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Swansea Bay University Health Board
Confirmed
 Minutes of the Quality and Safety Committee 
held on 28th January 2025 
via Microsoft Teams

	Present:

	Steve Spill 
	(SS)
	Chair 

	Anne Louise Ferguson
	(ALF)
	Independent Member 

	Nicola Matthews
	(NM)
	Independent Member 

	Nuria Zolle 
	(NZ)
	Independent Member 

	In Attendance:

	Nicola Anthony
	(NA)
	Assistant Head of Concerns Management

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

	Hannah Evans 
	(HE)
	Legal Services Manager 

	Richard Evans 
	(RE)
	Executive Medical Director & Deputy Chief Executive 

	Susan Ford 
	(SF)
	Patient Feedback Manager 

	Kathryn Greaves
	(KG)
	Clinical Director of Midwifery (For item 19/25)

	Angharad Higgins 
	(AH)
	Head of Quality and Safety (For item 15/25)

	Raj Krishnan
	(RK)
	Deputy Medical Director (For item 18/25)

	Hazel Lloyd
	(HL)
	Director of Corporate Governance (For item 10/25)

	Heidi Maggs 
	(HM)
	Lead Service Manager (For item 07/25)

	Ceri Matthews 
	(CM)
	Group Nurse Director (For item 08/25)

	Anjula Mehta
	(AM)
	Deputy Executive Medical Director (For item 14/25)

	Mark Parsons 
	(MP)
	Assistant Director of Capital Planning (For item 12/25)

	Hazel Powell
	(HP)
	Acting Director of Nursing & Patient Experience 

	Sharron Price
	(SP)
	Group Nurse Director (For item 16/25)

	Felicity Quance 
	(FQ)
	Audit 

	Judith Vincent 
	(JV)
	Clinical Director Pharmacy (For item 13/25)

	Emily Warren 
	(EW)
	Associate Director of Operations (For item 11/25)

	Jayne Whitney 
	(JW)
	Quality Improvement (For item 17/25)

	Apologies:

	Christine Morell 
	(CM)
	Director of Therapies and Health Science 

	Rachel Govier-Williams 
	(RGW)
	Lead Nurse Specialist Tissue Viability




	Minute No.
	

	01/25
	WELCOME AND APOLOGIES 

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

	02/25
	DECLARATIONS OF INTEREST

	
	There were no declarations of interest in addition to those already declared on the declarations of interest register.

	03/25
	MATTERS ARISING

	
	There were no items raised.

	04/25
	MINUTES OF THE PREVIOUS MEETING

	
	The minutes of the meeting held on the 26th November 2024 were received and confirmed as a true and accurate record.

	05/25
	ACTION LOG

	
	The Committee received and noted the action log.

	06/25
	WORK PROGRAMME

	
	The Committee received and accepted the work program for 2024-25.

	07/25
	PATIENT STORY: PATIENT EXPERIENCE SERVICE IMPROVEMENT WITHIN PHLEBOTOMY SERVICES 

	
	Members welcomed HM to the committee.
HM provided a PowerPoint presentation for the committee. Background was provided on the phlebotomy service noting that pre-COVID, patients had to wait 2-3 hours for a blood test, with no demand and capacity management in place. HM explained that the phlebotomy service had grown over the years, covering multiple hospitals, GP surgeries and community hospitals, with a significant increase in demand. The service covers Morriston, Singleton, Neath Port Talbot and Princess of Wales hospitals. The service also covers primary care services (36 GP surgeries) and community hospital services. HM discussed the impact of COVID on the service, including increased sickness, changes in service delivery and the need to prioritise inpatients. HM detailed a hub model which was initially set up for COVID surveillance testing and later used for GP and outpatient services. HM highlighted the introduction of community phlebotomy hubs and an online booking system for phlebotomy services, which had reduced wait times and improved demand and capacity management. HM discussed the patient experience pre-service change feedback. Complaints focused on the wait time and the amount of people having to wait in corridors. The feedback regarding the new phlebotomy service model was positive however, noted the need for greater patient engagement. 
SS invited questions: 
NM noted that not all patients were digitally minded for example the vulnerable and elderly, NM queried what was in place to ensure they could access their bloods easily. HM informed the committee, there was a telephone booking line that was promoted to patients. 
NZ sought assurance regarding some negative comments which raised a question that at a system level were SBUHB doing all they can as a health board to address the issues. 
HM stated that some of the negative feedback could be distributed to the relevant departments for action, HM noted the concern and noted that it would be addressed. 

