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Swansea Bay University Health Board (SBUHB)
Minutes of the Quality and Safety Committee Meeting held on
Thursday, 4th June at 10:10am
	Present:

	Jean Church 
	(JC) 
	Independent Member 

	Anne-Louise Ferguson
	(ALF)
	Independent Member

	Nicola Matthews 
	(NM)
	Independent Member



	In Attendance:

	Delyth Davies
	(DD)
	Head of Infection, Prevention and Control (Minute 73/26)

	Lisa Harte
	(LH)
	Internal Audit (Observing)

	Raj Krishnan
	(RK)
	Executive Medical Director

	Georgia Lewis
	(GL)
	Corporate Governance Manager (Secretariat)  

	Hazel Lloyd 
	(HL) 
	Director of Corporate Governance 

	Christine Morrell
	(CM)
	Executive Director of Therapies and Health Science 

	Mark Parsons
	(MP)
	Assistant Director of Capital Planning (Minute 77/26)

	Liz Rix
	(LR)
	Executive Director of Nursing and Patient Experience

	Craige Wilson
	(CW)
	Deputy Chief Operating Officer

	Sara Utley
	(SU)
	Audit Wales (Observing)



	Apologies:

	Steve Spill
	(SS)
	Vice Chair

	David Martin Lloyd
	(DML)
	Independent Member

	Tina Ricketts
	(TR)
	Director of Workforce and OD



	Acronyms

	SBUHB
	Swansea Bay Health Board

	IPR
	Integrated Performance Report

	HB
	Health Board 

	MTN
	Major Trauma Network

	JCC
	Joint Commissioning Committee 

	MBRRACE
	Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries

	COP
	Clinically Optimised Patient

	HTW
	Health Technology Wales

	RPE
	Respiratory Protective Equipment

	RPI
	Restrictive Practice Intervention

	HCAI
	Healthcare Associated Infections 



The meeting began at 10:10am
  
	Minute Ref:
	Agenda Item

	PART 1. PRELIMINARY MATTERS

	1.1 Welcome and Apologies

	63/26
	The Chair formally opened the meeting and welcomed members and attendees. The Chair confirmed that the meeting was quorate and noted the apologies outlined above. 

	1.2 Declaration of Interests

	64/26 
	No declarations were made in relation to items on the agenda.

	1.3 Matters Arising

	65/26 
	The Chair confirmed that no matters had been raised in advance of the meeting and invited members to identify any additional matters arising not included on the agenda; none were raised.

	1.4 Previous Minutes

	66/26
	The 5th of February 2026 minutes were approved as a true and accurate record.

	1.5 Committee Log

	67/26
	The Committee reviewed the Committee log and referrals.

Members were advised all actions and referrals were in progress, with status updates against each. 

	1.6 Committee Work Programme 2026-27

	68/26
	Members acknowledged the Committee work programme members supported an update of the following item frequency;
· Stroke performance would continue to be reported regularly through the Integrated Performance Report (IPR). However, the Chair proposed that a six‑monthly deep dive be undertaken until performance improves; and
· “Listening to People” reporting should be presented quarterly, with ongoing indicators incorporated within the Patient Experience report to provide continuous oversight.
ACTION: GL

The Chair requested that Executive Directors ensure the annual programme is shared with relevant teams, to improve forward planning and avoid late submission of papers.

ACTION: EXECUTIVE TEAM

	PART 2. BENCHMARKING, LEARNING AND QUALITY IMPROVEMENT

	2.1 Patient Story – Deferred

	2.2 Quality and Safety Group; Highlight Report

	69/26 
	The Committee received the Quality and Safety Group highlight report. 
In introducing the report, LR drew attention to the following points:
· The Health Board (HB) maintains a strong reporting culture, although staff continue to operate under significant pressure, particularly within acute and unscheduled care pathways, which increases risk to patients and requires heightened vigilance;
· There was a continued focus on reducing avoidable harm, with priorities including falls, pressure damage and medication safety;
· Key risks related to demand and capacity imbalances and the complexity of the operating environment, with ongoing quality improvement activity in place to support staff and services.

