

[image: ]
Swansea Bay University Health Board
Unconfirmed
 Minutes of the Quality and Safety Committee 
held on 5 February 2026 10:30am
via Microsoft Teams

	Present:

	Jean Church 
	(JC)
	Chair 

	Anne Louise Ferguson
	(ALF)
	Independent Member 

	Nicola Matthews
	(NM)
	Independent Member 

	Steve Spill 
	(SS)
	Independent Member

	In Attendance:

	Yasmin Brown
	(YB)
	Regional Mortuary Manager (For item 28/26)

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

	Kimberley Cann
	(KC)
	Consultant in Public Health (For item 29/26)

	Raj Krishnan
	(RK)
	Deputy Executive Medical Director (For Items 26/26, 36/26) 

	Deb Lewis 
	(DL)
	Chief Operating Officer (For Items 33/26)

	Osian Lloyd
	(OL)
	Head of Audit

	Conor Marnane
	(CM)
	Service Group Medical Director (For item 37/26) 

	Julie Morse
	(JM)
	Strategic Planning Manager 

	Sharron Price
	(SP)
	Group Nurse Director (For item 37/26)

	Elizabeth Rix 
	(ER)
	Executive Director of Nursing and Patient Experience (For Items 27/26)

	Hazel Lloyd
	(HL)
	Director of Corporate Governance (For items 25/26, 30/26, 31/26, 32/26, 34/26, 35/26)

	Apologies:

	Richard Evans
	(RE)
	Executive Medical Director 

	David Martin Lloyd
	(DML)
	Independent Member

	Tina Ricketts
	(TR)
	Director of Workforce & OD




	Minute No.
	

	19/26
	WELCOME AND APOLOGIES 

	
	[bookmark: _Int_uNlbBgZi]The Chair opened the meeting and welcomed all present.
The Committee noted the apologies above.

	20/26
	DECLARATIONS OF INTEREST

	    
	There were no declarations of interest. 

	21/26
	MATTERS ARISING

	
	‘Listening to People’ would be considered at the end of the meeting.

	22/26
	MINUTES OF THE PREVIOUS MEETING

	
	The 8 January 2026 minutes were received and approved. 

	23/26
	COMMITTEE LOG

	
	The Committee Log was reviewed and noted.
JC explained that the final two entries, Clinically Optimised Patients (COP) / Discharge flow problems and Ward pressures and use of Your Next Patient (YNP) spaces would be addressed under Item 4.4 when DL provided an update relating to the ‘Your Next Patient’ policy.

	24/26
	COMMITTEE WORK PROGRAMME

	
	The Committee Work Programme was noted.

	25/26
	COMMITTEE SELF ASSESSMENT 

	
	HL presented the Committee Self-Assessment report highlighting the following:
[bookmark: _Int_MtV2Mlah]HL reported that the Committee undertakes a self‑assessment of the Committees effectiveness every six months, and the overall outcome was positive. Some improvement actions were identified, including confirming the next cycle of six‑monthly site visits, which had now been forwarded to Board Services for inclusion in members’ diaries. HL explained that site visits often overrun due to the volume of important issues being considered, and therefore the work programme would be reviewed to ensure sufficient time was allocated. 
SS highlighted as discussed in the pre‑meeting, that elements of the Committee’s agenda appeared to extend into areas traditionally overseen by other Committees. SS cited examples such as Tackling Diabetes Together, prevention of suicide, and external inspection reports, which were typically matters for the Population Health Committee or Audit Committee unless considered specifically from a quality perspective. SS suggested there may be scope within the Committee’s Terms of Reference to refine responsibilities and minimise duplication across Committees, allowing the Quality and Safety Committee to focus more directly on quality and safety issues.
RK advised that the Clinical Outcomes and Effectiveness Group (COEG) reported both to the Quality and Safety Group and to the Quality and Safety Committee. RK agreed that topics such as diabetes improvement would ordinarily sit under Population Health, with this Committee’s interest being from an assurance perspective.
ER sought clarification on which topics would appropriately flow through COEG and agreed with RK’s explanation.
JC confirmed that the issues raised had been clarified and that cross‑committee discussions between Chairs, previously identified as an action, were ongoing. JC concluded that the Committee had considered the findings of the self‑assessment, discussed next steps, and agreed any required actions.