	08/25
	SERVICE GROUP HIGHLIGHT REPORT: MORRISTON SERVICE GROUP

	
	The Committee received a Service Group Highlight Report.  
In introducing the report, CM highlighted the following points: 
· There had been organizational changes at Morriston Service group including revised governance and reporting structures;
· There were ongoing challenges in urgent and emergency care, including overcrowding, ambulance delays and the impact on patient privacy and dignity;
· There were three external reviews over the last six months with the most recent being from Healthcare Inspectorate Wales (HIW) in November 2024;
· Members of the ministerial advisor group to Welsh Government attended Swansea Bay and Morriston Hospital on 21st January. They visited Emergency Department (ED) and theatres along with pathology and radiology. Initial feedback from the day was positive;
· The older person assessment unit and short stay recently had new management takeover of the virtual ward and acute clinical team from community and primary care;
· A joint community service review has been developed with its scope and terms of reference to be signed off;
· There had been good progress in planned care, with a reduction in the number of patients waiting for appointments and efforts to achieve the 14-week target by the end of March 2025;
· There had been a reduction in open incidents and the implementation of a significant case review process to improve the timeliness and quality of investigations; 
· The service group acknowledged the need for improved support and risk reduction measures in relation to mental health inpatient suicides;
· August 2024 saw a senior nurse appointed for the quality improvement role to primarily lead on ongoing challenges with infection control;
· Healthcare acquired infection July to December 2024 had 175 cases that were reported. 137 of those cases had been through the scrutiny review panel which run each week and just over 100 of those cases were unlikely to have been prevented. Although numbers were still high in terms of healthcare acquired infection, a greater portion of those infections could not have been dealt with differently;
· CDiff remained a challenge;
· It was noted that there were not sufficient cleaning hours on the site from the domestic services perspective and there were ongoing challenges around the antimicrobial stewardship in terms of the high-risk antibiotics;
· The November 2024 pneumonia audit had been completed and the outcome from that will be available soon; 
· High numbers of falls were still reported with the elderly frail patients. There had been a slight reduction with the introduction of Bay Watch;
· Good progress was made with improving the nutrition and hydration. There was feedback from patients that there needed to be improvement to hospital food. 
SS invited questions: 
NM sought clarification around the 12 hour wait period in ambulances NM queried the matter of violence and aggression asking what support was given to staff. CM noted that the figures were available for the ambulance wait times and those could be included in future reports. CM noted that violence and aggression was a challenge where support from security staff would be needed in the emergency department.
NZ sought assurance in relation to the whole system level including unscheduled care, and where SBUHB were carrying a lot of risk and sought assurance as to whether SBUHB were prioritising resource and capacity to the areas with the highest clinical risks. NZ wanted to flag the financial element and sought assurance that the message of the financial cost were reaching the right people. In relation to Health and Safety, NZ wanted to understand the fire risks the paper makes reference to specifically beds next to doors and asked if SBUHB were required to test these plans and actions with colleagues in the Fire and Rescue authority. 
CM stated that risk assessments had been undertaken with Health and Safety colleagues. Health and Safety had endorsed what the SBUHB were doing and were assisting with the actions in place to mitigate the risk. CM noted that if a breach of duty incurred a financial cost, more work would need to be done in terms of learning from events with the information being shared as a team. 
HP addressed NZ’s question regarding whole system level stating that item 5.1 on the agenda would help understanding as it discussed the way in which the SBUHB captured the harm and how the system wide pressure would be managed. 
RE reflected on NZ’s question and noted while the SBUHB were doing everything they could it was not enough to offset what was happening.  RE explained there were 280 clinically optimised patients with the number increasing and more people occupying the inpatient beds than ever.
ALF questioned the weekend working hours in theatre. In relation to healthcare acquired infections, ALF asked if staff had changed behaviors and were complying with procedures. CM noted that there had been an improvement in behaviors.
HL informed the committee that the topic of theatres would be a deep dive review for the Workforce and OD committee. HL suggested allowing the deep dive to happen in February 2025 and then receive an update. RE added that the Chief Operating Officer would be discussing theater productivity and efficiency with the Healthcare Systems Engineering group. 
HL recognized the work that had been done by CM in reducing incidents, the overdue and also complaints. HL asked what the plans were for sustainability in terms of managing behaviors and the mindset into recognizing the incidents. 
CM felt the work carried out had changed the culture amongst staff, this has helped the significant case reviews that were applied to serious incidents and the principle applied to the amber concerns. CM emphasised that her team would continue to build on the improvements made.  

