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Swansea Bay University Health Board
CONFIRMED
 Minutes of the Quality and Safety Committee 
held on 8 January 2026 9:30am
via Microsoft Teams

	Present:

	Jean Church 
	(JC)
	Chair 

	Anne Louise Ferguson
	(ALF)
	Independent Member 

	David Martin Lloyd
	(DML)
	Independent Member

	Nicola Matthews
	(NM)
	Independent Member 

	Steve Spill 
	(SS)
	Independent Member

	In Attendance:

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

	Darren Griffiths
	(DG)
	Executive Director of Finance and Performance (For items 11/26)

	Raj Krishnan
	(RK)
	Deputy Executive Medical Director (For Items 08/26) 

	Deb Lewis 
	(DL)
	Chief Operating Officer (For Items 10/26)

	Mark Parsons
	(MP)
	Assistant Director of Capital Planning

	Kevin Randall 
	(KR)
	Consultant Nurse

	Elizabeth Rix 
	(ER)
	Executive Director of Nursing and Patient Experience (For Items 06/26, 07/26, 12/26, 13/26)

	Tina Ricketts
	(TR)
	Director of Workforce & OD

	Hayley Taylor
	(HT)
	Lead Nurse for Community Cardiology (For items 09/26)

	Neil Thomas 
	(NT)
	Assistant Head of Risk and Assurance

	Apologies:

	Alison Clarke 
	(AC)
	Deputy Director of Therapies and Health Science 

	Marie Davies 
	(MD)
	Executive Director of Planning and Partnerships

	Richard Evans
	(RE)
	Executive Medical Director 

	Hazel Lloyd
	(HL)
	Director of Corporate Governance

	Christine Morell
	
	Director of Therapies and Health Science 




	Minute No.
	

	01/26
	WELCOME AND APOLOGIES 

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

	02/26
	DECLARATIONS OF INTEREST

	    
	There were no declarations of interest.  

	03/26
	MATTERS ARISING

	
	There were no matters arising. 

	04/26
	MINUTES OF THE PREVIOUS MEETING

	
	The November 2025 minutes were received and approved. 

	05/26
	COMMITTEE LOG

	
	The Committee Log was reviewed and noted.
JC highlighted three key actions: RE to prepare for the January Board, the highlight report for Primary, Community and Therapies scheduled for February, and the Tackling Diabetes Together initiative also due in February.

	06/26
	QUALITY AND SAFETY GROUP REPORT

	
	ER presented the Quality and Safety Group Executive Summary highlighting the following:
· The All-Wales Nursing Care Record was currently being restructured and was scheduled to go live in Maternity services in March 2026;
· There have been no Never Events reported since the last update;
· The Joint Safety Group for Wales Ambulance Service has agreed and signed off updated operating procedures.
· A patient story had been received and noted for awareness;
· An update was provided on the Controlled Drugs Annual Report, including compliance and monitoring arrangements;
· Medicines Management processes had been reviewed and updates shared;
· Ligature Risk Assessments had been carried out, and findings were discussed as part of ongoing safety measures;
· The meetings occur monthly and cover a wide range of quality and safety issues across service groups.
SS raised a concern regarding ligature risk assessments, highlighting the distinction between assessing the risk and implementing actions to mitigate it. SS queried whether assurance could be provided that necessary work was being completed following assessments, particularly given delays previously experienced in mental health settings.
ER responded that significant work had been undertaken, with some actions still pending. ER advised that discussions had taken place with Michelle Forkings, Nurse Director of Mental Health and Learning Disabilities, and preparations were underway to present updates through the Quality and Safety Group.
NM asked a question regarding the November dashboard; NM highlighted that end-of-life care had been removed from the registered nurse induction programme and queried whether this change was having an impact, given the previous focus on end-of-life care. Secondly, NM raised concerns about infection control, referencing high incidences of C. diff and asked whether the Infection Control Review Panel was still operating and how its work feeds into this Committee.
ER responded that end-of-life care training remained available and was monitored, but it had been removed from the structured induction programme due to prioritisation of other mandatory elements. ER confirmed that training continued as part of an ongoing programme.
RK confirmed that the Infection Prevention and Control (IPNC) Committee was still active and reported to the Quality and Safety Group. RK highlighted that C. diff figures had improved compared to previous years and across Wales. RK offered to arrange a link between the IPNC Committee and this Committee if required.
NM suggested that, given the number of new members on the Committee, it would be beneficial to arrange a visit to the IPNC review panel. The purpose of the visit would be to allow members to observe the panel’s processes firsthand, gain insight into infection control practices, and strengthen understanding of how these reviews feed into governance and assurance. 
ACTION: RK / AC
JC reviewed the appendices, highlighting RK’s summary of anticipated November reporting and seeking assurance on new reporting arrangements for service groups. JC also requested clarification on representation for the Controlled Drugs annual report and raised concern over delays in closing audit recommendations from 2022.
ALF highlighted wider concerns about equipment functionality across the hospital, referencing issues such as Cardiotocography (CTG) monitors and formalin management in theatres. ALF stressed that equipment failures could have serious implications, including health and safety risks for staff exposed to formalin fumes, and questioned whether these issues were being addressed consistently across all areas.
ER acknowledged the concern and confirmed she would need to review the matter in detail. ER highlighted the appointment of a new Head of Health and Safety and existing regimes for equipment checks but committed to investigating the specific issue and reporting back before the next committee meeting.
The Committee:
· Agreed to advise the Board on the necessity of instigating a further internal audit in the last quarter to review equipment availability and functionality, ensuring staff have the resources required to deliver safe and effective care. 
· Agreed to advise the Board that resources had not yet been identified to support Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) activity, which required urgent attention.
· Agreed to advise the Board of the reopening of the Caswell Clinic, ensuring the Board was aware of this development and its implications for service provision.
· Acknowledged the Quality and Safety Group Executive Summary, the report provided useful information; the Committee identified areas needing improvement.