	26/26
	TACKLING DIABETES TOGETHER 

	
	RK presented the Tackling Diabetes Together report highlighting the following:
· Of the 7.8% of people registered with Swansea Bay University Health Board (SBUHB) GP practices (around 26,000 individuals) had diabetes in 2024, a 5% increase over three years;
· The Tackling Diabetes Together (TDT) programme was a public health initiative delivered in collaboration with NHS partners to address health inequalities and improve diabetes management;
· It was confirmed that SBUHB approach went beyond the national TDT programme, forming part of a four‑year improvement plan aligned to two key outcomes: 
· Reducing complications by December 2028.
· Stopping the rise in Type 2 diabetes prevalence by December 2028.
· It was advised that the Diabetes Planning and Development Group, under the Medical Director, was focusing on compliance with diabetes standards;
· There were reported improvements in data compliance: 
· Type 1 compliance increased from 8.2% (Jan 2025) to 25.3%.
· Type 2 compliance now 46.04%, aligned with the national average.
· There was a better data flow from secondary care IT systems;
· A positive focused effort from GP clusters;
· There was ongoing work towards a sustainable community model with more resources directed to early intervention and prevention.
[bookmark: _Int_sNOOb12t]ALF asked what focus SBUHB had placed on the food available within hospitals for staff and patients, highlighting that with approximately 8% of the SBUHB population diagnosed with Type 2 diabetes, there would likely be a similar proportion among staff and inpatients. ALF emphasised the importance of supporting staff and patients to make healthy choices. ALF further queried, with reference to paragraph 3.5 of the report, why SBUHB did not receive the same funding for Level 3 weight management services as other health boards.
DL highlighted that concerns about the quality and nutritional suitability of hospital food had been discussed in several forums previously. DL explained that SBUHB followed the All‑Wales nutrition standards, and menus were set nationally for hospital patients. DL added that menus prioritised the calorific needs required for recovery, as many patients only stayed in hospital for short periods. This meant they were not always designed with long‑term nutritional management in mind, though nutritional value was still considered. DL confirmed that food provision remained an area of ongoing attention.
RK reiterated that he was presenting in place of Richard Evans, Executive Medical Director, who led the diabetes programme, and assured the Committee that he would take the issues raised back to the Diabetes Planning and Development Group. 
JC queried the update on the digital work referenced at the top of page nine of the report.
JM confirmed that the team had been working with national colleagues at Digital Health and Care Wales (DHCW) to progress digital improvements. Some data was now flowing correctly, which had resulted in improved performance against the eight diabetes care standards. A further review was planned for the end of March to ensure that the data feeds were operating fully and consistently. JM explained that the previous issue related to secondary‑care data not feeding properly into the national database used across Wales and the wider UK, but improvements were now being seen.
The Committee: 
· [bookmark: _Int_n5fnKZlA]Were assured by the Tackling Diabetes Together report.
· Acknowledged the continued rise in diabetes prevalence across SBUHB, SBUHB’s participation in the Public Health Wales Tackling Diabetes Together programme and associated improvement plan, and the re‑establishment of the Diabetes Planning and Development Group to take forward the required system‑wide work alongside Population Health.

	27/26
	 PERINATAL COMMITTEE

	
	ER presented the Perinatal Committee Report highlighting the following:
· It was confirmed that the report presented was the same one submitted to the Board the previous Thursday;
· The Perinatal Committee met last week;
· A new, updated report was currently being prepared and would be submitted to the next Quality and Safety Committee meeting;
· It was confirmed the team had utilised internal expertise and available benchmarking, including UK‑wide data, due to limited Wales‑specific benchmarks.

[bookmark: _Int_vD9wC5Jw]NM asked what work was being undertaken to reduce the large number of caesarean sections, where clinically appropriate. NM also congratulated the team on Singleton Maternity Triage’s recent celebration event, highlighting the impressive work being delivered, and asked at what stage of pregnancy women were issued with their triage number.

ER explained that caesarean rates had increased nationally across the UK and that patient choice had been a significant influencing factor. ER advised that she did not have further updates beyond what was included in the current report but confirmed that monthly reporting would continue, enabling the Committee to monitor progress.

JC asked whether there was an update on the launch date for the Minority Ethnic Advisory Network. ER advised she did not have the date available but would bring the information back to the Committee.

JC asked for an update on the computerised cardiotocograph system, referencing previous discussions about its implementation.ER confirmed that the system went live the previous Monday and emphasised that it represents a significant safety support system.

The Committee: 
· Were assured by the Perinatal Committee Report.

