

[image: C:\Users\su001508\Desktop\New logos Swansea Bay\Abertawe_Swansea NHS Health Board.jpg]

Swansea Bay University Health Board (SBUHB)
Minutes of the Quality and Safety Committee Meeting held on
Thursday, 6th August at 10:10am
	Present:

	Jean Church 
	(JC) 
	Independent Member 

	Nicola Matthews 
	(NM)
	Independent Member

	Steve Spill
	(SS)
	Independent Member



	In Attendance:

	Chris Bowden
	(CB)
	Cellular Pathology Service Manager (Minute 98/26)

	Angharad Higgins
	(AH)
	Head of Quality and Safety

	Georgia Lewis
	(GL)
	Corporate Governance Manager (Secretariat)  

	Rebecca Nix
	(RN)
	Head of Assurance and Regulation

	Mark Parsons
	(MP)
	Assistant Director of Capital Planning (Minute 101/26)

	Mark Ramsey
	(MR)
	Unit Medical Director

	Liz Rix
	(LR)
	Executive Director of Nursing and Patient Experience 

	Peter Slade
	(PS)
	Stroke Consultant (Minute 95/26)

	Neil Thomas
	(NT)
	Head of Risk (Minute 96/26 & 97/26)

	Owain Williams
	(OW)
	Clinical Director Pharmacy (Minute 100/26)



	Apologies:

	Anne-Louise Fergusson
	(ALF)
	Independent Member

	Hazel Lloyd
	(HL)
	Director of Corporate Governance

	Raj Krishnan
	(RK)
	Interim Medical Director

	Tina Ricketts
	(TR)
	Director of Workforce and OD

	Claire Osmundsen Little
	(COL)
	Interim Director of Finance 



	Acronyms

	SBUHB
	Swansea Bay Health Board

	NPT
	Neath Port Talbot

	QSG
	Quality and Safety Group

	QMS
	Quality Management System

	SSNAP
	Stroke Sentinel National Audit Programme

	KLoE
	Key Line of Enquiry

	APT
	Anatomical Pathology Technician

	HEIW
	Health Education and Improvement Wales

	COSHH
	Control of Substances Hazardous to Health

	JCC
	Joint Commissioning Committee

	CRR
	Corporate Risk Register

	SRR
	Strategic Risk Register 

	HIW
	Health Inspectorate Wales



The meeting began at 10:10am
  
	Minute Ref:
	Agenda Item

	PART 1. PRELIMINARY MATTERS

	1.1 Welcome and Apologies

	86/26
	The Chair formally opened the meeting and welcomed members and attendees. The Chair confirmed that the meeting was quorate and noted the apologies outlined above. 

	1.2 Declaration of Interests

	87/26 
	No declarations were made in relation to items on the agenda.

	1.3 Matters Arising

	88/26 
	The Chair confirmed that no matters had been raised in advance of the meeting and invited members to identify any additional matters arising not included on the agenda; none were raised.

	1.4 Previous Minutes

	89/26
	The Thursday, 4th June 2026 minutes were approved as a true and accurate record.

	1.5 Committee Log

	90/26
	The Committee reviewed the Committee log and referrals.

Members were advised all actions and referrals were in progress, with status updates against each. 

	1.6 Committee Work Programme 2026-27

	91/26
	Members acknowledged the Committee work programme.


	PART 2. BENCHMARKING, LEARNING AND QUALITY IMPROVEMENT

	2.1 Quality and Safety Group; Highlight Report

	92/26 
	The Committee received the Quality and Safety Group highlight report. 
In introducing the report, LR drew attention to the following points:

Members sought additional detail on: 
· Increasing inpatient falls, particularly within Neath Port Talbot (NPT) wards; and 
· Controlled drug incidents in a community pharmacy setting.
Angharad Higgins advised that: 
· A detailed review of inpatient falls was underway through the Quality and Safety Group, with service groups asked to provide further analysis. Concerns had been identified regarding reduced frequency of falls scrutiny panels and a corresponding increase in falls; and
· The controlled drugs issue related to a specific pharmacy and was subject to a significant investigation involving Counter Fraud, supported by a management action plan.
Members discussed progress against Welsh Language Standards, particularly recording Welsh language skills on ESR. It was reported that compliance had improved significantly from 58% to 73% since April 2026 following the introduction of mandatory recording of language skills during workforce processes such as PADRs. Members welcomed the increased visibility of Welsh Language Champions and recognised the importance of accurate language skills data for workforce planning and service provision.

