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Swansea Bay University Health Board
Confirmed
 Minutes of the Quality and Safety Committee 
held on 25 March 2025 
via Microsoft Teams

	Present:

	Steve Spill 
	(SS)
	Chair 

	Jackie Davies 
	(JD)
	Independent Member 

	Anne Louise Ferguson
	(ALF)
	Independent Member 

	Nicola Matthews
	(NM)
	Independent Member 

	In Attendance:

	Sujoy Banerjee 
	(SJ)
	Consultant Neonatologist 

	Karl Bishop
	(KB)
	Dental Director (For item 35/25)

	Vicki Burridge
	(VB)
	Assistant Director of Workforce and OD (For item 33/25)

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

	Delyth Davies 
	(DD)
	Head of Nursing Infection Prevention Control (For item 40/25)

	Neil Cooper
	(NC)
	Assistant Director or Operations

	Paul Stewart Davies  
	(PD)
	Acting Deputy Executive of Nursing and Patient Experience 

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

	Michelle Forkings  
	(MF)
	Nurse Director of Mental Health and Learning Disabilities (For item 31/25, 32/25)

	Kathryn Greaves 
	(KG)
	Clinical Director of Midwifery (For item 38/25)

	Angharad Higgins 
	(AH)
	Head of Quality and Safety (For item 37/25)

	Malcolm Jones 
	(MJ)
	Associate Service Director Mental Health 

	Raj Krishnan
	(RK)
	Deputy Executive Medical Director (For item 34/35, 39/25)

	Hazel Lloyd
	(HL)
	Director of Corporate Governance 

	Christine Morell 
	(CM)
	Director of Therapies and Health Science 

	Sue Morgan
	(SM)
	Consultant (For item 36/25)

	Felicity Quance 
	(FQ)
	Audit 

	Apologies:

	Deb Lewis 
	(DL)
	Chief Operating Officer 





	Minute No.
	

	25/25
	WELCOME AND APOLOGIES 

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

	26/25
	DECLARATIONS OF INTEREST

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

	27/25
	MATTERS ARISING

	
	There were no items raised.

	28/25
	MINUTES OF THE PREVIOUS MEETING

	
	The minutes of the meeting held on the 28 January 2025 were received and confirmed as a true and accurate record.

	29/25
	ACTION LOG

	
	The Committee received and noted the action log.

	30/25
	WORK PROGRAMME

	
	SS and HL discussed the Committee work programme for 2025-2026 highlighting it may undergo some changes and that a time out session was planned for April or early May 2025 to review the future work programme.

	31/25
	[bookmark: _Hlk167362883]PATIENT STORRY: MENTAL HEALTH AND LEARNING DISABILITIES

	
	Members welcomed MF to the Committee.
A video was shared of the patient’s story highlighting the patients journey through Mental Health and Learning Disabilities Services. The story emphasised the importance of the Multidisciplinary Team (MDT) support and safety planning in the patient’s recovery. 
MF emphasised the role of the MDT, including nursing, medical, psychology and occupational therapy staff in providing comprehensive care and support to patients. MF discussed the significance of safety planning in the patient’s recovery process, ensuring that the patient felt safe and supported throughout their treatment. 
SS invited questions:
NM asked about the support available for the patient after his discharge, specifically inquiring about the access he would have to return for help if he struggles. 
MF explained that the support would be tailored to the patient’s individual needs, including options such as the Crisis Team, Home Treatment Team, Community Mental Health Team, Outpatient Clinics, and Third Sector Services. The patient also expressed interest in becoming an expert by experience, which could provide further engagement and support opportunities. 
ALF asked MF to elaborate on the MDT working that contributed to the patient's positive outcome. 
MF explained that the MDT included professionals from various fields such as nursing, medical, psychology, and occupational therapy. The team worked closely with the patient and his family, providing comprehensive support tailored to his individual needs. MF explained that this collaborative approach ensured that the patient received the necessary care and interventions to aid his recovery.
ALF asked if the patient would need to go from place to place to access support or if there was a central point for familiarity. 
MF clarified that the support would be provided in the patient’s own area, ensuring that he could access the necessary services locally. MF said if a specific specialist service was required, arrangements would be made to either bring the professional to the patient or vice versa, depending on the situation.

