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	Summary of the Meeting 

	This report provides a monthly update position on the work of the Quality and Safety Group and a monthly update on the Health Board Quality Priorities. 

Patient Story
A patient story was presented from Maternity on how midwives were able to support a patient through her delivery process with her agreed birth plan. The patient shared her positive experience, and it was suggested that the video could be shared with other expectant mothers. It was also raised if there could be stories from the fertility/WFI that transitioned into maternity that could be shared as learning.

Key Discussions.

Ligature Risk Assessment
A report was presented to provide an update on completion of Ligature Risk Assessments across the HB. Service groups were asked to note the areas of noncompliance and develop action plans to address these.

NRFit Management Board Update
The project overview was received about conversion to the NRFit connections for spinal medications from the ‘Luer-based’ connectors in response to patient safety concerns. The health board established an implementation team in January 2024, after a successful test changeover in oncology and haematology in autumn 2023. Conversion is now complete across NPT, Singleton & Morriston Service Groups ahead of the Welsh Government deadline of 22nd December 2024.Some areas not able to convert due to clinical reasons around the new NRFit equipment and these are advised to undertake and document risk assessment. The Adult Critical Care Transfer Service and Emergency Medical Retrieval Transfer Service group to self-convert by the 22nd of August

AI Governance
A report was presented related to the process surrounding the introduction of AI within Health Care. Whilst it recognised the advantages of AI it also highlighted some concerns. A flow chart and document surrounding the implantation of a new AI procedure has been developed and this will go to the Medical Devices Committee for approval.

Sepsis within the Community
A report on the prioritization of 999 calls to ensure that postnatal women/birthing people with sepsis in the community are prioritised accordingly from WAST was presented. An All-Wales Task and finish group has been working on a national Maternity Early Warning Score (MEWS) over the last 12 months and the MEWS chart is currently being reviewed. SBUHB is updating Sepsis Maternity guidelines to include WAST guidance. The group asked to be kept updated. 

Quality Strategy Implementation plan
As reported previously the Quality Strategy Implementation plan is being revised following the findings of the Internal Audit report into quality governance. The implementation plan is in the progress of migrating from the Excel document to a SharePoint List format, in order to facilitate easier updating. 
Action holders will need to give their actions a risk rating according. 
Progress in updating the plan is on track.

Never Events
In July, one Never Event Investigation was completed in relation to a missing swab. Learning is to be shared with service groups. One Never Event was also reported relating to medical device error in NPTH during a total knee replacement. This is the second Never Event reported in SBUHB in 2024. Learning to be shared along with measures to ensure heightened awareness for all staff. 
Maternity Services Update
A report was presented highlighting the progress that has been made against the Midwifery workforce transformation plan. The risk score for staffing has been regraded based on recruitments at the beginning of August with a score of 9.There are job evaluation processes concluding soon which will accurately reflect the work of healthcare assistants and senior healthcare assistants. The report discussed how regular meetings remain in place to discuss improvements and ongoing actions.

Wales Fertility Institute Update
Ongoing work by the department  at reducing risks and open incidents. Plans to request for further de-escalation after the meeting with Joint Commissioning Committee and the Health Board in September if the team continues positive trajectory. Plans to upskill some members of the nursing workforce to take on providing for some services that clinicians provide to improve continuity. Implementation of electronic medical record system specific for fertility is ongoing and staff training has been done, a task and finish group has been set up to oversee implementation. 

Placement of Surge Patients: Fire Risk Assessment Position
A paper was presented by Morriston Service Group to outline the arrangements agreed with the Associate Director of Health and Safety outlining arrangements in place to mitigate patient safety risks within urgent and emergency services on the occasions when additional temporary inpatient bed space is created adjacent to or in front of fire doors.  Morriston have looked at explicit control actions and assurance processes that are in line with Health Board Policy. Plans are developed to formally review every ward and bedspace with the Health and Safety department in line with HB policy.  It was agreed to consider adopting this as a HB wide policy for application on other sites as required.

South Wales Spinal Network
The progress with the ratifications and implementation of guidelines regarding spinal traumas, spinal bracing and elective spinal pathways was presented. The recruitment of Metastatic Spinal Cord Compression coordinators has resulted in increased referrals. The Spinal Network quality improvement lead has been visiting Emergency Departments to discuss and implement relevant pathways for the organisation. 

South Wales Trauma Network
It was reported that the second Gateway review was done in March 2024 and for the first time in Wales, the Network received an all-green review. The Trauma Network was victim of a cyber-arrack that has affected their ability to run activity reports. The Trauma network is waiting to go live on an English database, pending information governance approval. 
Recurring themes from incident investigations were delayed repatriation which are related to the Repatriation Policy.
There currently 6 live risks, four of which are high priority which are: Trauma team activation, Cyber-attack on TARN, escalating pressure in Paediatric Intensive Care Unit and Paediatric Trauma Unit Capacity (exceeding the level 1 bed capacity).

External Inspections
Paper deferred to September.

Concerns Management Policy
The amended Concerns Policy was presented and recommended for approval by Management Board.

Patient & Stakeholder Experience (PSE) subgroup update
The August meeting was cancelled, and the next meeting is in October and there is work underway to review the terms of reference for the group.

Patient Safety & Compliance (PSC) subgroup update
The August meeting was cancelled, and the next meeting is in October and there is work underway to review the terms of reference for the group.

Safeguarding Report
Received by Quality and Safety Committee in-committee.

QP Highlight Report
An update of the Quality Priorities was given. Highlights from this report were:  
· End Of Life Care has seem significant improvement in patient and family experience within the National Audit Care at the End-of-Life (NACEL) when compared to 2022 and in comparison, with the rest of England and Wales. 
· Falls: There has been considerable interest in the deconditioning work as well as the Active August campaign. 
· Pressure ulcers: 12.1 % reduction seen in HB incidents since quarter 4. 
· Sharing HOPE art exhibition in July was a successful event.

Service Group Exception Reporting, for issues not reported through PSEG, PSC & COEG
No issued raised by any of the Service Groups

Items for Noting
	· World Patient Safety Day 17/09

	· Patient Safety Congress 19/09. (Teams Event)
· Booking link available on intranet 

	· JCC QPSC June report

	· HARP Autumn Forum 17/10

	· NHS Wales Uniform and Dress code




	Financial Implications
None to note

	Recommendations
The Committee are asked to
· Note  the progress made in undertaking ligature assessments across clinical areas
· Note the work planned to develop a Health Board-wide policy for placement of additional patients in clinical areas at times of surge
· Endorse the revised Concerns Policy
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