The Chair expressed concern that performance against some national quality outcome measures were not sufficiently visible within current reporting arrangements.

Particular concern was raised regarding:
· Antimicrobial prescribing;
· Pathways 2 and 3 discharge performance; and
· Risk-adjusted mortality rates.
Members felt greater prominence should be given to national quality priorities and trends within future reports to support committee oversight and assurance.

The Committee requested that future reports continue to highlight emerging risks and include updates on: 
· Inpatient falls.
· Controlled drug incidents.
· Related actions and timescales.
ACTION: AH/LR acknowledged the feedback and agreed to consider enhancements to future reporting.

The Committee;
· RECEIVED ASSURANCE from the Quality and Safety Group Highlight Report;
· APPROVED the Annual Welsh Language Report; 
· APPROVED the Annual Duty of Quality Report; 
· ADVISE the board of; 
· The Revised Terms of Reference for the Quality and Safety Group (QSG) were agreed and the new version reflects the inclusion of the Listening to People Programme Board. 
· A Quality Insights and Improvement Group has been established to strengthen how information is used across our quality management arrangements.

	2.2 Perinatal Report

	93/26
	LR presented the updated Perinatal Committee Report and welcomed the revised format, which now includes performance, improvement actions and the basis for assurance against each indicator.

Workforce Capacity
Concern was raised regarding workforce sustainability and ensuring the Health Board does not return to the staffing challenges experienced previously.

LR advised that:
· There were no significant workforce concerns within midwifery or neonatal nursing services;
· Some sickness absence had affected neonatal consultants and obstetric services, but services had remained operational through collaborative workforce arrangements;
· Recruitment to obstetric posts was ongoing; and
· Midwifery staffing had been proactively strengthened through over-recruitment of newly qualified midwives to mitigate predictable maternity leave patterns and future workforce pressures.
BadgerNet Implementation
Members sought assurance regarding the implementation of the BadgerNet maternity and neonatal electronic record system and whether it integrated with wider patient record systems.

LR confirmed that:
· It was a dedicated perinatal system for birthing people and neonates;
· Implementation was completed, with partial rollout in March 2026 and full implementation in May 2026; 
· Staff and patients had responded positively to the system; and
· Current work was focused on refining data extraction and reporting functionality to support quality monitoring, with only minor issues identified.
Service Sustainability Risk
Workforce sustainability remained the only area assessed as an "ongoing risk" rather than fully assured. 
Assurance was provided that workforce pressures were being actively managed and that mitigating actions would be described in greater detail in future reports to strengthen committee assurance.
ACTION: LR

Quality Management System Pilot
The Committee welcomed SBUHB’s selection as an NHS Wales prototype site for the Quality Management System (QMS) initiative within maternity services.

Learning from Safety Incidents
Members particularly welcomed the enhanced narrative on learning from incidents and improvement actions.

