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Swansea Bay University Health Board
Unconfirmed
 Minutes of the Quality and Safety Committee 
held on 3 July 2025 
via Microsoft Teams

	Present:

	Jean Church 
	(JC)
	Chair 

	Keith Lloyd
	(KL)
	Independent Member 

	Nicola Matthews
	(NM)
	Independent Member 

	In Attendance:

	Kimberley Cann 
	(KC)
	Consultant in Public Health

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

	Delyth Davies 
	(DD)
	Head of Nursing Infection Prevention Control (For item 77/25) 

	Richard Evans 
	(RE)
	Executive Medical Director and Deputy Chief Executive (For item 78/25)

	Angharad Higgins 
	(AH)
	Head of Quality and Safety 

	Deb Lewis 
	(DL)
	Chief Operating Officer (For item 76/25)

	Hazel Lloyd
	(HL)
	Director of Corporate Governance (For item 74/25, 79/25, 81/25)

	Osian Lloyd 
	(OL)
	Head of Internal Audit 

	Heidi Maggs
	(HM)
	Lead Service Manager 

	Mark Parsons
	(MP)
	Assistant Director of Capital Planning (For item 80/25)

	Elizabeth Rix 
	(ER)
	Executive Director of Nursing and Patient Experience (For item 73/25,75/25)

	Claire Taylor
	(CT)
	Clinical Nurse Specialist Palliative Care

	Sara Utley
	(SU)
	Audit Wales

	Apologies:

	Jackie Davies 
	(JD)
	Independent Member 

	Raj Krishnan
	(RK)
	Deputy Medical Executive Director 

	Christine Morell 
	(CM)
	Director of Therapies and Health Science (attending for item





	Minute No.
	

	66/25
	WELCOME AND APOLOGIES 

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

	67/25
	DECLARATIONS OF INTEREST

	
	There were no declarations of interest.

	68/25
	MATTERS ARISING

	
	JC provided an update on progress and next steps for resetting the committee, including engagement with Senior Executives and plans for enhanced oversight and reporting

	69/25
	MINUTES OF THE PREVIOUS MEETING

	
	The minutes of the meeting held on the 15 May 2025 were received and confirmed as a true and accurate record.

	70/25
	ACTION LOG

	
	The Committee received and noted the action log.
HL reported that the first action would be referred to the Quality and Safety Group for review, as it was believed to have been completed and only required confirmation via dashboard review. The second action, concerning the primary care highlight report, remained open, with the report being directed to the Quality and Safety Group, which would meet in July; an update would be provided at the next Committee meeting. HL confirmed that the third action point had been completed, with the necessary details already provided.

KL sought clarification from HL regarding the revised timeline for an action item, highlighting that the current timescale extended to May 2025, and requested confirmation on when the Committee would receive a report back on this item.
ER explained that the processes and information reviewed by the Quality and Safety Group were being updated, with escalation to the Committee as needed. ER confirmed that the revised Terms of Reference and work plan for the Quality and Safety Group would be brought to the Committee once finalised.
KL requested that the Committee receive the outcome of the action item to ensure proper scrutiny and oversight.
ER agreed that the Committee should regularly receive metrics on Quality and Safety, such as incident numbers and progress on key issues like falls and pressure ulcers, to provide clear oversight of improvement plans. ER highlighted that while the integrated performance report was still in development, future papers would include those metrics, and the committee should consider what information was needed for effective Quality and Safety scrutiny.  
HL advised that action four should remain open until the visit was completed and confirmed that a report on action five would be brought to the Committee in September, with an interim update provided under the performance section by DL.
AH informed the Committee that action one two quadrants of the dashboard were live and regularly reported through the Quality and Safety Group. AH suggested the Committee consider what level of access members require and proposed a briefing session, either within or outside the Committee, to help members navigate and make best use of the dashboard. AH recommended including this consideration in upcoming reset discussions.  
JC suggested that the Committee should first have sight of the dashboard content, followed by a demonstration on its use, to support members in utilising it effectively. 

