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Swansea Bay University Health Board
Unconfirmed
 Minutes of the Quality and Safety Committee 
held on 11 September 2025 10:30am-1:00pm
via Microsoft Teams

	Present:

	Jean Church 
	(JC)
	Chair 

	Keith Lloyd
	(KL)
	Independent Member 

	Nicola Matthews
	(NM)
	Independent Member 

	In Attendance:

	Jock Andrew
	(JA)
	Llais

	Kimberley Cann 
	(KC)
	Consultant in Public Health

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

	Helen Dean
	(HD)
	Associate Medical Director for Professional Concerns and Quality and Safety (For item 98/25)

	Richard Evans 
	(RE)
	Executive Medical Director and Deputy Chief Executive (For item 99/25)

	Rhys Howell
	(RH)
	Pharmaceutical Advisor (For item 95/25)

	Hannah Jones
	(HJ)
	Highly Specialist Speech and Language Therapist 

	Abi Landeg
	(AL)
	Directorate Manager

	Hazel Lloyd
	(HL)
	Director of Corporate Governance (For item 101/25 102/25)

	Osian Lloyd 
	(OL)
	Head of Internal Audit 

	Mark Parsons
	(MP)
	Assistant Director of Capital Planning (For item 100/25)

	Christine Morrell
	(CM)
	Executive Director of Allied Health Professions and Health Science

	Elizabeth Rix 
	(ER)
	Executive Director of Nursing and Patient Experience (For item 92/25,94/25, 97/25)

	Peter Slade
	(PS)
	Consultant Stroke Physician (For item 96/25)

	Apologies:

	Deb Lewis
	(DL)
	Chief Operating Officer 

	Nuria Zolle
	(NZ)
	Independent Member








	Minute No.
	

	86/25
	WELCOME AND APOLOGIES 

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

	87/25
	DECLARATIONS OF INTEREST

	
	NM declared a personal interest in relation to item 2.1 and was advised by HL that, as long as NM did not participate in any decisions on that item, she could remain for the discussion.  

	88/25
	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

	89/25
	MINUTES OF THE PREVIOUS MEETING

	
	The minutes of the meeting held on the 3 July 2025 were received and confirmed as a true and accurate record.

JC requested that, for future meetings, the minutes should clearly identify the individuals responsible for each action, highlighting that while the narrative was comprehensive, specific action owners have not always been recorded. JC thanked HL for supporting this improvement.

	90/25
	ACTION LOG

	
	The Committee received and noted the action log.
It was agreed that KC would follow up on Action: Tackling Diabetes Together, during AP’s maternity leave.
ER would arrange a presentation of the Quality Dashboard, including a demonstration of the AMAT system and its integration with quality assurance visits, at the November Committee meeting.
ER would ensure the prevention of suicide priority was included in the next priorities report and the action could then be closed.

	91/25
	WORK PROGRAMME

	
	JC highlighted that the Committee Work Programme did not cover Mental Health and Learning Disability Legislative or Statutory Matters and queried whether the Duty of Candour was reviewed on an annual basis.
HL confirmed that the Duty of Candour annual report was presented to the Quality and Safety Committee and could be included in the work programme. HL also advised that Mental Health Legislative requirements were overseen by the Mental Health Legislative Committee and suggested that any Quality and Safety issues identified there could be referred to this Committee. 
JC agreed with this approach and requested that it be actioned. 
Action:  HL/AC 
The Committee:
· Action: The Duty of Candour report to be added to the Quality and Safety Committee work programme. AC to liaise with HL to progress this.
· Action: The Mental Health Legislation Committee to be informed that any Quality and Safety issues identified are to be referred to the Quality and Safety Committee for consideration and oversight. 