	32/25
	SERVICE GROUP HIGHLIGHT REPORT

	
	The Committee received a Service Group Highlight Report.  
MF highlighted the following key points; 
· There were five Infection Prevention and Control (IPC) incidents, ranging from scabies in the mother and baby units to a COVID outbreak on Cedar Ward. All incidents were effectively managed;
· There was an ongoing downward trend in falls, with the majority categorised as low or no harm incidents. The falls were particularly referenced in older adult units, which was expected;
· Pressure Ulcers, eight reported incidents, with a variance including a younger person in a Forensic Unit. The pressure panel identified excellent work by the Nursing Team in Care Planning and Treatment;
· Serious Incidents saw 22 strategy meetings, and a table shows compliance with the 120-day target for open and closed incidents;
· There were 13 Inquests during the reporting period, with a backlog going back to 2022. Two recent Regulation 28 cases were received in February, also dating back to 2022;
· Duty of Candour, there were seven open cases during the reporting period, all related to older persons, mental health, and falls. There were no reportable never events;
· The feedback and improvement team was actively involved with families and carers, using bespoke specialised feedback questionnaires. The table on page five showed the range of feedback, with very good ratings between 66% and 83%, and very poor ratings at 1%;
· Complaints were currently sitting at 79% compliance and there were no Ombudsman cases. There is a piece of work ongoing to improve this compliance position and quality of responses;
· Statutory mandatory training compliance was at 88.53% during the reporting period. There was a focus on improving mandatory training for medical staff, which was at 71.92% in February. The compliance table on page seven highlighted the lowest compliance areas: Paul Rid Learning Disability Awareness Training and infection prevention control;
· Personal Appraisal and Development Review (PADR) compliance was at 75.01%, which was below the target. There was a plan in place to address this for each professional group;
· Staff sickness levels had reduced, with total long-term sickness at 5.28% and short-term sickness at 5.86%;
· Information was provided about Occupational Health, staff well-being, and the use of the Trauma Risk Management. (TRiM) Service;
· Two risks scored at 20 were highlighted: the seclusion area and Ward F, along with several risks scored at 12.
SS invited questions:
JD raised concerns about the impact of disciplinary and safeguarding processes on staff experience, particularly regarding stress and sickness. 
MF acknowledged those concerns and mentioned that the information was available and captured in their Quality and Safety and Nursing Workforce reports. MF suggested incorporating a summary of these themes and data into future reports to provide a comprehensive view of the impact on staff. 
NM raised two points regarding complaints response time and risks on ward F and Cefn Coed.

MF mentioned that the majority of complaints were from October 2024, with current responses being sent out in January 2025. MF acknowledged the need to improve compliance and the quality of concern responses. MF confirmed that Cefn Coed was an area that could be added to the list for upcoming visits.
ALF raised a question about the falls chart, specifically noting a spike in Letty Newydd Ward. MF explained that Letty Newydd Ward was one of their learning disability units. MF said the spike in falls was reflective of the unit's specific patient population, which included individuals with learning disabilities and potentially complex physical health needs. 
ALF queried about Inquests and the Regulation 28 reports for incidents in 2022 and whether the issues from the 2022 incidents, were repetitive in recent incidents and had lessons learned been implemented. MF confirmed they had and that in the two most recent Regulation 28 there were some themes noted, such as drug and alcohol difficulties in addition to mental health issues and the requirement for individuals to self-refer to Drug and Alcohol Services for support prior to mental health support. These were discussed in Serious Incidents Group to understand how SBUHB could bridge services going forward.
AH highlighted the importance of internal assurance audits and mentioned that following a recent internal audit review of the quality assurance framework, service groups would be asked to provide detailed information on the assurance audits they have conducted within their service groups during the reporting period. AH said that this information should be as close to contemporary as possible to ensure accurate and timely reporting.

PD noted that it was pleasing to see a good level of assurance in relation to mandatory training, especially, taking into consideration the service challenges due to staffing resources.