	28/26
	PATIENT STORY: MORTUARY 

	
	[bookmark: _Int_YxceWhSq]The Committee received a presentation from YB, who outlined the vital and often unseen role of the Mortuary and Care After Death services within SBUHB. YB emphasised the Commitment to ensuring every deceased person was cared for with dignity, professionalism, and compassion. YB described the processes followed after a patient dies, including coordination between wards, the Care After Death team, porters and mortuary staff, and the careful admission, identification and monitoring procedures undertaken in the mortuary. YB highlighted the team’s role in supporting families, ensuring safe and respectful handling, managing coronial cases, and maintaining full traceability through the Mortuary database. YB also reflected on the empathetic, vocation‑driven approach of mortuary staff and the impact shown through messages of gratitude from bereaved families.
NM asked how families were able to access counselling support following a bereavement.
YB confirmed that counselling for bereaved families was provided through the Health Board’s Care After Death team, which now included its own dedicated counsellors. YB added that families of deceased individuals who come into the mortuary from the community via the coroner could access counselling through community services, but within the Health Board all referrals were coordinated via the Care After Death service.
ALF expressed appreciation for the compassionate care delivered by mortuary staff and the positive tributes shared by families. ALF then asked how security and safeguarding measures within the mortuary were assured.
YB explained that the service undertook monthly security audits across all mortuary sites, reviews CCTV recordings, and investigates any anomalies to ensure rigorous oversight. YB provided assurance that the mortuaries were secure and closely monitored.
SS confirmed he had visited both the Gorseinon and Singleton mortuaries, explaining that despite wider estate challenges, the facilities were well maintained and respectful environments. He asked about the practical implications of relocating histopathology services off‑site as part of the planned joint programme with Hywel Dda, specifically whether the physical distance from mortuary facilities would cause difficulties for post‑mortem examinations. 
YB confirmed she did not anticipate any issues arising from this move. SS also queried wider workforce and estate pressures affecting post‑mortem services, including shortages of pathologists. 
[bookmark: _Int_apOeDfZe]YB highlighted national challenges, particularly the very limited number of paediatric pathologists in Wales and explained that recent changes allowing trainee pathologists to opt out of post‑mortem components may create future capacity issues. She nevertheless assured the Committee that current consultant capacity was sufficient and that the off‑site model would not negatively impact SBUHB’s mortuary service.
JC asked for an update on two matters previously raised by the Board. First, she queried whether there had been improvement in delays to completing death certificates and digitising documentation, noting that earlier concerns had since become less prominent. Second, JC asked for assurance regarding mortuary security, referencing national incidents elsewhere, and previous discussions on strengthening access controls to sensitive areas.
YB explained that although the Care After Death service operated separately from the Mortuary, there have been significant improvements in the MMCCD process, supported by the Medical Examiner system. 
RK clarified that mortuary functions operated in close partnership with the coroner, although pathologists were Health Board staff. RK highlighted challenges experienced across Wales following legislative changes to the Medical Certificate of Cause of Death (MCCD) in September 2024, but confirmed that SBUHB had made significant improvements, working closely with the Medical Examiner Service and establishing clear escalation processes. RK assured the Committee that robust systems were in place and functioning well.
The Committee:
· [bookmark: _Int_F728gvQg]Were assured by the Patient Story. 

	29/26


	HIGHLIGHT REPORT: PREVENTION OF SUICIDE 

	
	KC presented the Highlight report: Prevention of Suicide highlighting the following:
· The latest data on deaths by suspected suicide were provided, recent national policy developments and progress following a local multi‑agency suicide prevention conference;
· Noted significant national policy changes and establishment of new national infrastructure, creating opportunities for SBUHB to strengthen its regional leadership role;
· Reported 440 suspected suicides in Wales in the latest year, with rates statistically higher than the previous two years, though it was unclear whether this reflected a true increase or improved reporting via the Real‑Time Suicide Surveillance System (RTSSS) data system;
· Key data trends were highlighted: 
· 77% of suspected suicides were male.
· Rates were twice as high in the most deprived areas.
· Rates among unemployed individuals were 12 times higher than any other employment group.
· 61% had a mental health condition; 55% had a history of self‑harm; 29% were known to mental health services.
· It was confirmed that suspected suicide figures may exceed coroner‑confirmed suicides, as circumstances may change following investigation;
· Welsh Government has launched a new 10‑year Suicide and Self‑Harm Prevention Strategy (2025–2035) and a three‑year delivery plan (2025–2028);
· A national NHS Suicide & Self‑Harm Team has been established to support consistency and shared learning across Wales;
· [bookmark: _Int_D2BqgzkS]The Mid & West Wales Regional Suicide and Self‑Harm Forum includes SBUHB, Hywel Dda, and Powys Health Boards;
· A regional suicide prevention conference was held in February 2025 with Regional Partnership Board (RPB) partners and third‑sector organisations;
· Following the conference, work was underway to establish a new multi‑agency governance framework, with a draft structure presented in the paper;
· A proposed Swansea & Neath Port Talbot Suicide Prevention and Self‑Harm Steering Group would bring statutory partners together at a strategic level;
· [bookmark: _Int_6kbu1Q1L]Risks included challenges from distributed leadership across multiple agencies, lack of administrative support to underpin the governance model and no dedicated funding or staffing allocation for this additional work.

NM asked what was being done to support patients in primary care settings. NM also requested information on what support was available for families and victims of suicide.

[bookmark: _Int_B8fyMTxB][bookmark: _Int_yNoKKPQ0]KC explained that she was not fully familiar with the current actions being taken across the primary care landscape. She explained that many partners were involved, which likely lead to variation, but expressed hope that the new strategic approach would improve coordination. KC added that primary care partners would be brought into this work and offered to gather more detailed information and report back. KC said that the same applied to support available for families affected by suicide, and she would need to find out further details.