	[bookmark: _Hlk199846805]92/25
	QUALITY AND SAFETY GROUP EXECUTIVE SUMMARY    

	
	The Quality and Safety Group Executive Summary; to include the Duty of Quality Annual Report was received. ER highlighted the following key points; 
· The Quality and Safety Group highlighted several key issues from their July 8th meeting, with a particular focus on ligature risk assessments, which had been an ongoing topic at both the Group and Committee levels;

· Only three outpatient areas (in Neath Port Talbot and Singleton) remained outstanding for ligature risk assessments, with the majority now completed and ongoing regular reviews in place;

· Additional risks from Primary Care Community, and Therapies were highlighted, and the remainder of the report provides information for assurance;

· The summary aimed to present key alerts, advice, and assurance points, allowing Committee members to focus on significant risks and assurances without needing to review all embedded reports in detail.
JC invited questions: 
CM raised the need to ensure that Annual reports on all Regulatory Compliance areas were included in the Committee’s Work Programme. CM agreed to review the Work Programme, including subgroup and Quality and Safety Group activities, to confirm that all required annual compliance reports were scheduled. 
JC supported this approach, highlighting the importance of aligning the Work Programme with all annual events to avoid missing any regulatory requirements.
ER confirmed that the final Quality Annual Report for the previous year had been received by the Committee, following its review by the Management Board and the Quality and Safety Group. Regular updates on quality priorities had been provided throughout the year.
JC highlighted that the Quality and Safety Group Executive Summary provided clear alerts, awareness, and assurances for the Board, particularly regarding ligature risks. It was agreed that these alerts should be raised to the Board’s attention.
NM raised a query regarding ongoing concerns about staffing levels in the prison, requesting an update or information on expected timescales for resolution.  
ER confirmed that prison staffing levels remained an area of concern and were currently being addressed as part of a wider Community Services review, which included benchmarking with other areas. ER informed that there was ongoing liaison with prison teams taking place to understand and address concerns and prison nurse staffing would be included in the outcomes of the community review.
JC asked whether the Duty of Candour was linked to incidents reported, including Never Events, and if there was a process to track actions taken under the Duty of Candour for these events.
ER confirmed that Duty of Candour referrals were recorded within the incident system and were considered as part of the incident response process. 
JC sought assurance that Duty of Candour was being cross-referenced in incident responses. JC also asked how the Quality and Safety Committee would be kept updated on the use of the AMaT assurance toolkit, highlighting frequent references to AMaT but uncertainty about how significant findings would be reported.
ER responded that AMaT was increasingly used as a repository for evidence, actions, and outcomes, and that future demonstrations would show its integration. ER confirmed that clear information from AMaT would be included in reports to the Quality and Safety Committee, making it an integral part of ongoing reporting.  
HL confirmed that inspection reports written by NT were now submitted to the Committee, with all relevant information stored in the AMaT system. A standard operating procedure was in place, and the process was being expanded to Service Groups. HL informed that the next step was to include Internal Audit and Audit Wales reports and actions in AMaT to enable triangulation. HL highlighted that the use of AMaT had improved the quality of reporting and streamlined access to inspection outcomes.  
JC queried whether there were policies or legislative requirements for providing services in languages other than Welsh and English, referencing the statistics on the active offer of Welsh language in the Quality Annual report.
ER clarified that the Welsh Language Act was statutory, setting specific requirements for Welsh, but while there was an obligation to support communication in other languages, it was not as stringent. The Swansea Bay University Health Board (SBUHB) uses interpreters and language line for other languages but did not report on these in the same way as Welsh. ER explained that there was also an emphasis on encouraging staff to learn Welsh, but the same level of legislative reporting did not apply to other languages.  
RE highlighted that Welsh was the only language with statutory reporting requirements. RE said for other languages, interpreters and language line were used for direct communication with patients and families, and occasionally leaflets are translated as needed. However, RE said there was no structured process for translating materials into other languages, and such actions were typically taken on an ad hoc basis rather than systematically.
JC queried whether ligature risk should be included on the Health and Safety reporting agenda or remain under its current reporting structure.  
ER confirmed that ligature risk was included on the Health and Safety agenda and much of the related work was carried out by members of that team. ER agreed that both Quality and Safety, and Health and Safety elements could be linked to ensure comprehensive oversight.  
JC raised three detailed questions on the Service Group's Highlight report. First, JC asked whether the End-of-Life competency framework training had been completed, highlighting that the report only stated it was being delivered without specifying completion status or timelines. Second, JC inquired if there was a timeline for completion of multifactorial falls assessments. Third, JC questioned, regarding suicide prevention and Trauma Risk Management (TRIM), how many trained practitioners there were and whether the number was sufficient to meet service needs.
ER responded that End of Life training was ongoing and was monitored by the End-of-Life Group, which reported to the Quality and Safety Group. ER explained that more explicit reporting on training levels could be provided in the future. For multifactorial falls assessments, ER explained that these were continuous and would remain ongoing after incidents. Regarding TRIM practitioners, ER stated that the number was growing, with recent presentations showing significant increases, and offered to provide a detailed update on practitioner numbers and service impact at a future meeting. ER proposed that the TRIM team be invited to present to the Committee on the Service’s development, access, and impact in supporting staff and teams. ER suggested including a patient or staff story to illustrate lived experience of accessing TRIM. ER committed to arranging this presentation for a future meeting, either the next or the one following.
JC suggested the TRIM presentation should be scheduled for the January meeting.
CM agreed with ER, highlighting that training in these areas was ongoing due to staff rotation and continuous competence assessment. CM highlighted that, particularly for End-of-Life care, training and audits were regularly updated and repeated as new staff join. Data on training levels was available, and further updates would be brought to the Committee.
The Committee:
· Action: ER to arrange for the TRIM team to present to the Committee on the development, access, and impact of the service in supporting staff and teams, including a patient or staff story to illustrate lived experience. The presentation is planned for the January 2026 meeting.
· Agreed to Advise the Board of ongoing progress in ligature risk assessments, with only a few areas outstanding and regular reassessment in place. Staffing levels in the prison remained a concern and were currently under review as part of a wider community services review, with benchmarking in progress. 
· Agreed to alert the Board of the actions taken and progress achieved in addressing ligature risks, as well as the ongoing concerns regarding prison nurse staffing levels, which require continued attention. Additionally, it is important to ensure that Duty of Candour was properly referenced and tracked within incident and never event reporting.
· Agreed to Assure the Board Ligature risk assessments were nearly complete, with only three outpatient areas remaining and regular reviews ongoing. The Quality Annual report had been finalised and approved by both the Management Board and the Quality and Safety Group. The AMAT assurance toolkit was now being utilised for Quality Assurance visits, incident responses, and external inspections, with plans to further integrate its reporting into future Committee updates.