The Committee: 

· Agreed to assure the Board that the update from mental health and learning disabilities was received;
· Agreed to alert the Board that there were medical workforce deficiencies specifically numerical deficiencies;
· Agreed to alert the Board on the physical environment risks identified in the risk register. 

	33/25
	CHILDREN’S COMMUNITY NURSING 

	
	The Children’s Community Nursing Report was received. VB highlighted the following key points; 
· The team had made significant progress against the 34 recommendations from the external review commissioned by SBUHB in 2020. All recommendations were now completed;
· Three areas that were previously amber were now green: multi-agency working with pathways, online community records, and the integration of Community Children's Services within the health board structure;
· The team acknowledged ongoing challenges, particularly around staffing levels, and had detailed some mitigation measures in place;
· The service continued to develop towards a model of care closer to home, working closely with GP clusters and embedding pathways within general paediatrics to facilitate early discharge of children and young people;
· Assurance was given to the Committee on the completion of recommendations and the excellent continued progress made by the children's community team, supported by a robust audit and governance framework and data capture;
· The team was involved in the accommodation programme and celebrated the national Vision for children and young people with learning disabilities in Wales and the Healthy Child Programme earlier this year;
· In relation to online community records, significant progress had been made with the app, which was now fully operational in some homes. Updates included nippy and tracheostomy charts, and the team was moving into phase four, which would be live with all families. Families have been pivotal in trialling the app;
· Summits were held last June and this year to ensure continued collaboration and integration of Children's Services within the wider health board services;
· The team was currently handling 17 care packages, broken down into day and night care. The current establishment was 28.8, with a workforce of 21.05. There were three referrals in quarter three, with some delays due to outstanding information;
· The team was carrying missed care opportunities due to staffing shortages. They have a robust plan in place to address this, including a significant education programme to reduce staffing risk;
· Despite efforts to recruit band 4 staff, the calibre of staff required was not readily available. As a result, the team had implemented a "grow our own" programme within the team;
· The team had successfully appointed four band 3 staff, with two starting recently. The risk score would remain at 20 until the full recruitment process was completed and there was a significant decrease in missed care opportunities;
· There had been an increase in sickness and absence, partly due to a young workforce with higher maternity leave. However, there had been a reduction in long-term sickness and the introduction of flexible working patterns to support staff. Current short-term sickness was  4.64%;
· The team continued to recruit for a further 5.34 band 3 positions. Each care package required specific recruitment, and the team was implementing a phased approach to ensure full care packages for children. Mitigation measures included offering additional hours to staff, overtime, and developing their own bank staff;
· The review of PADR’s documentation has been completed with core objectives for group PADR’s set and the compliance rate is 82.76%. 
· Robust exit interviews are undertaken and a Recruitment and Retention Group meet monthly to review the staff feedback. 
· Three registered nurses were currently completing the master's programme for their Specialist Practitioner Qualification in Children's Community Nursing with the University of South Wales. Two additional members were in their second year of training, expected to complete by the end of this year:
· The programme for upscaling band 2 staff had recently restarted, which was expected to help reduce the vacancy gap within the service;
· Based on family recommendations, twilight shifts had been implemented five days a week and had been sustained for 12 months. This had provided significant positive differences in training, assessment, competency checks, and support for healthcare workers;
· No formal concerns had been received since the last report. Efforts to improve feedback collection included informing families of social events, newsletters, and quality improvements with ‘You said and we did’. Positive verbal feedback had been received, and the team remained visible through home visits;
· The team had made consistent progress, acknowledged changes within the service, and implemented mitigation measures. The service continued to develop towards a model of care closer to home, with assurance on the completion of recommendations and governance and data capture and requested that the Committee  reduceded the frequency of reporting due to sustained improvements. 
SS invited questions:
JD acknowledged the significant improvements made by the Community Children's Team but highlighted that there were still some unmet recommendations from the high-profile review. JD suggested that the team should continue reporting for another year to ensure all recommendations are fully met.

VB agreed with this suggestion and confirmed that the team would continue to report for another year to address the remaining recommendations. 

NM agreed with JD and inquired about the duration of the "grow your own" training package.