JC thanked LR and invited comments from members.  

ALF sought clarification regarding the Major Trauma Network (MTN) specifically the level of risks associated with out-of-hours cover.  RK clarified that the MTN is a national function hosted by SBUHB, with identified concerns regarding out‑of‑hours staffing, which have been escalated through Joint Commissioning Committee (JCC) governance routes, alongside local oversight arrangements.

ALF asked what impact the lack of quoracy was having on the group. LR advised, that two consecutive meetings of the group had not been quorate, which was not acceptable and disappointing, she assured members that a joint working group co‑chaired by herself and RK would review the group’s function, membership and attendance expectations to strengthen the effectiveness.
 
JC sought clarity on the governance arrangements for open audit actions and how completion is evidenced. HL confirmed that open and overdue audit actions are reported to the Audit Committee, with updates being actively sought ahead of the next reporting cycle. RK added that NICE and Health Technology Wales (HTW) -related actions are monitored through the Clinical Outcomes and Effectiveness Group and escalated through performance and quality governance routes, including an “adopt or justify” approach.

JC asked for detail on the actions being taken in respect of the MTN desk provision. CW advised that a multi‑stakeholder meeting had been arranged for early July 2026 to address sustainability of the major trauma desk.

The Committee agreed to ASSURE board:
· The quoracy of the meeting was being scrutinised and executive colleagues had set up a working group to seek to restructure the Quality and Safety Group including confirming who was to attend the meeting.


	2.3 Perinatal Report

	70/26
	The Committee received the Perinatal Report. 
LR introduced the report by highlighting the key points:
· The Perinatal Improvement Plan was progressing towards formal sign‑off, with implementation already underway and monitored through governance structures;
· Current performance demonstrates no negative outliers, with improvements in outcomes, supported by national benchmarking and MBRRACE (Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries) data;
· A single point of contact triage system was implemented on 3 March 2026, improving access and coordination of care; and
· A key strategic risk relating to two‑site working had been escalated to the Corporate Risk Register, reflecting the complexity of delivering services across geographically separated sites.

JC invited questions.

Executive colleagues supported the report, emphasising improvements in key indicators, including reductions in adverse outcomes, and ongoing work to mitigate risks associated with two‑site working.
NM sought assurance regarding communication of the new triage contact system, and LR confirmed that this is widely publicised via digital platforms and patient-facing systems, including BadgerNet.

ALF queried the involvement of women and families in incident investigations, with LR confirming that:
· Patients and families are informed immediately of incidents;
· They are invited to participate in investigations; and
· Ongoing communication is maintained, although external investigations can extend timelines.
Members discussed the national risk associated with the new radiology imaging system (Viewpoint) and its impact on validating pregnancy viability, requesting further clarification and proposed development of annualised data and learning to inform strategic planning, including work on caesarean section rates. 
LR agreed to:
· Review and provide further information on the all‑Wales imaging system risk; and
· Support development of broader analysis of perinatal trends and outcomes, including consideration at a national level.
ACTION: LR

The Committee agreed to ALERT the Board to:
· The new radiology imaging system inability to afford viable 20 week scans – this anomaly has been formerly escalated to Welsh Government P&I as there is no robust mechanism to validate pregnancy viability prior to survey distribution;
· There were 8 outstanding perinatal formal concerns; 4 complex in active management, 1 external review process, 2 awaiting breach in duty memo, 1 response in draft; and
· The risk associated with two-site working has been escalated to the Corporate Risk Register and remains a key strategic priority for the future configuration of Swansea Bay Perinatal Services for Board oversight and resolution.

	2.4 Mental Health Transformation Programme Report (Quality and Safety Workstream)

	71/26
	RK provided a verbal update on programme progress, including clarification of the “no wrong door” approach, which was previously queried through the action log he advised that:
· The “no wrong door” approach forms a core component of the transformation model, aligned to the all‑Wales stepped care model and adopted more widely across the UK;
· It operates through a multi‑agency alliance model, ensuring individuals can access support through a single, seamless, system‑wide pathway regardless of entry point; and
· The approach supports responses to serious incidents and future deaths reviews and is embedded within wider transformation programmes.
RK report that:
· Most of the transformation workstreams have now been completed, including development of metrics and dashboards; and
· The programme progressed into its next phase, including revised terms of reference and a strengthened focus on the physical health of mental health patients.

