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	QUALITY AND SAFETY COMMITTEE
Key Issues Report

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

	Date of Committee meeting:
	23 April 2026


	Members Present:
	Five Members were present at the Quality and Safety Committee: Jean Church, Anne-Louise Ferguson, Nicola Matthews, Steve Spill and David Martin Lloyd.


	Quoracy:
	Yes

	Group/Committee Chair:

	Jean Church, Independent Member

	Report Submitted by:

	Corporate Governance

	Report Signed off by:
	Jean Church, Independent Member
Elizabeth Rix, Executive Director of Nursing & Patient Experience


	Date of Board receiving the report:
	4 June 2026

	
	

	1.
	Agenda
	The Quality and Safety Committee convenes bi-monthly, and the agenda, relevant documents, and minutes from the meetings are accessible on the SBUHB website. 


	
	

	2.
	Alert
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	The Committee is alerting the Board on the following items (8):

· Perinatal Committee Report
There has been a strong steer nationally that there will be an All-Wales maternity triage service developed as a recommendation from the All-Wales Perinatal Assessment.
The Programme Board has agreed to pause development of a standalone SBUHB model pending publication of the Assessment. 
Mitigating action to provide a single point of contact triage phoneline completed 3rd March 2026.  Calls are being directed to a single telephone entry point where women will be directed to the appropriate department based on their needs.  This process will ensure that all calls for maternity triage are directed to one place.  Early indication is this has been well received. 

· Quality and Safety Group Highlight Report
Pressure Ulcers: Significant deterioration in the Health Board’s pressure ulcer position, with 156 incidents reported in January (a 32% increase). Deep damage increased to 13%, including 3% severe harm cases. Work ongoing across Service Groups to address this includes targeted education, scrutiny panels, digital imaging pilot (in collaboration with Improvement Cymru) and a strengthened Champions and Skills Programme.
· National Institute for Health and Care Excellence (NICE) / Healthcare Quality Improvement Partnership (HQIP) Guidance: Ten outstanding items require completion by 31 March 2026.
· Clinical Outcomes and Effectiveness Group (COEG):
Updates provided on the Upper Gastrointestinal Bleed Audit, National Audit of Care at End of Life (NACEL) and Evidenced-Based Interventions (EBI). Risks remain around completion of national guidance requirements. 
NPTS continue to experience delays in Duty of Candour compliance, and Nationally Reportable Incidents (NRI) backlogs are partly due to external review times; one remains open pending required amendments and cannot yet be closed.
· Controlled Drugs Internal Audit: 
Findings from Morriston Service Group indicate gaps in oversight, governance and assurance processes requiring Health Board wide action once reviewed by the Audit Committee.

· Mental Health Transformation Programme Report (Quality and Safety Work Stream)
The SBUHB Mental Health and Learning Disability Service Group inevitably carries the most potential for mental health risks and harm in SBUHB. 
The Service Group Risk Register identifies risks to delivery of safe care. The Service Group Nurse Director has led the review of the Risk Register and it is regularly updated.  
The Quality, Clinical Governance and Improvement capacity for the MHLD Service Group is limited and significant work is needed to provide adequate governance and assurance.

Table 3: MHLD Service Group Risk Score of 20 at March 2026
 
	Theme
	Number

	Environment, Estates and Infrastructure
	5

	Workforce & OD
	3

	Sustainable Services
	3

	Governance & Assurance
	3

	Patient Safety
	1

	Total
	15



Table 4: MHLD Service Group Risk Score of 16 at March 2026
    
	Theme
	Number

	Environment, Estates and Infrastructure
	7

	Workforce & OD
	6

	Sustainable Services
	5

	Governance & Assurance
	3

	Financial Management
	2

	Patient Safety
	1

	Compliance with legislation and Statutory/regulatory inspections
	1

	Total
	25




Strategic and Corporate Risk Registers:
The four risks relating to MH&LD within the Corporate Risk Register include: Difficulties in recruitment of medical staff; provision of an integrated health record and effective information sharing; CAMHS performance standards due to workforce deficits; adolescent admissions to adult mental health wards (national issue). 
The two risks pertaining to MH&LD within the Strategic Risk Register include: Organisation and resource to deliver the required transformation within Mental Health and Learning Disabilities Services; maintenance of Estates across the Health Board, with specific reference to Adult Mental Health, Forensic Services and Learning Disabilities.

· Quality and Safety Performance Report
The disappointing cancer performance was noted, it was understood this was driven primarily by pathology reporting backlogs and significant laboratory and medical workforce shortages. A recovery plan is in construct. 

· External Inspections 
The imminent draft of the mental health team report.

· Stroke Performance
Adversely impacted by recruitment enabling 24/7 Stroke Consultant provision impacting patient outcomes and safety; limitation of advanced imaging and the continued inability to consistently achieve four-hour access to the Acute Stroke Unit due to bed availability all play into the lack of performance.

