 
held on 15 May 2025 
via Microsoft Teams

	Present:

	Jean Church 
	(JC)
	Chair 

	Jackie Davies 
	(JD)
	Independent Member 

	Anne Louise Ferguson
	(ALF)
	Independent Member 

	Keith Lloyd
	(KL)
	Independent Member 

	Nicola Matthews
	(NM)
	Independent Member 

	In Attendance:

	Jock Andrew
	(JA)
	Llais Cymru

	Clare Baker
	(CB)
	Deputy Head of Quality and Safety 

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

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

	Susan Ford 
	(SF)
	Patient Feedback Manager 

	Cheryl Gooding 
	(CG)
	Deputy Head of Nursing (For item 54/25)

	Kathryn Greaves
	(KG)
	Clinical Director of Midwifery (For item 61/25)

	Kimberley Hampton-Evans
	(KHE)
	Care After Death Service Manager (For item 59/25)

	Jayne Hopkins 
	(JH)
	Head of Quality and Safety 

	Raj Krishnan
	(RK)
	Deputy Executive Medical Director (For item 56/25) 

	Abi Landeg
	(AL)
	Directorate Manager 

	Hazel Lloyd
	(HL)
	Director of Corporate Governance 

	Osian Lloyd 
	(OL)
	Head of Internal Audit 

	Heidi Maggs
	(HM)
	Lead Service Manager 

	Mark Parsons
	(MP)
	Assistant Director of Capital Planning (For item 60/25)

	Alice Puchades
	(AP)
	Consultant in Public Health (For item 57/25)

	Sharron Price 
	(SP)
	Group Nurse Director (For item 55/25)

	Elizabeth Rix 
	(ER)
	Executive Director of Nursing and Patient Experience 

	Peter Slade 
	(PS)
	Consultant Stroke Physician (For item 58/25)

	Neil Thomas 
	(NT)
	Assistant Head of Risk and Assurance (For item 62/25)

	Sara Utley 
	(SU)
	Audit Wales 

	Apologies:

	Christine Morell 
	(CM)
	Director of Therapies and Health Science 

	Gillian Richardson 
	(GR)
	Interim Executive Director 





	Minute No.
	

	48/25
	WELCOME AND APOLOGIES 

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

	49/25
	DECLARATIONS OF INTEREST

	
	JC disclosed a potential conflict of interest during the meeting, noting that her daughter was the Director for Shared Services for Medical Examiners. JC mentioned this in the context of discussing item 3.5, the Death Certification Reform, which involved medical examiners. JC emphasised that this information should be noted, although it was already included in her annual declaration of interest pro forma.

	50/25
	MATTERS ARISING

	
	There were no items raised.

	51/25
	MINUTES OF THE PREVIOUS MEETING

	
	The minutes of the meeting held on the 25 March 2025 were received and confirmed as a true and accurate record.

	52/25
	ACTION LOG

	
	The Committee received and noted the action log.
HL commented on chasing updates from the three individuals leading the update on the children's community nursing. HL suggested that instead of keeping the item open until March 2026, the committee should consider approving its addition to the work programme.
JC raised a question about the timeline for adding the Quality and Safety Dashboard to the next agenda. 
HL responded that she would take an action to check if it had already been covered in a previous committee and then schedule it for the next meeting

The Committee:
· Action: AC to add the action log item to the Work Programme.
· Action: HL to check if the Quality and Safety Dashboard had been   covered. 

	53/25
	WORK PROGRAMME

	
	HL commented that the committee was in the process of resetting the Committee work programme for 2025-2026. A revised version will be brought back to the next committee meeting.

	[bookmark: _Hlk199846805]54/25
	[bookmark: _Hlk167362883]PATIENT STORY: NEATH PORT TALBOT HOSPITAL/SINGLETON HOSPITAL 

	
	Members welcomed CG to the Committee.
CG shared a patient's story involving a lady and her husband who came through Ward 4 in Singleton Hospital. CG explained that the lady was 17 weeks pregnant and found out at an antenatal clinic that her baby had died. CG detailed that the lady was planned to be admitted to the ward a couple of days later to come to terms with the loss and make arrangements with family members. Unfortunately, the lady delivered the baby at home and contacted paramedics, who conveyed her to the hospital with her baby and husband due to retained placenta. Upon arrival, she was taken to the treatment room, where a doctor examined her without explaining the procedure or obtaining consent. The doctor identified and removed the placenta without offering pain relief or Entonox as promised. CG continued the patient's story, explaining that a nurse later came in and left a memory box wrapped in cellophane on the bed without any explanation. The husband was told he could not stay and had to leave. There were many questions about post-mortem, burial, and cremation, but none were answered at that time. The patient was told she could go home, but she wanted to stay. The following day, the patient was discharged home, and the nurse provided information about post-mortems. The patient was then referred to Christi-Anne Lang, Bereavement Support Midwife, who met with her later. CG informed the committee that they first learned about the incident in May 2024. CG explained that after learning about the incident, she went to the ward and had a conversation with the ward manager and staff. They had already implemented compassion rounds to address compassion fatigue due to an increase in concerns around miscarriage management and baby loss. 

