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 Still awaiting full report for ED action plan, progress has 
been excellent 

 Incident with ceiling collapse, investigations and discus-
sions taking place and SH will feedback to group with 
more information 

3.1.3  NPT Singleton JH 

 

 JH escalated final report for maternity services in SB UHB 
that Wales Neo Natal Network conducted that the SG is 
currently working through 

 Commenced joint review with Cardiff and Hywel Dda 
around Twins being born via Caesarean section 

 Childrens Community Nursing Services improvement 
plans, a new escalation via social media routes, staff are 
currently being supported within HB to deal with these is-
sues. 

 

3.1.4  Primary Care Community Therapies KB/CL 

 

KB asked what needs to be escalated?  Understanding the 
parameters and concerns around duplication of escalation to 
this group in particular. GH said that his understanding is that 
the PSC group take highlight reports from SGs and part of 
that feedback will come to this group around any issues to be 
escalated.  Chairs from PSC  & PSE groups to report escala-
tions to this meeting.  Query around the parameters of risks 
on the risk register? 

 AH raised that there may be future issues that don’t fall 
into the Sub Groups and once the meetings become more 
embedded these issues may become more clear. 

 CL continuing working through corporate reporting struc-
tures, separating out 2nd level groups for reporting into 
PSG.   

 Working through actions with HMP Swansea, hoping to fi-
nalise by November 

 HIW have been reported to Q & S Committee and Man-
agement Board, on target to complete within timescales 

 Exception reporting have been reported to Risk Manage-
ment Committee, GP OOH & Odastra outage, manage-
ment of controlled drugs. Complainant issue with staff not 
able to home visit, an emergency meeting taking place to 
mitigate this issue.  NE chasing local authority for re-
sponse to this complainant issue. 

 

3.2  Quality & Improvement Training Review AH 

 

AH provided an update around QI Training and review of this 
training. 
 

 Currently training looks like Silver Level Improvement in 
Practice, Managers pathway and Graduate training 
scheme 

 Where a project is commenced through this training with 
guidance and mentorship provided by QI Team. 

 Some challenges around this include a project idea not be-
ing in-line with the training timescale 
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 Once these trainers are ‘certified’ there needs to be a way 
to use these skills for future QI work 

 Looking at reducing cohorts, having more of a targeted ap-
proach through suggestions from SG. 

 AH asked the group for suggestions around what is 
needed in terms of QI training and how to hold on to these 
skills. 

 CL said that Cwyn Taf are devising a digital system to in-
put a QI idea which is managed by a group and then deci-
sion on level of support needed but this system will require 
purchase with financial implications. 

 CM said that it would be helpful to have a record on the 
system in terms of what works, what has been undertaken 
and what didn’t work. 

 QI team have been approached to provide suggestions 

 SH highlighted AHMAT may support this process. 

 RK, QP targeted QI projects may be useful and registering 
their projects not be an onerous process.  Suggested look-
ing at theme from complaints and basing projects around 
those instead? 

 HP how do we build on the training?, having an academy 
of learning, how do we support teams within their areas? 
And then how do we manage it and what is the impact?  
Suggestions around a future workshop to discuss this in 
more detail? 

 RK suggested that some sort of certification be provided in 
terms of evidence and sharing learning once project has 
been completed. 

3.3  Patient Safety Congress AH 

 

AH updated on the Congress on the congress event on 6th Octo-
ber.   

 Four Congress events scheduled for next year and 
thanked everyone for their support in making this congress 
a success. 

 Hybrid events seem to be the way forward.   

 Coroner to be approached to be a speaker, Impact of qual-
ity assurance  

 Children services / safeguarding / maternity / ED 

 

3.4  Quality Safety & Improvement Website AH 