JC noted the comprehensive update, which was provided to board on 28 May 2026, and advised the programme would continue to be reported as a standing item at future Committee meetings to maintain oversight.

The Committee:
· Received the verbal update; and
· Agreed to ADVISE the board – the majority of work streams were actioned and now moving to Stage 2.

	2.5 Patient Experience

	72/26
	The Committee received the patient experience report. 

LR drew attention to the ongoing work in refining the format to provide clearer insight into “so what” outcomes, ensuring the report demonstrated actions taken in response to feedback rather than solely reporting activity levels.

JC thanked LR and invited questions.

NM sought clarification on two points, (i) The length of time complaints are overdue, and (ii) The increase in complaints between reporting periods. LR confirmed that:
· Most outstanding complaints were just beyond the 30‑day threshold, with only a small number exceeding longer timeframes; and
· The increase reflected heightened service pressures, particularly in urgent care pathways. 
ALF raised the importance of improving communication with patients waiting for care, noting this as a key driver of complaints. She also queried whether best practice could be adopted from elsewhere in the NHS. Executive colleagues responded and confirmed that existing initiatives include prehabilitation services, Waiting Well resources and patient information support, which have demonstrated benefits in managing expectations and outcomes. However, there was no systematic approach to providing regular updates to patients on waiting lists, which remained an area for development.
JC requested a follow up on:
· Inclusion of timeline analysis for overdue complaints in future reports; and
· Updates on Public Services Ombudsman actions.
ACTION: LR

JC raised concern regarding complaints linked to end‑of‑life care, particularly those identified through Medical Examiner feedback. LR confirmed that themes relating to end‑of‑life care were being addressed, with a focus on communication and compassionate care.
RK further advised that Medical Examiner feedback is reviewed through the Learning from Deaths (Mortality) Panel, with themes monitored and acted upon through a structured governance process.

The Committee wished to ALERT the Board:
· To the deteriorating performance around complaint management as at 15th May, 2026:
· 56% compliance with 30‑day response target;
· 344 complaints overdue;
· Rising volume of complaints (742); 
· Deterioration linked to waiting times, access issues and system pressures; and
· Two overdue actions remain from Public Ombudsman report relating to patients on ortho waiting lists.
ASSURE:
· Action to review resources was underway whilst enacting a clinic approach to managing the complaints; and
· Future reports on complaints management would include timelines to offer more in-depth understanding of the statistics provided.

	2.6 Infection, Prevention Control

	73/26
	The Infection, Prevention Control report was received by the Committee. 

RK introduced the reporting highlighting the following key areas:
· The Health Board continued to face significant challenges in reducing Healthcare Associated Infections (HCAI), although progress had been made;
· There had been a 24% reduction in Clostridioides difficile (C. diff) cases; however, overall incidence remains higher than expected; and
· Similar challenges remain in relation to Staphylococcus aureus infections, with improvement actions in place.
RK outlined key improvement actions including:
· Focused service group oversight and escalation arrangements;
· Implementation of healthcare cleanliness standards, including new cleaning systems;
· Continued strengthening of infection prevention governance and compliance monitoring; and
· Development of approaches to address both hospital onset and community associated infections.
DD added that that the full report would be submitted following approval by the Infection Prevention Strategic Group, ensuring a complete record for Committee assurance.
ACTION: RK/DD

JC invited comments from members.  

The Committee acknowledged the challenges faced, particularly in relation to the estate and patient complexities and recognised that despite significant system pressures the infection rates had not dramatically increased. 