	07/26
	PERINATAL COMMITTEE REPORT

	
	ER presented the Perinatal Committee report highlighting the following:
· The report provided ongoing metrics for Maternity and Neonatal Services to support benchmarking and assurance;
· There was currently no Wales national dashboard; it remained in development, and reporting was not mandated at Board level;
· Governance arrangements had changed to include the Perinatal Committee, with a focus on incorporating “business as usual” metrics similar to A&E and planned care;
· Once finalised, the report would be submitted to the Board on a regular basis, ensuring visibility of maternity and neonatal metrics at every Board meeting;
· The January Board meeting would also include the Perinatal Improvement Programme report, which was separate but aligned with the metrics in this report.

NM queried whether the single point of access for maternity triage remained on track for implementation in March 2026.
KG Confirmed that this was flagged as an alert in the report. Delays remained in approving the business case, which was required before recruitment of midwifery and medical staff can proceed. KG informed that recruitment was essential to deliver a 24-hour single point of access. Clinical triage arrangements had been in place since November 2024 and were performing well. Women presenting via emergency services were being reviewed within required timelines, and escalation processes were effective.
ER advised that the business case had been reviewed and required investment. It would be considered by Performance and Finance this month. ER said there was a risk that a fully functioning 24/7 service would not be delivered from April, but mitigations were outlined in the report. Work was ongoing to provide a single contact number for women, which was achievable, but clinical support behind the number remained the challenge.
ALF highlighted the positive metrics and queried whether the significant reduction in Hypoxic-Ischaemic Encephalopathy (HIE) rates indicated that current interventions were working. Secondly, ALF asked whether staff engagement had improved, noting it was not explicitly referenced.
KG confirmed this interpretation, stating that the data reflected an improving picture with a 45% decrease in HIE rates due to enhanced education, training, and timely escalation of concerns. KG confirmed that staff engagement was progressing well, explaining that a unified perinatal engagement and well-being plan had been developed, incorporating feedback from staff conversations and action plans to ensure retention and morale.
SS requested clarity on underlying causes for all seven flagged areas. SS raised concern regarding the chart on obstetric incidents (page 11), highlighting the largest categories as “inappropriate clinical environment” and “neonate” and requested further explanation.
KG acknowledged that the charts were difficult to interpret and explained that maternal incidents included postpartum hemorrhage, third- and fourth-degree tears, and other trigger events. KG informed that neonatal incidents mainly involved unexpected admissions to the neonatal unit, particularly term babies admitted for respiratory distress. Approximately 70% of these admissions were linked to planned caesarean births. The Astra programme aimed to reduce mother–baby separation. KG said large figures reflected mandatory reporting requirements and do not necessarily indicate harm or poor outcomes.
ER agreed to amend the report to provide clearer explanations of incidents. ER confirmed that some events were mandated for reporting and do not always indicate harm.
JC highlighted interesting trends in planned versus emergency Caesarean section rates and highlighted the breach of time for review (6.9% incidents reported on page 8), asking for more detail on when these breaches would be addressed. JC congratulated the Singleton team on one year of Birmingham Symptom-specific Obstetric Triage System (BSOTS) implementation, highlighting that 5,955 women had attended for review, which JC described as phenomenal. JC also raised concern that clinical coding changes (page 8, section 3.4) remained incomplete and requested an anticipated timeline for completion. JC highlighted that the perinatal incident reporting backlog had reduced to three months except for complex cases and asked for more explicit detail rather than vague terms such as “some” or “few”. Finally, JC queried the feasibility of presenting outcome analysis of the April trial (section 3.12 – avoiding term admission into neonatal services) to the Quality and Safety Committee in June.
ER confirmed that outcomes from the April trial would go through the Perinatal Committee and subsequently be reported to the Quality and Safety Committee.
The Committee: 
· Agreed to assure the Board that the Perinatal Service Board report provided a comprehensive and robust overview of current performance and quality standards. The report demonstrated that the service was functioning effectively, with no elements of care identified as negative outliers. This reflected strong governance, adherence to clinical standards, and ongoing commitment to patient safety and improvement.
· Agreed to alert the Board to the maternity triage issue highlighted within the report. While overall performance was positive, the triage process required continued attention to ensure timely assessment and prioritisation of women presenting with unscheduled pregnancy-related concerns.
· Were assured by the Perinatal Committee report.