[bookmark: _Int_jZf2kery]SS emphasised that while the report contained rich data, the central issue remained “So what?” stressing that the Health Board must convert these insights into clear, targeted and practical actions that genuinely reduce harm.

[bookmark: _Int_Ljm8oaVq][bookmark: _Int_pl0ptmGr]ALF asked what concrete actions were being taken at every level, including in clusters and conversations with patients to ensure earlier identification of individuals at risk. ALF questioned what oversight existed for the increasing number of therapists offering support, highlighting concerns about quality and safety. ALF asked how the organisation was practically reaching people who need someone to talk to, warning that missed contact could mean a life lost.

KC agreed that there were missed opportunities to identify people at risk and intervene earlier. KC explained that while identifying individuals through primary care or GP mental health registers could help, these methods do not capture everyone who may later die by suicide. KC agreed that primary care involvement is essential and emphasised the importance of interventions for people already known to services. KC added that she hoped the broader approach would eventually allow prediction of risk using wider determinants, not just mental health diagnoses.

[bookmark: _Int_moBMsaaR]JC observed that governance arrangements appeared complex, making it harder to maintain full visibility from top to bottom. JC discussed the significant challenges in data intelligence capture. JC emphasised that this work was still in its early stages and that the Board would need deeper information, particularly around translating knowledge into positive action, as raised by SS and ALF. She thanked Kimberley for attending and presenting and confirmed that these points would be taken forward to the Board.
The committee:
· Agreed to advise the Board that the current position did not provide full assurance, and that strengthened actions, clearer governance, and improved cross‑sector coordination were required.

	30/26
	HEALTH BOARD RISK REGISTER

	
	HL presented the Health Board Risk Register highlighting the following:
· The report summarised the current position following the reset exercise and the strategic and corporate risk register review;
· The Strategic risk register was presented to Public Board in January, with items specifically relevant to the Quality & Safety Committee;
· There were Five strategic risks under Committee oversight, relating to: 
· Quality
· Safety
· Patient outcomes
· Listening to people
· Perinatal transformation
· Mental health transformation
· Partnership collaboration
· There were Nine corporate risks under Committee oversight, covering: 
· Infection control
· Health & safety infrastructure
· Access to cancer services
· Adolescents admitted to adult wards
· Clinically optimised patients
· Non‑compliance with the LN Act
· Healthcare nurse staffing levels in HMP Prison
· Deprivation of Liberty Safeguards (DoLS)
· Paediatric genital TA services
· The Committee were encouraged to consider whether the risks listed align with areas of concern and to identify topics for future deep dives;
· The Operational risk register was being reset to underpin strategic and corporate risks, with this work continuing over the next two quarters.
NM queried the status of Risk 3071 (Prison), highlighting it had been due for review at the end of January and asked whether an outcome had been reached. Secondly, she raised Risk 1834 (Access to Systematic Anti‑Cancer Therapy), highlighting that the issue had been open since 2019, and requested an update on current progress.
HL explained that discussions on the prison risk had taken place at Public Board, and correspondence would be sent from the Chair to Welsh Government. HL confirmed she would provide a further update once a response from Welsh Government was received. HL confirmed she was content with the system in place for progressing these items.
ACTION: HL
JC highlighted concerns around long lag times in reporting, highlighting that some information dated back several months (October/November). JC emphasised the need for more up‑to‑date reporting to ensure meaningful agenda planning and timely oversight.
HL responded that the timings for the Quality & Safety Committee cycle had been reset for 2026. Going forward, the risk report would be presented at every meeting, at the start of the agenda, which should prevent delays in future cycles.

The Committee: 
· AGREED to advise the Board that the current risk governance and reporting arrangements required review, with concerns noted around timeliness, visibility of risks, and the need for strengthened cross‑committee oversight.
· ACKNOWELDGED the Health Board Risk Register and requested strengthened timeliness, clearer visibility of risks, and deeper scrutiny of specific areas.

	31/26
	EXTERNAL INSPECTIONS

	
	HL presented the External Inspections Report highlighting the following:
· Reports were now presented at every meeting due to the volume of regulatory activity updates required;
· The current report remained detailed; work was ongoing to refine format and improve clarity for future meetings;
· The aim was to ensure Independent Members were signposted to key issues while the main report held the full detail;
· [bookmark: _Int_9W9zWZz5]There were issues highlighted mainly relating to estates and environmental factors;
· An update to be provided to Healthcare Inspectorate Wales (HIW) in April on action implementation;
· The HIW Inspection with Radiotherapy Services (January)
· [bookmark: _Int_xb4KQuRO]No formal written feedback had been received yet.
· Initial verbal feedback was overwhelmingly positive, particularly regarding: 
· Teamwork
· Processes and arrangements in place
· Formal feedback to be included in future reports.
· Updates provided to HIW on:
· Minor Injuries Unit (MIU) Action Plan
· National Review of Children & Young People’s Mental Health Services
· Community Mental Health Team
· All part of routine reporting requirements.
· An additional update was included on the Joint Commissioning Committee review;
· General communications where HIW had requested information were summarised in the report.
· Inspections were noted where completed or planned, including the Welsh Government review of consent processes.
[bookmark: _Int_8GAB2jiy]JC commented that she found the resources very informative and noted that one recurring query related to understanding what an Ionising Radiation (Medical Exposure) Regulations (IRMER) incident is. HL explained that an IRMER incident related to the Ionising Radiation (Medical Exposure) Regulations. 

