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Swansea Bay University Health Board 
Unconfirmed
 Minutes of the Meeting of the Quality and Safety Committee
Tuesday 29th of October 2024
 via Microsoft Teams

Present:
	Stephen Spill 
	(SS)
	Vice Chair (In the Chair)

	Nicola Matthews 
	(NM)
	Independent Member

	Nuria Zolle 
	(NZ)
	Independent Member

	In Attendance:

	Clare Baker
	(CB)
	Deputy Head of Quality & Safety (For Item 145/24)

	Kathryn Greaves  
	(KG)
	Clinical Director of Midwifery (For item 136/24)

	Sophie Herbert
	(SH)
	Corporate Governance Officer 

	Jayne Hopkins 
	(JH)
	Head of Quality and Safety 

	Raj Krishnan 
	(RK)
	Deputy Executive Medical Director (For items 138/24, 144/24, 247/24)

	Deb Lewis 
	(DL)
	Chief Operating Officer (For item 139/24)

	Hazel Lloyd
	(HL)
	Director of Corporate Governance (For item 140/24, 141/24, 142/24, 143/24)

	Osian Lloyd 
	(OL)
	Head of Internal Audit

	Heidi Maggs 
	(HM)
	Lead Service Manager – Laboratory Medicine 

	Meghann Protheroe 
	(MP)
	Head of Performance 

	Sharron Price 
	(SP)
	Group Nurse Director – Neath Port Talbot/Singleton 

	Paul Stuart Davies 
	(PSD)
	Acting Deputy Executive Director of Nursing 

	Sara Utley
	(SU)
	Audit Wales (Observing)

	Emily Warren
	(EW)
	Associate Director of Operations (For item 146/24)

	Apologies:

	Anne-Louise Ferguson
	(ALF)
	Independent Member 

	Anjula Mehta 
	(AM)
	Deputy Executive Medical Director


	
	Minute No.
	

	
	WELCOME AND INTRODUCTIONS 

	131/24
	SS opened the meeting and welcomed all present to the meeting. 

	132/24
	DECLARATIONS OF INTEREST

	
	There were no declarations of interest outside those already declared on the Declarations of Interest Register.

	133/24
	MINUTES OF THE PREVIOUS MEETING

	
	The minutes of the meeting held on the 24th of September 2024 were received and confirmed as a true and accurate record.

	134/24
	MATTERS ARISING

	
	There were no items raised. 

	135/24
	ACTION LOG

	
	The action log was received and noted. 


	136/24
	PATIENT STORY – BABY THEO 

	
	Members welcomed KG, Clinical Director of Midwifery (Neath Port Talbot and Singleton Service Group) to the committee.
The patient story was presented as a video to the committee. The story detailed 
SS thanked the service group for the patient story and invited questions from members:
NZ stated that families require a large amount of support in both negative and positive experiences. She sought further assurance around the aftercare provided to families and if the Health Board (HB) liaise with third sector partnerships to ensure patient needs were being delivered. KG highlighted that the Outreach Team and service was critical for families, when a baby required such intensive levels of care and they return home, it was important to maintain that network of ongoing support and to carry out a follow up of the child to monitor how they were doing as a family once leaving hospital.  
NM took the opportunity to express her thanks to the team for their excellent work and that it was wonderful to hear a positive story. 
SS stated that the patient story was a Level Three consent and asked for further detail. SP advised that from a governance perspective the video was a Level Three consent, but the family would be happy to broadcast the story as a higher-level consent which was not captured during the audio-visual.  
SS suggested that the patient story be disseminated widely and to be shared to a Board session.
ACTION: HL/AC