	08/26
	MENTAL HEALTH TRANSFORMATION PROGRAMME

	
	RK presented the Mental Health Transformation Programme report highlighting the following:
· The paper builds on the initial report presented to the committee in November 2025 and was submitted for assurance and acknowledgement;
· The paper outlined priority areas and defined expected delivery dates between February and May of this year;
· A consultant workshop was held with good engagement, focusing on agreeing approaches to patient safety;
· Priority areas include: Identification of risks in maintaining patient safety and patient experience and consideration of external reviews as part of the improvement process;
· The work was ongoing, with regular meetings scheduled: Driver Group meeting on 8 January 2026 and the Transformation Board meeting next week.
NM queried the position in relation to Priority 8 (Serious Incidents). NM highlighted that while some incidents had met the 120‑day target, she sought clarification on how learning from these reviews was being tracked.
RK responded that the matter had been brought to the Committee because the issues identified required oversight. Learning from incidents would be received from the Service Group and reported into both the Quality and Safety Group and this Committee. RK confirmed that learning was being disseminated within the Service Group and monitored accordingly. RK emphasised that the purpose of the workstream was to strengthen processes for quality and safety, rather than focus on isolated issues, but this item had been identified as requiring monitoring. Learning would also feed into the wider quality and safety structure once the Mental Health Team presented their updates.
ALF raised concerns regarding estates safety, highlighting that although the report was high‑level, the issues clearly aligned to Priority 4 (patient safety and experience). She emphasised the significant financial constraints facing the Health Board and questioned how essential estates work could realistically progress under current limitations. ALF suggested that the scale and complexity of the estates challenge may warrant consideration as an additional priority.
RK acknowledged the concerns and confirmed that they would be escalated to the driver group. RK explained that estates matters were managed within a separate workstream, but the associated safety and experience risks are well recognised. RK highlighted that estates issues would be overseen within the wider programme led by DL.
DL reported that the newly‑established overarching Mental Health Programme Board would meet the following week, bringing all estates‑related workstreams together. While immediate actions were underway, DL advised that the longer‑term estates strategy remained uncertain due to numerous dependencies. DL confirmed that the formalised Programme Board structure would ensure co-ordinated oversight, improved cohesion and clearer reporting arrangements.
SS asked whether, given the report and impending new incident‑reporting requirements, the Health Board currently lacked the resources needed to meet these obligations. He noted that any additional capacity would carry financial impact and queried whether a plan existed to address this.
RK confirmed that the financial implications were substantial and reiterated that the issue would be taken forward to the Driver Group and Programme Board. RK emphasised his responsibility as workstream lead to ensure this risk was explicitly highlighted to the Committee.
JC sought clarification on the reference in the Quality and Safety metrics to “Dialogue Plus”. JC explained that while the report referred to work underway, it was unclear what that work involved. JC queried whether the approach could disadvantage individuals with learning disabilities, those whose first language was not English, or those from diverse communities, particularly given issues raised through previous perinatal work. JC asked whether such considerations were factored into the design of associated proformas.
RK confirmed that Dialogue Plus and associated tools were not newly developed locally but had been tried and tested within NHS England. As such, learning from existing implementation was already known, and demographic considerations would be fully taken into account when exploring adoption within Mental Health Services.
ER provided an update on the “Listening to People” implementation. ER confirmed that the programme would be introduced from 1 April and that preparatory work was being undertaken through a dedicated meeting chaired by her, involving all Service Groups. ER explained that the organisation had significant resource committed to concerns and investigations, but this was not currently being used efficiently. The review would therefore look at redesigning processes across all Service Groups, not just Mental Health. ER further explained that an implementation plan would be brought forward in conjunction with work on concerns and backlog reduction. A task group had been established, redeploying clinical staff to support Services in reducing the backlog of concerns to zero by the end of March, as previously assured at the Public Accountability Meeting. ER confirmed that Listening to People would be implemented thereafter without additional expenditure, with existing resource being used differently.
The Committee: 
· Agreed to advise Board that all Quality and Safety priority areas now have clearly defined actions and timelines, demonstrating strengthened governance and improved oversight of delivery.
· Agreed to alert the Board regarding the 94 open serious incidents, including 47 cases breaching the 120‑day investigation target and an average of 12 new incidents arising each month. This level of backlog and delay continues to present a material risk to the organisation. The Committee agreed that the Board must be made aware of this position and should receive an update on the work being led by Elizabeth Rix to restructure staffing and processes in order to improve the timeliness and quality of serious incident investigations.
· Acknowledged the Mental Health Transformation Programme report. The Committee were not fully assured.