	93/25
	QUALITY AND SAFETY PERFORMANCE 

	
	The Quality and Safety Performance Report was received.
The committee agreed to take the Performance report as read and, rather than reviewing each section in detail, invited members to raise questions on specific areas of interest. This approach was supported by both RE and JC to ensure an efficient and focused discussion.  
JC invited questions: 
KL highlighted that the Performance report was comprehensive and well-structured. KL raised questions regarding progress on hospital and community acquired infections and highlighted a general concern about the difficulty in tracking trends over time within the current report format. KL suggested that it would be helpful to improve the presentation to make trends more visible, such as indicating whether issues are worsening or improving.
RE responded that while he did not have an immediate solution, he saw no reason why trend data could not be presented differently. RE agreed to take the suggestion back to the team to explore options for improving the visibility of trends in future reports.
ER explained that she and RE had met with Meghann Protheroe, Head of Performance to discuss improving the presentation of the integrated Performance report. ER stated that the team was working towards a more mature report format, aiming to provide not just graphs and narrative but also clear trends, explanations of what was driving those trends, actions being taken, and expected timelines for change. ER highlighted that Meghann Protheroe, along with subject experts and analysts, was working to deliver a significantly improved report for the Quality and Safety section in the next cycle, and that similar enhancements would be considered for other areas in the future.
KL thanked the team for the comprehensive data but highlighted the challenge in interpreting trends. KL asked for assurance that there was progress being made on issues that were consistently highlighted as concerns in the report, such as hospital-acquired infections and neurodevelopmental disorders.
RE responded that, specifically regarding hospital-acquired infections like C. difficile, despite significant efforts in cleaning, hand hygiene, and ward disinfection, the rates had not improved and remained high. RE explained that recent data showed some transmission events between patients, influenced by high bed occupancy and lack of decant capacity, especially at Morriston. RE also explained that C. difficile rates were rising across the UK for reasons not fully understood, and discussions were ongoing with Public Health Wales and the Chief Medical Officer to explore further research. RE concluded that while all possible actions were being taken, there had not yet been a reduction in the numbers. 
NM asked for clarification on the therapeutic intervention rate, highlighting that while the target was 70% within 28 days of assessment, current performance was at 53% (highlighted in red). NM requested information on how much over the 28-day target patients were waiting and what support was provided to them during this period. 
CM responded that she would need to gather the full data and would provide a detailed answer at a later time.  
The Committee:
· Agreed to Advise the board that, despite significant ongoing efforts, there had been no measurable improvement in C. difficile infection rates, and this remained a persistent area of concern requiring continued attention and action.  
· Agreed to Alert the board that stroke service performance was a critical concern, with current data showing that admission within 4 hours and CT scanning within one hour were consistently below required targets, potentially impacting patient outcomes.