	137/24
	[bookmark: _Hlk167362894]SERVICE GROUP HIGHLIGHT REPORT: NEATH PORT TALBOT AND SINGLETON SERVICE GROUP

	
	The Committee received a service group highlight report.  SP took the report as read and welcomed any questions.
SS invited questions:
In relation to the 15 complaints which were over a year old, NM asked for further information around the reasoning to the delay and if there was sufficient capacity to deal with new complaints. SP advised that the Service Group had changed how they operate patient feedback and concerns, she added that additional resources had been implemented into the Quality and Safety Team to help support that work. The divisional triumvirates were responsible for managing and supporting their concern responses.
SP noted that delays were caused by quality issues and then concerns were returned, the Service Group were undertaking work around on how to formulate compassionate responses. 
NZ highlighted in terms of the two never events which happened within the same month, she asked was there to an extent to which signaling a problem or a level or pressure within the system that the HB need to be alerted to as a Committee. SP advised that the two never events were two different services, the one around neonatal service was unusual and there was learning identified for both the HB and across the network. She added that there would be ongoing work to be undertaken around theatre and anesthetics following the theatre level event.    
NZ referenced with regards to addressing some of the recommendations for the Health Education and Improvement Wales (HEIW), she wanted to unpick the issues with security and maternity. She asked when the HB would expect the CCTV and other elements to be in place. SP advised that there was a delay around the key security fobs which were now live and active. She assured the Committee that in the meantime measures were in place to increase security and the unit was in lockdown. 
The committee noted the service group highlight report.

	138/24
	MATERNITY GOLD COMMAND REPORT 

	
	The Committee received the maternity gold command report.
In introducing the report, RK highlighted the following points: 
· Reminded the committee that in December 2023, the Welsh Government placed the SBUHB maternity and neonatal service under enhanced monitoring. This decision followed an unannounced inspection by HEIW in September 2023, during which seven areas requiring immediate action were identified;
· To give assurance the necessary actions had been implemented. The primary focus of the gold command had been on enhanced monitoring, implementing inspection action plans, reviewing HEIW national reports, addressing open incidents and conducting horizon scanning. Progress on these areas had been reported in the recent gold command meetings and detailed in the report;
· The report highlighted key issues including three outstanding actions within the enhanced monitoring action plan;
· Two of the actions are scheduled for completion by the end of October 2024;
· An NHS executive assurance visit is planned for the end of October 2024;
· The remaining open action was the development of a maternity dashboard. Work was ongoing with digital colleagues to populate the dashboard using data from accessing the system, though that has presented challenges as there was no benchmarking available; 
· The HEIW inspection report confirms that the 2019 improvement plans are now closed;
· The immediate action plan from 2023 had also been complete. The final sign off for closure was underway with the service groups governance process;
· Of the 118 recommendations in the 2023 improvement plan two remain open;
· One of the six recommendations from the 2024 improvement plan and 12 of the 17 items in the 2024 general improvement plan are still outstanding;
· One remaining action from the 2023 general plan was expected to close by the end of October 2024 along with six other actions from the 2024 improvement plan;
· A total of 136 out of 151 action plans have been closed, reflecting significant progress by the service group;
· The service group showed to be on track to complete all but two recommendations by December 2024;
· The HB’s quality assurance team will review the completed work to ensure that the HEIW action plans meet all required standards;
· one significant milestone achieved from these actions was the reinstatement of the community maternity service. Stage 1, which involved opening the freestanding midwifery unit at Neath Port Talbot Hospital (NPT) in mid-September 2024. There have been 19 happy babies born there, including three from Bridgend, demonstrating that the units opening has also supported the Princess of Wales unit;
· the maternity home birth service opened on 21st October 2024;
· the number of incidents had decreased from the mid-200’s over the summer to 124. This reflects substantial progress made to date;
· the service is closing 85% of incidents each month, although in September 2024 there was a slight decrease with maternity closing at 75% and neonatal at 69%. Gold command showed to be addressing this and continued to meet every two weeks. 
SS invited questions:
NZ sought clarification on the exact number of high-risk areas outstanding from recent inspections. Additionally, NZ requested clarification on some of the language used. Terms such as ‘closing down recommendations’ and ‘closing down actions’ were sometimes used interchangeably, though they had distinct meanings. NZ highlighted that there were many actions, using clearer phrases to describe the status would help provide the committee with the assurance it needed. 
RK acknowledged NZ’s point regarding the terms used and stated that the language used will be reviewed in the document before it goes to the public board on 28th November. 
NM asked about the current state of staff morale and inquired about steps being taken in communications to reassure expectant mothers. 
KG acknowledged the challenging period in maternity, thanked NM for recognising that and emphasised that staff morale was crucial to the quality-of-care families received. KG noted that the maternity staff were highly motivated and professional, demonstrating kindness and compassion not only to the families cared for but also their colleagues. KG noted with the closure of Princess of Wales (POW)  staff had joined SBUHB, KG informed the committee staff had settled in well and it was taken as a compliment to the department. KG mentioned in response to NM’s question that stories are shared on the SBHUB maternity Facebook page. Additionally, information was shared with families through the maternal partnership and advice was provided on an individual basis with mothers. KG shared exciting news of a prestigious award presented by the Royal College of Midwives. Anne Marie Thomas, perinatal Mental Health Midwife, received the national award in recognition of her outstanding contribution to the perinatal mental health services.
SS raised a question from the Independent Members (IM’s) regarding the availability of the home birthing opportunity querying if the service had been utilised.
KG informed the committee that no home births had taken place, but assured that updates would be provided when the service was utilised by families.  
The committee took assurance from the maternity gold command report.	Comment by Amelia Cole (Swansea Bay UHB - Corporate): Advise the gold command was moving in a positive direction