The Committed took some assurance from the Service Group Highlight Report.
The Committee agreed on the need to alert the HB of its concerns.

	09/25
	EXECUTIVE SUMMARY OF THE QUALITY AND SAFETY OF PATIENT SERVICE GROUP: NOVEMBER 2024, DECEMBER 2024

	
	The committee noted the executive summary of the Quality and Safety patient service group. 
SS invited questions:
NM referred to the November 2024 paper’s patient story and the public service ombudsman investigation. NM queried what had been done in the meantime to put changes in place not to allow the events to happen again. 
AH stated the ombudsman found the care that was provided was appropriate, the learning was regarding communication. The ombudsman fed communication back to the person who had raised concerns. AH noted that the learning for the team came from the difficult conversations that may need to be had with a patient’s family.
ACTION: HP/AH 

	10/25
	PATIENT EXPERIENCE REPORT

	
	The Committee received the patient experience report. 
In introducing the report, HL highlighted the following points: 
· It was reported that 93% of patients would highly recommend the SBUHB to their friends and family with a slight drop to 92% in December 2024; 
· 70% of people responded within 30 days for complaints in October 2024;
· The main theme of complaints included communication, appointments, clinical treatment, admission and attitude of behaviour.
SS invited questions: 
NZ raised the issues within the Surgical Assessment Unit (SAU).NZ asked HL to expand on the issues. NZ asked why there was a drop in numbers for the friends and family services in December 2024. NZ highlighted the positive reduction in the number of complaints related to communication attitudes and behaviors, however, NZ asked for assurance that that the results were not a statistical error. 
HL explained that the SAU would be looked at in more detail to understand why it was on the radar which can then be brought to future committees. HL noted the lower numbers reported for family and friends feedback was not unusual and related to the Christmas period.   
NZ asked if other Health Boards also experienced the drop in numbers for family and friends in December. HL noted that it was a common trend for SBUHB and could compare to other Health Boards. HL noted much work had been done on communication and the ombudsman had been brought in to assist SBUHB.

The Committed took some assurance from the patient experience report.
The Committee agreed on the need to assure the HB of the report.

	11/25
	CLINICALLY OPTIMISED PATIENTS 

	
	The Committee received the clinically optimised patients report. 
In introducing the report, EW highlighted the following points: 
· The Integrated Discharge Hub (IDH) was fully operational across all sites of SBUHB including Gorseinon, Singleton Neath Port Talbot (NPT) and Morriston. This showed significant progress since its last report in July 2024;
· NPT and Morriston have repurposed existing flow coordinators to work within the IDH, ensuring a consistent model and approach to flow across the three sites;
· The IDH was set up on a resource-neutral basis, facing challenges in maintaining staffing, sustainability, and consistency;
· The Regional Partnership Board provided £179,000 to be spent by March 31st, enabling the use of agency staff to backfill existing clinical posts. This includes two full-time Occupational Therapists (OT), a full-time band 7 physiotherapist, full-time social work capacity, and three administration staff;
· With the additional staffing, an internal escalation framework will be launched on February 1st 2025 to set internal standards for the discharge liaison process;
· Post-March 31st 2025, funding remained a concern for the future sustainability of the IDH. Ongoing conversations with Welsh Government are exploring funding opportunities, including the 50-day challenge money;
· The IDH has demonstrated its value by reducing days and delivering resource savings, but the challenge remains in securing future resources.

SS inquired about the overall strategy being delivered as part of the Regional Partnership Board (RPB) and confirmed that it is being delivered by the RPB as part of its work. EW responded the integrated discharge strategy was being delivered in partnership with the third sector and social care, under the governance of the RPB. It had been set up and established on that partnership basis. 

SS raised a question regarding the delays categorised in table one on page four of the report, specifically about the rank of total delays by category. SS noted that the percentages seem to add up to about 100% and appear to be mainly due to social services issues. However, SS mentioned that he believed about half of the delays were due to the Health Board's actions.
EW clarified that the assessment issues included therapy, nursing, social work, joint, and relevant mental health legislation assessments. EW acknowledged that social work assessments would not make up more than the Health Board's assessments when broken down. EW also mentioned that the deficits in social care capacity, particularly in SBUHB, had likely skewed the figures over the last couple of months.