	09/26
	 PATIENT STORY: PRIMARY CARE AND COMMUNITY SERVICES

	
	HT presented the Patient Story: Primary Care and Community Services  highlighting the following:
A quality improvement project focused on early recognition of heart failure in the community was presented. HT highlighted that heart failure prevalence in Wales (2–3%) was higher than the average in England (1.8%), and that the condition accounted for 5% of acute admissions, £100 million in annual costs, and had a poorer five‑year survival rate than many common cancers. HT said that 80% of diagnoses occured after hospital admission, despite 40% of patients having prior symptoms, indicating a significant unmet need.
As part of the British Society of Heart Failure’s national campaign, HT led a project within Swansea Bay University Health Board (SBUHB), one of five UK pilot sites to improve early detection. Working with district nurses, HT identified gaps in knowledge around chronic oedema and “wet legs.” HT developed and delivered an education programme using recognised Quality Improvement methodologies (including fishbone analysis, Pareto charts and PDSA cycles). Outcomes demonstrated:
· 78% increase in staff recognition of heart failure symptoms;
· NT Pro‑BNP awareness increasing from 19% to 90%;
· 24% increase in NT Pro‑BNP testing, with 50% of tests positive and 38% requiring urgent referral;
· 100% positive staff feedback.
The project had directly influenced change to the All-Wales Wet Leg Pathway, ensuring heart failure was now considered earlier in the assessment process.
HT also shared a patient case study involving an 87‑year‑old gentleman with chronic oedema who had received 31 district nurse visits without improvement. Following application of the new pathway and NT Pro‑BNP testing, he was rapidly diagnosed with heart failure, reviewed by the rapid diagnostic clinic and heart failure service, and experienced significant clinical improvement. Benefits included:
· Removal from District Nursing caseload;
· 7kg fluid loss;
· Reduced insulin requirements;
· Regained independence; no further falls;
· No hospital admissions;
· Estimated £7,000 cost saving;
· Reduced environmental footprint due to termination of dressing use.
Key learning emphasised effective interdisciplinary collaboration, improved staff confidence, enhanced patient outcomes, and reduced carbon impact. The programme had gained national and international recognition, including being a finalist in the NHS Wales Effective Care Awards and shared internationally to an audience representing 36 countries.