NM queried (ii) How the Health Board compares with other organisations in relation to infection costs and (ii) Whether the cost implications of infection rates can be quantified and better understood in the context of financial pressures. In response DD advised that:
· National benchmarking focuses on incidence rates rather than direct cost comparisons, and such cost data is not routinely published nationally;
· Although the HB reports high incidence rates relative to population, it does not necessarily have the highest absolute number of cases; and
· Infection cases carry significant cost implications, particularly due to extended length of stay and impact on bed capacity, with these pressures contributing to overall system challenges. 

LR reinforced that preventing avoidable harm, including infection, is a core organisational priority and that infection reduction has a direct impact on patient outcomes, patient experience, and resource utilisation, linking quality improvement to financial sustainability. 

JC requested that cost implications of infections be referred to the Performance and Finance Committee for further consideration. 
ACTION: HL/GL

RK agreed to provide updates to Committee on significant case review outcomes (medical examiner referral). 
ACTION: RK/DD

The Committee agreed to ALERT the board:
· HB remains under Welsh Government Targeted Intervention; and
· High incidence rates persist despite some improvement (e.g. C. diff reduction). 
· One case referred to Medical Examiner as significant case review to be carried out.
ADVISE Board:
· There is a need to tighten compliance with FFPS fit training.

	2.7 Winter Plans – Lessons Learned 

	74/26
	The Committee received the Winter Plans report, including outcomes from the winter “sprint” periods and associated lessons learned.

CW advised that:
· Overall performance against key targets had deteriorated, with limited sustained improvement achieved and while some short‑term gains were observed, these were not maintained;
· National reporting also indicated that similar initiatives were not sustainable, reflecting a wider system challenge; and
· Learning from the winter sprints was applied to subsequent Easter planning, which demonstrated some improvements when supported by targeted resource and focus. 

JC raised concerns and observations including:
· Discharge planning is not consistently commencing at the point of admission, despite this being a previously agreed principle;
· It was noted that failure to implement early discharge planning contributes to the ongoing challenge of clinically optimised patients (COPs) remaining in hospital;
· Longstanding system issues persist without sufficient improvement; and
· Established processes and protocols were not consistently adhered to, undermining performance improvements.
JC noted that the benefits of the winter sprints had not been sustained, identifying this was a key learning point. CW acknowledged the concern and in response advised that some elements of the sprint approach have been retained such as enhanced operational co-ordination and the ongoing review of long‑stay patients. 

JC proposed that there would be an opportunity in engaging with the Digital, Data, Research and Innovation Committee to explore how digital solutions could support more effective management of seasonal pressures and patient flow.

JC highlighted that appendix 3 within the report provided a clear and useful summary of learning and requested this be shared with all Independent Members to support wider organisational understanding and oversight. 
ACTION: GL

The Committee agreed to ADVISE the board of:
· The lack of improvement and overall deterioration;
· Activities provided short-lived minor improvements; 
· Failure to sustain benefits and interventions;
· Bed pressure rose post sprint: morning bed waits increased to peaks of circa 50 in January 2026; and
· Key lessons learned and informed Easter 2026 planning. 

	2.8 Clinical Audit Progress Report

	75/26
	The Committee received the Clinical Audit Progress Report. 

RK presented the Clinical Audit Progress Report advising that:
· Service groups were now required to deliver deep-dive presentations on quality and safety performance;
· Additional focus would be placed on the outlier departments, which would be asked to present targeted improvement actions; and
· Progress against medical examiner activity and mortality review processes was also included within the report.
JC invited questions. 

ALF queried the variation in end‑of‑life care audit performance across sites. RK clarified that variation partly reflects differences in clinical activity and service profiles across sites. There has been increased training and focus on recognising end‑of‑life care, including improving clinician confidence in having difficult conversations. RK emphasised that the programme remains a clear organisational priority with continued focus on advance care planning and supporting patients to die in their preferred place, with reported increases in community‑based deaths. 

JC asked RK if the new clinical audit assurance system and automated reminder processes were operational to which he confirmed it was. JC further queried progress against HTW adoption audit requirements, noting that only a small number of required responses had been submitted to date, with an impending deadline. RK clarified additional communication and oversight measures were in place, including targeted engagement with clinical leads to ensure timely completion of HTW responses.