VB explained that the training duration varied depending on whether staff were released on a full-time or part-time basis. Most staff worked part-time, which could extend the training period. VB said the programme aimed to prepare band 3 staff for progression, making the transition shorter when they entered the formal training programme. 

PD emphasised the uniqueness of the service and the importance of carefully selecting individuals who work within it, given the complexity and sensitivity of the roles. PD highlighted the need for resilience and additional support within the team to manage the changing number of care packages and to ensure the service can respond quickly and effectively. PD stressed the importance of maintaining focus on this service to support the families and children, which was the ultimate goal.

JD expressed concern about the introduction of band 4 roles in the team and sought assurance that this was not a case of role substitution, where band 4s are replacing band 5 roles.

VB responded by explaining that the team had always had a large non-registered workforce and that the skill set required for each care package determined whether a band 3 or band 4 was needed. VB assured that the band 4 roles were within the scope of their job descriptions and did not replace band 5 roles. The band 4s were trained for Non-invasive Care, Specific Medication Administration, and other tasks appropriate to their level.

RE emphasised the importance of completing the recommended actions within the set timeframe to avoid the criticism that the SBUHB sometimes faced for not fully implementing recommendations from reviews. RE suggested setting a timeframe of six to nine months to complete the actions and, if it became apparent that this was unlikely, to provide a narrative explaining the difficulties and have a conversation about it sooner rather than later. RE said approach would prevent waiting for the full 12 months only to find that the actions have not been completed.

ACTION: VB
The Committee:
· Action - the Committee will receive an update report in a year from now, regarding the progress and status of the actions recommended for the Children's Community Nursing Team;
· Were assured, however, it would still require scrutiny by the Committee for another year to ensure that all recommendations are fully implemented and any remaining challenges are addressed.

	34/25
	CLINICAL OUTCOMES AND EFFECTIVENESS

	
	The Clinical Outcomes and Effectiveness report was received. RK highlighted the following key points; 
· Progress against identified audits for 2022-2023 increased from 87% to 94%, and for 2023-2024 from 55% to 77%. The completion for 2024-2026 stands at 16% and is expected to catch up as it progresses;
· Responses to National Institute for Health and Care Excellence (NICE) and Health Technology Wales (HTW) guidance have improved, and non-compliance was escalated by the Quality and Safety Group;
· The approach to clinical audits had changed, with Service Groups now presenting their key progress areas, including clinical audits and learning from the rational panel, to the Clinical Outcomes and Effectiveness Group;
· Presentations had been made by Primary Community Therapy, Mental Health, and Morriston Service Group, with Neath Singleton Group scheduled for the next meeting;
· There were a few missing items on the table on page five of the report. Specifically, the consented treatment around it increased to 377 from 319, and antimicrobial stewardship increased to 109 from 87. This discrepancy occurred when the paper was converted from Word to PDF.
The Committee: 
· Were assured that the Committee was fulfilling its responsibilities.

	35/25
	GENERAL DENTAL SERVICE ACCESS REPORT TO INCLUDE: AN UPDATE OF THE DENTAL ACCESS REPORT 

	
	The General Dental Service access report to include: An update of the Dental access report report was received. KB highlighted the following key points; 
· The ongoing program with new General Dental Service (GDS) contract proposals expected for consultation;
· 58 GDS contracts, with most under contract variation offers. Activity has decreased by 20-25% compared to pre-COVID levels;
· Patient Charge Revenue (PCR): saw a significant shortfall of £1.4 million due to reduced activity;
· There were only two contract hand backs since 2020, with successful re-tendering of activity;
· There was still a lot of interest from practices to take up NHS contracts
· The urgent access had a current demand of 320 patients per week, split between in-hours and out-of-hours access;
· Patient feedback was favourable feedback on routine and urgent dental access;
· New contract consultation, digital Dental Access Portal (DAP) with 1700 patients registered, and ongoing issues with the Prince of Wales Hospital (POW) General Anaesthesia (GA) lists for vulnerable children and adults were some of the challenges being faced.
SS invited questions: 

SS asked if the 1700 individuals mentioned were those who are registered on the DAP and were waiting to be assigned to a dental practice.