JC highlighted that although most reports were now becoming disciplined in explaining acronyms, some unfamiliar terms still appear. While the detailed information in the report was valuable, difficulty arises when acronyms remain undefined. 

JC referred specifically to page 15, querying the Health Board’s responsibilities in cases where independent contractors did not implement required improvement plans. ER addressed this point, explaining that work was ongoing to understand what would be required to extend support service, particularly from psychology, beyond current levels. ER noted that while training and development were in place for staff, perinatal mental health services remain limited. Benchmarking was underway to compare local provision with other areas, and a business case had been drafted, but additional steps were required before proposals for service expansion can be brought forward.

JC returned to the broader issue of reporting. Using the IRMER example, she emphasised that identifying an incident was one aspect, but understanding its quality and safety implications, such as any associated harm, the outcome, and subsequent actions, was equally important. She acknowledged the volume of information provided but stressed the need for a more effective reporting approach that captures the significance of incidents in terms of harm or potential harm.
[bookmark: _Int_Sunolvuc][bookmark: _Int_1BrYmbRh]HL agreed, highlighting the importance of confidentiality when discussing individual incidents. Nonetheless, HL noted that the Committee should still be able to see what learning had been identified. She suggested that further detail could be provided in-committee where necessary. RK agreed with the Chair’s points and explained that the organisation is mandated to report IRMER-related issues, including near misses, as part of legislation. RK noted that the governance system must be aware of both incidents and near misses, similar to processes used in mortuary governance. This requirement underpins the way these reports are produced.

The Committee: 
· [bookmark: _Int_JUkjhzma]Were assured by the External Inspections report. 

	32/26
	TERMS OF REFERENCE

	
	[bookmark: _Int_vuZIYa21]HL presented the proposed changes as part of the annual review of the Committee’s Terms of Reference. HL highlighted two key amendments: firstly, the addition of the Perinatal Committee and the Mental Health Transformation Programme as formal sub‑committees (page six), and secondly, the proposal for the Chief Operating Officer to attend every meeting (page seven). HL noted that a separate meeting had been scheduled to work through the self‑assessment in more detail. HL asked the Committee to agree the proposed changes and invited members to reflect over the coming week on any further amendments they may wish to include, with the intention of reviewing these outside the meeting.
SS raised several points regarding the list of sub‑committees within the Terms of Reference. SS noted that the Organ Donation Committee was not included, despite a later agenda report identifying it as a sub‑committee of this Committee. He suggested this should be reflected in the updated Terms of Reference. SS also queried the reporting arrangements for the Mental Health Transformation Programme. He asked whether the Committee received assurance specifically from the Quality and Safety workstream, led by RK, or whether the entire programme, which had its own Programme Board chaired by the Chief Operating Officer, reported into this Committee. SS noted the importance of clarifying the governance relationship between the Programme Board and this Committee.
HL advised that she and DL should discuss this matter outside the meeting to ensure clarity on reporting lines. HL added that she and the JC would then finalise a revised version of the Terms of Reference.
[bookmark: _Int_BEYNDnzc][bookmark: _Int_Vh7wYLjS]DL explained that the Mental Health Transformation Board had only met formally once so far, and governance and reporting arrangements were still being strengthened. She noted that previous reporting had been informal and inconsistent, largely limited to presentations to the Board and Raj’s Quality and Safety reports to this Committee. DL supported the proposal that reporting should be aligned in a consistent way, similar to arrangements for the Perinatal Board, and noted that she was content with whichever reporting route was deemed appropriate, provided the expectations and areas of focus were clearly defined.
The Committee: 
· AGREED to advise the Board that the Terms of Reference required revision to ensure sub‑committees, meeting frequency and executive attendance are accurately reflected and aligned with current governance arrangements.