The Committee agreed to ASSURE the board of the:
· Improved clinical audit performance since the introduction of the new Clinical Audit App;
· Plans for similar approach towards reducing the volume of outstanding assurance responses for national audit and registry publications as well as key national guidance; and
· Strengthened governance arrangements. 

	PART 3. GOVERNANCE

	3.1 Risk Register

	76/26 
	The Committee received the corporate and strategic risk registers; noting that both were refreshed following an executive deep dive at the end of March 2026. 

HL reported that three strategic risks, nine corporate risks and seven risks exceed the HB risk appetite, including infection control, estate infrastructure and access to services. Two new risks for the Committee’s oversight included, ‘Listening to People’ and Welsh Language Standards compliance.  

JC thanked HL and invited comments from members. 

Members considered whether the mental health and learning disability staffing risk would be more appropriately overseen by the Workforce and OD Committee. The Committee agreed of the proposal. 
ACTION: HL

JC requested a deep dive into cancer risks be brought to Committee prior to July 2026 Board meeting. 
ACTION: CW

JC sought clarity on how risks relating to estate challenges in mental health and learning disability services are monitored across committees and how the Committee can maintain oversight where estate issues impact on quality, safety and patient experience. Executive colleagues confirmed that estate risks are overseen through the Estates and Capital function (a sub‑committee of P&FC), with reporting into the P&FC and executive leads monitor risks through multiple governance channels and escalation mechanisms.

HL proposed that further consideration be given to strengthening oversight arrangements, including clinical input into estates forums, and agreed to take this forward outside the meeting.
ACTION: HL

JC questioned the status of the digital maternity implementation risk, and the level of residual risk associated with the implementation. 
LR The system has now been implemented, with initial issues resolved and the risk would be reviewed and updated in the next reporting cycle. 

Members agreed the refreshed risk register provides greater clarity and improved oversight. However, further work was required to ensure clear alignment across committees and to strengthen oversight of cross‑cutting risks, particularly estates and workforce.

The Committee wishes to ASSURE Board: 
· Improvements have been made to the articulation of risks and alignment between risk registers.
ADVISE Board:
· Further work was required to ensure clear alignment across committees and to strengthen oversight of cross-cutting risks, particularly estates and workforce. 

	3.2 Health and Safety Management 

	77/26
	The Health and Safety Management report was received by the Committee. 

MP provided an overview of key progress and the ongoing risks. He advised that:
· Improvements had been made in management controls, including procurement and deployment of local exhaust ventilation systems;
· New respiratory protective equipment (RPE) has been introduced (Cyrus A masks), which has been positively received by staff and may provide a more cost‑effective alternative to existing systems; 
· A risk‑based approach to RPE deployment was being considered, targeting high‑risk clinical areas;
· A new Health and Safety training programme (IOSH Managing Safely equivalent) is being developed in collaboration with Digital Services Wales, with plans for rollout via ESR to staff with management responsibilities;
· The Health and Safety team is progressing work to improve incident reporting (RIDDOR) by triangulating with staff absence data to better identify work‑related incidents;
· Progress has been made in developing a Health and Safety dashboard, with further phases planned; and
· Positive national recognition has been achieved for work in manual handling, with Swansea Bay leading developments in this area. 
Highlighting the ongoing challenges MP reported that:
· Fire risk assessment compliance, with a significant proportion of assessments overdue;
· Continued pressures relating to estate and resource constraints, impacting timeliness of compliance activity; and
· The need for streamlined processes, including enabling immediate remedial action during inspections to reduce delays.

JC acknowledged the significant improvement in the quality and detail of the report and commended the progress made in strengthening health and safety governance and reporting. 

ALF queried progress on the Violence and Aggression reduction programme, particularly the implementation of Restrictive Practice Intervention (RPI), and whether it had been approved. MP confirmed that Phase 1 of the programme had been approved, utilising existing resources. However, Phase 2 required further approval, with a business case due to be considered by the Workforce and OD Committee.