KB confirmed that the 1700 individuals on the DAP represented an unmet demand for dental services. KB said these individuals had not had a course of treatment in the last four years, and their specific dental needs were not fully known. 

NM asked how the SBUHB were promoting for patients to get onto the DAP list and were we looking at other health boards to see what they were doing. NM also queried if the SBUHB were still undertaking the "Designed to Smile" program within the Health Board.

KB responded that the DAP was promoted through all usual channels, including a link to the SBUHB’s site.  KB said for those who had difficulty accessing the portal online, the primary care team could manually assist them. KB explained that the SBUHB was in communication with other health boards, which are facing similar challenges in managing the flow out of DAP into General Dental Services. KB said the "Designed to Smile" program was still ongoing and successful, providing oral hygiene instruction and fluoride application in high-needs schools.

ALF asked about the profile of individuals on the DAP, including whether they were all adults over 18 or if it included children, and the acuity of their dental conditions.
KB responded that children can be added to the DAP list by an adult, and families can also register together. KB explained that the DAP was intended for individuals seeking routine dental care, not those with acute problems. KB informed that patients with acute dental issues were directed to Urgent Access Services through the 111 system. 
SS asked how individuals could get onto the DAP.  Specifically, SS inquired whether people needed to go online and apply themselves, and if there was a further need to promote DAP to those who may not have heard about it yet, ensuring they could register in the coming months.
KB explained that individuals could get DAP online. KB said if people had problems accessing the portal online, there was a link directly to the SBUHB’s primary care team. KB explained the team liaised with the individual, either talking them through the system or manually registering them. KB said this ensured that those who were not computer literate or have difficulty accessing the portal could still register through a phone call to the Primary Care Team.
The Committee: 
· Were assured by the General Dental Service Access report on the management and delivery of dental services, while also identifying areas requiring further attention and improvement.
· Agreed to alert the Board about the 1700 people on the Dental Access Portal (DAP) list;
· Agreed to alert the Board about the ongoing situation at the Prince of Wales Hospital, where dental work was done in the eye theatre, and nothing much had changed since the last alert. 

	36/25
	END OF LIFE CARE QUALITY PRIORITY PLAN

	
	The End-of-Life Care Quality Priority Plan was received. SM highlighted the following key points; 
· There was progress in place of care, with fewer people dying in hospital and more dying at home or in Ty Olwen; 
· There were struggles with digital aspects, particularly data sharing and advanced and future care planning across different care sectors;
· There were issues with lateness in recognising dying;
· A submission of a risk assessment related to the reduction in education was available around end-of-life care due to the reorganisation of nursing staff;
· The need for continued support and prompts for conversations and clinical decision-making around recognising dying;
· There were missed opportunities to promote end-of-life care and recognising dying in the last year and last days of life;
· The importance of advance and future care planning, which could significantly impact the place of death for people with life-limiting progressive diseases;
· Challenges were faced in sharing advance and future care planning between secondary and primary care due to resource limitations, such as the lack of scanners and printers close to ward areas.
SS invited questions: 
SS asked SM what the SBUHB should do to make End-of-Life Care more front and centre, given that it had been a quality priority but hadn’t fully achieved its goals. 

SM responded that she attended all the Service Groups' meetings for the Integrated Medium-Term Plan (IMPT) and emphasised that End-of-Life Care should be a cross-cutting priority across all Service Groups, not just left to individual groups to address. SM highlighted the need for the SBUHB to take a more integrated approach to ensure that End-of-Life Care was embedded in all relevant policies and business cases. SM stressed the importance of recognising dying and promoting advance and future care planning opportunities across various care settings. 

ALF acknowledged the strides made in End-of-Life Care and highlighted the figures relating to Care Homes. 
SM explained there were significant opportunities to improve End-of-Life Care planning, particularly for patients discharged to Care Homes. SM identified areas for improvement; the discharge planning from hospital to Care Homes, ensuring that medical teams provide comprehensive information about the patient's condition, treatment options, and preferences. Secondly, SM said direct enhanced Care Services in GP practices, which included annual reviews and considerations for advance and future care planning, though currently lacking robust guidelines. Lastly, SM detailed the Palliative Care Register in Primary Care, which involved regular meetings to discuss patients' needs and treatment options, but faced challenges due to time constraints and lack of information from secondary care
NM asked about the uptake of care packages for patients who choose to die at home. 