	94/25
	PATIENT EXPERIENCE

	
	The Patient Experience update was received. ER highlighted the following key points;
· The committee received an update on patient experience, focusing on complaints and concerns handling;

· The responsibility for complaints and investigations was transferred to ER from July, with process changes already underway;

· A new methodology was being implemented: initial contact with complainants would occur within three days to better understand and resolve concerns early, aiming to reduce formal complaints and speed up resolution;

· Service groups had been asked for specific plans to address response backlogs, as current responsiveness was not at the desired level;

· The new approach was expected to improve early resolution and reduce frustration but would take time to embed;

· The report provided facts and figures but did not yet detail the impact of these changes on patient experience.

JC invited questions: 
NM queried the volume of complaints, highlighting that 666 complaints in the first quarter, and asked how that compared to other Health Boards. 
ER confirmed that this was a high number of formal complaints compared to most Health Boards, which was why process changes were being implemented to improve early resolution and reduce formal complaints.
NM asked about the high number of complaints in gynaecology, highlighting it has been a recurring issue at Board level over the past 12–18 months, and requested information on actions being taken to address these concerns. 
ER responded that the majority of gynaecology complaints were believed to relate to access and waiting times, and she would seek further detail and report back. 
CM and RE added that work was underway with the women's health plan to review complaints and incidents in gynaecology, and this was being actively addressed.
JC highlighted that the ongoing work in women's health, particularly in gynaecology, was mentioned at the last Board meeting. JC proposed that the Committee should advise the Board that actions were underway to address population concerns in a more meaningful way. 
ER highlighted that the current "Update on Patient Experience" report focused mainly on complaints and concerns and did not fully capture the broader engagement with the population or how patient feedback was used to drive change. ER suggested the report should be developed further to include not only data on complaints and response rates, but also information on how patient feedback was gathered, what actions were taken in response, and examples of co-designed improvements with patients. ER agreed to work with the team to provide a more comprehensive overview in future reports.
The Committee: 
· Agreed to Advise the Board that work was actively being undertaken to address and improve the issues raised in gynaecology and women’s health services.

	95/25
	CONTROLLED DRUGS GOVERNANCE AND ASSURANCE PROGRESS 

	
	The Controlled Drugs Governance and Assurance Progress report was received. RH highlighted the following key points;
· A six-monthly update was provided on strengthening Controlled Drugs Governance across the Health Board;
· The new Corporate Control Drug Governance reporting mechanism, agreed at the previous Committee meeting, had been implemented;
· The first reports using this mechanism would be submitted to the Quality and Safety Group in October;
· A further update would be provided in six months, including feedback on the new process and the outcome of an internal audit commencing in October.
JC invited questions: 
RE said that an internal audit of Controlled Drugs processes would begin on 4 October, providing external assurance on governance arrangements. 
RH confirmed the audit start date.
JC expressed concern regarding outstanding work on Controlled Drugs governance dating back to 2019 and suggested the Board should be advised of the need for more stringent and timelier adherence to strengthening governance.
RH acknowledged that while significant work had likely been undertaken on Controlled Drugs governance, there was currently a lack of assurance regarding what had been completed. RH explained that the upcoming internal audit should clarify progress since the November 2023 audit, and expressed hope for positive findings, but stated that the current status remained uncertain until the audit was completed. 
RE explained that he and RH have been working through the details with Service Groups, highlighting that the main challenge had been embedding processes and systems within each group and ensuring these were scrutinised and reported through their own meetings. RE acknowledged that progress had taken longer than expected but expressed hope that the upcoming internal audit would provide assurance on improvements. RE advised that the Board should be informed that assurance on governance was pending the outcome of the new internal audit, which would clarify the current status and any further actions required.
The committee:
· Agreed to Advise the Board of the need for more stringent and timelier adherence to strengthening governance.