	71/25
	WORK PROGRAMME

	
	HL explained that the Committee Work Programme was currently under review as part of the ongoing reset process. HL invited members to provide suggestions for changes either now or during the reset and confirmed the programme would be kept under review for future meetings.
JC acknowledged that Children's Community Nursing had been added to the work programme as previously requested.
ER informed the Committee that a maternity update from the Perinatal Committee would be included at every meeting, accompanied by a developing dashboard. ER also mentioned that the Terms of Reference for the Perinatal Committee were being brought forward.
KL emphasised the usefulness of the reports but highlighted that while there was a lot of process data, it would be more helpful to also have clear information on delivery, interventions, mitigations, and outcomes, ideally all in one place. KL suggested this could be included in the Risk Register or presented up front in the evolving report formats.
ER agreed with KL, stating the goal was to provide clear data on performance, drivers, trends, and actions so relevant questions could be asked. ER highlighted the Committee was in a transition phase, currently using a hybrid approach, but dashboards were developing well and would soon offer high-level indicators with supporting detail on what was happening and why.
JC acknowledged ongoing work to improve the Work Programme, particularly focusing on how reports were represented and formatted. JC commended ER and HL for their commitment to changing the presentation of information and highlighted efforts to align the annual programme with the Board Assurance Framework (BAF) and audit trails, aiming for high visibility of annual outputs.

	[bookmark: _Hlk199846805]72/25
	COMMITTEE SELF ASSESSMENT

	
	HL stated that a formal self-assessment of the committee should be postponed until after the ongoing changes and reset were further along, suggesting it be brought to a future meeting to better reflect those changes. HL emphasised that current efforts were focused on the Committee's reset, including changes in Executive Director participation and presentation of papers. HL highlighted that Board visits to Services had begun and were receiving positive feedback, emphasising the value of being visible within the organisation. HL mentioned that future reports on these visits would be brought to the Committee, aligning with a recurring theme from previous self-assessments about the importance of board visibility. 

	73/25
	QUALITY AND SAFETY GROUP         

	
	The Quality and Safety Group Executive Summary was received. ER highlighted the following key points; 

· The report from the Quality Safety Group was currently a summary of their discussions, including the agenda and key alerts for awareness and assurance;
· 
· The group's work evolved, the content and format of what was brought to the Committee would also change, with plans for the reporting to become more sophisticated as dashboards and integrated data are developed.

JC invited questions: 
NM asked about the Ligature Risk Assessment, how long it had been incomplete, the timescale for completion and also about learning from Never Events and whether outcomes were being tracked.
AH explained the delay was due to a policy revision after a serious incident, with monthly reports now being received and most areas expected to be complete by September. AH emphasised ongoing assurance through audits and highlighted the process was continuous as services change. For never events described a Theatre Improvement Board had been established and theatres placed under Silver Command within the Neath Talbot Singleton Service Group. AH said quality assurance was being strengthened through AMat audits and improved tracking of local safety checks, while the quality improvement team was supporting staff development. AH explained that Improvement Cymru had delivered initial human factors training, with further in-depth sessions and ongoing virtual resources planned, as human factors and multidisciplinary communication are key themes in Never Events. AH informed that the Board reported monthly to the Quality and Safety Group.

RE explained that Never Events were also reviewed by the Clinical Outcomes and Effectiveness Group, chaired by the Deputy Executive Medical Director. RE said Safeguards such as the WHO checklist were in place, and compliance with those was essential to mitigate risks. An improvement programme was ongoing to ensure full adherence to the WHO checklists.
JC highlighted that the Ligature Risk Assessment remained an ongoing and incomplete issue across Service Groups, which should be alerted to the Board. JC found Appendix 3, detailing the Quality and Service Group agenda, informative and agreed it should inform the Committee going forward. JC highlighted that Infection Prevention and Control statistics were concerning, especially the high costs of treating healthcare-associated infections (almost £4m), and questioned how challenges, risks, and mitigations were escalated and tracked, as well as the involvement of estates in managing environmental challenges.
ER explained that Estates were fully involved in the Infection Prevention and Control (IPC) Committee and were continuously engaged in addressing Infection Risks. ER said that hospital overcrowding, especially in Morriston, Port Talbot, and Singleton, increased Infection Risk and remained a significant challenge. ER informed that Estates were embedded in the team working on these issues at all times.