SM did not have specific details on the uptake of Care Packages for patients choosing to die at home, as that fell under a different part of the service. SM mentioned that there were challenges in lateness in recognising dying, which impacts the ability to plan and implement Care Packages in a timely manner. SM highlighted the difficulties in getting medication prescribed quickly for rapid discharge, especially when patients were identified late on a Friday, often resulting in delays until Monday.  SM also noted the reduction in discharge liaison nurses, who played a crucial role in coordinating complex care planning and discussions with care homes and district nurses. 

AH highlighted the significant progress made in end-of-life care, emphasising the achievements and ongoing efforts: hundreds of people have been trained in End-of-Life Care through the quality priority investment. AH said there was the development of the End-of-Life Care dashboard, which provided a tool to work with and monitor progress. There were presentations at the Patient Safety Congresses, learning events, and national conferences on high-quality End-of-Life Care. AH explained the operationalising strategic aims and priorities through Service Groups, focusing on changes in pathways and ways of working, the implementation of quality improvement methodologies to help Service Groups make improvements. Finally, AH said there was work being done in Primary Care through the Safe Care Collaborative and clusters in terms of advanced future care planning.

The Committee: 

· Acknowledged the progress made in End-of-Life Care but concluded that it was still a work in progress and not yet business as usual. The Committee decided that End-of-Life Care should remain a priority, and reports should continue to be submitted to the Committee. 
· Agreed to alert the Board on the ongoing efforts and improvements in end-of-life care.


	37/25


	RIGHT CARE, RIGHT PERSON

	
	The Right Care, Right Person update was received. MJ highlighted the following key points; 
· The policy was now fully implemented, with phases three and four went live on 10 March 2025;
· Phase three covered transportation between healthcare settings, and phase four involves police attendance and execution of Sections 136 and 135 and related handover;
· The Task and Finish Group was established to manage the implementation and mitigate impacts;
· The health impact assessment and the creation of comprehensive Section 135/136 policy, saw a review of 136 suite, and encouraging police to use the professional clinical helpline, single point of access manned 24/7;
· The next steps were to developa clear governance framework, automated report and analysis, named quality and safety lead in each Service Group, and financial implications were being assessed;
· There was no negative impact on patients reported yet, and ongoing engagement with police to manage incidents;
· Digital intelligence would develop an automated report and analysis, utilising data from phases one and two;
· Each Service Group would have a named Quality and Safety lead to report on data and initiate further audits;
· The financial impact was still being assessed, particularly around transport and staffing for extended periods if police were called away;
· Police were currently prepared to stay at the facility for a maximum of one hour;
· Regular monthly reports go to the Senior Management Team and this would continue.
SS invited questions: 
SS asked MJ about whether there had been any live examples where the police had not performed their usual duties, such as transporting individuals or using restraints, since the implementation of the Right Care, Right Person policy (RCRP). SS was seeking clarification on whether the mitigation efforts had been effective and if there had been any incidents where the police did not act as expected. 

MJ responded, no. 
JD asked if there had been any negative impact on any patient. 
MJ confirmed  there had been no reported negative impacts on any patients following the implementation of the RCRP. MJ informed situation was being closely monitored, and ongoing engagement with the police was in place to manage any incidents that may arise.
AH highlighted that the Quality and Safety Group determined they were not the appropriate group to provide assurance on the governance process related to the RCRP. AH said the Quality and Safety Group were working outside the current structure to integrate this governance into existing meetings, ensuring thematic learning was shared across service groups and can be escalated when necessary.
RE question had two main points, firstly the police can bring in individuals they assume are experiencing a mental health crisis, but they could not make a formal diagnosis. RE said it was only after these individuals were seen by professionals that a correct diagnosis could be made. RE inquired about whether there was any evidence of incidents that have caused patient harm and if there was a formal mechanism to provide immediate feedback to the police in such cases. Additionally, RE asked if there was a process to capture information within the Service Group for feedback on less acute, more minor incidents that still impact the service.
MJ confirmed that apart from the Mental Health Officers, there were operational leads with the Superintendent responsible for the delivery of the RCRP policy. MJ said the Superintendent had attended the Task and Finish Group meetings, and the SBUHB also attended police meetings. MJ said this ensured a formal mechanism for feedback and coordination between the SBUHB and the police.