	96/25
	STROKE PERFORMANCE 

	
	The Stroke Performance report was received. PS highlighted the following key points;
· Weekly monitoring of every stroke patient and regular feedback from NHS performance teams was carried out;
· Access available to a live dashboard for monthly performance comparison against other Welsh sites;

· Improvement in access to the stroke unit within 4 hours, with rates rising to 35.7%, better than some comparison sites;

· Positive impact from test of change in Morriston and improved patient flow to Neath Port Talbot rehabilitation centre;
· Additional therapy space and some ring-fenced beds for stroke patients was in place with plans to expand;

· Thrombolysis rates had improved due to advanced neuroimaging (CT perfusion), making SBUHB the only centre in Wales routinely using this;

· Therapy assessment times remained strong, with patients seen by occupational therapy and physiotherapy within 24 hours; 

· Ongoing challenges include limited access to thrombectomy, lack of 24/7 stroke consultant cover, and difficulty ring-fencing more beds;

· there were plans to address challenges including developing a weekend plan and prioritising ring-fencing of beds.

JC invited questions: 
NM highlighted concern regarding the stroke admission within 4 hours, highlighting the reported 17% performance against a 95% target for July. NM requested more recent data, if available, and asked for clarification on how much over the four-hour target patients were waiting and what implications these delays may have on patient recovery.  
PS responded that the July access to the stroke unit was actually 35%, which was higher than the previously mentioned 17%. PS acknowledged that achieving the 95% target was very challenging, as many patients present atypically and were only identified as stroke cases after further assessment. A significant barrier was the presence of non-stroke medical patients occupying stroke unit beds, which limited the ability to transfer stroke patients promptly. PS explained that prioritising and ring-fencing stroke beds would be necessary to make significant improvements in meeting the target.
KL referred to the report highlighting that Cardiff and Vale University Health Board strictly ring-fence their stroke beds. KL asked whether this approach improved outcomes for patients and, secondly, what the appetite was within the organisation for implementing a similar ring-fencing policy.
PS confirmed there was strong evidence that transferring patients to the acute stroke unit significantly improves outcomes, stating it was the most effective intervention for stroke patients—even more so than thrombolysis. PS emphasised the team's commitment to moving patients to the stroke unit as efficiently as possible, as delays can lead to harm.
KL asked about the appetite, particularly from bed managers, for enforcing ring-fencing of stroke beds. 
PS responded that while ring-fencing would be the stroke team's top priority, he acknowledged the operational challenges of running the whole hospital and the need to balance priorities. PS highlighted those recent improvements in stroke care had resulted from broader hospital system changes, highlighting the importance of understanding stroke care within the wider hospital context.
AL confirmed there was appetite to ring-fence stroke beds. AL explained that the team had been working on internal flow between Morriston and Neath Port Talbot, currently managing one ring-fenced bed. AL explained that the next step was to collaborate with site colleagues to manage ring-fencing as a whole team, aiming for a cultural shift to prioritise stroke and increase the number of dedicated beds.
RE highlighted that approximately 10–15% of stroke patients should be eligible for thrombectomy, but there was no fully commissioned thrombectomy service in Wales; current provision relies on Bristol and limited hours in Cardiff. RE queried whether retrospective reviews were conducted to understand missed opportunities for thrombectomy. 
PS confirmed that while all cases were reviewed weekly, there had not been a specific focus on missed thrombectomy opportunities. PS highlighted that Cardiff now provided some weekday cover, with Bristol covering evenings and weekends, but 24-hour service was not available.  
CM reported on her recent visits to the stroke and therapy wards at Morriston and radiology, highlighting discussions about improving diagnosis and achieving stroke admissions within four hours. CM raised the potential benefit of using the mobile CT scanner to take patients directly from ambulance to CT, which could expedite diagnosis and treatment. 
PS confirmed that this approach was already used in some cases and supports faster, more accurate diagnosis and timely ward admission. 
CM also welcomed AL work on patient flow, particularly moving patients requiring higher-level therapy to Neath, which helped free up space in Morriston and support ongoing improvements from recent tests of change.
The Committee: 
· Agreed to advise Board on four key risk areas:
· Stroke admissions within four hours (timely access to the stroke unit)
· Thrombolysis rates (timely administration of clot-busting treatment)
· Thrombectomy access (availability and delivery of mechanical clot retrieval)
· Ongoing issues with ring-fenced bed availability for stroke patients (capacity and flow challenges) and highlighted ongoing issues with bed availability for stroke patients, which remain unresolved despite being a longstanding agenda item.  