	139/24
	FOLLOW UP OUTPATIENTS AUDIT WALES REPORT

	
	The Committee received the follow up on the outpatient’s audit Wales report. 
In introducing the report, DL highlighted the following points: 
· the report had recently been presented to the Audit committee and suggested that it should be addressed through the Quality & Safety committee as well;
· There were six new recommendations, four had been completed;
· Two key recommendations raised concern regarding the need to strengthen governance processes for all patients. The first recommendation focuses on the clinical validation and escalation of patients with delayed follow-up appointments;
· The sixth recommendation addresses the need for a validation process to ensure waiting lists were properly managed and up-to-date;
· Recommendation one highlighted an issue that all HB’s faced, managing patients who are waiting lengthy follow up appointments. There was no fully effective process for overseeing patients on these waiting lists;
· There are nine clinical implementation networks established across NHS Wales which cover the majority of the high volume follow up specialities. These networks are supported by clinical guidelines that all clinical leads are expected to bring back to their retrospective HB’s;
· Focus has been on gastroenterology, with strong engagement from gastroenterologists taking ownership of their follow up waiting lists and ensuring proper validation. They have adopted improved management practices using an adjusted See on Symptom (SOS) pathway. Further details on this progress can be provided in future reports;
·  The clinical admin validation process shows how the HB collaborated with clinicians and pathway coordinators. Training will be provided to ensure they understand Patient Initiated Follow-ups (PIFU) The training packages are set to be finalised and launched in December 2024
SS invited questions:
NZ thanked DL for the update and explained why the paper was referred to the Quality & Safety committee, emphasising its relevance to clinical risks and patient outcomes related to follow-up care. NZ noted that for recommendation one, with a deadline of March 2025, DL’s proposed approach was appropriate – bringing any risks and outcomes associated with the waiting list to this committee and addressing long term management of the list.
The committee noted the follow up on the outpatient’s audit Wales report. 	Comment by Amelia Cole (Swansea Bay UHB - Corporate): AAA’s assurance as heading in the right direction and on time

	140/24
	PATIENT EXPERIENCE REPORT

	
	The Committee received the patient experience report.
In introducing the report, HL highlighted the following points: 
· The patient experience report gave a routine update providing the committee with information on complaint performance;
· In the second quarter, the SBUHB achieved a 66% performance rate against the Welsh Government’s target of 75% within 30 working days;
· There were 577 complaints received;
· The themes for that quarter focus on communication, appointments and clinical treatment assessments;
· The report provides detailed insights into each theme, with clinical treatment assessment issues primarily linked to waiting times, the emergency department, orthopaedics and general surgery;
· Communication issues are mainly related to insufficient or incorrect data particularly affecting outpatient areas in terms of patient experience for that quarter;
· Over 16,000 completed friends and family surveys were completed. 93% in July and August and 92% in September.
SS invited questions:
NZ discussed the feedback being received, noting that some of it highlighted significant concerns about the emergency department. Patients reported long waiting times, discomfort, pain and a generally poor and unhygienic environment. NZ asked whether the feedback predated the recent efforts by SBUHB to improve the environment, and if not, whether further work was planned to address the patient’s concern’s.
HL agreed with NZ, noting it was an excellent point. HL clarified that the feedback would not predate recent efforts, as it pertains specifically to the quarter of July, August and September 2024. HL suggested that when the Morriston Service Group next present their update the issue could be addressed and a report provided before the next quarterly report is due. HL offered to discuss outside of committee if needed.
NZ mentioned a specific issue concerning date changes for one of the adult mental health sessions. NZ suggested avoiding the details but questioned the overall approach, asking how the SBUHB impact assessment for such changes influence decision making. NZ also sought assurance that there are appropriate and consistent processes in place to evaluate the impact of these types of changes on our patients.
HL stated that she would coordinate with the service group. HL suggested adding it to the action log.
RE stated regarding the emergency department environment, £15m in capital funding had been allocated by the Welsh Government for its refurbishment which RE said would make a significant difference. RE highlighted this funding acknowledged that the SBUHB emergency department was outdated and it was reassuring to the updates were in hand.
 The committee took assurance from the the patient experience report.	Comment by Amelia Cole (Swansea Bay UHB - Corporate): Advise – inform board the high level of complaints but work is in hand to make ED a better place