The Committee:
· Were assured by the implementation of the Right Care Right Person (RCRP);
· Agreed to alert the Board of the potential risk due to uncertain outcomes, while noting that mitigation measures and police support may resolve the issues.

	38/25
	MBRRACE-UK: MOTHERS AND BABIES: REDUCING RISK THROUGH AUDITS AND CONFIDENTIAL ENQUIRUES ACROSS THE UK 2023

	
	The MBRRACE-UK: Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across the UK 2023 Report was received. KG highlighted the following key points; 
· Neonatal Mortality Rate: Reported at 2.10 per thousand births, indicating more than 5% higher than the average for similar Trusts and Health Boards;
· Stillbirth Rate: Stabilised adjusted stillbirth rate for SBUHB was 3.73 per thousand total births, around average for similar Trusts and Health Boards within the UK;
· Extended Perinatal Mortality Rate: Reported as 5.87 per thousand, also more than 5% higher than average for similar Trusts and Health Boards;
· Impact of Denominator: The birth rate in SBUHB dropped by nearly 50% after the separation of Princess of Wales from Abertawe Bro Morgannwg in 2019, affecting the adjusted mortality rates;
· Wide confidence intervals suggest that the sample did not provide a precise representation of the population mean, indicating variability in annual mortality rates;
· Qualitative Reviews: Emphasised the importance of qualitative analysis through peer-led mortality reviews to identify preventable deaths and associated learning;
· Learning and Actions: Implementation of focused training on Cardiotocography (CTG) interpretation, computerised antenatal CTG systems, and improvements in bereavement care;
· Post-Mortem Delays: Addressed delays in post-mortem reports, with improvements in turnaround times from 12 months to around four months.
SS invited questions: 
JD raised a concern about the emotional impact of stillbirths on both parents and staff and queried the support provided 
KG responded by explaining the support systems in place. KG explained there was a bereavement specialist midwife who provided peer support to families, helping them navigate the complexities of organising funerals, follow-up appointments, and understanding the cause of the stillbirth. KG said they also work with third-sector organisations specialising in bereavement care. KG informed that staff received annual training on handling stillbirths, and they had access to the Trauma Risk Management (TRiM) services for emotional support. KG emphasised that providing care to families during such times was a source of pride for midwives, despite the emotional challenges.
ALF asked about the uptake of CTG training among medics and midwives and whether it had improved, especially with the digitised system. 
KG responded that both medics and midwives trained together on CTG interpretation to ensure a unified understanding and approach. KG said that this joint training helped them understand each other's roles and limitations, improving overall care. KG explained the compliance with CTG training was monitored for both groups, ensuring that all staff attend the necessary training sessions. KG informed that the implementation of the computerised antenatal CTG system was expected to further support clinicians in interpreting complex cases. KG said the training for this system was already in place, and the teams were ready to use it once the software was installed.
ALF asked about the steps needed to reduce the risk rating of 20 and the expected timeline for this. 
KG responded that the primary action required to reduce the risk rating was the implementation of the computerised antenatal CTG system. KG said that this system would assist clinicians in interpreting complex CTG cases more accurately. KG explained the business case for the software had been submitted, and they were awaiting approval for the funding. KG informed once the funding was secured, the software would be installed on the existing machines and the risk rating should reduce.. 
The training for the computerised CTG system had already been completed, the teams were ready to use the system as soon as it was installed.
ALF asked why post mortems on babies took four months, despite the improvement from a year. 
KG responded that the foetal pathology services were centralised at Cardiff and Vale, and all health boards in Wales send their cases there. KG said the delay was primarily due to resource constraints in the pathology services. KG stated although a new foetal pathologist had returned to Wales, the service was still insufficient to meet the demand promptly. KG said the Heads of Midwifery Advisory Group continued to pursue improvements in turnaround times through Welsh Government.
SS asked about the CTG package, specifically whether it involved ten machines or ten bits of software and the cost. 
KG responded that the CTG package involved 10 bits of software, and the cost for the software was just upwards of £15,000.
The Committee: 
· Were assured by the MBRRACE-UK: Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries across the UK 2023 report;
· Agreed to alert the Board of the requirement for the minor investment in the CTG package during the upcoming Board Meeting.  