JC raised concerns regarding the reported 67% overdue position for fire risk assessments and the level of risk associated with this level of non‑compliance. Members agreed that future reports should include clear identification of high‑risk areas, potentially through a RAG‑rated approach, to support effective Committee oversight. 
ACTION: MP

The Committee agree to ALERT the Board of:
· The recent Mid and West Wales Fire Service visit and potential areas of concern, ensuring proactive visibility of associated risks. 
· Fire risk assessment compliance, with a significant proportion of assessments overdue (67%);
· Continued pressures relating to estate and resource constraints, impacting timeliness of compliance activity; and
· The need for streamlined processes, including enabling immediate remedial action during inspections to reduce delays.

	PART 4. CLINICAL AND SERVICE QUALITY COMPLAINCE AND PERFORMANCE

	4.1 Quality and Safety Performance Report

	78/26 
	LR presented the report; noting that it was discussed at the May 2026 Board meeting and continued to evolve to provide a clearer narrative of performance within the current highly pressurised operating environment.

LR highlighted that:
· Timeliness of care and communication with patients remain key areas requiring improvement; 
· Workforce position is generally stable, with no significant nursing or midwifery vacancies, though some challenges remain in recruiting to specialist posts; and
· The organisation maintains a strong incident reporting culture, supporting learning and service improvement. 
CW anticipated a deterioration in cancer performance, with emerging data indicating increased pressures and noted a backlog of patients awaiting pathology reporting (particularly within skin pathways), with focused action required to address delays.

RK took the opportunity to provide an update regarding concerns previously raised on community deaths not being reported in a timely manner. RK advised that delays were primarily associated with primary care processes, including limited engagement with the Care After Death service and lack of access to community records he confirmed that:
· Educational engagement with GPs and district nursing teams is ongoing;
· Clear guidance and flowcharts had been developed to support timely reporting; and
· Further work was undertaken to strengthen system‑wide coordination and reporting processes.
The Committee agreed to ALERT Board to the:
· Anticipated deterioration in cancer performance, with emerging data indicating increased pressures; and
· The backlog of patients awaiting pathology reporting (particularly within skin pathways), with focused action required to address delays.
The Committee agreed to ADVISE board of the operating context (high system pressure) key issues including:
· Psychological therapies demand; and
· Ongoing performance challenges. 

	4.2 Clinically Optimised 

	79/26 
	CW presented the Committee with two case studies both of which illustrated the complexity and delays within patient discharge pathways. CW outlined that both patients: 
· Experienced lengthy hospital stays (81 days);
· Had significant periods of delay following identification as clinically optimised; and
· Encountered multiple process delays including – Capacity and assessment delays, decision making and challenges in securing appropriate placements or care packages.

Reflecting on the cases members noted that:
· Both case studies were representation of a wider issue, with similar cases observed across the system; 
· Prolonged hospital stays can result in deterioration in patient condition; 
· The limited availability of Best Interest Assessors was potentially contributing to delays; and 
· The need for timely multidisciplinary decision-making at the outset would contribute to avoiding inappropriate pathway allocation. 

ALF highlighted that the cases demonstrated the inherent complexity of discharge pathways, including factors outside the immediate control of the HB. 

JC expressed significant concern regarding evidence of delays in communication and decision-making, including extended periods to engage with families, and the absence of clear evidence of ongoing risk assessment for patients experiencing prolonged delays. JC emphasised that the HB risks causing avoidable harm, and the current processes were not operating at the required level of timeliness or consistency. 

LR proposed that:
· A baseline analysis of discharge timelines and delays should be established;
· Key delay points and process inefficiencies (“blocks and barriers”) should be identified;
· Progress should be tracked through measurable metrics, to demonstrate improvement over time; and
· Future reporting should focus on system performance and outcomes, rather than individual cases alone. 

NM highlighted the ongoing work between the HB and Local Authorities including the increased collaborative engagement at leadership level and progress in reablement pathways. 

JC thanked CW for the presentation and requested the presentation of case studies be continued to support the learning and scrutiny. 