	141/24 
	PUBLIC SERVICE OMBUDSMAN FOR WALES ANNUAL LETTER

	
	The Committee received the public service ombudsman for Wales annual letter.
In introducing the report, HL highlighted the following points: 
· Over the year there was an overall 17% increase in contacts;
· In SBUHB the contact numbers slightly decreased;
· There were 132 referrals to the public service ombudsman, representing 0.35% referrals per 1000 residents;
· The primary concerns raised were with coroner involved clinical treatment at 42%;
· Complaint handling 20%;
· Mental health concerns 6%;
· Of the cases reviewed 33% were closed after initial consideration with no further investigation by the ombudsman;
· Another 18% proceeded to early resolution;
· 70% were considered premature as the SBUHB investigation had not been completed;
· 16% of cases fell outside the ombudsman jurisdiction;
· 62% of the recommendations complied on time;
· The ombudsman has focused on closing down long-standing open complaints;
· The were three public interest reports issued concerning SBUHB, all focused on orthopaedics and the management of waiting lists;
· Section nine outlines progress on the action plan created in response to the public service ombudsman annual report;
· Training is provided on communication, which has been well received, particularly but the clinicians. 
SS invited questions:
SS highlighted the three orthopaedic public interest reports, summarising that these patients were removed from the waiting list while awaiting a letter, but the SBUHB had not accounted for them. Although informed of the issue several months ago, SS queried if there was now a system in place to ensure this situation did not happen again.
HL informed that there was now a system in place. HL stated in February 2024 a report was presented to the safety committee explaining that a sample audit would be conducted, and further work was ongoing to review the issue.
NZ questioned whether the SBUHB was monitoring similar issues that might arise in waiting lists for other specialities. NZ also inquired about the process for tracking the completion of ombudsman recommendations, asking whether this tracking was included in the reports to the committee. NZ was glad to hear HL addressed timescales but noted that the capacity remained a significant challenge. NZ raised a related question highlighted earlier about whether there was adequate capacity to effectively manage the backlog and delays.
HL explained the February 2024 report confirmed that all waiting lists not just orthopaedic ones were being reviewed. HL stated the tracking was included in the quarterly patient experience report, which detailed the number of open actions that were either overdue or not. HL said the current quarter report had no actions overdue and three remained open. 
The committee noted the public service ombudsman for Wales annual letter.	Comment by Amelia Cole (Swansea Bay UHB - Corporate): AAA – assurance – there will always be issues with ombudsman but they are in hand. 

	142/24
	OPERATIONAL GOVERNANCE ARRANGEMENTS AUDIT WALES REPORT

	
	The Committee received the operational governance arrangements audit Wales report. 
In introducing the report, HL highlighted the following points: 
· The report was submitted to the Audit committee and referred to the Quality and Safety committee to oversee the implementation of the recommendations. 
· 12 recommendations were made;
· That SBUHB were very appreciative of Audit Wales work on the review of governance within the service;
· Committees are starting to adopt the AAA reporting format, which will be presented to the board, and other groups are also starting to implement the AAA approach;
· The reporting structure has been expanded to a four-part report, allowing timely information to flow between groups and up to the committee;
· Risk management issues are part of a broader reset in this area;
· Risk strategy will be presented to the board in November and the process was being reviews supporting the risk policy, including input from the risk scrutiny panel;
· Several actions are underway with set timelines and we aim to mee these.
SS invited questions:
NZ thanked HL for the update noting the report highlighted capacity as an area for concern, specifically regarding the ability of staff and resources to meet the committees needs. NZ suggested that this was something both the Quality and Safety committee should reflect on. While systems are being put in place, NZ emphasised the room to consider whether enough attention was given to the content, presentation and quality of the data informing the papers before the committee members. NZ reiterated the above was more of an observation than a question.  
The committee noted the operational governance arrangements audit Wales report. 	Comment by Amelia Cole (Swansea Bay UHB - Corporate): AAA – Advise: advise board they had received the report and making changes to the Q&SC reporting structure as a consequence.