	33/26
	YOUR NEXT PATIENT POLICY IN PRACTICE


	
	DL presented the a review of the ‘Your Next Patient’ policy in practice highlighting the following:
· The purpose of the paper was to outline how the Health Board manages risks associated with the Your Next Patient model, including governance arrangements, organisational implications and how the model functions in practice;
· Discussions had since progressed, particularly around the wider Health Board bed plan, which was being updated due to financial pressures and the use of beds beyond core demand; a draft would be brought to a future Committee;
· The Your Next Patient model replaced the earlier continuous flow model, which did not work as intended;
· The model moved patients from assessment areas into specialty wards once a specialty bed was required, based on expected daily ward discharges;
· Each Your Next Patient space was individually risk assessed, with oversight from Group Nurse Directors to ensure it meets an acceptable standard for patients ready for discharge;
· The Mid and West Wales Fire Safety Officer had previously raised concerns under the continuous flow model but has now signed off all updated policies and risk assessments, with ongoing monitoring in place;
· Some wards were incorrectly using Your Next Patient spaces as admission beds for new patients rather than for patients nearing discharge;
· This practice had developed because wards find it easier to admit new patients to these spaces than to move existing patients into a less desirable temporary area;
· The COO and Group Nurse Directors were working with wards to ensure the model was applied correctly going forward;
· [bookmark: _Int_SRlY5XAJ]Appropriate use of these spaces may also support timely discharge where clinically appropriate.

JC sought assurance regarding the robustness of the Your Next Patient risk assessment process. She highlighted that, in other healthcare settings, inappropriate use of such bed spaces had resulted in patients being placed in areas without suitable facilities or adequate oversight. JC emphasised the importance of ensuring that, within SBUHB, clear processes were in place for identifying suitable patients for these spaces, managing the safe use and duration of occupancy, and ensuring appropriate arrangements for returning patients to the ward or facilitating timely discharge.

DL acknowledged these concerns and explained that discharge assessments needed to begin much earlier in the inpatient stay, with expectations managed from the outset. She noted that assessments often start too late, only once a patient was deemed medically fit, whereas social and environmental factors, such as housing issues and decluttering, should be identified far sooner so that appropriate solutions can be arranged. DL highlighted that improved engagement and communication with patients and families was needed to manage these expectations effectively. DL added that the Health Board had a reluctant discharge policy, which was used infrequently compared to other health boards. This policy allowed the Health Board to enforce discharge when clinically appropriate. DL emphasised that current processes could be applied more rigorously to support appropriate patient flow while maintaining safety.

JC discussed the scrutiny and oversight of actions agreed to reduce the bed base in Morriston Hospital, including risk assessment and mitigation measures. She sought confirmation that the Health Board remained on track and requested an update on the position regarding surge beds within Older Persons Assessment Unit (OPAU) and Acute Medical Unit (AMU).

[bookmark: _Int_xI5eeO0p]DL confirmed that the actions outlined in the paper had been agreed by the Executive Team earlier in the week. She noted that work was underway to produce a detailed plan that set out both the impact of the actions and how they would be implemented. DL reminded the Committee of the Health Board’s commitment, particularly in relation to Recurrent and Non‑recurrent (Funding) (R&N funding) to close high‑cost surge beds promptly. Six surge beds in the Older Persons Assessment Unit (Purple Bay) had closed the previous week, and the next six, located in the Estep corridor, were scheduled for closure by 13 February. While acknowledging that this week was operationally challenging, DL remained confident that progress would be maintained provided the weekend position improved. DL further reported that the Health Board had also committed to reducing an additional 25 beds by the end of March and a further 25 by the end of April. Work on the detailed plan to support these reductions was ongoing and would be shared with the Board once complete.

The Committee:
· AGREED to advise the Board that strengthened governance and oversight of the Your Next Patient (YNP) process was required, particularly in relation to consistent use of YNP spaces, real‑time monitoring of risk assessments, visibility of length of stay in YNP areas, and assurance that the policy is being applied safely and as intended across all wards.
· Acknowledged the review of the ‘Your Next Patient’ policy in practice. 

	34/26
	QUALITY AND SAFETY PERFORMANCE

	
	HL presented the Quality and Safety Performance Report highlighting the following:
· The Quality and Safety Performance Report presented had also been submitted to the Board the previous week;
· Due to the timing of this meeting, the next iteration of the report was not yet ready to be presented;
· The report was being further developed to enhance the quality of information provided, ensuring it not only reports performance but also explained the reasons behind the data and outlines planned future actions.
SS highlighted the recurring issue of reports being discussed across multiple committees, highlighting that the same Quality and Safety Performance Report had recently been considered by the Board, the Performance and Finance Committee (PFC), and now this Committee. SS emphasised that while he did not wish to create additional work for executives by requiring multiple reports, there should be a more efficient method, potentially through a single dataset with tailored outputs, to ensure each Committee received the information relevant to its remit.

ER agreed that this could be achieved, explaining that individual components were compiled separately before being combined into a single report. ER noted that cross‑committee working was important and emphasised that issues such as patient access are fundamentally linked to quality. ER added that delays in diagnostics, endoscopy or other pathways could create quality concerns, and that these aspects could be drawn out more explicitly for this Committee. ER confirmed that the Quality and Safety elements of the report could be brought specifically to this Committee in future, with other Committees reviewing the performance and finance elements and escalating any relevant quality concerns.