RE clarified that when a patient was waiting for a physiotherapy or OT, and the assessment confirmed they needed a package of care, the delay category could switch from a health delay to a social services delay within 24 hours. This meant that not all patients waiting for a health assessment would go home immediately after the assessment. RE stated the assessment confirmed the need for further care, leading to a transfer to a different part of the pathway. RE stated the situation was common among frail, elderly patients who frequently fall into this category.



NZ raised a concern regarding clinical assessments. EW acknowledged the concern and provided assurance that the issue was being addressed. EW mentioned that there was an over-referral for social work assessments and too much assessment was being done in acute hospital beds. EW stated to tackle this, there was support from NHS England, specifically from Business Consultant, Claire Old, who would work with EW to refresh the Discharge to Recover and Assess (D2RA) model. EW said the model aimed to conduct proportionate assessments in acute beds and then move patients to recover and have full assessments at home or in short-term placements. EW said a summit with the Chief Executive and partners was scheduled for the 7th of February 2025, and more information would be available in the next update. 

The Committed took some assurance from the clinically optimised patients report.
The Committee agreed on the need to alert the HB of its concerns.

	12/25
	HEALTH AND SAFETY RPEORT

	
	The Committee received the Health and Safety report.  
MP took the report as read and invited questions:
ALF stated the report was comprehensive but queried if MP had any concerns.MP expressed confidence in the team's abilities and the resources available, MP acknowledged that if the Health and Safety Executive (HSE) were to inspect tomorrow, there could be challenges due to limited resources. MP highlighted that the health and safety team was currently operating with nine point five whole-time equivalents, including himself, which was significantly less than the 30 whole-time equivalents that would be ideal. MP stated that the resource constraint could potentially lead to enforcement notices if the HSE were to inspect.

NZ asked MP to explain how the Fire and Rescue Authority action plan was overseen in terms of governance arrangements and the current status of overdue actions. MP explained that he oversaw the Fire and Rescue Authority action plan and ensured that the actions were being addressed in a timely manner. MP said most of the actions had been dealt with, and the Mid and West Wales Fire Rescue Service had expressed satisfaction with the progress made, indicating they would not be returning for further inspections. MP had regular catch-ups with the team to ensure all action plans were updated and reported at the next fire safety meeting scheduled by March 2025. 

HP referred to beds in front of fire doors and queried the risk in terms of enforcement orders and what were other Health Boards doing. HP suggested maybe scheduling a diary meeting. 

MP emphasised that while ideally nothing should be placed in front of a fire door, the reality was that mobile objects posed less risk compared to static ones. MP highlighted the need to balance the risk to patients, considering whether they were better off in a ward where they could be cared for, rather than in an ambulance or another part of the hospital. MP acknowledged that fires in hospitals were rare, but the primary concern was to ensure patient safety. MP informed the committee that the Health Board Risk register had been updated from 16 to 20 for resources around Health and Safety.

The Committed took some assurance from the Health and Safety report.  
The Committee agreed on the need to alert the HB of its concerns.

	13/25


	CONTROLLED DRUGS GOVERNANCE AND ASSURANCE PROGRESS

	
	The Committee received the controlled drugs governance and assurance progress report.  
JV took the paper as read and invited questions: 
NZ referenced the policy stated if the Deputy Medical Director would be the Senior Lead except for when a service group had identified another appropriate lead. NZ queried if there were risks around this. JV advised that the structure allowed for the Deputy Medical Director to be the Senior Lead unless a service group identified another appropriate lead. JV noted the flexibility ensured that if the Medical Directors find it challenging to undertake the role, they have the opportunity to nominate someone else. JV said that the nomination would be recorded to ensure clarity on who was taking responsibility within each service group.
NZ queried the governance framework asking if JV could specify to the committee and the board the escalation arrangements in place in ensuring roles and responsibilities were clear where risks emerged. JV clarified that the governance framework involved each service group taking responsibility and escalating any risks through their internal committee structure and Quality and Safety committee. JV stated she would be aware of any controlled drug risks due to her dual role as the Controlled Drugs Accountable Officer and Director of Pharmacy. JV advised that if a risk required escalation, it would be brought to the Quality and Safety committee by herself or the executive medical director, ensuring that the committee and the board were informed of any emerging risks and the actions taken to mitigate them.

The Committed took some assurance from the controlled drugs governance and assurance progress report.