RE explained that healthcare-associated infections were influenced by factors such as specific illnesses, urinary tract infections, and environmental conditions. C. diff was highlighted as a key indicator, with high bed occupancy, limited single rooms, and the age and fabric of the estate making infection control challenging. RE said that Estates were closely involved because both the physical environment and the ability to isolate patients were fundamental to managing infection risks. RE highlighted that after adding capacity in Anglesey ward, the emergency department had become less pressured. RE suggested it would be important to observe over the next few weeks whether this change lead to a reduction in healthcare-associated infections, but confirmation of any beneficial effect would require more time and data.

KL asked whether the improvements in emergency department pressure, following the addition of capacity in Anglesey ward, would result in a reduction in healthcare-associated infections, and sought assurance on the factors contributing to Swansea Bay University Health Board (SBUHB) being a national outlier for C. diff despite similar challenges faced by other hospitals.

RE explained that SBUHB had historically been a national outlier for C. diff, possibly due to factors like the local population's age, underlying health issues, and antibiotic prescribing in primary care. While higher rates were seen in the population, hospital transmission events were not common until recently, when overcrowding during winter led to increased in-hospital transmission. RE emphasised that while environmental and Estate challenges were shared by other hospitals, the combination of local population factors and recent emergency flow pressures (such as ambulance waits and overcrowding) likely contribute to SBUHB outlier status. 

JC questioned whether it was accurate that there was no national benchmark for inpatient pressure ulcers per 1,000 bed days, given that the national average per 1,000 patients was 0.7 (2023). JC asked if such inpatient statistics were available from any source. 

AH responded that, unlike falls, there was no nationally published rate for pressure ulcers per 1,000 bed days in the UK, making benchmarking difficult. They were working to develop internal measures and will look into recent research to see if more up-to-date data exists.

ER acknowledged that while there had been research on pressure ulcer rates in hospital populations in the past, recent data had not been seen and the lack of benchmarking had been frustrating. ER emphasised the importance of measuring pressure ulcers per 1,000 bed days for meaningful comparison and committed to having the clinical librarian search for any more recent research or data.  

JC asked if the challenge in distributing the pro forma for nasal data implied that data was not being completed due to resource constraints. 
AH clarified that, while there were general challenges in completing audits, improvements had been seen, especially in reported care from families regarding end-of-life care. The main challenge was ensuring timely conversations and communication across care pathways, which was now a focus area. 

JC then clarified she was actually referring to the resource challenge for completing Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) forms, not nasal data.
AH agreed to check with the clinical lead for a specific update. AH explained that the resource challenge may impact data completion for DNACPR forms, but for nasal data, the main issue was audit completion and communication, not solely resource distribution.
 
The Committee:
· Agreed to Alert the Board about ongoing Ligature Risk assessment issues, the de-escalation of Infection Control, and matters at Neath Port Talbot. 
· Agreed to Advice the Board that the Committee now receives salient key issues reports from the Quality and Safety Group, which was considered a major improvement in oversight and assurance.  
· Partial assurance was taken from the Quality and Safety Performance Report. While the Committee acknowledged improvements in reporting and oversight, concerns remained regarding persistent issues such as long waits for psychological therapies, Child and Adolescent Mental Health Services (CAMHS), and neurodevelopmental services. The committee highlighted that further work was needed in these areas and requested greater visibility of both reportable and non-reportable service areas to ensure comprehensive oversight. 