Taking into account the feedback from the Bereavement Midwife about the patient's experience, the Service Group decided to make significant changes.
Following the feedback of the Patient’s experience, significant changes were implemented including the development of a training package re-enforcing the need for compassion and use of appropriate language and the formation of a Baby Loss Support Team on Ward 4, launched in September 2024. Measures were put in place to ensure women coming in were given a named nurse to speak with upon arrive, clarifying with parents how their choice of language regarding their pregnancy, the standardization of memory boxes, footprints and a recognition of life certificate, recognition of the time families need and the impact to mothers, fathers and siblings.
CG indicated that since the launch, had been raised about the management of miscarriage, particularly around the language used and that there is a plan to undertake broader work in relation to language. 
CG informed that this had been a significant piece of work over the past year to ensure the care for women, their partners, and extended families is right. The Service had recently started providing pregnancy tests on discharge to confirm women were no longer pregnant. 
A bereavement room on the ward will be created to provide a private space and less clinical environment for families.
JC invited questions:
NM raised a question about the support provided to families who might go through the experience of baby loss again, emphasising the need for better services. NM enquired if there could be work done with the Charity Committee to make the room more comfortable, possibly allowing dads to stay overnight.
CG acknowledged the feedback and advised these aspects are being considered. CG said there was ongoing work looking into creating a bereavement room on the ward to provide a more comfortable and private space for families. 
JD emphasised the importance of counselling and psychological support for families experiencing the loss of a child. JD enquired about the ongoing community support provided by the bereavement support team and whether a key contact point was allocated to families from the start of their experience.
CG responded that they allocated a named nurse to each patient referred for miscarriage management. CG said this nurse served as the key contact point, ensuring that families had someone to speak to and coordinate with when they came into the hospital. 
JA expressed gratitude to CG for sharing the story and acknowledged the difficulty of doing so. JA appreciated the inclusion of the lady's voice in the training and feedback to staff, recognising it as a testament to the integrity and willingness of public services to change. JA also mentioned receiving positive feedback through their enquiries inbox from a gentleman who had a positive experience with his wife and six-week-old son. The gentleman wanted to ensure that his positive experience was passed on.
ER emphasised the importance of listening and gathering feedback, particularly in challenging situations like the one shared by CG. ER highlighted the significance of co-designing solutions with patients and their families to ensure their voices were heard and their experiences were valued. ER also reflected on her experience with a patient experience group focused on cognitive impairment, stressing the need for the Swansea Bay University Health Board (SBUHB) to consistently listen and respond to patient feedback across all service groups. ER encouraged sharing best practices and fostering a culture of compassionate care throughout the SBUHB.
JC acknowledged the difficulty of listening to challenging patient stories and emphasised the importance of learning from them. JC committed to making the board aware of the patient's story shared during the meeting. 
JC referred to item 3.1.1, indicating that there might be more questions related to the patient experience and concerns report. JC opened the floor for questions, highlighting that it might be easier to ask questions first rather than going through the report traditionally. 
NM asked about the number of incidents that remained extremely high and what was being done to support the staff and what measures have been put in place to reduce those numbers.
ER mentioned that it was a focus for the service groups and was discussed during performance reviews. ER said each service group had been asked to provide a plan to reduce incidents, and the corporate team was offering support. Additionally, ER said a workshop with the Nurse Directors and governance leads was planned to ensure the process was as efficient as possible and to identify areas for improvement.
ALF highlighted that communication issues were frequently at the top of complaint lists and were quite subjective. ALF inquired about what had been done or could be done to improve communication and the training and support for staff to ensure communication was not a recurring issue. ALF also highlighted the disparity in scores between different wards, specifically mentioning that Ward H had a 100% score, the Fracture Clinic has 93%, while Wards G and W had much lower scores at 76% and 60% respectively. ALF asked if there had been a drill down to understand the reasons for these differences and to ensure that good practices are shared across wards.
ER acknowledged that communication was often the highest area of complaint and emphasised the importance of listening and supporting staff to engage compassionately with patients. ER mentioned that she and RE had discussed the impact of words with a group of clinicians and highlighted the need for role modelling and reinforcing clear and compassionate communication. ER admitted uncertainty about the current training in place for this and expressed the need to investigate further. ER mentioned that she would follow up with the service group to ensure that the good practices from the high-performing areas are shared and that there was curiosity about the areas with lower scores. ER acknowledged the need to investigate further. 
JD raised concerns about the 30-day timescale for responding to complaints, highlighting that it might be too long, especially for less complicated cases. JD acknowledged that some complaints were more complex and require longer investigation but questioned whether the 30-day timescale is always appropriate. JD also mentioned the effectiveness of the matrix in dealing with complaints at the informal stage and expressed a desire to see the volume of complaints in numbers. JD suggested that the timescale for less complicated complaints could potentially be reduced.
HL explained that there was a training programme in place to support early resolution of complaints. HL said staff were encouraged to address complaints promptly, and if the complainant was not satisfied or required a more detailed response, the complaint could then become formal. 
ER acknowledged the challenges in the Emergency Department (ED), highlighting that it was often overcrowded and could feel unsafe for patients. ER mentioned that the environment was volatile and that the busyness and overcrowding could impact patients' feelings of safety and comfort. ER observed good interactions between staff and patients but emphasised the need for further improvements.
ER highlighted that there were ongoing efforts to support patients while they waited, and a transformation program was in place to create a better environment in the ED. ER committed to discussing the situation with the Service Group to understand what additional measures could be taken and to ensure there was a reaction to the concerns raised. ER also pointed out the need for the report to address the "so what" aspect, meaning it should include information on what actions had been taken and what the next steps were. ER emphasised the importance of reflecting on actions taken and improving the response time for complaints. ER informed that while the 30-day response time was a national standard, it was crucial to acknowledge complaints promptly and understand what the complainant was seeking. ER mentioned that all matrons and staff were trained in resolution, and there was a pilot program in maternity for real-time patient feedback. ER explained real-time feedback allowed for immediate action, which was often more effective than addressing complaints after the event. ER suggested that incorporating the "so what" aspect into reports would help understand the impact of actions taken. ER advocated for being ambitious in seeking real-time patient feedback, which could be acted upon within 24 hours, moving the organisation to a better place.
The Committee:
The Committee:
· Were assured by the Patient Story. The committee acknowledged the importance of listening to patient experiences and learning from them.
· Agreed to alert the board on the Patient Story and the improvements made in its response. The discussion highlighted the value of compassionate care and the need to share best practices across service groups.

