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Agenda Item Number: 9.1.1


Minutes of the Meeting of Cwm Taf Morgannwg University (CTMUHB) Quality & Safety Committee held on the 24 May 2023 as a Virtual Meeting via Microsoft Teams
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Emma Walters
	Royal College of Nursing (RCN) Convenor (In part)
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Clinical Director, Planned Care
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Corporate Governance Manager

	
	




	Agenda Item
	

	1.0
	PRELIMINARY MATTERS

	1.1
	Welcome & Introductions

	
	In opening the meeting, J Sadgrove, Committee Chair provided a welcome to all those present, particularly those joining for the first time, those observing and colleagues joining for specific agenda items. The format of the proceedings in its virtual form were also noted by the Committee Chair.

The Committee Chair acknowledged the progress being made in relation to Equality Impact Assessments and recognised the continued focus that is  required in this area.   Executive sponsors were asked to ensure that this area was completed appropriately within reports moving forwards. 


	1.2
	Apologies for Absence

	
	Apologies for absence were received from:
· Dom Hurford, Medical Director;
· Julie Denley, Deputy Chief Operating Officer;
· Richard Hughes, Deputy Executive Director of Nursing 


	1.3
	Declarations of Interest 

	
	
There were no additional interests declared. 


	2.0
	SHARED LISTENING AND LEARING

	
	

	2.1
	Listening & Learning Story 
R Pockett shared the Listening & Learning Story with Members of the Committee, which related to a mum’s journey, following the birth of her baby who was very unwell and had to be transferred to the University Hospital of Wales (UHW) and then back to Prince Charles Hospital (PCH) for after care.
   
C Donoghue welcomed the story which she found to be powerful and emotional and highlighted the wonderful illustration of the care provided across Cwm Taf Morgannwg University Health Board and Cardiff & Vale University Health Board, which was a huge testament to all the staff involved. 

In response to a question raised by G Hughes as to whether could have been done to ensure the mother was transferred to UHW in a more manner to be with her baby, R Pockett advised that the mother wished to assure Members that it was her choice to discharge herself quickly from the hospital following a telephone call received from the Consultant at the University Hospital of Wales.  Members noted that the team had reflected on this event and considered that on this occasion there was no more that they could have done to prevent the mother from leaving the hospital at this time as she did not provide them time to respond and put transfer arrangements in place, as she had arranged for a family member to collect her without delay.  

In response to a question raised by N Milligan as to why mothers could not be transferred alongside their babies in an ambulance, R Pockett advised that there are provisions in place to support this where circumstances allow, however, on this occasion the mother was very unwell so this would not have been possible.  

The Committee Chair extended her thanks to R Pockett for sharing the story and was delighted to learn that the baby was doing well and recognised the efforts of both Neonatal Teams at Prince Charles Hospital and the University Hospital of Wales.  Members noted that the parents asked for their thanks to be shared with all staff for the support they had provided and the Committee Chair advised that she wished to share her thanks to the family for sharing their story. 

	
	

	Resolution:

2.2










































Resolution:

2.3



































































Resolution:

Actions:
	The Listening & Learning Story was NOTED. 

Care Group Spotlight Presentation – Planned Care (Focus on Cancer Services) 

D Casey shared the presentation with Members. 

In response to a question raised by J Hehir on the methods for assessing whether health inequalities for patients across the Health Board were being reduced, D Casey advised that there was a Reducing Inequalities in Cancer Task Group in place who had undertaken a number of pieces of work over several years, which included reviewing screening uptake and referral practices across GP clusters alongside the identification of clusters within poorer areas of the community.  Members noted that the Task Group had an annual plan in place which was being monitored for progress. 

In response to a query raised by P Roseblade as to whether there were occasions where patients would need to be placed on a general ward as opposed to a cancer ward, D Casey advised that the Health Board did not have any cancer wards and confirmed that patients would be placed on a general surgical or medical admission ward.  Members noted that if a patient was immuno compromised then they would be isolated and nursed in cubicles with appropriate Infection, Prevention and Control measures in place. 

G Hughes confirmed that the Health Board did not have a Hematology-Oncology inpatient facility and confirmed that patients were managed within general ward areas.  Members noted that the new Velindre Cancer Centre (nVCC) Business Case investment would provide a regional service for patients requiring Systematic Anti-Cancer Therapy and noted that from a surgical perspective, patients who had operations related to cancer would be cared for on the appropriate general ward.  G Hughes provided assurance to Committee Members that no cancer patients requiring surgery had been cancelled as a result of unavailability of beds. 

A Brown provided further assurance that patients were being treated under the relevant specialty areas, for example, a patient with lung cancer would be admitted under the care of a Respiratory Physician.  Members noted that if patients experienced any complications from cancer treatments, they would then be cared for by the Acute Oncology Teams that support Health Boards. S O’Brien added that patients would also be cared for post-operatively by specialist nurses and clinical nurse specialists. 