	74/25
	EXTERNAL INSPECTIONS UPDATE

	
	The External Inspections update was received. HL highlighted the following key points;
· The report was a routine update to the Committee on External Inspections across the Health Board;
· The report covered inspections that had occurred, progress against action plans, and notifications of upcoming inspections.
· Recent positive inspections included Neath Port Talbot (no immediate improvements required) and diagnostics imaging at Singleton (no immediate improvements required);
· For both, the Health Board would soon provide progress updates through management systems before submission to Health Inspectorate Wales (HIW);
· The Laurels Briery Learning Disabilities unit inspection required immediate improvement actions, mainly concerning the environment, access to patient information, and control of hazardous cleaning substances. The Improvement Plan was submitted and accepted, and the draft report was under review;
· The Minor Injuries Unit had an unannounced inspection on the 20th and 21st of May, with no immediate actions required and a positive outcome; the draft report is awaited.
· A joint inspection by HIW and Care Inspectorate Wales was scheduled for the Mental Health Team in Ty Einon Centre and Gorseinon on the 15 and 16 of July;
· Welshpool would be inspecting consent processes on an all-Wales basis soon;
· A critical report was received regarding pharmacy services at Cefn Coed Hospital, requiring an immediate improvement response within seven days; the response had been submitted and actions were underway;
· More details were available in the appendices, and a briefing session could be arranged for members if needed.
JC invited questions: 
NM raised a query regarding the SBUHB’s internal mechanisms for inspecting wards, seeking clarification on how internal reviews are conducted prior to external inspections. NM asked whether there were processes in place to identify and address areas for improvement internally before external bodies carry out their inspections, to ensure that any necessary actions could be taken proactively.
HL explained that the SBUHB conducts its own internal inspections by visiting services and reviewing them, using information from incidents, complaints, claims, and audits to target these reviews. HL said after external inspections, the Board revisits the areas to assess progress against action plans and to understand the impact on staff and patients at the grassroots level. Additionally, HL explained that the AMAT database was increasingly used to collect and analyse information to inform these internal visits.
KL highlighted that the summary report on the inspection of the birthing midwife-led unit at Neath Port Talbot Hospital did not mention whether there were any comments regarding patient transfers. KL inquired if the inspection report addressed any issues related to patient transfers from the unit.
ER confirmed that the Inspection Report for the birthing midwife-led unit at Neath Port Talbot Hospital did not comment on patient transfers. However, ER stated that later in the meeting, a report was provided with up-to-date information on transfer times, reasons for transfers, and comparative data.
The Committee:
· Agreed to Alert the Board about the Cefn Coed Hospital Pharmacy.
· Were assured by the External Inspections update

	75/25
	PERINATAL UPDATE

	
	The Perinatal update was received. ER highlighted the following key points;
· The Perinatal Committee was established to provide governance, scrutiny, and oversight of outcomes and experiences within perinatal services;
· Its Terms of Reference were being revised, based on templates used in other NHS organisations, to ensure clear oversight of maternity services;
· The Committee held its first meeting recently, focusing on membership, required information, and dashboard/report development;
· Every time the Committee meets, it would provide an overview of discussions and use the "Alert Advisor Sure" process to highlight key issues, ensuring clear insight into maternity and neonatal services and enabling escalation to the board when necessary.
JC invited questions: 
KL requested that patient and baby transfer times from Port Talbot Hospital to Singleton be included in the Perinatal Dashboard, as KL did not see it among the quality indicators. 
ER confirmed it was not currently included but agreed to add regular updates on transfer times to the Committee's reports.
JC requested that the Committee have sight of AMat to provide context for the figures being received.
The Committee agreed to take assurance from the formation of the Perinatal Committee, its robust governance structure, and to receive regular update reports from the Perinatal Committee for maternity and neonatal services.
There was consensus among members to proceed with this approach.
ER clarified that the Perinatal Committee would provide a monthly report, with a more comprehensive quarterly report involving the director of maternity services, lead obstetrician, and neonatal team.
HL stated she would coordinate with ER to ensure the latest monthly report was provided to the bimonthly Committee meetings and would review the process outside the meeting.
ER confirmed that dashboards and highlights would be brought to each meeting, with the option to attach two monthly dashboards if needed, and that the quarterly report would include key clinical leaders.

The Committee: 
· Were assured by the Perinatal update, the Committee agreed to its robust governance structure, and to receive regular update reports from the Perinatal Committee for maternity and neonatal services.