The Committee; 
· RECEIVED ASSURANCE from the Perinatal Committee Report;
· SUPPORTED the continued development of workforce assurance reporting;
· WELCOMED the successful implementation of BadgerNet;
· WELCOMED participation in the NHS Wales Quality Management System pilot; 
· REQUESTED that future reports provide additional detail on workforce mitigation measures and continue highlighting learning, improvement actions and assurance themes; and
· AGREED to ALERT the Board of:
· Ongoing system pressures, including workforce capacity, postnatal flow, and demand related to acuity and mode of birth (particularly caesarean associated neonatal admissions);
· High-level risks that remain under active management, including paediatric radiology capacity, training delivery constraints (MoNET), and wider service configuration challenges (e.g. two-site working and critical care access);
· Transitional risks associated with digital implementation and national system dependencies, including data quality, survey limitations, and reporting consistency;
· The need to maintain focus on equity of access, consistency of escalation, and timeliness of care, as identified through Health Inspectorate Wales (HIW) and internal review processes; and
· The service continues to provide safe, compassionate and high-quality care, with no immediate safety concerns identified, and a strong focus on continuous improvement.
· AGREED to ASSURE the Board of:
· Robust governance and oversight arrangements are in place, including real time monitoring, multidisciplinary review, and clear escalation pathways from ward to Board. • All risks are actively managed with no overdue actions; with delivery aligned to planned milestones and supported through structured improvement programmes;
· There is clear evidence of learning being translated into practice, with improvements in safety, patient experience, and clinical outcomes supported by ongoing audit, thematic review, and workforce development;
· The Health Inspectorate Wales (HIW) improvement plan is approved, published, and actively progressing, with strengthened oversight ensuring delivery and closure of actions.
· AGREED to ADVISE the Board:
· There has been sustained progress across maternity and neonatal services, with improved governance, strengthened multidisciplinary working and enhanced safety systems evidenced through Health Inspectorate Wales (HIW) findings, workforce compliance, and quality metrics;
· Targeted quality improvement programmes (e.g. ASTRA, bedside respiratory support, digital systems such as BadgerNet and computerised CTG) were being implemented to address key drivers of risk and variation; and
· Data systems were undergoing a period of transition and validation, and whilst this may impact completeness in the short term, this work is critical to strengthening long-term assurance and insight.

	2.3 Mental Health Transformation Programme Report (Quality and Safety Workstream)




	94/26
	The report provided an update on progress since the Committee's previous detailed review in April 2026, focusing on the quality and safety workstream and development of the Mental Health and Learning Disabilities Dashboard.

Members were advised that the two actions requested by the Committee in April 2026 had been progressed: 
· Mental health workforce and estates risks had been added to the Corporate and Strategic Risk Registers; and
· A Mental Health and Learning Disabilities Quality and Safety Dashboard had been developed and was now operational.

The Committee received a very brief viewing of the new Power Business Intelligence (BI) dashboard, available through the Digital Intelligence Portal. Members welcomed the development and requested a dedicated session to demonstrate the dashboard in greater detail, particularly how key lines of enquiry and KPI mapping are presented.
ACTION: GL/HL

It was confirmed that the dashboard had only recently gone live and that implementation and training would be rolled out in a phased manner. Confirmation of training arrangements was requested for a future update.
ACTION: RK

Members discussed the workforce expansion associated with the Mental Health Transformation Programme and the risks associated with delivering planned workforce growth while reducing agency spend and out-of-area placements.

LR confirmed: 
· The additional workforce establishment had been agreed;
· Recruitment was proceeding;
· The organisation was investing in mental health services despite the financial pressures; and
· Service groups had been asked to identify opportunities to offset investment through existing financial recovery plans.
Outside of the formal report the Chair raised concerns regarding the ongoing storage of records within a container at the Cefn Coed site, executive leads agreed to investigate the matter outside the meeting.
ACTION: LR

The Committee; 
· NOTED the progress made in developing and implementing the Mental Health and Learning Disabilities dashboard; 
· ENDORSED the future reporting approach; 
· RECEIVED ASSURANCE that work continues through the Transformation Programme to mitigate quality, safety, workforce and estates risks whilst recognising the current limitations relating to data quality, availability and automation; and
· AGREED to ASSURE the Board:
· The MHLD Quality & Safety Dashboard is now operational providing the foundation for a strengthened assurance framework together with the agreed Key Lines of Enquiry (KLoE) the latter driving the Key Performance Indicators (KPIs); 
· The MHTP has delivered progress in improving quality and safety across its various workstreams.  Workforce and estates-related risks are now reflected on the Strategic and Corporate Risk Registers for executive oversight.
· AGREED to ADVISE the Board:
· The Quality and Safety workstream of the MHTP updated Terms of Reference and agreed objectives for the next phase of work.