The Committee viewed a staff story video introduced by HT, featuring district nursing team members who described how the heart failure quality improvement project had transformed their clinical practice. In the video, nurses explained that the education provided through the project had significantly improved their confidence in recognising early signs of heart failure in patients presenting with chronic oedema or “wet legs,” enabling earlier NT‑proBNP testing, faster diagnosis, and more effective intervention. They highlighted the benefits of strengthened collaboration between District Nursing, Heart Failure, and Lymphoedema services, highlighting reductions in unnecessary dressings, repeat visits, hospital admissions, and overall workload. Staff reflected on how the project had empowered them to focus on underlying causes rather than symptoms, improved patient outcomes and independence, and contributed to reducing waste and the service’s carbon footprint.

SS commended HT on her presentation, stating that the work demonstrated exactly what the Health Board should be doing to support patients in the community and reduce unnecessary acute attendances. SS highlighted the significant contribution of District Nursing teams, describing them as “unsung heroes,” and highlighted their ability to identify issues at the point they arise. SS asked HT to pass congratulations on to the wider team.
HT emphasised the value of collaborative working between services and reiterated that early identification of heart failure symptoms can prevent avoidable admissions and improve patient outcomes. HT confirmed that work was ongoing to roll out the education programme across all district nursing clusters and other community services, despite workforce constraints.
ER also congratulated HT recognising both the quality of the project and the personal development demonstrated. ER highlighted that adopting robust improvement methodologies had strengthened efficiency and patient outcomes, and highlighted the wider potential to embed this learning across the Health Board.
JC thanked HT for her contribution, acknowledging the holistic approach taken and the positive recognition the project has received. HT requested that future presentations include in‑person representation from staff involved in the work.

	10/25
	GOVERNANCE STRUCTURE: covering the oversight and risk assessment process for Your Next Patient, Bed closure and Clinically Optimised Patients reduction plan

	
	DL provided a verbal update on the Governance Structure covering the oversight and risk assessment process for Your Next Patient, Bed closure and Clinically Optimised Patients reduction plan report highlighting the following:
· It was confirmed that the paper was being drafted and could be submitted either for the next Committee or shared outside the meeting, as needed;
· An overview of the “Your Next Patient” (YNP) process was provided, explaining: It was approved by Board and developed from earlier continuous flow work, refined using experience from Portsmouth. The model was used only due to current capacity pressures, as it created temporary additional spaces on wards to decongest ED and acute medical units;
· It was confirmed there was an approved Standard Operating Procedure, and all spaces used undergo risk assessment;
· It was reported that the Fire Service had reviewed the arrangements, issuing an “amber” position, recognising mitigation but unable to declare it fully safe due to inherent risk;
· The need for more consistent implementation was highlighted, as some patients remained in “Your Next Patient” spaces longer than intended;
· The variation between hospital sites due to estate configuration, with Morriston carrying more YNP spaces than Neath was highlighted;
· It was confirmed that work continued with ward teams, nursing leadership and operational staff to ensure appropriate use of YNP spaces, effective patient rotation, and full adherence to the Standard Operating Procedure (SOP).
DML queried whether fire doors continued to be blocked following previous Fire Service assessments. DML reported anecdotal concerns that patients on trolleys were again being placed in front of fire exits once inspections had concluded.
MP clarified that oxygen and other bed‑head services were not installed in YNP spaces, reinforcing that these areas are temporary and not equivalent to standard bed spaces. DML further asked whether ward staff, not only senior leads, were involved in developing and reviewing risk assessments, emphasising the importance of including those directly managing patients.
ER confirmed that initial risk assessments had not involved all necessary staff. ER advised that, going forward, ward leaders, matrons and the nurse in charge would be fully involved in assessing YNP spaces and dynamically assessing each patient placed there, ensuring clinical appropriateness.
DL reiterated that patients placed in YNP spaces belong to the receiving ward (e.g., gastroenterology rather than ED). DL highlighted that this approach promotes accountability for patient flow and supports timely discharge. It highlighted that retaining patients who were ready for discharge could reduce the incentive to create space for new admissions. DL affirmed that engagement with ward teams and continued risk assessment remained essential.
JC highlighted her disappointment that the report was not available. JC reminded the Committee that she was required to provide the Board in January with assurance on:
· The level of risk the Board was prepared to tolerate; and
· The effectiveness of the risk assessment process.
JC stated that she was not currently assured that the risk assessment process was being enacted as intended, nor that appropriate attendance at risk assessment meetings was in place. JC highlighted her responsibility to update the Board on wider hospital bed complement issues, including delayed discharges and the proposal to transfer 30–50 beds to Singleton with a corresponding reduction at Morriston. JC emphasised that she did not yet have sufficient visibility or assurance over the governance and risk assessment arrangements relating to these changes.
DL confirmed that the planned transfer of 30 clinically optimised patients from Morriston to Singleton was completed as scheduled this week, enabling progress toward reducing surge capacity. A business continuity incident temporarily delayed surge bed closures, but recovery was now underway. Clinically optimised patient numbers rose over Christmas but were now improving. Neath Port Talbot was flowing well, though further work was required with Swansea Local Authority to address delays. DL reaffirmed the target to reduce clinically optimised patients to 100 by the end of March and advised that an updated position would be reported ahead of Board.
JC requested that the newly available report be circulated to Committee members as soon as possible to allow sufficient time for review. JC advised that this would enable her, on behalf of the Committee, to provide the Board with the required assurance on the level of risk the organisation was prepared to tolerate and whether this was considered acceptable.
ACTION: DL
The Committee:
· Agreed to alert the Board to the unresolved risks and the need for clearer evidence that risk assessments and safeguards were being consistently applied. 