· Clinically Optimised Patients 
Clinically optimised patients continue to represent a material and ongoing quality and safety risk and therefore Committee requested regular updates until demonstrable improvement is achieved. 
There are 234 patients equating to 6,300 bed days at the time of reporting. There is no current assessment of delay related harm associated with prolonged hospital stay i.e. deconditioning, in-patient falls, hospital acquired infection.
SIGNAL database is used by Local Authorities and Health Board to record patient information including reason for retention (e.g. awaiting package of care). A Deconditioning Early Warning Indicator (DEWI) will be used as part of the Ward Quality Metrics.  How this will sit with the Duty of Candour as yet to be determined.
Andrew Nelson is to build information on the four pathways within Discharge to Recover and Assess (D2RA) to enhance understanding of the pathways. 

· Listening to People
The magnitude of the cultural change this programme will demand across the organisation together with the appropriate allocation of resources (given no funding to deliver this service has been forthcoming) is challenging.
However, strong collaboration across service groups has supported implementation preparations. 
Training programmes still to be designed. 

	
	

	3.
	Assurance
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	The Committee is assuring the Board on the following items (5):

· Quality and Safety Group Highlight Report
No new Never Events reported corporately within this reporting cycle.

· Perinatal Committee Report
The Perinatal Service does not currently have any elements of care that would flag as a Negative Outlier or any stillbirths, neonatal deaths have been reported through the MBRRACE process.

· Mental Health Transformation Programme Report (Quality and Safety Work Stream)
In January 2026, a Programme Board, chaired by the Chief Executive, was established to strengthen oversight and organisational leadership and ensure alignment with national strategies, regional programmes and organisational priorities. 
The Mental Health and Learning Disabilities (MHLD) Service Group will undertake a Review in June 2026 of the new Safety Planning Framework implemented in August 2025 and will report learning and findings to the August 2026 Quality and Safety Committee meeting.

· Ombudsman Final Public Interest Report
The outstanding actions detailed in the report were in hand and close to completion on the agreed deadline date.  

· Quality and Safety Performance Report
Work was progressing in reducing the backlog of complaints.

	
	

	4. 
	Advise
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	The Committee is advising the Board on the following items (3):

· Patient Story
A powerful cardiac case from Morriston highlighted exemplary multidisciplinary care.
The commitment to review and revise where necessary standard learning and feedback processes with Primary Care as well as the need to map and review post‑critical care psychological support provision for patients was discussed. 
The proposed Health-Board wide Learning Response Forum aims to integrate learning from incidents, complaints, claims, mortality reviews and patient feedback. 

· The Perinatal Committee Report
The Perinatal Improvement Plan Executive Programme Board will develop and monitor improvement plans in response to the Independent Review, All-Wales Self-Assessment and other improvement actions will be triangulated when any identified gaps will be added to the overall Improvement Plan.
The Perinatal Committee meets monthly and reviews all key metrics for perinatal services. 

· Mental Health Transformation Programme Report (Quality and Safety Work Stream)
Risks of Harm Not Yet Fully Addressed:
Environmental safety constraints: Ligature risks, blind spots and outdated ward layouts continue to pose safety challenges. Some improvements are dependent on capital investment and cannot be resolved at pace.
· Workforce fragility: High vacancy rates in some professions, reliance on temporary staffing and gaps in MDT skill‑mix continue to increase the risk of inconsistent care, delayed recognition of deterioration and reduced therapeutic engagement. 
· Access and flow pressures : Long waits, delayed discharges and out‑of‑area placements remain significant contributors to avoidable harm, particularly for people in crisis or with complex needs.
· Variation in clinical practice: Inconsistent approaches to risk formulation, care planning, physical health monitoring and therapeutic intervention continue to create variation in safety and outcomes. 
· Data quality and insight limitations: Several key metrics rely on manual data collection or incomplete data flows, limiting the ability to identify emerging risks early or to triangulate information reliably. 
· System‑Level Dependencies: Some risks cannot be mitigated by the Service Group alone and require wider organisational or system action: 
· Capital funding for essential estate improvements.
· Digital infrastructure to support automated, reliable reporting. 
· National workforce shortages affecting recruitment and retention. 
· Interdependencies with local authority and third‑sector partners. for crisis response and discharge pathways.

	
	

	5.
	Review of Risks
	The Committee will keep Board updated on any developments regarding risks in relation to the above matters.

· Patient Travel Policy (Welsh Health Circular – WHC/2025/049)
Equality and access risks remain unresolved for vulnerable patient groups. These require clarification and may need an Equality Impact Assessment (EQIA). 

	
	

	6.
	Sharing of learning
	None identified during the meeting.

	
	

	7.
	Actions to be considered by Board
	Consider the alert (8) assurance (5) and advice (3) as mentioned above.  
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