	14/25
	TACKLING DIABIETES TOGETHER 

	
	The Committee received the report on tackling diabetes together. 
AM took the paper as read and highlighted the following:
· There was a significant risk of increasing diabetes incidents over the next ten years, with a predicted 50% increase in SBUHB;
· This undergoes the urgency of developing comprehensive diabetes strategies and aligning with the national ‘Tackling Diabetes Together’ program to manage and mitigate the growing health concern;  
· SBUHB had signed up for the "Tackling Diabetes Together" program. The program has two key objectives: Keeping patients well who are currently living with diabetes and stopping the predicted prevalence increase over the next ten years;
· To achieve these objectives, SBUHB was focusing on the following areas: Monitoring the disease using the eight care standards, which help reduce the prevalence of complications in patients with type 1 and type 2 diabetes. Setting up a Diabetes Planning and Delivery Group to oversee the work and ensure a system-wide approach to integrated diabetes services. Aligning efforts with the health board IMTP and engaging general practice to deliver enhanced services, ensuring regular monitoring of the eight  standards of care. Developing a comprehensive diabetes strategy to be implemented over the next five years, closely aligned with the objectives of the "Tackling Diabetes Together" program.
SS invited questions:

NZ expressed concern about the high rate of amputations in the UK and sought assurances regarding the development of a new model and business case for funding. NZ sought further assurance regarding the escalation process and oversight to ensure all aspects of the issue were being addressed compressively.  
AM acknowledged the significance of the issue and emphasised the need for a comprehensive approach to address it. AM noted the development of a diabetes strategy and alignment with the "Tackling Diabetes Together" program were key steps in that direction. AM informed the committee that the Diabetes Planning and Delivery Group would oversee the work, and efforts were underway to develop a business case to secure the necessary funding for those initiatives.

ALF highlighted the issue of podiatry waiting times exceeding targets and the knock-on effect on the amputation rates. ALF went on to note the lack of funding for Level 3 adult weight management programs, noting this made SBUHB an outlier in Wales. 
AM acknowledged the need for a comprehensive system-wide approach to addressing diabetes, including podiatry services. AM advised the Diabetes Planning and Delivery Group was working on developing a community diabetes model to ensure better coverage and integration of podiatry services both in hospitals and in the community. AM informed the committee that the model was aimed to manage patients more effectively and reduce complications such as amputations. AM explained that there was a significant gap in the area, and efforts were underway to address the gap. AM advised public health funding had been allocated to develop a Level 3 service, and there were plans to commission a service in the short term while a more comprehensive solution was being developed. AM said the issue would be referred to the Population Health Committee for further scrutiny and action. 

The Committed took some assurance from the tackling diabetes together report.  
The Committee agreed on the need to alert the HB of its concerns.

	15/25
	SYSTEM WIDE PRESSURES INCLUDING AMBULANCE DELAYS

	
	The Committee received the report on system wide pressures including ambulance delays. 
In introducing the report, AH highlighted the following points: 
· The national process was in place for reviewing incidents of harm that occur in the community, carried out in partnership with the Welsh Ambulance Service Trust (WAST);
· Incidents often involve patients being brought into the hospital at the end of life due to a lack of advanced decisions or communication regarding these decisions. Families sometimes get frightened and therefore, request hospital admission;
· Efforts were being made to address deterioration in the community. The National Early Warning System (NEWS) was in place within the acute clinical team, and work was ongoing to roll it out to district nurses and virtual wards. Strengthening links with primary care was also a focus to better recognise and respond to patient deterioration; 
· There was a process in place for releasing ambulances to attend to patients in the community, including red and amber release calls. All red release requests were actioned, while amber requests were balanced against the risk within ED;
·  Various quality improvement initiatives were in place, including hydration in the emergency department and reconditioning ambassadors to prevent deconditioning. Improvement Cymru had been invited to review the frailty service;
· There were pressures within the ED, with patients being cared for in areas not designated for their severity level. Additionally, some patients arrive in private vehicles due to concerns about ambulance wait times;
· Efforts were being made to ensure patients were directed to the appropriate care settings. Improvement Cymru had been invited to review the frailty service;
· Reconditioning ambassadors were promoting the prevention of deconditioning across the organisation. Deconditioning can occur while waiting for care, whether in the community, on an ambulance, or in the department; 
· A small test of change was being conducted to address hydration concerns in the ED, including the use of bottled water and reducing plastic waste. 
SS invited questions: 