	97/25


	DEEP DIVE REPORT ON THE NUTRITION AND HYDRATION QUALITY PRIORITY 

	
	The Deep Dive report on the Nutrition and Hydration Quality Priority was received. 
ER confirmed that the Committee had already received an update on the priority earlier in the meeting. ER explained that the current agenda item provided further detail on the delivery of that priority and invited any questions from members.
JC commended the report as excellent. As no questions were raised, it was agreed to advise the board that assurance was taken on the contents of the report and to acknowledge the revision of the report’s structures.  
The Committee: 
· Agreed to advise the Board that assurance was taken on the contents of the report and to acknowledge the revision of the report’s structures. 

	98/25
	CLINICAL OUTCOMES AND EFFECTIVENESS 

	
	The Clinical Outcomes and Effectiveness report was received. HD highlighted the following key points;
· The report provided overview of the Clinical Outcome and Effectiveness Group’s activities;

· The report highlighted progress in clinical audit completion rates, with improvements noted for both the 2022/23 and 2023/24 audit plans;

· Audit completion for 2022/23 increased from 94% to 96%;

· Audit completion for 2023/24 rose from 77% to 85.7%; 

· 2024–2026 audit cycle completion currently at 29.5%;

· Only six overdue responses to NICE and Health Technology Wales guidance, all escalated;

· Deep dive presentations and Level 2 topic reviews scheduled regularly;

· Annual clinical audit report for 2024/25 signed off with no concerns;

· Level 3 mortality reviews have been closed, with thematic learning shared.

JC invited questions: 
JC queried the completion date for the audit on acute illness in people with learning disability (referenced in section 3.1.2, page 5). 
ACTION: HD confirmed that the audit was in progress but an end date had not yet been set; HD would provide an update when available. 
JC asked how learning from Chart 2 on page 10 was followed through. 
HD explained that key themes from mortality reviews were now included in a quarterly newsletter to share learning across the Health Board, with recurring themes such as communication and compassionate care highlighted for ongoing improvement.
The Committee:
· Acknowledged the progress made in clinical audit areas, the escalation process for outstanding guidance, the high completion rates for audit plans, and the closure of Level 3 mortality reviews.
· Took Assurance from the Clinical Outcomes and Effectiveness report.  


	99/25
	ORGAN DONATION

	
	The Organ Donation Report report was received.

RE introduced the organ donation report, highlighting it was a positive update and took the report as read. RE highlighted the inspirational work of the organ donation team, referencing AL recent engagement with them.

JC invited questions: 

NM commented that, having attended two meetings, she found the organ donation team to be small but exceptionally passionate and dedicated. NM explained that the recent meeting clearly demonstrated the team's commitment. NM highlighted the team's external engagement efforts, including preparations for Organ Donation Week at the end of September, such as turning buildings pink, and the upcoming 10-year anniversary of the opt-out system in December. NM suggested that a staff story be shared with the Committee in the future to further illustrate the team's work.

JC commended the Organ Donation report and its appendices for providing a powerful narrative about the donation group. JC highlighted that the Terms of Reference included in the papers were dated August 2018, raising concerns about whether they had been reviewed annually. JC requested that future control documents be accurately dated to ensure proper tracking. The Committee acknowledged the Organ Donation committee’s presence and reporting requirements, endorsed receiving a biannual report, and agreed to advise the board of the Organ Donation Annual report for 2024/25

The Committee:
· Agreed to advise the Board of the Organ Donation annual report for 2024/25.
· Acknowledged the Organ Donation committee’s presence and reporting requirements, endorsed receiving a biannual report.
· Were Assured by the Organ Donation Report, commending its quality and the powerful narrative provided in the appendices. 
· The Organ Donation report was Endorsed.