ACTION: ER

[bookmark: _Int_EppEZ9us]JC acknowledged this and added that there were consistent areas of concern emerging from the report, specifically in relation to endoscopy, diagnostics and stroke. JC expressed that the Committee was not yet receiving satisfactory assurance in these areas and that further discussion was required on how performance in these pathways could be improved and what ongoing risks or harm might be arising for patients as a result. JC proposed that this wider discussion should take place outside the meeting.

The Committee: 
· AGREED to advise Board that further assurance was required in relation to the Quality and Safety Performance Report, particularly around long‑standing performance concerns (e.g., diagnostics, endoscopy, stroke) where improvement actions and impact were not yet clearly articulated. The Committee noted the need for strengthened analysis, improved visibility of harm, and clearer system‑wide accountability for delivering sustained improvement.
· Acknowledged the Quality and Performance report

	35/26
	PATIENT EXPERIENCE 


	
	ER presented the Patient Experience highlighting the following:

· [bookmark: _Int_QFEJxYk7][bookmark: _Int_VBlfXJWy]The report contained extensive information on complaints, acknowledgement timeframes, reopened cases, Ombudsman matters, patient experience and national reportable incidents;
· Despite the volume of data, the report did not currently explain what actions have been taken as a result (“the so what”);
· Significant work was underway to reduce overdue concerns and expressed confidence that these would be reduced by the end of March;
· [bookmark: _Int_ohaAp6LB]It was emphasised the need to redesign the report format so it clearly sets out: 
· what has been done,
· what has changed, and
· [bookmark: _Int_dZwLqFMV][bookmark: _Int_k2LSDYev]what actions will be taken next.

ALF sought clarification on the timeline for improvements and noted that the backlog was expected to be cleared by the end of March. ALF added that she anticipated the next iteration of the report would include clearer analysis on the impact (“the so what”). 

JC asked ER whether the local quality and safety dashboard, including survey data, had now been completed. ER advised that she was unsure and would need to confirm this. ER emphasised that all information gathered should lead to clear actions, which she would ensure were reflected in the next report.

ACTION: ER

SS sought reassurance regarding the complaints data for primary and community care, asking whether the figures represented complaints received by the Health Board’s directly managed services rather than those submitted to subcontracted providers. ER confirmed that the data related only to services for which the Health Board had direct responsibility. SS observed that while the Health Board was often considered responsible for the wider system, it did not always have the levers to influence areas delivered by external providers.

The Committee: 
· AGREED to advise the Board that further assurance is required on the Patient Experience Report, particularly the need for clearer analysis of actions taken, learning from themes, and the impact on patient experience.
· Acknowledged the Patient Experience report. 

	36/26
	ORGAN DONATION COMMITTEE


	
	RK presented the Organ Donation Committee 6-month report highlighting the following:
· The report was taken as read; it provided a retrospective overview of organ donation activity for the first six months of 2025/26;
· Detailed data was included in the appendix provided by NHS Blood and Transplant (NHSBT);
· Between April and September 2025, SBUHB recorded:
· 4 proceeding donors
· Resulting in 11 patients receiving organs
· Plus 11 donated corneas
· Including data for Quarter 3, the total number of proceeding donors for the year to date was seven which was in line with expectations for Morriston Hospital as a Level 2 Centre for deceased donation;
· Several factors could prevent organ donation proceeding, including:
· Families declining organ donation as an end‑of‑life option
· Patients being actively dying, making organ retrieval impossible
· Patients being registered as opt‑out
· Unsuitable organs for transplantation
· December 2025 marked the 10‑year anniversary of Wales’ move to an opt‑out system, with a commemorative event held at the Senedd;
· At the previous Committee meeting, members discussed:
· Opportunities to promote organ donation across Swansea University and wider communities
· Engagement with multi‑faith groups
· [bookmark: _Int_s42eYHcl]A review and refresh of the Committee’s Terms of Reference.

SS queried the data presented within the report, specifically referencing page two, which noted 11 corneal donations arising from four proceeding donors. He sought clarification on whether this reflected partial corneal donations.

[bookmark: _Int_HT6nUpoT]RK responded, confirming that the figures were accurate and that corneal donations could be split for use in multiple recipients. RK advised that 11 patients had indeed received corneal donations and offered to double‑check the detail to provide full assurance.

JC commended the level of scrutiny and acknowledged that it demonstrated members’ engagement with the papers. JC added that she found the report thorough and was encouraged by the work being undertaken in the organ donation programme. 

The Committee: 
· ENDORSED the revised Terms of Reference for the Organ Donation Committee.
· [bookmark: _Int_qbMYusKQ]Were assured by the Organ Donation report. 