	76/25
	QUALITY AND SAFETY PERFORMANCE 

	
	The Quality and Safety Performance Report, report was received. DL highlighted the following key points;
· A verbal update was given covering endoscopy performance, clinically optimised patients, and overall planned care;
· There were significant numbers of patients waiting over the eight-week target, but progress was being made. Additional funding and a mobile endoscopy unit were expected to help reduce the backlog. The department was efficient, but sustainable capacity and workforce planning were ongoing concerns;
· SBUHB was the only Health Board in Wales (excluding Powys) maintaining zero patients waiting over two years for treatment and one year for outpatients. The focus was on maintaining this, reducing paediatric waits, and utilising new funding to reduce outpatient backlogs;
· Some services such as Neurodevelopmental Disorders, Therapies were not included in standard reporting, but dashboards were being developed to provide oversight for all areas;
· There were ongoing challenges with long waits for psychological therapies and CAMHS, mainly due to staffing and reliance on agency staff. Efforts were underway to digitise waiting lists and improve visibility and management;
· The number was decreasing, with a target of 100 by March 2026. Challenges remain with long waits due to court of protection cases and community capacity, especially in mental health and learning disabilities. 
· Improvements were being made in the stroke pathway, including better flow from acute to rehab beds and plans to make performance data more visible;
· While progress was being made, there was still work to do in stroke performance, clinically optimised patients, and endoscopy.
JC invited questions:
RE asked DL whether endoscopy screening sessions were counted separately from diagnostic and treatment sessions, and if so, whether the time and resources spent on screening and surveillance reduce the capacity available for other patients on the waiting list, given the limited number of endoscopists.
DL responded that screening was indeed counted separately, and while surveillance cases were managed as a separate waiting list, they still impact the overall capacity available for new patients. DL explained that Public Health Wales commissions screening independently, but there were significant restrictions on who can perform screening endoscopies, which limited the available workforce—even clinical leads may not meet the criteria. The demand for screening was also increased due to changes such as lowering the age for bowel screening, so Public Health Wales would need to reconsider how they commissioned these services in the future.  DL provided an update on Planned Care, highlighting that their Health Board was the only one in Wales (excluding Powys, due to its different service profile) to have maintained a position of zero patients waiting over two years for treatment and over one year for outpatients at the end of March, with July also looking positive. DL attributed this to significant coordinated efforts and process improvements, though acknowledged there was still work to do, particularly in theatre utilisation and administrative processes. The focus for the year was to maintain the 104-week target, reduce it further where possible, and specifically to bring paediatric surgical waits well below 104 weeks. DL emphasised that waiting times for children's surgical services were too long, so the focus this year would be to bring those waits as close to 52 weeks as possible by creating additional capacity. DL also discussed the significant logistical challenge of utilising new funding aimed at reducing the waiting list by 23,500 outpatient appointments, with contracts expected to be finalised soon. While it would be challenging to use all the funding, DL was confident the team would outperform others, and any reduction would benefit patients. Additional funding was expected for diagnostic conversions and further treatments later in the year, but the exact details were still being worked out, and planning was ongoing to manage the workload.  
KL asked DL to confirm whether the reduction in longer waits applied across all service areas and directorates.
DL confirmed that the reduction in long waits applied to all reportable services, though some services are not included under Referral to Treatment Time (RTT) guidelines. DL highlighted that while most specialties were covered, some, like Neurodevelopmental Disorders and certain therapy waiting lists, were not reportable in the same way. The team was working to ensure non-reportable waiting lists receive the same attention as reportable ones, and there had been some changes in reporting rules for specific services like Audiology.
JC asked how the Committee could gain oversight of all Service areas, including those not covered by reportable metrics, to ensure there were no surprises and comprehensive visibility across all services.
DL confirmed that all Service areas, whether reportable or not, were included in a Dashboard that could be shared with the Committee for comprehensive oversight. DL highlighted that while all areas received attention, only reportable ones get specific Welsh Government investment, and non-reportable areas like R&D had longer waits and required ongoing plans for improvement.
JL expressed concern about the ongoing lack of progress in reducing long waits for psychological therapies in Mental Health and Neurodevelopment (including CAMHS), despite these issues being repeatedly discussed. JC questioned how the Committee could address this persistent inertia, especially in light of the need for oversight of both reportable and non-reportable areas. 
DL explained that a review of Mental Health Services was in progress, with a focus on digitising waiting lists for Mental Health and Learning Disability services, which were currently managed manually. This digitisation aimed to improve visibility and management of waits, addressing a key barrier to progress.
DL gave an update on Clinically Optimised Patients explaining the number of Clinically Optimised Patients was decreasing, with the current figure at 196, down from 202 the previous week. The target for next week was 192, and the long-term goal was to reach 100 by the end of March 2026, which was considered challenging but necessary. DL said there had been a significant reduction in the overall number of days that patients were delayed, though some areas still had very long waits. DL said for example, Morriston had four patients with extended stays, including recent cases involving the court of protection, which can result in delays of several hundred days. DL explained efforts were being made to avoid unnecessary court of protection cases by providing better legal advice to clinical teams. Delays in Mental Health and Learning Disability discharges were mainly due to limited community capacity and complex factors such as individual and family preferences and funding. DL informed that improved processes and stronger collaboration with local authorities were helping to move patients through the system more efficiently, and continued improvement was expected.
NM asked for clarification on the drop in four-hour ambulance handover performance and specifically requested more information about the mental health target, highlighting that only 46.8% of patients were waiting less than 26 weeks against a 95% target, with no clear timescales for improvement. 
DL responded that the ambulance handover performance was expected to improve significantly in the next month's report due to a recent test of change in the UVC system, DL would share updated data with the Committee. Regarding Mental Health, DL acknowledged the 46.8% figure and explained that maintaining the 26-week target depends on staffing, particularly agency staff. DL committed to getting a specific update from DN on the situation and highlighted that recruitment and sustainable workforce planning were ongoing to address the issue. 
DL explained that recent visits to the Stroke Ward revealed inconsistent experiences, prompting a review to understand the differences. DL said improvements were being made in the stroke pathway, including the implementation of a corrective process to ensure suspected stroke patients arriving by ambulance are taken directly to CT scans, following an identified issue caused by faster ambulance handovers. DL informed the Committee that work was ongoing to integrate the acute stroke ward and rehabilitation beds in Neath Port Talbot into a single pathway, ensuring stroke clinicians maintain oversight throughout the patient journey. DL said that the number of acute stroke beds was considered adequate; however, the main challenge remained ensuring effective flow from acute to rehab beds and then into the community.
The committee:
· Were assured by the verbal update of the Quality and Safety Performance Report.
· Acknowledged that there was significant work remained to improve Stroke Performance. The chair also referenced progress towards the 2026 target for Clinically Optimised patients (COP) and highlighted the detailed, analytical approach being taken with endoscopy services, including ongoing innovation.  
· Agreed to Advice the Board that further work was still required in all areas of Stroke Performance, Clinically Optimised Patients and Endoscopy. 