	100/25
	HEALTH AND SAFETY REPORT

	
	The Health and Safety Report was received. MP highlighted the following key points: 
· There were no new additions to the risk register; current risks were being managed through Service Groups;
· Overall incidents increased from quarter four to quarter one, mainly due to violence and aggression;
· Fire ward numbers were progressing well across the Health Board; unwanted fire signals were being effectively managed;
· Training compliance was above 85% overall; minor gaps in manual handling at Morriston were being addressed with an action plan;
· Nine Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) incidents reported, all resulting in over seven-day absences but classified as low severity;
· A recent deep dive focused on management and director training for Health and Safety, highlighting good understanding of legal requirements but uncertainty about completion of Institution of Occupational Safety and Health (IOSH)/National Examination Board in Occupational Safety and Health (NEBOSH) courses; statutory training on Electronic Staff Record (ESR) was being completed;
· Agreement that further Health and Safety training for senior managers is needed;
· The Royal College of Nursing (RCN) raised the Health and Wellbeing of ED staff as a topic for executive discussion;
· An external expert conducted comprehensive ligature risk assessments in Mental Health facilities, which were highly commended and align with the All-Wales template; SBUHB was piloting this approach.

JC invited questions: 
KL asked if the increase in assaults and aggression incidents indicated a trend or was due to other factors, and whether this should continue to be monitored.
MP responded that the incidents were continuously monitored, fluctuations can occur due to individual patients (especially in elderly or mental health settings), and a single patient can account for multiple incidents. MP added that recent increases may be attributed to such cases and confirmed ongoing monitoring. MP also updated on fire safety, highlighting ongoing collaboration with the Fire and Rescue Service at Morriston Hospital, an action plan in place, and continued work to address challenges, particularly regarding ward areas.
JC raised concerns regarding the Fire Group, specifically highlighting that Appendix 4.11 on Fire Risk Assessment compliance was alarming and that it was important to alert the board to this issue. JC also highlighted that the number of outstanding actions in the service groups, particularly Singleton with 283 outstanding, was very concerning.
MP clarified that the 283 figure referred to actions, not risks, which were generated as part of fire Risk Assessments and were regularly monitored; none were currently in the high-risk category. MP explained that many actions would be addressed through capital works, such as fire door replacements, and that some relate to less critical issues like alarm system documentation. MP emphasised that the main concern was blocked fire exits, which was being actively addressed with action plans, and this remained its biggest challenge.
JC emphasised the need to alert the Board about ongoing issues with beds blocking fire exits, expressing concern that these matters may not be taken seriously enough and stressing the importance of raising board awareness. JC also raised concerns about security issues, including the Cefn Coed break-ins, the 51 non-functioning cameras at Morriston, and the increasing incidents of weapons being brought on site, sometimes left by police when dropping off individuals. JC recommended that these issues be brought to the Board’s attention. 
MP responded that the Security Group was working to identify which cameras were not functioning, and capital projects have addressed some of these issues over the past two years. MP highlighted that, subject to available funding, repairs were made as soon as possible, and the same approach applied to door lockdown and assault systems—prompt action was taken when issues are reported.
HL asked MP if the appointment of the new Head of Health and Safety, starting in November, would impact the Health and Safety infrastructure risk rating on the Health Board Risk Register (HBRR).
MP confirmed that the appointment of the new Head of Health and Safety would not affect the risk rating, explaining that the team would have 9.5 to 10 whole time equivalents once the new person starts, which was still less resource than in 2019.  
The Committee: 
· Agreed to alert the Board to a significant concern regarding the high number of outstanding fire risk assessment actions within service groups, specifically noting that Singleton has 283 outstanding actions. This volume of unresolved actions raises serious issues about fire safety compliance and should be formally brought to the Board’s attention for urgent review and action.  
· Agreed to alert the Board about ongoing issues with beds blocking fire exits, expressing concern that these matters may not be taken seriously enough and stressing the importance of raising board awareness.
· Agreed to alert the Board regarding concerns around security, specifically highlighting the recent break-ins at Cefn Coed, the 51 non-functioning cameras at Morriston, and the increasing number of incidents involving weapons being brought onto site—sometimes left by police when dropping off individuals.