	2.4 Stroke Performance Quality and Safety Impact

	95/26
	The Committee received a verbal update on stroke performance from PS, including findings from the national Stroke Sentinel National Audit Programme (SSNAP) Atlas of Variation, following national issues affecting routine stroke data reporting.

Members were advised that a national server issue had prevented the publication of routine SSNAP data after April. Whilst this had now been resolved, updated performance data was not yet available. 

PS drew attention to:
· SBUHB continued to perform strongly for thrombolysis, ranking amongst the highest-performing organisations nationally despite challenges associated with delayed presentations and lack of out-of-hours stroke specialist coverage;
· Performance for thrombectomy access compared favourably with other Welsh organisations, although access remained constrained by regional service arrangements;
· Stroke therapy access and six-month follow-up reviews were reported as areas of strong performance;
· The principal area of concern remained timely access to a stroke unit within four hours, where performance continued to lag behind national expectations despite some recent improvement.

The Committee; 
· WELCOMED the national benchmarking information and recognised the areas of strong performance, while emphasising the need to address long-standing service challenges affecting timely access to specialist stroke care.


	3.1 Risk Register 

	96/26
	The Committee received an update on the Strategic (SRR) and Corporate Risk Registers (CRR) assigned to the Quality and Safety Committee. Members were advised that there had been no changes to the strategic risk profile since the previous report, with no risks added or removed and assurance levels remaining unchanged. The Committee noted that Mental Health workforce and estates risks had now been incorporated into the relevant risk registers as previously requested.

JC welcomed comments and questions. 

SS queried the rationale for several high-scoring risks retaining target scores equivalent to their current scores and questioned whether greater ambition and timelines for risk reduction should be articulated. NM also suggested that target dates should be included to demonstrate when risk reductions were expected to be achieved.
In response, NT explained that target scores reflected the anticipated position once currently agreed actions had been delivered rather than long-term aspirations and acknowledged the Committee's request to explore how future reporting could better demonstrate risk reduction ambitions and associated timescales.

The Chair raised concerns regarding the timeliness of updates within a number of risk entries and highlighted several risks where further scrutiny was required. Attention was drawn to:
· Record Storage. 
· Systemic anti-cancer therapy breaches.
· Transfer of clinically optimised patients.
· Compliance with the Additional Learning Needs Act.
· Clinical coding performance.
· Blood Sciences services.
The Chair questioned whether some risk scores remained appropriate and sought greater assurance that actions were being progressed and updated in a timely manner.

The Committee agreed that:
· Risks relating to record storage and failure to achieve Tier 1 clinical coding targets should be referred to the Data and Digital Committee for further scrutiny;
· Further updates should be sought on a number of high-profile quality and safety risks, including anti-cancer therapy breaches and Blood Sciences capacity; and
· Greater focus should be given to ensuring risk register information remains current and reflects changes in leadership, timescales and mitigating actions.
NT advised that risk updates were routinely reviewed through governance processes and undertook to provide further updates on specific matters raised by members and ensure the concerns discussed were reflected in future reports.

The Committee; 
· RECEIVED ASSURANCE from the report but requested enhanced visibility of risk reduction ambitions, improved timeliness of updates and further scrutiny of several specific risks through the appropriate committee structures; 
· AGREED to ASSURE the Board:
· The Committee worked through both the SRR/CRR reviewing timelines against when the Risk was first opened and last reviewed also posing the question as to whether greater ambition should be considered in setting/achieving timelines.

	3.2 External Inspections 

	97/26
	The Committee received an update on progress against recommendations arising from external inspections and reviews, including inspections undertaken by Healthcare Inspectorate Wales (HIW). 
Members noted that since the previous report, final inspection reports had been received for Caswell Clinic and Ward D, Morriston Hospital, with further reports for the Community Learning Disabilities Team and Ward 3, Singleton Hospital awaiting publication.

NT advised that progress continued against a number of improvement plans, although some actions remained outstanding. An updated improvement plan had recently been resubmitted to HIW in relation to Taith Newydd following feedback that the initial submission did not provide sufficient assurance. Additional supporting evidence demonstrating actions already completed had been included.

JC welcomed comments and questions. 