Regarding clinically optimised patients experiencing a fall while in SBUHB care, NZ asked for further information on this area, and went on query why paper cups and water fountains were not used. 
AH responded to the question regarding falls stating all patients should be assessed for their risk of falls, and comprehensive and up-to-date falls plans should be in place and checked through ward assurance audits and spot checks. AG said that sometimes, audits reveal that the falls plan might not accurately reflect the patient's current condition, such as having a walking aid or other factors that increase their risk. AG explained falls were part of the quality improvement priority, and there had been a reduction in falls per thousand bed days, with current figures around 4.4 compared to the national average of 6.6. 
AH addressed the use of paper cups and water fountains in ED was complex due to water safety and infection prevention and control (IPC) requirements. The Water Safety Committee was exploring the options, including looking at practices in other Health Boards where water bottles are sold for charitable funds and can be refilled through water pumps within the ED. 
The Committed took assurance from the system wide pressures including ambulance delays report.  
The Committee agreed on the need to assure the HB of the report.

	16/25
	PRESSURE DAMAGE QUALITY PRIORITY PROGRESS

	
	The Committee received the report on pressure damage quality priority progress. 
In introducing the report, SP highlighted the following points: 
· Since April 2024, there had been a reduction in pressure ulcers, currently sitting at about 11%. The data for quarter one and quarter two had been validated, but quarter three data was still being validated;
· One of the concerns was the high proportion of incidents that are still under investigation, which means the avoiding of the incidents had not yet been determined; 
· Part of the issue with validation was the outstanding incidents, which require scrutiny to determine avoidance prior to closing them down;
· The majority of pressure ulcers were category one and two, which were superficial and account for around 90%. However, there was an increasing concern regarding deeper pressure injuries, particularly within primary and community care setting. Efforts were being made to understand how many of these patients were known to community services, as some might not be health board-acquired;

· A significant increase in pressure ulcers was observed in Neath Port Talbot, leading to targeted work to understand and address the issue. Recent statistics showed a decrease in quarter three going into quarter four, indicating that quality improvement efforts were paying off;
· Data suggested that around 54% of pressure ulcers were unavoidable. Efforts were ongoing across service groups to ensure consistent measurement and scrutiny of these incidents;

· Strategic quality improvement plans were in place, with focused work being done to replicate successful improvements across all service groups. 

SS invited questions: 

ALF acknowledged the progress in pressure ulcer prevention but raised concerns noting that more than 50% of pressure ulcers were still avoidable. ALF appreciated the efforts and noted that achieving the 10% reduction target by the end of March 2025 was promising. However, she emphasised the need for continued focus on reducing the avoidable pressure ulcers. ALF asked what was the next target and would this be achieved. 
SP mentioned that she had a meeting planned to meet with all the service group nurse directors and their pressure ulcer leads to address the recent increase in deeper pressure damage observed in the last quarter. SP highlighted that the statistics are not yet validated, but the deeper pressure damage was a significant concern, especially for frail older patients who might be in the last 12 to 24 months of their life, as it has a substantial impact on their health. SP emphasised that while achieving a 10% reduction in avoidable pressure damage was commendable, the ultimate goal was to have zero avoidable pressure damage. 

Regarding the trajectories and the position in relation to the 10% reduction target for avoidable pressure damage. NZ requested further clarification on how the team was on track to achieve the 10% reduction target, given the high numbers reported. NZ suggested writing to SP for a more detailed explanation. 

ACTION: NZ/SP 

The Committed took some assurance from the pressure damage quality priority progress report.  
The Committee agreed on the need to alert the HB of its concerns.

	17/25
	NUTRITION AND HYDRATION QUALITY PRIORITY PROGRESS

	
	The Committee received the nutrition and hydration quality priority progress report.
In introducing the report, JW highlighted the following points: 
· The Hospital Elective Prescribing Medicines Administration (HEMPA) lacks the capacity to raise red flags for medications that may contain allergens. An educational piece is planned to address this issue;
· There was focus on accurate patient weights to ensure accurate nutritional screening and medication prescribing. Efforts were being made to achieve compliance with public training and to establish a baseline from Electronic Staff Record (ESR);
· A pilot study on hydration and kidney injury related to dehydration was set to start at Gorseinon Hospital;
· There was an emphasis on hydration and weight within the hospital, with a particular focus on Morriston service group due to its acute care and fast pace.
SS invited questions:

NM inquired about the efforts to provide healthy options in vending machines, particularly in the E. D 
JW responded that there was ongoing work to improve the offerings in vending machines, including removing sugary drinks. Additionally, JW noted there was a strategy being developed to promote healthier choices, which included looking at local food resources and ensuring vending machines offer healthier options.