	55/25
	SERVICE GROUP HIGHLIGHT REPORT  

	
	The Service Group Highlight report was received. SP highlighted the following key points; 
· The incident trend was coming down, indicating positive progress. A more robust system for managing overdue incidents had been implemented, including "incident sprints". This approach started in maternity and had now been adopted across the whole service;
· While concern responses appeared static, significant efforts had been made to address longer-standing concerns. Concerns over 12 months have been reduced to three, with ongoing communication with families to explain the status. Efforts were now focused on reducing concerns over six months;
· An improvement plan is in place for Never Events, including daily briefings for staff to inform them of any never events and prevent further episodes;
· The corporate improvement team linked in with SP to conduct training around patient safety and human factors for the theatre team;
· The Llias report was published, and while it was difficult to read, improvements had been made based on its findings. However, there was still work to be done, and the commitment to continue working with patients and families remained strong;
· There had been challenges with Clostridium difficile (C. diff) infections, with increased incidents in unexpected areas. A focused effort on one ward at Neath Port Talbot was successful, involving a deep clean of a four-bedroom area. Replicating this in other areas had been challenging due to patient flow pressures, but efforts were ongoing;
· The highest proportion of reported incidents involved assaults and aggression towards staff, primarily related to cognitive impairment and dementia. A structured activity program in the new rehab unit had significantly reduced these incidents, and the plan was to roll this out to other wards at Neath Port Talbot;
· Mandatory and statutory training, as well as fire plans and activities, were in place and noted.
JC invited questions: 
JC expressed satisfaction with the emphasis on both qualitative and quantitative data in the reports, highlighting the importance of balancing those aspects to facilitate meaningful discussions. JC appreciated SP’s commitment to including both types of data, as it helped in understanding the full context and making informed decisions.
NM praised the team for the decline in incidents and inquired about the three Never Events in the last 12 months. NM asked how the team learnt from those incidents and ensured that the learning was disseminated across all departments to prevent recurrence. 
SP responded that learning from Never Events was shared within clinical audit days in theatre, and safety briefings and internal safety notices were used to highlight incidents and share learning across all theatres. Additionally, SP said there was a longer-term plan to address training and education needs identified from the reviews. NM asked about the internal mechanisms in place for conducting inspections before external inspectors arrive. SP explained that the corporate team conducted unannounced quality assurance framework visits to clinical areas, and matrons performed monthly audits. Additionally, there was a 15-step challenge every Friday to experience the clinical areas as if they were patients and gather feedback. SP said if there were concerns, an internal unannounced quality assurance framework assessment would be conducted. 
ALF raised concerns about the support provided to families affected by Nationally Reportable Incidents in Singleton, particularly in maternity. ALF asked what measures were in place for these families and whether they were informed about the nature of the incidents.
SP explained that the governance team and risk midwife maintained regular communication with affected families, providing updates on the investigation process and addressing any questions they may have. SP said this ensured that the families' voices were included in the investigations, capturing their experiences and concerns. Additionally, SP said external factors such as coroner delays and peer reviews could cause delays in reporting, but the team kept families informed throughout the process.
KG added that the bereavement team was involved immediately after the loss, providing compassionate support to the families. KG explained the Perinatal Mortality Review tool was used to standardise reviews and include patient voices, ensuring that language and interactions were compassionate and sensitive to the families' needs.
JD raised concerns about the distinction between Health and Safety and Quality and Safety, emphasising the need for a clear structure and reporting mechanism for Health and Safety issues within the delivery unit. JD enquired about the specific structure for Health and Safety reporting, partnership involvement, and the escalation process for Health and Safety issues.
JC mentioned that during the IM pre-meet, the issue of Health and Safety reporting was discussed. JC said it was agreed that this topic would be addressed differently in the future to ensure it received the necessary attention and thorough discussion. 
SP expressed her willingness to sit down with JD outside of the meeting to discuss and formulate what would be helpful for the committee in terms of Health and Safety reporting.
HM added to the discussion about preparing for external inspections by mentioning that in the patient safety and compliance group, which sat under the Quality and Safety group, themes and lessons learned from all Health Inspectorate Wales (HIW) inspections and assurance visits were shared with all service groups. 
The Committee:
· Acknowledged the report but were not fully assured. The discussion indicated a need to amend the report formats to better address patient safety, compliance, and Health and Safety topics.