NM sought assurance regarding the arrangements in place to prepare services for external inspection and queried why issues such as patient identification wristbands continued to arise during inspections. She also requested further information regarding issues identified on Ward 3, Singleton Hospital, particularly relating to the nurse call system and risk assessments.

In response, NT and AH outlined the Health Board's internal assurance arrangements, including regular unannounced quality assurance audits undertaken by the Corporate Quality and Safety Team and Service Groups. Members were advised that these audits reviewed a range of patient safety and quality measures, including patient identification, medicines management, patient experience and staff experience. It was acknowledged that further assurance regarding Ward 3 would be provided outside the meeting.
ACTION: NT

JC expressed concern regarding the volume of outstanding actions across some services and the need to ensure that completed actions progressed through formal governance processes in a timely manner. Neil Thomas confirmed that meetings were being held with Service Groups to accelerate progress and improve reporting accuracy.

The Committee; 
· RECEIVED ASSURANCE from the report; 
· ACKNOWLEDGED the ongoing progress against external inspection recommendations and recognising the strengthening of internal assurance arrangements; and
· AGREED to ALERT the Board:
· The Health Board’s draft report submitted to Health Inspectorate Wales (HIW) relating to Low Secure Services (Taith Newydd) at Glanrhyd was not accepted and required further enhancements;
· Final Reports from HIW following inspections of Caswell Clinic and Ward D Morriston have now been published and our subsequent improvement plan submissions have been accepted by HIW;
· Publication was pending on further inspections: the Joint Inspection of Community Learning  Disability Services in Neath and Ward 3 Singleton.

	3.3 Mortuary assessment against external reviews

	98/26 
	The Committee received an assessment of SBUHB mortuary services against the recommendations arising from the David Fuller Independent Inquiry and relevant findings from the Ockenden Review.

The Committee were advised that SBUHB had already implemented a number of measures prior to publication of the Fuller Inquiry recommendations and was therefore well placed to demonstrate compliance. These included:
· Installation of CCTV across mortuary facilities;
· Introduction of swipe-card access controls; and
· Strengthened arrangements to protect the dignity, security and safeguarding of deceased patients.
CB highlighted that one recommendation remained in progress. Current systems record entry into mortuary areas through swipe-card access however, Fuller Phase 2 recommended swipe-card control on exit as well, allowing organisations to understand who entered and left mortuary areas and the duration of access.

JC welcomed comments and questions. 

The Committee discussed recommendations that mortuary managers should have an Anatomical Pathology Technician (APT) background.
Members were advised that:
· SBUHB current mortuary manager comes from a biomedical science background rather than an APT background;
· The Health Board benefits from regional arrangements providing access to an APT-qualified Regional Mortuary Manager; and
· Workforce planning is now being undertaken ahead of the retirement of the current mortuary manager, with consideration being given to recruiting an APT-qualified manager in line with Fuller recommendations.
CB acknowledged the report highlighted that a number of Fuller and Ockenden recommendations extend beyond mortuary services and require broader organisational action. A gap analysis would be completed to identify any remaining areas requiring organisational action.

Members sought assurance regarding bariatric freezer capacity.
CB reported that:
· No mortuary facility in Wales currently provides bariatric freezer storage;
· SBUHB manages such cases through enhanced monitoring arrangements and escalation processes;
· Discussions were underway nationally regarding mutual aid arrangements with other Health Boards; and
· A potential solution is being explored locally at Singleton Hospital, including assessment of available space and infrastructure requirements.
The Committee; 
· RECEIVED ASSURANCE from the report;
· ACKNOWLEDGED the findings and recommendations arising from the Fuller Inquiry and Ockenden Review;
· TOOK ASSURANCE that the Mortuary Management Team had reviewed the recommendations and identified the necessary improvement actions;
· SUPPORTED the continued delivery and monitoring of those actions through established governance arrangement; and
· AGREED to ALERT the Board:
· Work was ongoing to complete the Gap Analysis of Phase 2 of the Fuller Inquiry after which the report will be finalised by the Mortuary Service Management Team;
· AGREED to ASSURE the Board:
· Both Fuller and Ockenden Reports identified failures of governance, oversight, communication and organisational learning associated with Post-Death Care Pathways; existing Mortuary Governance arrangements provide assurance against many recommendations contained within the reports;
· that the Mortuary Management Team has reviewed the relevant findings and identified the key improvement priorities applicable to local services;
· Further work would focus on evidencing compliance, strengthening quality assurance systems and embedding organisational learning across Mortuary post-death care pathways.