NZ asked about the urgency and financial implications of the work with older people, specifically regarding the funding and business case. JW explained that the next stage of the work would focus on mental health, particularly addressing the lack of dietetics and speech and language assessments for older people, specifically those with dementia. JW stated a plan was in place to address these needs, and the team was working on a business case to secure the necessary funding. JW explained the plan included screening and addressing obesity related to antipsychotic medication, with a focus on ensuring the required support available. 

The Committed took assurance from the nutrition and hydration quality priority progress report.  
The Committee agreed on the need to assure the HB of the report. 

	18/25
	MATERNITY GOLD COMMAND

	
	The Committee received the maternity gold command report. 
In introducing the report, RK highlighted the following points: 
· The 2019, 2023, and 2022 improvement plans have been closed. The 2024 improvement plan is nearly complete, with only the Breastfeeding Initiative (BFI) action remaining, which was expected to be closed by the end of January 2025;
· Out of 18 consultants, four job plans have been signed off, 10 are in the process of being signed off, and the remaining four are scheduled for meetings. The completion timeline depends on the scheduling of these meetings;
· There are currently 172 open incidents in maternity (116 overdue) and 14 in neonatal (five overdue). The backlog plateaued in December 2024 due to annual leave and sickness, but Sprint sessions have been restarted to address this. Most overdue incidents are from August 2024 onwards, with some being complex and subject to legal proceedings;
· The focus was on de-escalation from enhanced monitoring, which would be featured in presentations to the Welsh Government in February 2025;
· Progress had been made in developing a leadership programme for maternity and neonatal services. 
SS invited questions: 

ALF queried the feasibility of completing all consultant job plans by the time HIW returns in March or April 2025.

RK responded that while it was challenging to guarantee completion by then due to the complexity of the job planning process and trade union challenges, significant progress had been made. RK stated the majority of job plans were in the process of being signed off, and there was proper engagement in the process. RK informed the committee that the focus was on ensuring that educational supervision and trainee support were adequately addressed.

ALF sought assurance that Health Education and Improvement Wales (HEIW) would not flag the outstanding consultant job plans as non-compliance during their visit in March or April 2025. 

RK assured the committee that there was good engagement in the job planning process, and significant progress had been made. RK advised whilst it was challenging to guarantee full completion by the time of the visit, the ongoing efforts and engagement should be recognised by HEIW, indicating that progress was moving in the right direction.

NZ queried KGs confidence in filling the post of a woman's experience midwife and whether the job required highly specialised skills that were hard to find. 
KG responded that the post was going back out to advert and there had already been significant interest. KG said the key skills required were strong communication abilities to engage with hard-to-reach communities, non-English speakers, and areas of low social deprivation. KG expressed confidence in successfully recruiting for this post based on the interest shown.

SS asked the prognosis for the Gold Command and its duration. 
RK explained that while the number of meetings had decreased, the Gold Command would continue to operate until the enhanced monitoring was lifted by the Welsh Government. This was due to ongoing independent and clinical reviews. RK explained the frequency of meetings may be reduced, but the Gold Command would remain in place to provide assurance to the Board and Committee.

The Committed took assurance from the maternity gold command report. 
The Committee agreed on the need to assure the HB of the report.

	19/25
	MATERNITY AND NEONATAL DASHBOARD 

	
	The Committee received the maternity and neonatal dashboard report. 
In introducing the report, KG highlighted the following points: 
· The dashboard would include around 30 measures for the service and directorate, with specific board and corporate measures to serve as early warning indicators;
· A maternity beacon dashboard with six measures was being developed to standardise data and agreed metrics;
· The anticipated go-live date for the maternity and neonatal dashboard was March 31st 2025, with data to be reviewed monthly and visible to the Quality and Safety Group Committee from June 2025;
· The staggered timeline allows for testing, challenge, and ensuring governance processes are in place.
SS invited questions:

NZ raised a question about the inclusion of stillbirth as an indicator on the board dashboard. 
KG explained that while stillbirth was an important measure, there were technical challenges in its inclusion. KG advised the committee, the data for stillbirths often ran on a two-year lag due to the need for thorough analysis, and distinguishing between avoidable and unavoidable stillbirths adds complexity. KG noted, however, stillbirths were reported within the service group, division, and through the Death Review meeting, ensuring that any lessons learned or avoidable losses were escalated appropriately. KG added the current focus was on aligning the board indicators with the maternity beacon dashboard to ensure comparability across Wales.