	56/25
	MATERNITY GOLD COMMAND REPORT  

	
	The Maternity Gold Command report was received. RK highlighted the following key points;
· All improvement plans from the 2019-2023 and 2024 HIW inspections had been completed, with a sample check by the corporate assurance team underway to ensure sufficiency in closing the recommendations:
· The Health Education and Improvement Wales (HEIW) raised concerns about the training environment in obstetrics and gynaecology. The risk score was initially reported at nine but was actually 12. Following a subsequent review, the score was reduced to eight;
· The General Medical Council (GMC) decided not to escalate the service into enhanced monitoring after the last visit by HEIW, indicating progress in the training environment;
· The number of open incidents in obstetrics had decreased from 230 to 81, with about 120 incidents reported monthly. This reflected a culture shift towards learning over blame and improved psychological safety within the unit;
· The Gold Command structure would be closed after the last meeting on June 2nd, and a maternity and neonatal committee would be established, commencing within a week of the final Gold Command meeting.
· 
JC invited questions: 

ER provided additional context on the transition from Gold Command to the formation of a perinatal committee. ER explained that the Gold Command had successfully addressed regulatory issues and provided updates on their status. ER informed the new perinatal committee would align with a perinatal framework, encompassing a broader scope of maternity and neonatal care. ER said the committee would focus not only on quantitative indicators and monitoring but also on incorporating the voices of women and families through collaboration with the Maternity and Neonatal Voices Partnership (MNVP). ER explained that the perinatal committee would have a broader remit and membership compared to Gold Command and would report directly to the Quality and Safety Committee. 

NM highlighted the effectiveness of the reporting, NM inquired about the status of overdue incidents in both maternity and neonatal services.
RK responded that the number of open incidents in obstetrics had decreased significantly from 230 to 81. RK emphasised that the incidents were not just being closed for the sake of closing but were being addressed with a focus on learning. RK said the reduction in open incidents reflected a culture shift towards learning over blame and improved psychological safety within the unit.

JC asked about the reference to the SBUHB providing written assurance to the Welsh Government on the gap and grow serial scanning mentioned on page three of the report.
KG clarified that the gap and grow serial scanning protocol was used to monitor foetal growth in pregnancy. KG said this protocol, originating from the Birmingham Perinatal Institute, involved a three-weekly scanning schedule for high-risk pregnancies to ensure appropriate monitoring. KG mentioned that the SBUHB was compliant with this protocol and monitored staff training to maintain competency in this area.

JC asked RK about the reference to Hypoxic Ischemic Encephalopathy (HIE) and the Thematic Analysis paper mentioned on page six of the report.

RK explained that HIE referred to a condition where the brain did not receive enough oxygen and blood flow around the time of birth, leading to potential brain damage. RK said the Thematic Analysis paper aimed to review cases of HIE to identify patterns and areas for improvement. RK explained the review involved joint efforts between maternity and neonatal teams to ensure comprehensive analysis and learning from these incidents. RK informed that the work on this Thematic Analysis was ongoing, and the findings would be reported to the Perinatal Committee.

KG responded to JC’s enquiry about the timeline for the delivery of the thematic analysis papers on HIE. KG mentioned that the work would be reported through the newly established Perinatal Committee, which would then present the findings to the Quality and Safety Committee. KG said the exact timeline for the delivery of those papers was not specified, but the process was in progress.

The Committee:
· Were assured by the Maternity Gold Command report. The committee also looked forward to receiving the two Thematic Analysis reports on Hypoxic Ischemic Encephalopathy (HIE) and term admission of babies to the neonatal unit, which were mentioned laterally in RK’s presentation.
· Acknowledged the Maternity Gold Command report.