	77/25
	INFECTION, PREVENTION CONTROL

	
	The Infection, Prevention Control report was received. RE highlighted the following key points;
RE offered to address the Infection Prevention and Control (IPC) report, highlighting that some IPC issues and questions had already been discussed earlier in the meeting before DD joined. RE suggested either reviewing the report in detail or focusing on any remaining issues not previously covered, depending on the committee's preference.

JC invited questions:
JC raised concerns regarding the IPC report, specifically highlighting the increasing number of Datix incident reports and periods of increased C. diff outbreaks, emphasising the need to safeguard patient safety and remain aware of potential litigation risks associated with avoidable healthcare-associated infections. JC highlighted that, despite receiving extensive data and appendices, the Committee lacked clear analysis demonstrating how Quality and Safety issues were being addressed, particularly in relation to hand hygiene training and delivery. JC requested clarification on how the Committee could gain better oversight and assurance that effective IPC measures were being implemented and that statistical evidence was being translated into practical improvements.
RE responded that the IPC paper addressed several key issues, including training and compliance rates for hand hygiene and aseptic non-touch technique, highlighting that the reported hand hygiene compliance via ESR was around 26%, which was considered inaccurately low. RE indicated the need to investigate why this discrepancy existed and to clarify why actual compliance in clinical areas may be higher. RE emphasised the importance of Executive and Service Group oversight, explaining that where hand hygiene compliance was low (such as in Morriston), it was the responsibility of the relevant Service Group Director and Medical Leads to address and ensure compliance. RE also highlighted the need for future reports to clarify expectations and provide assurance at both the Executive and Service Group levels, ensuring that key criteria were being met and reported through the appropriate governance structures.
DD explained that each Service Group has its own IPC Committee, jointly chaired by the Medical and Nurse Directors, which reviewed all relevant data, incidents, outbreaks, and progress against annual infection reduction action plans. These Committees report to the Health Board's IPC Steering Group, which in turn reports to the Quality and Safety group and the Management Board. Over the past three years, this governance structure had become more robust, with increased medical engagement. Training compliance was reported to the Quality and Safety Committee, and recent changes to mandatory IPC training now include specific hand hygiene sections. Additionally, competence assessors were trained to evaluate hand hygiene on Wards and infection prevention practice audits were conducted and tracked in the audit management system to monitor trends and ensure that training was applied in practice.  
JC expressed concern about issues with education and training compliance, highlighting a mix of indiscipline and reluctance to complete ESR requirements. JC emphasised the need to use ESR as the main information source unless there is clear evidence of data compromise, suggesting that Service Groups should be engaged to clarify how training records are managed. JC also highlighted the problem of staff not attending scheduled training sessions, suggesting that management should strengthen efforts to ensure attendance, while acknowledging that exceptional circumstances could occur. JC found the overall situation with education and training compliance troubling.
The Committee: 
· Agreed to alert the Board about the increase in Datix incidents, C. diff outbreaks, and the Health Board's status as a national outlier. They emphasised the importance of understanding desired outcomes and actual achievements for proper scrutiny.
· Were assured IPC report regarding the data gathering and evidence of actions being taken. 