	143/24
	DEEP DIVE INTO OUTSTANDING COMPLAINTS 

	
	The Committee received the deep dive into outstanding complaints.
In introducing the report, HL highlighted the following points: 
· There are 205 complaints open over a 30-working day timeframe;
· It was appropriate for those to remain open as they are progressing through the redress process and may require an independent report, which takes time;
· Many of the complaints are complex and challenging to manage, and this was a consideration being addressed across Wales in terms of how to handle such cases going forward; 
· Several workshops will be held along with a time-out session in February 2025, which will include the Public Service Ombudsman;
· There has been national recognition of the need to revisit the regulations governing complaints management; 
· The Welsh Government had conducted public consultations on proposed changes, taking into account public feedback with much of the response focusing on timescales.
· There are changes to the national system for managing complaints and the SBUHB are fully committed to complying with those; 
· The duty of candidates had been introduced and like other organisations in Wales the HB had incorporated this requirement into its capacity;
SS invited questions: 
SS mentioned that the paper highlighted proposed changes to the complaints process once they are made available by the Welsh Government. SS asked if there was any sense of the timing for when these changes might occur.
HL replied changes were potentially going to be introduced from April 2025, HL stated it would be clearer closer to the time. 
NM inquired about the complaints that remain open for 30 days, asking if the SBUHB maintains contact with the person who made the complaint, or if they simply keep them updated.
HL responded that it was a good point made. HL stated as part of the concerns address reassurance group, they review complaints open for over 30 days to ensure that complainants are kept up to date. HL emphasised that the SBUHB should not wait for complainants to contact them for updates; instead, the SBUHB should be proactive in providing information about delays and the plan moving forward. HL said this was part of the training and feedback provided but the public service ombudsman. 
NZ acknowledges NM’s points and noted the other are NZ wanted to address, highlighting that it provided a lot of assurance regarding that had happened at the national level, how the SBUHB are linking processes and how it the system was being reviewed. For NZ a key concern was how the SBUHB communicate with patients when they feel the need to complain. NZ expressed a desire for assurance that the SBUHB are reviewing the language used, ensuring it was consistent, appropriate and humble in tone when communicating with patients.
HL confirmed that they absolutely do review the tone used in communication. The issues had been raised within the corporate service group which had been communicated with the service group. HL said they are unsure if the correct tone was being used, this remained a focus with an emphasis on ensuring the communications reflects understanding and support.
SS stated there was an agreement to receive an update on the proposed national changes to the complaints process when made available from the Welsh Government. 
The committee considered the deep dive into outstanding complaints.	Comment by Amelia Cole (Swansea Bay UHB - Corporate): AAA – advise: there are quite a lot of complaints although working on them and with the Welsh Government on a national approach to complaints management.