	57/25
	TACKLING DIABETES TOGETHER 

	
	The Tackling Diabetes Together progress report was received. AP highlighted the following key points;
· The paper outlined the SBUHB plans for the "Tackling Diabetes Together" program, which included the implementation of eight care standards aimed at improving clinical management and consistency for people with type 1 and type 2 diabetes.
· The programme also encompassed broader aims such as the All-Wales Diabetes Prevention Programme and the development of hybrid closed-loop systems for type 1 diabetics. 
· The Diabetes Planning and Delivery Group was leading the implementation of these plans, with the goal of preventing diabetes and improving care consistency for those already diagnosed.
JC invited questions:
JD raised a question about the use of weight loss injections, specifically mentioning the effectiveness of Mounjaro with a 20% weight loss. 
AP responded by explaining that while weight loss medications like GLP-1 analogues were effective, their implementation within the SBUHB was limited due to cost and the need for a comprehensive weight management pathway. AP said currently, only a small number of people received those medications, and there was ongoing work to develop a more structured approach to weight management, including the use of those medications.
ALF raised several questions regarding the data and the digital solution being looked at by Digital Health and Care Wales (DHCW). ALF queried the cost implications of being an outlier in various metrics, particularly concerning amputations and the follow-up treatment and care required for individuals. 
AP acknowledged that while there was ongoing work on the digital solution, she did not have the exact timeline for its implementation. AP mentioned that the group was advocating for this to be done as quickly as possible, but some aspects were outside their direct control. AP committed to finding out more information about the timeline and getting back to the committee with the details. AP acknowledged the importance of those concerns but did not have specific answers regarding the cost to the SBUHB or the wider community. AP mentioned that while there was a significant impact on patients, she was unsure if specific work had been done to measure these costs. AP committed to asking the wider group for more information on this topic and getting back to the committee with details. Regarding podiatry services, AP acknowledged the importance of foot care in diabetes management and the challenges posed by reduced recruitment of podiatrists. AP mentioned that foot exams were part of the eight care standards in the Tackling Diabetes Together program but did not have specific details on funding or staffing for podiatry services. AP committed to asking the wider group for more information on this topic and getting back to the committee with details.
KL raised a question about the long-term aims of the SBUHB to move towards population health approaches and the implementation of a community-focused model for managing chronic conditions like diabetes. 
AP acknowledged the importance of these aims but did not provide a specific timeline for their implementation. AP mentioned that there were ongoing discussions within the Diabetes Planning and Delivery Group about developing the service and improving compliance levels, but did not have exact time scales. AP committed to asking the wider group for more information on this topic and getting back to the committee with details.
RE clarified that individuals with type 2 diabetes were eligible to receive weight loss medications, and this eligibility was separate from the restrictions that applied to weight loss medications for individuals without diabetes. Therefore, RE said those with type 2 diabetes can be on the pathway to receive these medications.
Action: AP 
The Committee: 
· Were assured by the Tackling Diabetes Together progress report. Greater focus was required in terms of benchmarking and quantitative data provision.  
· Acknowledged the SBUHB had formulated a plan to take forward the Public Health Wales tackling diabetes together programme. The Diabetes Planning and Delivery Group would oversee the implementation and delivery of the plan. 
· Action: AP to plan a visit to the Diabetes Planning and Delivery Group, it involves the committee members visiting the group to understand the initiatives better and conduct a deeper dive.
· Action: AP to provide a full Report on Compliance, the request for a detailed report on compliance with the eight care standards.

	58/25
	STROKE PERFORMANCE 

	
	The stroke performance update was received. PS highlighted the following key points;
· The performance of stroke services was heavily audited, and all stroke patients were followed through, with performance scrutinised against national targets;
· In October 2024, there were significant changes to national targets, including: Imaging with a CT scan within 20 minutes, treatment within 30 minutes, stroke consultant review within 14 hours, increased time spent with therapists;
· These targets were evidence-based but have put additional pressure on achieving performance;
· Key performance indicators include: Admission within four hours; National target was 95%, current compliance was 15.4% as of March 2025, thrombolysis within 30 minutes; Current compliance was 0%, imaging within 20 minutes; Current compliance was 15%, consultant review within 24 hours; Current compliance was 65%;
· The performance was comparable to other sites across Wales, but some sites perform significantly better;
· Efforts to enhance the ability to deliver treatments using advanced imaging were in place Monday to Friday, 9:00 to 5:00.;
· Efforts to improve pathways to deliver treatments more effective, including a pre-hospital video triage pilot where paramedic crews call the stroke department before leaving the patient's home;
· Efforts to recruit more stroke consultants and enhance community services.
JC invited questions:
JD expressed significant concern about the deterioration in Stroke Service performance. JD highlighted the significant decline in performance compared to previous reports, particularly in thrombolysis treatment, where compliance was 15% against a 95% target. JD questioned whether the issue should be escalated due to its seriousness, given the hospital's pressure. JD pointed out the discrepancy between public messaging about the importance of timely stroke treatment and the actual performance, where patients may not receive the necessary treatment promptly. JD emphasised the severe implications for patients due to the failure to deliver the service effectively. While acknowledging the ongoing trials and initiatives, JD stressed that the current efforts were insufficient to address the fundamental issues in delivering stroke services.
PS acknowledged the critical importance of timely treatment for stroke patients. PS explained that early treatment significantly improved patient outcomes and reduced long-term pressure on services. PS informed the new target for thrombolysis within 30 minutes would be challenging, and the current performance was at 0%. However, that did not indicate how close they were to the 30-minute mark. PS highlighted how the acute and unscheduled care significantly impacted the ability to get patients to the ward and deliver timely treatment. PS emphasised that the team was focused on driving improvements where possible to meet the targets and deliver the best possible care.
ALF raised concerns about the financial implications and the constraints faced in delivering timely stroke care. ALF mentioned the agreed funding of £1.5 million in 2023 had not been fully received, impacting staffing, consultant numbers, and necessary equipment. ALF highlighted risks and non-compliance with key performance indicators need to be compared with the SBUHB risk register. ALF highlighted that assurance was needed that the £1.5 million expenditure would be forthcoming and would make a significant difference. 

PS provided an update on the funding situation for stroke services explaining the first two tranches of the £1.5 million funding had been received, totalling £1 million. PS informed the third tranche of £500,000 was in progress and expected to be received shortly. PS detailed that the funding would be used to enhance the stroke consultant service recognising there were difficulties in recruiting appropriate candidates for these posts due to a limited pool of qualified individuals.