	11/26


	HEALTH AND SAFETY DEEP DIVE 

	
	DG presented the Health and Safety Deep Dive including; Estates and Capital report highlighting the following:
· The report format had been updated to provide greater analysis and long‑term trend information; feedback from the Committee was welcomed;
· Control of Substances Hazardous to Health (COSHH) issues highlighted, including ongoing work with theatres on formalin use; short‑term mitigations were in place, but a permanent solution was required;
· Further work was needed to improve respiratory protection compliance;
· Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) trends reported: 44 incidents in 2023/24, 28 in 2024/25, and 19 to date in 2025/26; benchmarking suggested performance was favourable, though reporting quality remained a key factor;
· New 30‑minute RIDDOR training sessions have been rolled out, with 479 staff trained so far;
· Increased data and trend analysis was now available on sharps, fire safety, training compliance, and violence and aggression, with Mental Health & Learning Disabilities showing expected higher levels of incidents;
· Work was ongoing to ensure the Health & Safety Team focuses on highest‑risk areas while maintaining oversight across the wider Health Board;
· A new real‑time Health & Safety dashboard (incidents and training performance) was nearing completion to support operational accountability;
· Workforce pressures in the Health & Safety Team were being addressed; recruitment of a new Head of Health & Safety was complete, enabling quicker progress on the workforce plan;
· A follow‑up workforce report would be brought back to the Committee shortly.
ALF queried how respirator numbers had reduced significantly without escalation and sought clarity on the system for reporting damaged or non‑functional equipment, including wider ward‑level audit governance.
MP acknowledged the situation as unacceptable and confirmed that a full audit had revealed multiple faulty devices. MP explained that limited staffing capacity restricts routine checks and highlighted that additional resource would strengthen equipment monitoring.
ER emphasised that ward staff should routinely report faulty items and that this expectation must be reinforced, with improved oversight embedded into standard practice.
ALF expressed concern that not all sharps injuries were being entered onto Datix, referencing historical cases where unreported incidents later resulted in claims.
MP confirmed that under‑reporting remained an issue and advised that work was underway to strengthen links between sickness reporting and incident records to ensure unreported injuries were identified and recorded. MP highlighted this was part of wider improvement work across Wales.
ALF raised concerns about increased violence and aggression in the Minor Injuries Unit (MIU), especially in later hours, and highlighted risks associated with prisoners attending from HMP Parc. ALF asked what protective measures, such as CCTV or security presence, were being implemented.
DL confirmed that prisoners should not attend MIU and would now be redirected to Princess of Wales Hospital or Morriston ED. DL advised that extending body‑worn cameras to MIU was feasible and that lockdown capability requires urgent attention.
MP added that CCTV coverage and training requirements were being reviewed within the wider organisational violence and aggression workstream.
DML wished to highlight the importance of linking Violence and Aggression (V&A) training with Lauren Alexander, Strategic Lead – Physical Interventions Training. DML advised that the service‑based training Lauren oversees would be a valuable resource for organisational training improvements.
MP confirmed he had worked closely with Lauren for several years and referenced this collaboration within the report. MP advised that he was also working with Jonathan Webb (Legal & Risk) on a national programme to modernise the outdated V&A Passport Scheme. MP emphasised the need to develop training that was appropriate for acute and primary care settings, reflecting differing patient cohorts and local service risks. MP further explained that Health Boards across Wales were contributing to this national review and were identifying service‑specific training needs—for example, following a recent incident on Gower Ward. The programme aimed to generate a renewed, standardised passport scheme suitable for all health sectors. MP confirmed that Lauren had been seconded for one day per week to support this work and expressed hope that more positive updates will follow in the coming months.