	144/24
	QUALITY AND SAFETY PERFORMANCE REPORT

	
	The Committee received the Quality and Safety performance report.
In introducing the report, RK highlighted the following points: 
· The report provides an update on the SBUHB performance as of the end of September 2024, covering both local performance measures and those outlined for 2025;
· In urgent and emergency care there had been an improvement in the four-hour access target from 76.6% to 78.7%;
· 12 hours wait improved in September 2024 to 1,129 from 1,167 in August 2024;
· September 2024 saw 591 ambulances to hospital handovers taking over an hour, this was a reduction of 79 compared to previous months;
· There was a reduction in the average number of patients who were deemed clinically optimised in September 2024 (Pathway of care delays). The average number of clinically optimised patients decreased from 246 in the previous month to 237; 
· There had been unforeseen clinical cancellations and two patients are now waiting over 52 weeks for their first outpatient appointment; 
· At the end of September 2024, there were 1,241 patients waiting over 104 weeks for treatment an improvement of 37 from the previous month;
· The final Single Cancer Pathway (SCP) measure of patients receiving definitive treatment in August 2024 was 56%, which is 3% lower than the figure reported in July 2024;
· 290 patients were wating in excess of 63 days as of October 2024;
· Performance against the Mental Health Measures continued to be maintained at above target levels in August 2024 with the exception of psychological therapies;
· Child Adolescent and Mental Health Services (CAMHS) Access times for crisis performance had been maintained at 100% in September 2024; 
· Neurodevelopmental Disorders (NDD) access times within 26 weeks continued to be a challenge, the performance showed a improvement of 1% in the month of September 2024 to 31%;
· In September 2024, there were 8 Nationally Reportable Incidents reported;
· There were no new Never Events reported in September 2024.
SS invited questions: 
NM asked regarding mental health, what support were patients receiving while waiting for psychological therapy. The second question NM asked linked to neurodevelopmental disorders and the support being offered to families while they waited.
RK stated he would need to get back to the committee on the above questions at a later stage but was happy to email NM after speaking with the service group and offered his apologies.
NZ expressed concern that the cancer care remains a priority area for the Quality and Safety committee. NZ mentioned feeling somewhat anxious about the potential for improvement in routine care and stated her intention to seek assurance that at a system level the SBUHB was prioritising capacity toward cancer care. NZ second question regarding cancer focused on the ability to track the impact of delays on patients. Specifically, NZ asked whether the SBUHB were aware of the consequences of the delays and they had resulted in aby adverse outcomes. Finally, NZ emphasised the most important aspect not only having a comprehensive plan and trajectory but also ensuring the improvement of performance.
RK mentioned that he had spent considerable time reviewing the report in detail. RK highlighted that the target was a requirement to measure and report as part of the mandated out of committee requirements. RK addressed NZ question regarding cancer and stated that the he had reviewed the numbers and looked at trajectory noting that it was performing much better than expected. RK said from a patient hard perspective, that it was something being closely tracked. RK said it was not about the initial treatment but also understanding the consequences. RK it was understanding any further delays, stating there was collaboration with the cancer performance improvement group and the patient safety team to explore the development of a harm document. RK stated this would ensure that the SBUHB could effectively capture and identify any issues or problems that arise within the teams. RK discussed the cancer and access to treatment. Stating while patient experience data wasn’t available as part of the cancer performance improvement group, which there was a meeting soon, RK could share this feedback to the group. RK noted the importance of understanding while there are negative stories there are also many positive ones. 
The committee considered the Quality and Safety performance report. 	Comment by Amelia Cole (Swansea Bay UHB - Corporate): AAA – Advise. NM Mental heath and Neurodevelopment disorder and NZ cancer question to focus on. Advise on those 3 assure on the rest

	145/24
	EXECUTIVE SUMMARY OF THE QUALITY AND SAFETY OF PATIENT SERVICES GROUP

	
	The Committee received the executive summary of the Quality and Safety of patient services group.
In introducing the report, CB highlighted the following points: 
· Controlled drugs governance report outlines the agree-upon views. The order of arrangements had been revised and a biannual report on controlled drugs will be presented in the Quality and Safety group. New measures have been put into place to ensure the effective management of controlled drugs, which will enhance the governance surrounding this area; 
· Infection control observed an increased in C.diff cases in August. They noted a national rise in rates and SBUHB reported the lowest annual increase compared to other HB’s. 
· The capacity for quality improvement saw progress in the availability of training for existing staff;
· The never events had a learning event on 17th September addressing a never event that occurred in previous month;
· The corporate equality assurance toolkit has now been aligned with the new health and care standards; the action plans are also being formatted in the HIEW format. All actions plans will be consistent in format when distributed across the HB;
· The AMAT system has been updated and will go live across all areas for matrons system. The Point of Care (POC) audits are across the HB with some areas in the community still outstanding. However, all areas will be reporting on the system; 
· The quality priority report has appointed a deconditioning ambassador and training has been arranged;
· The nutritional hydration project has been collaborating with the emergency department focusing on hydration including the waiting areas;
· A patient menu testing has been conducted across the HB.
SS invited PSD to highlight the following points: 
· There has been a refresh of chairs providing the opportunity to review the terms of reference within the groups. Looking forward they can see what is needed to keep the terms of reference up to date; 
The compliance group had the opportunity to review and a similar approach was taken with patient experience. The frequency of the meeting was assessed and decided to reduce the frequency for some groups. The rationale behind this was to avoid turning the meetings into a report delivery session as the months pass quicky and there needs to be a balance between report submission time and action items. The formal meeting will take place every other month this gives the service group the opportunity to focus on delivering their key actions.
SS invited questions: 
NZ put forward an observation which highlighted the capacity of staff to effectively support the committees and provide accurate data. NZ said while it was beneficial to review the terms of reference, the ability to serve the committee structure and ensure proper escalation and monitoring of risk is crucial. NZ believed the HB need to test the approach to practice to see how it would work. 
The committee noted executive summary of the Quality and Safety of patient services group.	Comment by Amelia Cole (Swansea Bay UHB - Corporate): Advise 