AL introduced herself as the newly appointed Director Manager for Medicine Specialties in Morriston, with Stroke Services within her portfolio. AL emphasised her close collaboration with PS and echoed concerns about the current issues. AL highlighted that they have an improvement plan in place, which was reviewed weekly, and reported through their Stroke Board. This plan included key performance indicators aimed at improving compliance levels. Additionally, AL informed that they maintain a local risk register, with key performance indicators such as admission within four hours, discussed weekly in risk meetings. AL mentioned the challenge of not receiving the last tranche of funding, which was being flagged with senior colleagues. AL acknowledged potential recruitment problems but stressed that the funding would significantly support their efforts to improve stroke services. AL assured that they were actively working on those issues and welcomed any support.

JD expressed her appreciation for PS and his team's hard work and dedication to delivering a good service. JD acknowledged the challenges they face in meeting targets. JD urged that if there was anything that could be done to support the team financially, it should be pursued, as the team was committed to providing excellent service. 

JC emphasised the importance of the Quality and Safety committee having access to the full risk report, including the complete risk register, to better understand the governance risks demonstrated. JC noted the need to alert the board to the shortfall in some performances and highlighted the issue of embedded documents in the papers, which cannot be read. Additionally, JC enquired about the possibility of having the financial business partner provide insights into the funding situation, suggesting that this might be more appropriate for the Performance and Finance committee.

HL confirmed that the financial aspects related to stroke should be referred to the Performance and Finance committee, which already had a report on stroke. HL mentioned that the Risk Management Group reviewed service groups' risk registers in May, and Morriston was unable to attend but was scheduled for June. HL explained this review was part of the reset around the Risk Management process, and the risks would be included in the monthly performance reviews for executives to discuss with the service group.

ER emphasised the need for more assurance around the improvement plan for stroke patients, highlighting that the committee must make the board aware that the standards for stroke care are not being met. ER suggested that the Improvement Plan should be seen and presented to the committee to provide a better understanding of the issues and the steps being taken to address them.

ACTION:PS

The committee:

· Action: The Improvement Plan for Stroke Care to be added to the agenda for the next committee meeting.
· Agreed to alert the board that the current standards for stroke patients were not being met and the need to review the Improvement Plan in the upcoming meeting.
· Acknowledged the need for more assurance around the improvement plan for stroke care.
· [bookmark: _Hlk199409631]Refer to the Performance and Finance Committee, to provide detailed information on the allocation, usage, and impact of the 1.5 million funding. The aim would be to understand how this financial resource was being utilised.

	59/25
	DEATH CERTIFICATION REFORM

	
	The Death Certification Reform report was received. KHE highlighted the following key points;
· Prior to the legislation change in September, the service had significant success and was well-prepared with training, awareness, and engagement in both secondary and primary care;
· The statutory service began in September, and several unforeseen issues arose, not necessarily from the SBUHB’s perspective but as part of the legislation changes;
· The winter period saw a significant volume of deaths, and the staff were not adequately in place to support bereaved families and manage the clinical and legal processes effectively;
· Despite preparations, there were significant delays in death certification nationally, with times extending from the previous eight-day marker to closer to three weeks, causing distress to bereaved families;
· Working with Welsh Government to understand what went wrong during the winter period and how to improve the process going forward;
· Plans to relaunch training and engagement with clinical teams to ensure the new legislative changes were properly embedded across the SBUHB, including secondary and primary care;
· Continuing to support bereaved families and keep them updated on changes and processes, emphasising the importance of transparency;
· Revisiting the care of the deceased, including the transfer of deceased to other mortuary sites and addressing the inability of families to visit their loved ones due to paperwork delays.

RK highlighted the following key points;

· Prior to the full implementation of the legislation on September 24, there were no significant challenges. The changes in the process which now required fully registered doctors (as opposed to those FIs who were still under supervision created a bottleneck, especially during the winter months with excess deaths;

· The inability to have Foundation Year 1 (F1) doctors certify deaths was a significant issue, as the legislation required fully registered doctors;

· The working relationship with the medical examiner was generally good, but there were delays in certification beyond the SBUHB’s control, which could prevent the release of bodies;

· The SBUHB ensured a thorough learning from death process when reports were received from the medical examiner. 
· The Welsh Government has established a Task and Finish Group to address these issues, and the SBUHB was awaiting the outcomes;

· The system was back up and running, and the SBUHB was well-prepared for the bank holiday period, which did not present major challenges.

JC invited questions:

ALF acknowledged that things were going well before the changes and that the relationship with the medical examiners was good. ALF also expressed regret that the legislators did not foresee the impact of their legislation.

RE explained the Care After Death Service at SBUHB was one of the only ones in Wales, which had strengthened communication with families compared to health boards without such a service. RE explained despite the challenges, KHE’s role in explaining delays to families had been crucial. RE said while the experience for families was not ideal, SBUHB was in a better position than other health boards in terms of supporting families. 

The Committee: 

· Agreed to alert the board to the delays to the death certification process, which had been significantly impacted by legislative changes that came into effect in September 2024.
· Agreed to assure the board that SBUHB was taking all necessary actions to address and resolve the problems resulting from the new Death Certification legislation. 
· Were assured however, the committee agreed to continue to monitor the risk. 
· Acknowledged the Death Certification Reform report. 