The committee:
· Agreed to alert the Board to the serious failures identified in respiratory protective equipment (RPE), where only 4 of 13 powered respirators were found to be functional. It was confirmed that routine checks had not been carried out due to limited health and safety staffing and broader weaknesses in day‑to‑day equipment governance and reporting processes that should have identified these issues much earlier. The Board will therefore need to be alerted both to the immediate safety risks arising from non‑functional RPE and to the underlying systemic gaps in monitoring and oversight that allowed the problem to develop.
· Agreed to alert the Board of the risks associated with limited Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) training capacity, as highlighted in the Health and Safety Deep Dive.

	12/26
	INCOMING REFERRALS

	
	ER gave a verbal update on Performance and Finance Committee to the Quality and Safety Committee: The decline in 30-day complaint turnaround performance, The escalation process for poor Friends and Family feedback.
· It was reported that the backlog of patient concerns remained a significant issue, and current approaches were not making sufficient progress;
· It was confirmed that a task force had been established, drawing on corporate nursing and other non‑clinical resources, to accelerate backlog reduction;
· There was advise that a structured plan was in place through January and Quarter 4 to reduce the concerns backlog to zero, highlighting that most cases were low‑level grade‑1 concerns and many patients had already been treated;
· It was explained that concerns were now being centralised and shared across corporate nursing and the Quality & Safety Team to support service groups more effectively;
· Serious and complex concerns were being actively tracked, with clear visibility of their status.
· The meeting with service groups that took place every two weeks had not delivered the required progress, and additional resource was essential to clear the backlog;
· It was emphasised that resolving the backlog would allow teams to refocus on proactive listening and patient‑centred engagement, which was a more effective and appropriate long‑term approach.
ER gave a verbal update on Audit Committee to the Quality and Safety Committee: The finding regarding the lack of clinical engagement in the Theatre Quality and Safety Standards framework, together with the associated quality and safety concern of eight never events over two years has been deferred to the February Quality and Safety Committee meeting. 
· A dedicated service group safety forum had been established, chaired jointly by the Service Group Nurse Director and Medical Director, to lead clinical engagement and oversee the action plan.
· It was recommended that the Committee request an update from this group to understand current progress on clinical engagement and the implementation of agreed safety actions.
KR presented the Workforce and OD Committee to the Quality and Safety Committee: Minor Injuries Unit (MIU) report on staff feeling unsafe, security and overall patient safety to the Quality and Safety Committee for oversight and follow-up on patient safety concerns, highlighting the following: 
· The issue arose from a staff story shared at Workforce & OD Committee, highlighting low staffing levels late in the evening when MIU experiences increased presentations linked to intoxication and violence/aggression;
· Evening periods were a recognised hotspot for risk, and current controls were insufficient despite 98% compliance with mandatory online V&A Module A training;
· Several environmental safety gaps were identified, including: 
· Inadequate CCTV coverage
· Inability to lock down the unit in an emergency
· Multiple uncontrolled access points, including through Radiology
· A previous incident demonstrated the inability to secure the unit during high‑risk situations;
· Healthcare Inspectorate Wales (HIW) Action 8 (from the May unannounced inspection) required improved MIU security, with an update due to HIW this week;
· Violence and aggression incidents were increasing, creating a foreseeable risk to staff.
JC expressed significant concern regarding the issues raised in KR’s report, highlighting that the content was deeply troubling both in this meeting and previously at Workforce & OD. JC advised that the matters identified would require escalation to the Board and invited further comment.
SS supported JC’s concerns and stressed the need for a professional, security‑led assessment of the risks within the MIU. SS emphasised the importance of reviewing the Health Board’s relationship with the police, highlighting that police disengagement poses risks when staff face violence, racial abuse or threats, all of which were criminal matters requiring police presence. SS also queried the description of MIU as a “hybrid unit,” asking for clarification on who had categorised it as such.
KR confirmed that this description came from HIW inspectors and that activity data supports an increasing level of major‑type cases presenting to MIU.
DL clarified that she had intervened to prevent messages being circulated that might redirect patients away from ED toward MIU, as this could create unsafe patient behaviour and increased risk. DL emphasised that all departments should have the ability to lock down in an emergency, and she would work with MP to address the security concerns raised.
DML highlighted that the risks described by KR appeared foreseeable, making the delay in action particularly concerning for staff safety. DML sought assurance that staff concerns had been raised through partnership channels.
ER supported the need to escalate the matter to the Board and emphasised that, in line with SS’s earlier comments, a full risk assessment was required to understand the underlying issues and identify appropriate mitigations. ER agreed with DL that all services should have the capability to lock down and stated that further work was needed to determine how and why this was not currently possible in the Minor Injuries Unit, with KR and his team contributing to this review. 
DL clarified that there was no formal contract with HMP Parc and explained that prisoners were treated as part of the general population through wider commissioning arrangements, though demand could be better managed. 
JC requested advice on gaining clarity regarding the Health Board’s relationship with the prison service.
SS confirmed the need for a clearer understanding of responsibilities and expectations. 
The Committee: 
· Agreed to alert the Board there were serious concerns raised regarding staff safety and security within the Minor Injuries Unit, including environmental risks, inadequate security controls such as the inability to lock down the department, rising levels of violence and aggression, increased footfall, and incidents involving patients referred from HMP Parc. These issues highlight foreseeable and significant risks that require immediate senior‑level scrutiny, strengthened governance, and clearer understanding of the contractual and operational arrangements with the prison service to ensure appropriate safeguards for staff and patients.
· Sought guidance from Board on defining the scope of services provided to HMP Parc, highlighting recurring concerns about resourcing and operational impact.
Workforce and OD Committee to Quality and Safety Committee: Gorseinon Staffing Update paper, there were concerns raised regarding patient safety and quality care audits following the wards transfer to Singleton Hospital.
· An updated version of the Ward paper was now available, containing further detail on significant issues that have recently come to light;
· It was reported an increase in incident reporting since moving Hayes into Singleton, with explanations included in the updated paper;
· The paper was finalised only the previous evening due to updating figures and offered to bring it to the next In-Committee meeting for full review.
ACTION: ER

