	
	
	



	 
	Quality and Safety Group
Key Issues Report

	The purpose of this report is to provide an overview of the matters identified by Quality and Safety Group (QSG) to be brought to the attention of the Quality and Safety Committee and Management Board following discussions at the last meeting

	Date of Report: 
	25th March 2026

	Date of Meeting:
	10th March 2026

	Group/Committee Chair
	Chair: Executive Director for nursing and Patient Experience 
Quoracy: the group was quorate 

	Report Author
	Eleri D’Arcy, Clinical Lead in Quality and Safety

	Report Submitted by
	Head of Quality and Safety

	Report Sponsored by
	Executive Director of Nursing and Patient Experience (EDON)

	1.
	Agenda
	The Quality and Safety Group meets monthly.
Agenda for March meeting included as Appendix 1 (full papers available on request) please note this is a PDF version of the agenda, embedded papers can be requested separately.

	2.
	Alert
	Pressure Ulcers: Significant deterioration in the Health Board’s pressure ulcer position, with 156 incidents reported in January (a 32% increase). Deep damage increased to 13%, including 3% severe harm cases. 
National Institute for Health and Care Excellence (NICE) / Healthcare Quality Improvement Partnership (HQIP) Guidance: Ten outstanding items require completion by 31 March 2026.
Clinical Outcomes and Effectiveness Group (COEG) service reports from Neath Port Talbot and Singleton (NPTS) remain overdue and require escalation.
Nationally Reportable Incident (NRI): One NRI remains open pending required amendments and cannot be closed at this time.
Never Events: Two recent Never Events were reported within the Neath Port Talbot and Singleton (NPTS) Service Group (wrong‑site surgery and retained guidewire). Action plans are in place and progressing.
Controlled Drugs Internal Audit: Findings from Morriston Service Group indicate gaps in oversight, governance and assurance processes requiring Health Board wide action.


	3.
	Awareness
	[bookmark: _Int_bPMFd2ma]Patient Story: A powerful cardiac case from Morriston highlighted exemplary multidisciplinary care following a ST‑Segment Elevation Myocardial Infarction (STEMI), multiple cardiac arrests and prolonged recovery. The story reinforced high‑quality care delivery and staff impact.
Clinical Outcomes and Effectiveness Group (COEG): Updates provided on the Upper Gastrointestinal Bleed Audit, National Audit of Care at the End of Life (NACEL), and Evidence‑Based Interventions (EBI). Risks remain around completion of national guidance requirements.
[bookmark: _Int_Cy5bjeKp][bookmark: _Int_DB3QXQ8T]Claims Learning: Themes remain consistent across settled claims—documentation quality, clinical assessment, escalation, consent, pathway compliance and continuity of care. Triangulation between complaints, incidents, claims and patient feedback remains limited and requires strengthening.
Quality Improvement (QI) Capability:
The QI Capability Development Programme is progressing well; the first QI Facilitator cohort has been selected. Awareness sessions continue across multiple professional groups.
Listening to People Programme: The Health Board is in its readiness phase, with implementation planned to evolve progressively after launch.
[bookmark: _Int_EehVLOS8]Quality Management System (QMS): Initial system mapping has begun, aligning quality planning, quality control, quality assurance and quality improvement processes. Engagement with Service Groups will be required as the work progresses.


	4.
	Assurance
	No new Never Events reported corporately within this reporting cycle.
Positive patient experience: The Neath Port Talbot and Singleton (NPTS) Service Group reported a 93% Friends and Family Test (FFT) positive experience score.
Pressure Ulcer Improvements: Work ongoing including targeted education, scrutiny panels, digital imaging (in collaboration with Improvement Cymru) and a strengthened Champions and Skills Programme.
Listening to People Programme: Strong cross‑service collaboration has supported implementation preparations.
Audit Activity: Morriston Service Group completed 12 local audits, which will now be shared with corporate teams to support wider assurance and learning


	5.
	Review of Risks
	[bookmark: _Int_AXvTtXE7]Pressure Ulcers: Rising incidence, severity profile changes and contributory system pressures (equipment delays, documentation variation, staff capability gaps) represent significant quality and safety risk.
[bookmark: _Int_HbVqNabd]Overdue Investigations and NRIs: Neath Port Talbot and Singleton (NPTS) continue to experience delays in Duty of Candour compliance, overdue concerns and NRI backlogs, partly due to external review times.
Controlled Drugs Audit: Governance gaps identified require coordinated Health Board action once reviewed by the Audit Committee.
Patient Travel Policy (Welsh Health Circular – WHC/2025/049): Equality and access risks remain unresolved for vulnerable patient groups, and these require clarification and may need an Equality Impact Assessment (EQIA).


	6.
	Sharing of Learning
	Patient Safety Congress: 
[bookmark: _Int_0AhQD0ON]Next event May 7th 2026
The cardiac patient story demonstrated the value of patient experience in strengthening organisational learning.
[bookmark: _Int_TzKq8NJ9]The proposed Health Board‑wide Learning Response Forum aims to integrate learning from incidents, complaints, claims, mortality reviews and patient feedback.
Quality Improvement initiatives—including the QI Facilitator Programme and digital imaging pilot for pressure ulcer assessment—are being shared across Service Groups.


	7.
	Actions to be consider by the Quality and Safety Committee/ Management Board
	QSC and Management Board are asked to:
Note the outcome of the Quality and Safety Group meeting and the detail of the appendices as follows
1. Quality and Safety Group Agenda
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