	37/26
	CROSS COMMITTEE REFERRAL


	
	SP presented the Theatre Quality and Safety Standards framework highlighting the following:
· The matter was referred from the Audit Committee to the Quality Committee due to concerns regarding clinical engagement in the draft Quality and Safety Framework for theatres;
· It was confirmed that clinical engagement was strong, with CM leading significant elements of the quality and safety work within theatres and anaesthetics;
· It was reported that within the past two years, there have been five never events:
· Retained throat pack
· Retained part of a surgical screw
· Incorrect ocular implant
· Wrong‑side anaesthetic block
· Retained guide wire during central line insertion
· All five incidents had been investigated by the serious incident team, with recommendations implemented;
· As part of the never event improvement work, CM led the establishment of a Silver Command structure, enabling clinical teams to: 
· Provide improvement proposals
· Produce safety alerts following each incident
· Share learning across all three sites
· Two key areas of focus were: 
· Sharing learning consistently across the organisation
· Supporting teams involved in incidents, ensuring individuals receive support and learning opportunities
· It was advised that the next phase of work involved carrying out the self‑assessment against the Quality Framework.
CM Highlighted the following: 
· [bookmark: _Int_d05iwzBN]There had been significant progress in establishing clear procedures and protocols for responding to never events had been made;
· Previously the organisation did not have well‑defined processes for immediate and ongoing responses to never events; these were now in place;
· It was emphasised that improvements included: 
· Rapid initial response steps
· A structured approach to learning and embedding changes
· It was reported that there was good engagement from clinical teams with the new processes.
[bookmark: _Int_ztWFlp7w][bookmark: _Int_OwtLkoBo]RK advised the Committee that no never events had occurred since May of the previous year, highlighting this cautiously but as an important point of assurance. RK reiterated the significance of the organisation’s strengthened immediate response processes. RK explained that for every never event, the team ensured action was taken within the first 48–72 hours, including holding an initial response strategy meeting. This rapid approach was essential because full investigations can take three to six months to complete; therefore, the organisation must provide interim reassurance that learning is applied promptly to prevent recurrence elsewhere.

[bookmark: _Int_43Vwt50Z]RK emphasised that the new framework, referenced earlier by CM, was particularly effective in reducing the risk of a similar incident happening in different parts of the organisation, given its large scale. 

The Committee: 
· AGREED to advise the Board that the Theatre Quality and Safety Standards Framework required continued development, particularly ensuring stronger clinical engagement, clearer self‑assessment processes, and strengthened oversight of never‑event learning, highlighting that assurance would improve once the revised framework was fully implemented.
· Were assured by the Theatre Quality and Safety Standards Framework update.

	38/26
	FOR INFORMATION

	
	The Committee noted the Joint Commissioning Committee Quality Safety and Outcomes Sub-Committee highlight report.

	39/26
	ITEMS TO REFER TO OTHER COMMITTEES

	
	There were no items to refer to other Committees.

	40/26
	COMMITTEE EFFECTIVNESS

	
	[bookmark: _Int_Wmmi6NPc][bookmark: _Int_ZBBWMLBY]JC acknowledged that the Committee remained on a transition journey in refining its reporting processes. JC reflected on the need to ensure that the Committee was receiving the right information in the right format, acknowledging that while some reports had already been improved, further work had been identified during the meeting. JC referred back to earlier discussions about the type of information presented to Committees and confirmed that this would continue to be worked through within Independent Members (IMs) over the coming months. In considering Committee effectiveness, she added that the Committee was improving its understanding of the timing requirements and adjustments needed to support effective assurance.

	41/26
	ANY OTHER BUSINESS

	
	LR presented the Listening to People highlight report highlighting the following:
· [bookmark: _Int_ewqMFTww] “Listening to People” was the new complaints, incidents and redress process, due to be implemented from 1 April 2026.;
· [bookmark: _Int_Fn879eaS][bookmark: _Int_q3hFMMlF]The new approach introduced revised timeframes and a more person‑centred, compassionate model;
· Within 10 working days, organisations must make personal contact with the individual raising a concern and offer a listening discussion;
· The aim was to achieve early resolution, reducing the number of complaints entering the formal process;
· The Welsh Government target: 40% of concerns should be resolved through early resolution rather than formal management;
· The approach aligned with findings from the Independent Review of Maternity Services, reinforcing the importance of early, meaningful conversations;
· Current processes had been overly burdensome and resource‑intensive, with insufficient focus on early supportive contact;
· The Health Board intended to clear backlog cases ahead of implementation;
· A Listening to People Steering Group was in place, chaired by ER;
· Staff training was underway, though concerns remained about potential resource demands;
· A further, more detailed update would be brought next month;
· National training would not be available until mid‑April; however, the Health Board was ahead of schedule because a local staff member was seconded to develop the guidance and is already delivering training;
· Despite national delays, the Health Board appears on track for 1 April implementation.
ACTION: ER

	42/26
	DATE OF NEXT MEETING

	
	[bookmark: _Int_pGTrLNUK]The next scheduled meeting is Thursday, 23 April 2026.
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