	3.4 COVID-19 




	99/26
	The Committee were advised that the Executive Board had approved a strengthened corporate approach to managing COVID-19 Public Inquiry recommendations, recognising that future recommendations were likely to be cross-cutting, strategic and applicable across multiple directorates rather than being confined to emergency planning responsibilities.

Members did not raise significant concerns regarding the governance model.

The Chair noted that the supporting appendices and background documentation provided a comprehensive overview of the inquiry modules and associated governance arrangements and considered the reporting to be clear and informative.

The Committee; 
· RECEIVED ASSURANCE that the approved governance arrangements provide a clear framework for managing recommendations arising from the COVID-19 Public Inquiry and Public Accounts Committee reports;
· ACKNOWLEDGED that the Executive Board retains overall accountability for implementation and oversight of all inquiry recommendations; 
· TOOK ASSURANCE that appropriate mechanisms were in place for monitoring, reporting and escalating recommendations relevant to quality, safety and organisational learning; and
· AGREED to ASSURE the Board:
· That the approved governance arrangements provide a clear route for receipt, allocation, monitoring and escalation of Covid-19 Public Inquiry and Public Accounts Committee recommendations relevant to quality, safety and organisational learning.

	3.5 Controlled Drugs Governance and Assurance Report

	100/26
	The Committee noted the appointment of Owain Williams as the substantive Controlled Drugs Accountable Officer following previous arrangements overseen by the Executive Medical Director.

Members were advised that existing governance arrangements, including participation in the regional Controlled Drugs Local Intelligence Network, would continue, supporting the sharing of learning and escalation of issues through established governance routes.

The report focused on the outcome of the recent Internal Audit of Controlled Drugs Governance, which received an overall rating of Reasonable Assurance. However, OW acknowledged the audit identified Limited Assurance against the objective relating to organisational oversight and incident reporting. This was primarily attributed to:
· Previous changes in service group structures; and
· Inconsistent reporting of controlled drugs incidents and governance updates through service groups and corporate governance arrangements.
OW advised members that improvements had already been implemented, including:
· Controlled drugs governance updates now being routinely reported through Service Group reporting arrangements and the Quality and Safety Group;
· Development of controlled drugs Datix dashboards to strengthen organisational oversight; and 
· Enhanced monitoring arrangements through the Quality and Safety Group and the Controlled Drugs Accountable Officer role.
OW highlighted there were no overdue audit actions and progress had already been made against all recommendations. He went on to highlight a potential delay regarding the development of an updated controlled drugs training package. The delay relates to collaborative work with Health Education and Improvement Wales (HEIW) to ensure a more robust and sustainable training approach is established.

JC welcomed comments and questions. 

OL advised that Internal Audit would continue to monitor implementation of recommendations through its routine follow-up process and would validate a sample of completed actions to confirm that improvements had been embedded.

The Committee; 
· ACKNOWLEDGED the appointment of OW as the Controlled Drugs Accountable Officer;
· WERE ASSURED BY the Reasonable Assurance Internal Audit opinion;
· WERE ASSURED that a management response was in place and that there were no overdue actions;
· ACKNOWLEDGED the potential delay to the training package and the rationale for ensuring a more robust long-term solution; 
· SUPPORTED continued reporting of controlled drugs policy compliance through established governance arrangements; and
· AGREED to ADVISE the Board:
· Of the appointment of a new Controlled Drug Accountable Officer who confirmed that following the recent Internal Audit Report (reasonable assurance given) a management response is in place and there are no overdue actions.