The Committee agreed to ADVISE Board of the following proposals:
·  A baseline analysis of discharge timelines and delays should be established;
· Key delay points and process inefficiencies (“blocks and barriers”) should be identified;
· Progress should be tracked through measurable metrics, to demonstrate improvement over time; 
· Future reporting should focus on system performance and outcomes, rather than individual cases alone; and 
· The two case studies on Clinically Optimised Patients flagged significant learning and opportunity.

	4.3 External Inspections 

	80/26
	The Committee received the External Inspections report. 

HL introduced the report by highlighting the following points:
· An upcoming joint Healthcare Inspectorate Wales (HIW) and Care Inspectorate Wales inspection of Community Learning Disability Services is scheduled for June 2026, with findings to be reported back to the Committee;
· Several outstanding actions remain, particularly within mental health and learning disability services, largely due to delays in evidencing completed actions within the monitoring system rather than lack of progress; assurance was provided that a robust tracking system is in place, and progress was reviewed regularly through performance meetings with service groups. 

JC thanked HL for the introduction and welcomed comments from members. 

ALF queried the scope of the forthcoming Community Learning Disabilities inspection, and whether it covered all sites across the HB. HL confirmed that the inspection relates to specific services (not all premises) and forms part of a rolling programme of inspections. 

JC raised concerns regarding the number of outstanding recommendations particularly Caswell Clinic and the reasons for delays in closing actions. HL confirmed that outstanding actions are being actively reviewed with service groups, with a focus on ensuring appropriate evidence is submitted to demonstrate completion. JC requested an update outside of the Committee on the Caswell Clinic outstanding actions. 
ACTION: HL 

JC requested assurance that the following concerns were being addressed through relevant clinical governance processes:
· Maternity theatre capacity, noting issues raised through inspection findings; and 
· Senior management visibility and communication with postnatal ward staff, particularly in areas under pressure.
In response, LR confirmed that maternity services operate with one dedicated theatre, with additional provision via general theatre facilities and the risks were managed through established processes, though a long‑term solution would require capital investment. 

The Committee agreed to ALERT the board to:
· An urgent update on the Service Group actions to address the outstanding recommendations on Caswell Clinic and the reasons for delays in closing actions.

	PART 5. FOR INFORMATION

	5.1 Joint Commissioning Committee Quality Safety and Outcomes Sub-Committee highlight report

	81/26 
	LR took the report as read noting it was on the agenda for information only. 

JC sought clarification on the electronic assistant/assistive technology, the meaning and its scope. Members advised assistive technology refers to digital tools supporting patients (e.g. communication aids such as speech and language technologies). JC requested further information on the position relating to breast reconstructive surgery particularly the number of patients affected and the length of time patients had been waiting. LR agreed to follow up and provide further information regarding breast reconstructive surgery, as this information was not immediately available
ACTION: LR

The Committee; 
· Acknowledged the report for information. 

	5.2 Board Engagement and Site Visits 

	82/26
	The Board Engagement and Site Visits report was received by the Committee. 

Members discussed the importance of:
· Ensuring the forward programme of visits reflect current membership, noting that changes will be required due to forthcoming Independent Member transitions; and 
· Maximising the value of visits by identifying thematic learning across sites, rather than viewing visits in isolation.

ALF advised she had submitted a report relating to a previous visit of Caswell Clinic; however, it hadn’t been recorded. She also noted that the forward programme did not include her for later quarter visits, which would require amending.  
ACTION:GL

The Committee:
· Acknowledged the report for information. 

	PART 6. OTHER MATTERS

	6.1 Items to refer to Other Committees

	83/26 
	Performance and Finance Committee 
· The cost implications of infection be referred to the Performance and Finance Committee for further consideration.

Workforce and OD Committee 
· The Mental Health and Learning Disability staffing risk should be referred to the Workforce & OD Committee, as primarily a workforce/capacity issue rather than quality governance.

	6.2 To discuss the Committee Effectiveness

	84/26 
	No concerns or issues were raised in relation to the effectiveness of the meeting. 

	6.3 Any Other Business

	85/26
	There was no further business discussed and the meeting was closed.

	Next SBUHB Board Meeting: Thursday 6th August 2026



The meeting concluded at 13:16pm.
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