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	Summary of the Meeting 

	This report provides a monthly update position on the work of the Quality and Safety Group and a monthly update on the Health Board Quality Priorities. 

Patient Story
A staff story was presented from Morriston service group on a patient who had been cared for by WAST and SBUHB. The patient had experienced delays to their care from WAST and had passed away in our care. The story was told by the patient’s widow who described the impact on her of losing her husband and of her frustrations with the care he received in his final days.

This case has been investigated by the Public Services Ombudsman who noted that the patient was receiving palliative care, but nonetheless there was learning for both WAST and SBUHB in terms of communication with families, particularly from the Covid 19 Pandemic when families were not able to accompany patients.

Clinical Outcomes and Effectiveness Group
The group escalated a number of outstanding NICE and/or Health Technology Wales guidance documents which have responses overdue from the organisation. There were 13 responses overdue, of which 12 were from Neath Port Talbot Singleton service group and one was health board wide.
The overdue responses have been escalated to the Executive Medical Director for their action.





Ligature Risk Assessment
· Mental Health and Learning Disabilities
Paper received outlining the position for undertaking ligature risk assessments within Mental Health and Learning Disabilities. Full paper with a ‘RAG’ rating for areas inspected and levels of compliance requested for future meeting.
· Neath Port Talbot Singleton
Paper received outlining number of completed risk assessments within service group. Full paper with ‘RAG’ rating requested for future meeting, noting that several of the assessments reported were out of date. 

Lymphoedema Service Provision
Paper received outlining the financial and operational risks within the service due to legacy issues relating to the previous service level agreement. The service group provided assurance that there were no unmitigated quality and safety risks in relation to the Lymphoedema service.

Lymphoedema Network
Quarterly report received. Key points include
· The network’s governance documents have been reviewed and these were with health boards for approval
· On April 1st 2024, a patient level system has been created by one of the Lymphoedema Wales Clinical Network (LWCN) analysts so the service can now report on patient level instead of aggregate data.
· Powys Teaching Health Board have supported funding the National Cellulitis Improvement Programme from 1.11.24.
· LWCN were shortlisted for two NHS Wales Awards and won one. 

Developing Quality Improvement Capabilities
Report received, key points:
· The Community of Practice has been revised and named and is now a quarterly Improvement Forum. Engagement regarding the format and content of the forum is underway across the health board.
· The 2024/2025 training plan has been developed and will increase improvement capacity across the organisation
· The health board is engaged in the national Safe Care Partnership which has a focus on the following areas:
1. Leadership in quality
2. Preventing deconditioning
3. Acute deterioration

Quality and Safety Dashboard
The latest version of the Quality and Safety dashboard was shared with the group. Feedback will be provided to the developing team before a final version will be presented to clinical executives for their sign off. 


Implementation of Early Warning Scores and Call for Concern
Phased roll out for the new National Early Warning System (NEWS2) with the new system in place by April 2025.

Phased national roll out of Call for Concern, with implementation by Summer 2025. Call for Concern is a national patient safety programme where patients and families can escalate concerns regarding deterioration.

This work is being led by the Executive Medical Director.

Infection Prevention Control Group
Full report provided attached as Appendix 1. Key points include:
· C. difficile cases continued to increase. The number of cases in August 2024 was the highest seen in the health board, with the highest proportion being hospital-onset cases. A Gold C. difficile High Incidence Management Group was established in response.
· Hospital onset case numbers for the four infections exceeded the Targeted Intervention de-escalation criteria during the quarter.
· Level 2 IPC training has increased from 30% to 83.7%, with the aim to meet 85% compliance by December.

Arts and Heritage Quarterly Report
External funding has been secured for the award-winning Sharing Hope staff wellbeing programme

A new Project Manager funded by the Arts Council Wales has taken up post, the role will expand capacity within the team and support work to develop an Arts in Health Strategy for 2025.

Mental Health and Learning Disability Learning Event Feedback
Feedback was provided on the recent learning event held following a Regulation 28 report from the Coroner.

The learning event was held for all staff involved, including partners from the wider health and social care organisations.

Specific learning will be presented to the Patient Safety congress on December 12th. 

Never Events
2 x patient safety incidents classified as a ‘Never Events’ are under investigation by the Patient Safety Incident Investigation Team within the timeframes set out by the NHS Wales Executive. These relate to:
· Medical device error (wrong laterality jig used at tibial preparation)
· Retained foreign object (throat pack following surgical procedure)

1 x patient safety incident reported as a Never Event early October 2024 downgraded by NHS Exec.
Duty of Candour
In Q1 and Q2, there were 93 patient safety incidents that triggered the Duty of Candour, 61 of those remain open. 
Some of the key issues had to do with assurance on compliance with Duty of Candour Regulations 2023 and staff awareness/training. Service groups escalated capacity issues in order to comply with the Duty.

HIW Annual report
Received. 

Safeguarding Report
Received in-committee for Quality and Safety Committee.

QP Highlight Report
An update of the Quality Priorities was given. Highlights from this report were:  

End Of Life Care 
· End of Life care conference held in November with over 100 attendees.
· Primary care are working with Digital Healthcare Wales to review systems and what can be included in the Welsh Clinical Portal to record end of life and palliative care of patients.

Falls
· Launch event for Deconditioning Ambassadors held
· Awareness raising of national audit of Inpatient Falls undertaken across service groups

Nutrition and Hydration
· Implementation of meal ordering app in Ty Olwen
· Launch of children's A la carte menu 
· Launch of revised menu for ED 
· Confirmed actions for HEPMA system and red flags in medication prescribing and food allergens
· Waste exercise completed in ED regarding water bottles
· Learning symposium held November 2024 – 70 attendees
Pressure ulcers:
· Micronates & Neonates Pressure Ulcer assessment & Management guidance project - presentation 
· Bespoke Pressure Ulcer  Theatre Training continued  
· QI project - Rehab & Deconditioning pilot continued
· STOP pressure ulcer Event week 18th & 22n Nov. Including STOP pressure Towers event, stands and education across the HB & Care homes

Sepsis
· No update received


	Financial Implications
None to note

	Recommendations
Members are asked to
· Note the assurances and updates provided to the Quality and Safety Group
· Note the progress made against the quality priorities
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