	39/25
	MATERNITY GOLD

	
	The Maternity Gold update was received. RK highlighted the following key points;
· There had been significant progress made by the service group in closing down open incidents. Initially, there were 230 open incidents, which had now been reduced to 80;
· There  were around 130 new incidents reported monthly on a regular basis ;
·  The service group had also focused on team improvements and learning from the MBRRACE Report;
· The Health Board risk score had decreased from 16 to 12.

SS invited questions:
NM inquired about the overdue incidents, specifically the 60 for maternity and four for neonatal. 
RK explained that the majority of those incidents were from August 2024, with some being more complex and subject to legal proceedings, which caused delays. 
SB added that many of the overdue incidents were related to mortality reviews, which took longer due to the need for comprehensive reviews and peer evaluations.

The Committee:

· Were assured by Maternity Gold update.

	40/25
	INFECTION PREVENTION & CONTROL

	
	The Infection Prevention & Control quarterly update was received. DD highlighted the following key points;
· SBUHB still had the highest incidence of C. difficile and Klebsiella in Wales;
· The number of periods of increased incidence associated with wards (two cases in a 28-day period) had increased in quarter three, along with the number of patients involved and linked transmission events;
· Despite transmission events not accounting for the overall increase in numbers, they remained a concern;
· Significant work was done at Morriston Hospital over the last year, including a deep clean and Hydrogen Peroxide Vapor (HPV) cleaning of 34 wards, involving more than 850 beds;
· The winter season was particularly challenging due to a significant increase in flu cases, more than double the previous winter. Universal mask-wearing was introduced and only stepped down once the number of cases returned to an acceptable level.

SS invited questions:

SS raised concerns about visitor behaviour and its potential impact on Infection Prevention and Control (IP&C) at Morriston Hospital. SS noted that visitors often do not follow the same hygiene protocols as staff, such as removing jackets, watches, and washing hands frequently. SS observed that visitors sometimes sit on patients' beds due to a lack of seating, which could contribute to infection risks.
DD responded by acknowledging that while visitors are encouraged to wash their hands, the strict protocols followed by staff may not be practical for visitors. DD mentioned that public-facing messages and social media campaigns highlighted the importance of hand washing, especially during periods of increased respiratory viruses like flu and COVID-19. However, DD indicated that visitors are not the primary contributors to the overall infection rates, except possibly for respiratory viruses.

The Committee:

· Agreed to alert the Board that SBUHB continued to have the highest incidence of C. difficile in the country, and it was important to keep this issue in the spotlight.

	41/25
	EXTERNAL INSPECTIONS REPORT 

	
	The External Inspections Report was received. The report was taken as read and noted. 


	42/25
	HEALTH BOARD RISK REGISTER 

	
	The Health Board Risk Register was received. The report was taken as read and noted. 


	43/25
	FOR NOTING  

	
	The Committee received the following for noting;

· Joint Commissioning Committee Quality Safety and Outcomes Sub-Committee highlight report;
· Quality and Safety Performance report;
· The executive summary of the Quality and Safety of Patient Services Group.    

	44/25
	ITEMS TO REFER TO OTHER COMMITTEES

	
	There were no items to refer to other Committees. 

	45/20
	COMMITTEE EFFECTIVENESS 

	
	SS suggested discussing the Committee's effectiveness in more detail during the away day next month or the month after, where it would be reassessed. 

	46/25
	ANY OTHER BUSINESS

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

	47/25
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Thursday, 15 May 2025.



Page 3 of 3

image1.jpg
$5>

¥

/
0

g_
&20

=
>
-
m
A

Bwrdd lechyd Prifysgol
Bae Abertawe

Swansea Bay University
Health Board