	78/25


	MATERNItY GOLD COMMAND CLOSE DOWN REPORT

	
	The Maternity Gold Command Close Down report was received. RE highlighted the following key points;
· The group’s inception, work streams, and achievements were outlined in the paper;
· The Committee agreed that the Gold Command would be formally stood down, with all remaining work, governance, and assurance responsibilities to be transferred to the Perinatal Committee;
· This ensured ongoing oversight and continuity of the work previously managed by the Gold Command.  
The Committee: 
· Agreed to stand down the Gold Command structure, acknowledging the significant progress made by Maternity and Neonatal Services in addressing concerns.

	79/25
	HEALTH BOARD RISK REGISTER

	
	The Health Board Risk Register was received. HL highlighted the following key points;
· The May risk register saw that there were ten risks overseen by the Committee which were at or above the risk appetite. 
· These include IPC, Deprivation of Liberty Safeguards, Paediatrics, Dental GA Service, Health and Safety, infrastructure, access to Cancer Services (notably SAC chairs), Safeguarding, Discharge of Clinically Optimised Patients, Non-Compliance with Additional Learning Needs, and HMP Swansea;
· These risks were addressed through the work programme and deep dive reviews, with oversight and progress updates provided by the Quality and Safety group and its supporting groups;
· A new risk concerning the potential loss of Pathology Services related to LIMS was reported, including consideration of the regional impact.
JC invited questions: 
NM asked for more information about the ongoing risk at HMP Swansea, specifically expressing concern about the wellbeing of staff working there.
HL responded that the Primary Care Team would present their highlight report to the Quality and Safety Group in July, which would include updates on HMP Swansea. HL agreed to follow up on staff wellbeing concerns and provide an update after that meeting.  

KL requested greater clarity in the Risk Register summary, suggesting it should include both statistical data and details of actions being taken for each risk, to provide better assurance and a fuller picture for Committee members. KL highlighted discomfort with certain risks, specifically the potential loss of Pathology Services and access to Cancer Services and emphasised the importance of the Risk Register as a mechanism for the Committee to gain assurance that Executives and staff are actively addressing these issues with appropriate remedial actions.
ER stated that the Performance report should be further developed to clearly link to the identified risks, providing information on current status and actions being taken. ER suggested that aligning Performance reporting with specific risks would offer greater clarity and allow the Committee to see how reported data and actions directly address those risks.
JC raised concerns about Risk Register 43 (manual collation of reports), suggesting that integrating the type of performance reporting ER described would improve visibility and allow for tighter scrutiny, especially when risk scores are reduced (e.g., from 20 to 16) and evidence of addressing challenges was needed. JC also questioned the appropriateness of the Safeguarding risk (Register 69) remaining at a score of 20 or potentially increasing to 25, given recent discussions, and sought group input on this matter.
ER explained that increasing a risk score to 25 would indicate a catastrophic, imminent event, and emphasised that the Committee needed to clearly present the mitigations in place when discussing such risks. ER suggested that future Committee discussions should explicitly link risk scores to the mitigations and evidence provided.
The Committee:
· Agreed to advise the Board that the Committee had received the Risk Report and would be undertaking a slight review of how the information was presented overall.
· Were assured by the Risk report, with the Committee agreeing to review and improve the way information was presented for better visibility and scrutiny.

	80/25
	HEALTH AND SAFETY REPORT

	
	The Health and Safety Report report was received. MP highlighted the following key points;
· The Health and Safety report was divided into areas, showing overall incidence and severity by quarter, with data presented in tables and graphs, and further broken down by Service Groups;
· The report included future actions, such as benchmarking against other organisations, which the All-Wales Violence and Aggression (VNA) group was also addressing;
· The All-Wales Health and Safety Managers Forum planned to discuss interim benchmarking at the next meeting, while also seeking comparable data from colleagues in England.