	60/25


	HEALTH AND SAFETY 

	
	The Health and Safety report was received. MP highlighted the following key points;
· A new risk related to security concerns was added, but mitigations were put in place, including new CCTV and access control elements, reducing the risk;
· Issues related to the beds and the delay of the bed contract were mentioned, with a paper provided to the Performance and Finance Committee;
· Incidents overall for Neath Port Talbot and Singleton decreased, with four Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) reports for over 70 injuries;
· Fire doors on wards 9/10/11 and 12 were completed during the last financial year, with continued funding for the next two years. Fire risk assessment compliance was high for sleeping risks, slightly lower for non-sleeping risks;
· Fire damper works have started at Neath Port Talbot, along with fire compartmentation works;
· Reports on unwanted fire signals have decreased, particularly in residential blocks, due to improved communication;
· Compliance with mandatory training was excellent overall, with a 6% increase among medics, though still below the required level;
· Changes in structure around fire and other areas, with a slight decrease in incidents. There was a positive collaboration with the state on fire risk assessment actions;
· Fire alarm upgrade works had been completed, along with significant work around fire doors and replacement of windows at Morriston;
· Major works had been completed in Cardigan Ward, which was the renal ward. New integrated plumbing systems (IPS) have been installed in the wash hand basins. These units were moulded in one piece, can be released through magnets, and were easy to maintain, improving infection prevention and control (IPC). This was the first ward to implement these units, and if successful, they will be used as a template for other wards;
· Fire risk acceptable actions were in place. A lockdown was conducted last month to identify positive points and gaps, with action plans developed to address any shortcomings;
· Estates and operations were planning a "black start," which involved a complete shutdown where the generator takes control of everything. This was scheduled for around October this year, with thorough preparation to ensure all services were correctly identified on their circuits;
· Works on CCTV continue, and orders had been placed for body cams for the ED;
· Funding for police community support officers had been rescinded. Previously, there was a full-time police officer and two PCSOs, but this support was now ceasing;
· The number of security guards in Morriston had been increased to 12 full-time equivalents to counteract the loss of police community support officers. Liaison with the police would continue to see if the support could be reintroduced;
· Incidents in primary care had slightly increased, mainly due to verbal abuse. This increase may be attributed to better reporting by staff;
· The risk assessment within the community was at 71%;
· A full review was being conducted with Cardiff and Vale University Health Board and Cwm Taf Morgannwg University Health Board on the Learning Disability (LD) properties to ensure the appropriate model was in place;
· There was an ongoing issue with not having suitable places for children in Child and Adolescent Mental Health Services (CAMHS), leading to children sometimes being placed in adult wards;
· There was a major decrease in incident reporting within Mental Health, with 350 fewer incidents compared to the last quarter. No specific reason was given for this decrease;
· No new risks were added for support services. Two RIDDOR incidents were reported in the period, both involving over 70 absences;
· The risk register was reviewed in November 2024, and an updated risk management process was now in place to appropriately assess risks within the estates. Any risks that need to be highlighted to the Health Board Risk Register would be done through the appropriate route;
· There were 12 RIDDOR incidents reported during the period. One severe incident involved an individual missing a footing on the stairs, resulting in a twisted or fractured ankle;
· The deep dive this month focused on RIDDOR incidents, with positive information related to policy and guidance, although some details were lacking. This was further drilled down within the Health Safety OPS group.

JC invited questions: 

JC emphasised the need for more extensive discussion on the Health and Safety report, indicating that the current committee meeting did not provide sufficient time to address the report's details adequately. JC mentioned that the report would be taken away for further analysis and summary to ensure more timely and thorough oversight in future meetings. 

MP provided background information on the Health and Safety committee, which was established in 2019 following nine improvement notices issued to the SBUHB. This committee was later integrated into the Quality and Safety Committee during a restructure. MP mentioned that there was a plan to review whether the Health and Safety committee needed to be re-implemented or if more time should be allocated within the Quality and Safety Committee to address Health and Safety issues. MP expressed uncertainty about the feasibility of this given the current scope of the Quality and Safety Committee's responsibilities.

JD expressed concern that Health and Safety had been deprioritised following the restructure, highlighting that the topic now received only a brief 10-minute quarterly discussion. JD was surprised that the formal Health and Safety Committee was dissolved and integrated into the Quality and Safety Committee, despite assurances that Health and Safety would remain a primary focus. JD emphasised that Health and Safety were distinct from clinical safety and performance and suggested that the issue needed significant refocusing and perhaps further discussion in committee.

JC summarised the discussion by thanking MP for the detailed report and emphasising the need to address several critical issues from a Health and Safety perspective. JC highlighted the importance of alerting the board to the continuing rise in child and adolescent incidents and the security concerns at Morriston. JC assured that these matters would be reported to the board and mentioned the intention to discuss further on how to give this section the due regard it deserves, ensuring that the challenges are fully understood and addressed.

The Committee: 

· Agreed to alert the board to the continuing rise in Child and Adolescent incidents involving children and adolescents, which was a significant concern from a Health and Safety perspective. This rise in incidents needed to be addressed to ensure the safety and well-being of this vulnerable group.
· Agreed to alert the board on the specific concerns raised about the security at Morriston, particularly in relation to the adequacy of security measures and the impact on staff and patient safety. The committee recognised the need to address these security issues to maintain a safe environment for both patients and staff.
· Acknowledged the Health and Safety report however, they were not fully assured. The Committee emphasised the need to take the report away for further examination due to the significant issues raised. 