	13/26
	PATIENT EXPERIENCE AND CONCERS MANAGEMENT

	
	The Patient Experience and Concerns Management paper was for noting. 
JC raised concerns regarding the poor patient feedback reported.
ER explained that when negative feedback was received each service had established processes to review and address it. ER highlighted that in Maternity, a senior matron undertakes a daily review of all comments and concerns. If the patient was still in the unit, staff speak with them directly; if they have been discharged, they were contacted by phone. Most issues were resolved through this immediate response, and where they were not, further advice and support were provided to pursue additional action. ER confirmed that feedback was subject to ongoing oversight and review. 
JC acknowledged the update and expressed concern about outstanding Senedd inquiries, highlighting her understanding that these were being managed.

	14/26
	ITEMS TO REFER TO OTHER COMMITTEES

	
	None.

	16/26
	COMMITTEE EFFECTIVNESS

	
	JC highlighted that timing for Quality and Safety Committee meetings would need continued review, as she felt insufficient time was being allocated. JC discussed concerns about the timely receipt of papers and the need for information, such as acronyms and chart formats to be presented clearly. 
ALF reassured JC that the discussions held today had been appropriate and necessary given the significance of the matters brought to the Committee, many of which had wider implications across the Health Board. ALF advised that the issue was less about timekeeping and more about ensuring sufficient time was allocated to the Committee’s business. ALF also expressed concern that reducing the number of Quality and Safety Committee meetings made it unrealistic to expect all business to be completed within shorter sessions.
JC highlighted that while the Committee reviewed minutes to confirm their accuracy, there was not always assurance that every action recorded had been completed. JC emphasised the importance of preventing actions from carrying over unnoticed from one meeting to the next, sometimes resulting in delays of several months without updates. JC advised that she would explore how this process could be strengthened.

	17/26
	ANY OTHER BUSINESS

	
	None.

	18/26
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Thursday, 5 February 2026.
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