JC invited questions: 

NM asked about the support provided to staff following an increase in patient-to-staff assaults and whether there were any repercussions for patients who commit these assaults.  

MP responded that on one particular ward, two specific patients were responsible for most of the assaults over the past year, each with particular issues. MP explained that while there was already established training for managing violence and aggression in Mental Health and Learning Disability services, the Health Board was working to adapt and introduce similar training for other wards, focusing on areas with increased incidents through targeted training needs analysis. MP also highlighted that appropriate training would be provided based on those analyses to better support staff.

ER emphasised the importance of addressing violence and aggression towards staff, highlighting that while some incidents may be due to physical or cognitive reasons, malicious assaults with intent should be prosecuted. ER highlighted the need to equip staff with the right skills and confidence, suggesting that best practice training from Mental Health teams should be shared across the Health Board. ER also mentioned the need for collaboration with TR to develop strategies for keeping both staff and patients safe, and acknowledged that while benchmarking and data were useful, the key issue was determining effective actions to address the problem.  
MP explained that the VNA training passport in Wales had not been reviewed for over two years, so had taken on the task to address this. MP described efforts to ensure consistent delivery of training across NHS Wales, enabling staff to move between Health Boards with recognised, standardised training. MP also mentioned the goal of developing an All-Wales training needs analysis (TNA), particularly for wards with similar patient behaviors, such as Stroke and Brain Injury wards. While local adaptation may be necessary, establishing a national baseline was the priority, and his proposal received positive feedback at the last ABC meeting.  

JC thanked MP for his report, highlighting that while the initial request was broad, it was crucial to address violence and aggression to ensure staff and patient safety. JC emphasised the importance of rigorous future reporting, highlighting the need for more detailed data behind incident numbers, such as severity and context, rather than just statistics. JP pointed out the high incident averages across different sites and stressed that improved reporting and greater visibility were essential for effective management and oversight of these issues.

ER emphasised that addressing VNA in healthcare required collaboration across different areas, not just a Health and Safety perspective. ER suggested that MP work with TR and Mental Health colleagues to explore transferable training and ensure a joint approach, assuring MP that he would have support in developing the right reports and information through this collaborative effort.

The Committee:

· Were assured by the Health and Safety report.
· Acknowledged the importance of improved reporting and collaboration to ensure staff and patient safety and agreeing to develop more detailed and visible future reports on violence and aggression incidents.

	81/25
	JOINT COMMISSIONNIG COMMITTEE QUALITY AND SAFETY OUTCOMES SUB-COMMITTEE HIGHLIGHT REPORT 

	
	The Joint Commissioning Committee Quality Safety and Outcomes Sub-Committee highlight report was received. HL highlighted the following key points: 
· The Committee discussed the importance of developing a video tour of the mother and baby unit, and it was agreed that this would be highlighted in the chair's report and actioned for follow-up within the Health Board;
· It was suggested that future reports of this nature could be linked to the performance section of the agenda to ensure relevant updates and comments.

	82/25
	ITEMS TO REFER 

	
	80/25 Health and Safety Report: To refer the Violence & Aggression (V&A) topic at the Workforce Committee for collaborative action, and referring issues around training delivery, completion, and management oversight to the Workforce and Organisational Development Committee for further scrutiny and visibility.

	83/25
	COMMITTEE EFFECTIVENESS  

	
	JC described the Committee’s Effectiveness work as an ongoing reset focused on delivering high-quality, safe, and effective care through more rigorous scrutiny and active engagement of all Senior Executives. JC was meeting individually with Executives to gather their perspectives and ensure their participation in presenting and discussing papers, JC planned a workshop with TR to clarify the differentiation of Executive Roles between this and other Committees for clearer accountability. JC emphasised the importance of forensic scrutiny, transparency, and leveraging Executive expertise, with the aim of evolving the Committee’s Effectiveness over the coming months and targeting significant progress by early next year. JC highlighted strong willingness and openness from executives to support these changes, expected the process to be evolutionary with regular reviews.

The Committee agreed they were content with the current approach to reviewing and revitalising effectiveness and outcome measurement.  

	84/25
	ANY OTHER BUSINESS

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

	85/25
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Thursday, 11 September 2025.
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