	3.6 Health and Safety Management 

	101/26
	The Committee received the Health and Safety Management Report, including an update on health and safety governance arrangements, fire safety compliance, violence and aggression management, RIDDOR reporting, and workforce capacity within the Health and Safety Team.

The Committee noted that the health and safety risk score had reduced from 20 to 16 following changes to the risk assessment and recognition of progress made in strengthening health and safety arrangements. 

Whilst fire safety compliance rates had improved, performance remained below the desired level. Members were advised that recruitment to the vacant Fire Safety Manager post was progressing following retirement of the previous postholder and that this would strengthen fire safety oversight. 

The Chair raised concerns regarding:
· The pace of progress in addressing issues arising from inspections by Mid and West Wales Fire and Rescue Service;
· The absence of clear delivery timescales for Control of Substances Hazardous to Health (COSHH) audits, inspections and training;
· Low compliance with RIDDOR reporting timescales;
· The absence of mandatory fire warden training requirements for staff working in higher-risk environments;
· Reports of poor organisational safety culture and the need for increased staff awareness and training; and
· Fire compartmentation issues identified within theatre areas at Singleton Hospital.
In response, MP advised that programmes of work were already underway through capital investment and targeted estate funding to address fire safety infrastructure risks, including compartmentation, fire doors and fire dampers. Members were informed that digital infrastructure works had also created challenges where cabling penetrations had not always been appropriately reinstated, and additional controls were being introduced through contractor management arrangements.

The Committee agreed that the following matters should be referred to the Workforce and Organisational Development Committee:
· The need for improved staff understanding of health and safety responsibilities and risks;
· Consideration of mandatory fire safety / fire warden training arrangements for staff working in higher-risk environments; and
· Concerns regarding organisational safety culture and the requirement for a more structured programme of awareness, training and engagement.
The Committee; 
· RECEIVED ASSURANCE from the report, whilst requesting further assurance regarding fire safety improvement timescales, COSHH activity and RIDDOR compliance; and
· AGREED to ALERT the Board:
· That a recent visit by Mid and West Wales Fire and Safety Rescue Service to Singleton Hospital “Letters of Fire Safety Matters for breach in compartmentation in Theatre environment” were issued.  Total Fire Safety Risk Assessment compliance currently equates to 34%.

	PART 4. DEEP DIVES 

	4.1 Pressure Ulcers 

	102/26 
	The Committee was advised that the planned pressure ulcer deep dive had not yet been brought forward because further validation work was required before a reliable baseline could be established.


	4.2 Urgent and Emergency Care

	103/26 
	The Committee received the report on the Internal Audit Limited Assurance Review of Urgent and Emergency Care (UEC) Governance Arrangements. As the report presenter was unavailable to attend, the report was received as read and questions were referred for response outside the meeting.
ACTION: GL

JC invited comments and questions. 

NM sought assurance regarding the limited assurance finding against decision-making arrangements and queried whether the target date for implementation of the high-priority action had been achieved and whether any improvement had resulted. The Committee requested a response outside the meeting.

SS queried the report's reference to delivery being hindered by "limited visibility of partner capacity" and requested clarification as to whether this reflected a lack of visibility or an actual lack of partner capacity. He requested a fuller explanation outside the meeting.

The Committee; 
· ACKNOWLEDGED the updated position regarding implementation of the audit recommendations and the actions being undertaken to strengthen UEC governance arrangements; 
· REQUESTED written responses to the issues raised and noted that the absence of a report presenter would be recorded as a meeting effectiveness issue; and
· AGREED to ALERT the Board:
· To the fact that this Report was not presented to the Quality & Safety Committee and would be referred to the October 2026 meeting.

	PART 5. CLINICAL AND SERVICE QUALITY COMPLIANCE AND PERFORMANCE

	5.1 Quality and Safety Performance Report

	104/26 
	The Committee received the Quality and Safety Performance Report (IPR), which had also been considered by July 2026 Board. LR advised that the report continued to evolve and welcomed feedback on how quality and safety information could be strengthened.

JC invited comments and questions. 