	146/24
	CLINICALLY OPTIMISED PATIENTS REPORT

	
	The Committee received the clinically optimised patients report.
In introducing the report, EW highlighted the following points: 
· The Welsh Government had asked the HB’s to explore the creation of Integrated Discharge Hubs (IDH). Funding is not available therefore it relies on goodwill and leveraging existing resources through strong partnerships. The initiative went live at Morriston hospital at the start of July 2024. The team are now working to extend this support for winter at NPT and Singleton Hospital, ensuring a consistent process across the board; 
· Looking to expand the function of the IDH across all three sites; 
· The aim sits with bringing together all resources across the SBUHB and partners to work in a more coordinated way under the management of the IDH while their function and line management will remain unchanged, staff will work more cohesively as a team to plan and coordinate discharges; 
· The first few months saw an increase in the number of patients placed on the correct pathway from the outset;
· Hundreds of days have therefore been saved;
· The time has reduced between a patient being clinically optimised and placed on the correct discharge pathway;
· Feedback from ward level staff was positive, with many reporting less pressure to manage everything themselves;
· Staff felt the process was clearer and more manageable which was exactly what was hoped to be achieved from a staff well-being perspective;
· A reduction in time between referrals being accepted and by the IDH and actual discharge;
· Metrics and baselines are being reviewed; early indications suggest that 300 bed days per week are being saved. This was not a scientific measure but it provides a clear indication that efficiency efforts are driving noticeable improvements;
· It had been a valuable experience working in the integrated partnership space, as well as social work the third sector played a part in these efforts.;
· The pathways of care delay action plan was led by the Welsh Government in collaboration with the regions. 56 specific codes representing the reasons for patient delays in hospitals;
· Patients must be categorised under one of the 56 identified codes, which represents reasons for hospital delays. Since June 2024 the action plan has been refreshed. Each code now requires key professional leads to commit to specific actions aimed at reducing delays;
· The team have worked with NHS England to conduct a series of audits on all patients who have been in the acute beds for over 21 days. Senior multi agency teams were assembled to carry out the work over NPT, Singleton, Morriston, Gorseinon Hospital, Bonyimaenein House which is a council funded facility;
· The audit was conducted to analyse the cause of patient delays, identify the reasons behind them and improve the delivery of services within the IDH;
· Findings showed there was a lack of knowledge at the ward level regarding whom to escalate issues to as well as unclear and inconstancies within the escalation process;
· Priority was to work with local authorities to develop the trusted assessor model. Currently this proves to be working well but engaging with the care homes will be a challenge; 
· Each professional group receives a monthly benchmark outlining the number of delays to the specific code in the previous month and the improvement target for the following month. This action plan holds this information which will be submitted monthly to the Welsh Government who hold the service group accountable;
· Improvements have not been made in all areas, to address this the focus lays with collaborating with partners in mental health to explore how they can manage better and minimise delays. This shows the current status of the pathway of care delivery plan; 
· Over the past few weeks there has been a deep dive within the workforce resilience within the home first program, it is challenging being a district or discharge liaison nurse, or a social care worker. Discussions are underway on how to ensure sustainability in their workforce and exploring how to enhance consistency and provide better support for these roles.
SS invited questions: 
NZ mentioned that the information looks good on paper moving in the right direction. However, NZ said there’s an important point to consider the role of planning from the very beginning of the process, starting at the point of admission to patient discharge. The question was whether the SBUHB are getting this right. 
NZ asked a question about the chart on days lost to delays which had worsened significantly over the last two months. NZ concern lay with that being a real issue or was it a seasonal trend. There has been a trajectory applied to something that typically fluctuates at this time of year. NZ felt it would be helpful to have more context on this. NZ spoke of audits which seemed like a good idea. NZ queried how targets were set, priorities and how communication with partners happened, especially around hot points. NZ said how can engagement, commitment and buy in be ensured and what mechanisms do we have to influence this.
EW said they work with communications team to ensure that discharge planning begins upon arrival and was shared with all relevant departments. EW stated when a patient arrives, they are assigned to a zero pathway meaning they already are included in the discharge planning process. EW said the team hopes this approach would be mirrored with IDH. EW stated in terms of season effects NZ was correct and it was mentioned in relation to annual leave for social workers. However, EW said there was an observed decline in the progress during the summer primarily due to annual leave. The service group is aware of the issue and need to figure out how to address it moving forward. EW said at an operational level key partners in the third sector and social care are very good. EW said they provide valuable input and a report would be drafted together as operational leads. The report would then be viewed by the regional partnership boards for governance and informational purposes. 
SS asked if a decrease was anticipated or would it be too early to tell. 
EW responded a few more months would help with statistical significance of trends. 	Comment by Amelia Cole (Swansea Bay UHB - Corporate): Advise that the system and changes areput in place but over all numbers are taking time to see adjustments.
Assurance too
The committee noted the clinically optimised patients report.