	61/25
	MATERNITY UPDATE

	
	The Maternity update was received. KG highlighted the following key points;
·  From the 2019, 2020, 2023, and 2024 inspections, there were a total of 109 recommendations resulting in 282 individual actions;
· All of these actions had now been closed;
· The action plans were available on Audit Management and Tracking (AMaT) with the corresponding evidence that supports their closure;
· The Corporate Governance team was currently testing these actions to ensure they cover the described requirements;
· The final Gold Command meeting to formally close these actions was scheduled for the 2nd of June;
· The committee had already addressed questions related to this topic but was open to any further inquiries.
The Committee:
· Were assured by the Maternity update.
· Acknowledged the closure of all HIW actions from the action plans and the ongoing testing by the Corporate Governance team to ensure they covered the described requirements. 

	62/25
	Health Board Risk Register 

	
	The Health Board Risk Register report was received. NT highlighted the following key points;
· There were 9 risks above appetite, with no changes in the period;
· Breaches reduced in Q4 due to process changes and addressing long-term sickness;
· The Health and Safety risk entry was updated to reflect recruitment status;
· The Systemic Anti-Cancer Therapy (SACT) risk scored 25, with recruitment ongoing to address it;
· The End-of-Life Network (ELN) risk scored 20, with data being reviewed and updates expected;
· Prison risk reviewed within the Primary Care and Community Services (PCT) Operational Group, with a refresh expected;
· The risk entries would be refreshed and brought back to a future committee.
JC invited questions: 

JC requested that the papers be circulated to the participants as they were not included in the meeting pack. 

The Committee:
· Agreed that assurance would be considered once the participants have had the opportunity to review the documents and direct any questions to NT.

	63/25
	QUALITY AND SAFETY PERFORMANCE  

	
	The Committee took the Quality and Safety Performance report as read.

JC invited questions: 
ALF raised concerns about the lack of reporting on the numbers of "Did Not Attend" (DNA) in the performance report. ALF mentioned that significant time was wasted chasing up patients who hadn’t turned up, and due to the recruitment freeze, clinicians were spending their time on this task instead of admin staff. ALF highlighted the need to understand the financial impact of DNAs and how this issue could be addressed. 

ER acknowledged the concern and mentioned that DNAs were reported, but not in the current performance report. ER suggested that more information on DNAs could be included in future reports to provide a clearer understanding of the implications.
NM inquired about the communication with the 207 patients waiting over 63 days and the extent of their wait beyond the 63 days. 

RE acknowledged the concern and suggested that the details of the communication and the extent of the wait would likely vary depending on the specific cancer pathway and patient group. RE emphasised the importance of communicating with patients to reassure them about their upcoming appointments, even if the wait is longer than expected. 

NM highlighted the low performance of 34% for CAMHS and asked about the steps being taken to improve this. 

RE acknowledged the issue and suggested that more detailed information and assurance would be needed from the performance and operations side to address the specific challenges and improvement plans for CAMHS.

JC emphasised the importance of diligently examining and questioning the reports presented to the Quality and Safety Committee. JC highlighted that the current timing allocated for each agenda item did not provide sufficient time for thorough discussion and requested that this concern be recorded. JC committed to reviewing the agenda and adjusting the timings to ensure that the committee can effectively fulfill its responsibilities.

The Committee:
· Noted the Quality and Safety Performance report. 

	64/25
	EXECUTIVE SUMMARY OF THE QUALITY AND SAFETY OF PATIENT SERVICES GROUP 

	
	The Committee took the Executive Summary of the Quality and Safety of Patient Services Group report as read.

JC invited questions: 

ER mentioned that the Quality and Safety Group handled much of the business that the Quality and Safety Committee should be seeing, including conducting deep dives into various issues. ER highlighted that the group's activities were for noting and invited any questions regarding their work.

CB reiterated that one of the ongoing risks being monitored was the ligature risk assessments. These assessments were being reviewed monthly for each service group due to several serious incidents. CB explained each service group provided monthly updates on their processes and the assessments they had undertaken to ensure continuous monitoring and assurance.

The Committee:

· Noted the Executive Summary of the Quality and Safety of Patient Services Group.

	64/25
	ITEMS TO REFER 

	
	58/25 - Quality and Safety Committee to refer to the Performance   and Finance Committee: 
· To provide detailed information on the allocation, usage, and impact of the 1.5 million funding for Stroke Services. The aim would be to understand how this financial resource was being utilised.

	65/25
	COMMITTEE EFFECTIVENESS  

	
	 JC expressed concerns about the current format of the meeting, stating that it did not adequately help in providing assurance to the board regarding Quality and Safety. JC mentioned that the agenda and timing needed to be sorted to allow for robust debate and effective reporting on the correct items. JC committed to taking action to improve the format and keep everyone informed about the changes for the next meeting.

	66/25
	ANY OTHER BUSINESS

	
	There was not any other business, and the meeting was closed at this point.

	67/25
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Thursday, 3 July 2025.
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