RK emphasised the importance of aligning the board report with national expectations to ensure that the board had visibility into what was being asked at the national level. RK stated that the alignment helped prevent surprises at the board level and ensured that any negative outliers were promptly brought to the board's attention. RK highlighted that the approach should include horizon scanning to address any potential maternity incidents in other parts of the UK. RK said this would enable the board to respond to questions about such incidents and allow the service group to provide relevant updates in subsequent reports. RK explained this approach ensured that the board remained informed and prepared to address any emerging issues. 

ALF raised a concern about ensuring that all staff understood and correctly input the data for the maternity and neonatal dashboard. 
KG addressed this by explaining that the dashboard would pull data from the existing maternity module within Wales Patient Access Scheme (WPAS) or BadgerNet for neonatal data. KG said this data was already being collected as part of standard procedures following the birth of a baby or any care for a mother, ensuring consistency and accuracy. Additionally, KG mentioned that the implementation of a single digital solution for maternity services across Wales would further standardise data collection and ensure that data was visible and comparable across Health Boards in Wales. KG explained this new system would address the complexities and ensure that all staff understood what data needed to be input and where, maintaining the quality and reliability of the data.

The Committed took some assurance from the maternity and neonatal dashboard report. 
The Committee agreed on the need to assure the HB of the report.

	20/25
	HEALTH BOARD RISK REGISTER 

	
	The Committee received the health board risk register. 
In introducing the report, NT highlighted the following points: 
· The risk score increased from 20 to 25 due to sustained demand and a loss of productivity over the Christmas period. A demand capacity options paper was being presented to the executive board this month to address this issue;
· Risk four remained at a score of 20, with an increase in C. diff cases. A gold command was in place, and service Silver group incident management meetings were held every two weeks to manage this risk;
· Risk 80 was under review, with the winter plan completed and the discharge to reassess and pathway of care delays workshop scheduled for February 7th 2025, led by the Chief Executive. This would be reflected in the next refresh of the register;
· There were three risks on the register for maternity, with scores of 16 and 12. These risks were being monitored, and if the situation continued to improve, they may be de-escalated in the future.
SS invited questions: 
NZ raised a concern regarding the Systemic Anti-Cancer Therapy (SACT) escalating the chairs. NZ asked if assurance could be given that would indicate the concern being addressed with urgency. 
NT explained that the increase in risk for SACT was due to sustained demand and a loss of productivity over the Christmas period. NT assured the committee a demand capacity options paper was being presented to the executive board this month (January 2025) to address this issue.RE added that the demand for SACT had been increasing due to a rise in new cancer diagnoses and the availability of new treatments for recurring cancers. RE explained this had led to a higher demand for treatment chairs. RE noted the health board was working on anticipating future capacity needs to avoid being constantly on the back foot.

The Committed took some assurance from the board risk register report. 
The Committee agreed on the need to assure the HB of the report.


	21/20
	COMMITTEE EFFECTIVENESS 

	
	SS discussed the committee's effectiveness and mentioned that some members would like to see changes, particularly regarding the timing of the meetings. SS noted that having the meetings in the same week as the board meetings had caused difficulties. SS suggested that the meetings do not need to be in the same cycle as the board and Performance and Finance meetings. Instead, SS said they could be scheduled every six weeks rather than monthly, with some months missing. SS asked HLs team to look into this and consider the chair's plans to potentially change personnel around on the committees, which may also affect this committee.
ACTION: HL

	22/25
	ITEMS TO REFER TO OTHER COMMITTEES

	
	The diabetes matter will be referred to the Population Health Committee for further scrutiny. 

	23/25
	ANY OTHER BUSINESS

	
	SS noted that the Joint Commissioning Committee Quality and Patient Safety Committee report and the Quality and Safety Performance report were both for noting. SS mentioned that the health boards were no longer represented on the JCC Quality in Patient Safety Committee, as they now have their own Independent Members (IM), referred to as lay members. Therefore, it was important to read the report more closely than before. SS noted if there were any questions on these reports, members should send them to AC, who would forward them to the relevant person.

	24/25
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Tuesday, 25th March 2025.
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