	147/24
	RESEARCH AND DEVELOPMENT ANNUAL REPORT

	
	The Committee received the research and development annual report.
In introducing the report, RK highlighted the following points: 
· During the last financial year there were 150 non-commercial in-house portfolio studies actively recruiting 2,377 patients, along with 36 open commercial studies recruiting 162 patients;
· In addition to the ongoing studies that continue to require clinical study visits for patients in follow-up;
· Data at the end of the financial year 2023/2024 indicated that the HB had 99 open and recruiting non-portfolio studies; 
· There were 16 HB sponsored studies open, with 10 in follow up and 10 aimed at supporting studies undergoing regulatory approval;
· Clinical trials showed the RBT team continued to develop new ways of working for example a dedicated clinical space was opened at a single hospital for patients involved in cancer and haematology-based research trials. A pilot program was introduced allowing medical students to spend time with R&D teams giving them better understanding of the work involved in clinical trials;
· there had been positive feedback overall regarding the process. Case studies and examples for each study were included in the annual report;
· the report explored new opportunities with RNT including VPAC of the country scheme for pricing, access and growth which was approved by UK Government
· The scheme could bring an additional £30m in funding to Wales over the next five years.
SS invited questions:
NZ stated this was a great piece of work and something that should likely see more of at the board. However, one key aspect NZ said needed to be understood better was the capacity of staff to engage in research. Assurance on decision need to be clearer regarding capacity ensuring staff involvement in research does not place excessive demands on their primary duties or negatively impact patient care. NZ also made a suggestion about improving internal collaboration, particularly by pulling partners together. NZ said she would work with the university in the area. NZ believed the issues aligned perfectly with the new committee established for research and innovation. Additionally, there was significant potential to involve the charity team not only in supporting funding for research but also in helping to secure grants, which NZ believed would be received well. 
RK thanked NZ and revisited the points that had been raised. RK mentioned that they are the only HB in Wales that recognises the research as part of the job planning tariff. This meant clinicians can demonstrate their involvement in research to show tangible outcomes. RK stated regarding partnership working, they are collaborating with the university but also exploring other university sites. RK said a recent discussion at the board level including JCC, a paper will be present to the management board on 20th November.
SS queried the paper noting that it was described as financially neutral. SS asked whether, if one of the SBUHB staff members, such as a doctor spent a session per week on research, the salary for that session would it be funded by the organisation running the project? 
RK said staff are encouraged to ensure that their research grant applications are submitted and that the funding would be secured through the appropriate channels. RK said while there are strict criteria’s to follow we want to build a strong portfolio of studies, particularly those involving partnerships.
SS asked if it was known how much would be spent on research sessions each year. 
RK did not have the answer to hand but could provide it once sought. 
RK informed the research facility was at Singleton at the university building.
The committee noted the research and development annual report.	Comment by Amelia Cole (Swansea Bay UHB - Corporate): Assurance – no concern’s raised

	148/24
	JOINT COMMISSIONG COMMITTEE QUALITY AND PATIENT SAFETY COMMITTEE REPORT

	
	The Committee noted receipt of the Joint Commissioning Committee Quality and Patient Safety Committee report. 

	149/24
	ITEMS TO REFER TO OTHER COMMITTEES

	
	There were no items to refer.

	150/24
	ANY OTHER BUSINESS

	
	There was no any other business and the meeting was closed at this point.

	151/24
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Tuesday, 26th November 2024. 
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