NM raised concerns regarding performance against the target for mental health assessments within 28 days, noting that performance was reported at 61%. She asked what the actual waiting time was beyond the 28-day target. LR acknowledged that additional context was required and undertook to provide further information and ensure future reporting included the operational impact behind the headline metric.
ACTION: LR

Jean Church raised several concerns regarding deteriorating performance against several key indicators, including:
· Single Cancer Pathway performance (54% against a 76% target).
· Healthcare-associated infections.
· CAMHS performance.
· Planned care.
· Bowel screening rates.
· Staff sickness levels.
· Ophthalmology performance.
The Chair noted that whilst performance was being reported, the Committee was not receiving sufficient information on the impact upon patients, including potential harm associated with deteriorating performance.

JS agreed that the Committee required greater visibility of how poor performance translated into risks and outcomes for patients. He advised that discussions would take place with the performance team to identify what information should be brought from performance reporting into Quality and Safety Committee reporting.

LR proposed developing supplementary analysis using incidents, complaints and patient feedback to better explain the impact of delays, waiting times and performance deterioration on service users.

OL noted that some information regarding patient impact was already available through the Patient Experience Report and suggested that future work should focus on triangulating data from different sources to avoid duplication whilst providing a fuller picture of patient outcomes.

AH added that the current Patient Experience Report may be incorrectly titled, as it includes quality, safety, concerns and incident data. She advised the Committee that a proposal would be brought forward for the report to be presented at every Committee meeting rather than quarterly, enabling more regular triangulation of quality, safety and patient experience intelligence.

The Chair requested that officers should:
· Review how performance information is reported to ensure stronger visibility of patient harm and quality impacts arising from deteriorating performance;
· Explore the use of incidents, complaints, concerns and patient experience data to supplement the IPR;
· Consider presenting the Patient Experience Report at every Quality and Safety Committee meeting; and
· Provide additional information on CAMHS waiting times and associated impacts.
The Committee; 
· AGREED that whilst the report provided important performance intelligence, future iterations needed to focus more clearly on the quality, safety and patient outcome implications of performance challenges. The Committee requested further work to strengthen the reporting framework and improve assurance regarding patient impact.

	PART 6. FOR INFORMATION 

	6.1 Joint Commissioning Committee Quality Safety and Outcomes Sub-Committee highlight report

	105/26
	The Committee received the highlight report from the Joint Commissioning Committee (JCC) Quality, Safety and Outcomes Sub-Committee. 

JC welcomed questions. 

Steve Spill queried whether Caswell Clinic remained in escalation, noting that the report appeared to indicate that escalation arrangements were still in place, whereas he believed this may previously have been reduced or concluded. 

The Committee;
· RECEIVED the report for information.

	PART 7. OTHER MATTERS

	7.1 Any Other Business 

	106/26 
	The Committee discussed future site visits and agreed that the next visits should focus on:
· Gynaecology services; and
· The Singleton Hospital Mortuary.

	7.2 Items referred to other committees (2)

	107/26 
	The Chair summarised matters that had arisen during the meeting and agreed that the following should be referred onwards:

Data and Digital Committee
Record storage arrangements and associated risks.
Failure to achieve Tier 1 clinical coding targets.

Workforce and Organisational Development Committee
Fire warden training requirements for staff working in higher-risk environments.
· Concerns regarding organisational safety culture and the need for a structured programme of health and safety awareness and training.

	7.3 Review of Meeting Effectiveness 

	108/26
	NM requested that reports be issued earlier wherever possible to allow adequate time for members to review the papers thoroughly before meetings. SS added that when additional papers are circulated after the meeting pack has been published, they are not captured within the consolidated committee bundle, creating a risk that members may miss reports.
The Chair emphasised that members invest considerable time reviewing reports and that timely submission is necessary for effective governance and scrutiny.

Members noted that the meeting had concluded without a representative being available to present Item 4.2 (Urgent and Emergency Care).
The Chair stated that it was poor practice for reports to be submitted without an appropriate presenter available to answer questions, although she thanked officers who had deputised for absent presenters throughout the meeting.

	Next SBUHB Board Meeting: Thursday 6th August 2026



The meeting concluded at 12:44pm.
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