	101/25
	HEALTH BOARD RISK REGISTER

	
	The Health Board Risk Register was received. HL highlighted the following key points:
· The Risk report summarised 10 key risks assigned to the Committee and invited members to identify any additional risks or areas for deep dive review;
· A new risk entry on stroke was being followed up with the Service Group due to concerns raised during the meeting;
· The current Committee risks included: infection control, deprivation of liberties, paediatric GA (with medium-term actions and review), health and safety infrastructure, Systemic Anti-Cancer Therapy (SACT) Cancer Services (risk expected to reduce by March 2026), safeguarding, discharge of clinically optimised patients (under review for possible reduction), additional learning needs (ALN), and HP Swansea nursing (to be included in a community review);
· The Laboratory Information Management System (LIMS) laboratory information system risk (now reduced from 20 to 16, mainly financial) may be more appropriately assigned to the Data Digital Research Innovation Committee;
· Risks related to unscheduled care, access to planned care, and access to cancer services have decreased since the last report;
· Members were encouraged to suggest further risks or request deep dives for future meetings.
JC invited questions: 
JC proposed that the LIMS risk should be referred to the Digital Data Research and Innovation Committee, as it now sat within their portfolio. 
HL agreed with this proposal. 
The Committee:
· Referred LIMS risk to the Digital Data Research and Innovation Committee, as it now sat within their portfolio.
· Were assured by the Health Board Risk Register.

	102/25
	JOINT COMMISSIONING COMMITTEE 

	
	The Joint Commissioning Committee Quality Safety and Outcomes Sub-Committee highlight report was received.  

HL informed the Committee that the Joint Commissioning Committee (JCC) report had only just been received and would be added to admin control, explaining that AC had already actioned this. HL suggested that any questions regarding the report be taken outside of the meeting. HL confirmed that there were no alerts considered, only assurance and advice issues. HL stated that, in future, the new board secretary for the JCC has been asked to ensure the report was sent through once available.


	103/25
	WELSH LANGUAGE ANNUAL REPORT

	
	The Welsh Language Annual report was received with the request to approve it for escalation to Board.

JC highlighted that it would be useful to receive the update and confirmed that, regarding the Welsh Language Annual report, the Committee had previously discussed the matter. JC confirmed that the Independent Members were comfortable to approve the escalation of the Welsh Language Annual report to Board, unless there were any further comments.

The Committee:

· Approved the Welsh Language Annual report


	104/25
	ITEMS TO REFER TO OTHER COMMITTEES

	
	101/25 Health Board Risk Register To refer the LIMS risk to the Digital Data Research and Innovation Committee, as it now sat within their portfolio.

	105/25
	COMMITTEE EFFECTIVENESS

	
	KL commended JC for effectively managing the agenda and ensuring the meeting progressed as planned. 

NM highlighted a significant improvement in the quality of committee papers over recent months. 

ER thanked members for their patience as the committee continues to develop, emphasising ongoing efforts to provide clear, relevant reports and to focus on the "so what" implications for the Committee. 

HL supported ER comments, highlighting the Committee’s maturity and shift toward more meaningful, challenging discussions rather than just information presentation.

CM agreed the Committee was having more relevant conversations and suggested that future agendas should include thematic reviews and patient stories linked to key themes, rather than unrelated topics.

JC observed a vast improvement in report quality, stressed the importance of thematic and trend analysis, and raised the need for a referrals checkpoint on the agenda to ensure cross-committee referencing was not missed. JC also thanked members for their diligence and acknowledged the ongoing work to further improve Committee effectiveness.

HL added that a New Committee Log had been developed and would be shared with JC for review to enhance governance and assurance.


	106/25
	ANY OTHER BUSINESS

	
	There was no other business, and the meeting was closed at this point.

	107/25
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Thursday, 6 November 2025.
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