The Committee Chair extended her thanks to D Casey for sharing the presentation. 

The presentation was NOTED. 

Care Group Spotlight Presentation – Primary & Community Care  

A Llewellyn shared the presentation with Members. 

D Jouvenat welcomed the presentation which she had found to be very clear and informative. 

N Milligan made reference to a recent walkabout she had undertaken with the Health Board Chair at Ysbyty Cwm Cynon and Ysbyty Cwm Rhondda where a concern was raised at both hospitals that student nurses did not consolidate.  N Milligan sought clarity as to whether a discussion could be held with Universities on this matter as it was felt that if student nurses did consolidate in community hospitals the Health Board would have an improved chance of retaining them as registered nurses.  A Llewellyn advised that discussions were already being held with Universities in relation to student placements and added that work was also being undertaken in relation to retention of staff. Members noted that a deep dive had recently been undertaken to determine the reasons why staff were leaving the organisation, where it was noted that retirement and career development were the two main reasons why staff were leaving. A Llewellyn advised that a rotational post was being piloted to enable career development between community and inpatient settings and added that the team were also exploring overseas nursing which had not been utilised within community hospitals previously.  

L Edwards welcomed the presentation and advised that whilst she recognised the scale of the services that were covered within this Care Group, she would welcome greater reference to the work being undertaken by Allied Health Professionals within the Community moving forwards.  A Llewellyn advised that these were critical members of the community team and added that the team were fortunate to have secured additional investment into this area and were looking forward to seeing the impact of this. 

C Donoghue welcomed the update provided that Safe to Start was now being used within the Community and advised that she would welcome further updates on progress on this moving forwards. 

In response to a question raised by C Donoghue in relation to the risk score of 12 that had been allocated to the risk relating to the deficit of registered nurses, A Llewellyn advised that this was a deteriorating position and the risk score will be reviewed.

In relation to concerns raised by C Donoghue in relation to a practice that had been deleting unread referral update messages, A Llewellyn advised that she would be happy to provide more detail on this matter outside the meeting. Context was sought outside of the meeting that clarified this action in that the GMS primary care team were alerted to a practice which had a number of unread and deleted WCCG (electronic communication system) referral updates.  Following this information, the Care Group notified the practice, and also asked one of the primary care Clinical Directors’ to review all the records of the deleted referrals to provide assurance that this had not led to any impact / harm to patients, and that any outstanding actions had been addressed.  The Care Group will receive the outcome of this review in July and will update Committee as part of the regular highlight reporting arrangements.

P Roseblade advised that it would be helpful if Members could be provided with more detail in relation to issues regarding spirometry testing within GP surgeries. A Llewellyn advised that she would be happy to provide more information on this matter to Committee Members outside the meeting.  

The Committee Chair advised that it was helpful to see the range of activities being undertaken within this Care Group and welcomed continued briefings  on the challenges and opportunities moving forwards. 

The Committee Chair extended her congratulations to the Senior Nurse from the Specialist Immunisation Service who had been awarded a Lifetime Achievement award for a range of vaccination related initiatives. 
The presentation was NOTED. 

Updates on progress to be included in future iterations of the report in relation Safe to Start

Risk score of 12 that had been allocated to the risk relating to the deficit of registered nurses to be reviewed outside the meeting to determine whether risk score was appropriate given the deterioration in the position.

More detail to be provided to Committee members outside the meeting in relation to the practice that had been deleting unread referral update messages.

More detail to be provided to Committee Members outside the meeting in relation to issues regarding spirometry testing within GP surgeries.







	
	

	3
	CONSENT AGENDA

	
	

	3.0
	For Approval/Noting


	3.1.1
	Unconfirmed Minutes of the Meeting held on the 16 March 2023


	Resolution:
	The minutes were APPROVED as a true and accurate record.


	3.1.2
	Unconfirmed Minutes of the In Committee Meeting held on the 27 March 2023


	Resolution:

3.1.3

Resolution:
	The minutes were APPROVED as a true and accurate record.

Quality & Safety Committee Annual Report

The Annual Report was ENDORSED for Board APPROVAL 


	3.1.4
	Chairs Urgent Action – Policy Approvals


	Resolution:

3.1.5

Resolution:
	The Chairs Urgent Action was APPROVED.

Ratification of Urgent Committee Chairs Action – Policy Approval

The Urgent Chairs Action was ratified for APPROVAL. 


	3.1.5

Resolution:

3.1.6

Resolution:

3.2.1
	All Wales Model Policy for Consent to Examination for Treatment

The Policy was APPROVED. 

Policy for the provision of Intraoperative Cell Salvage

The Policy was APPROVED. 

Committee Action Log

	
	
P Roseblade made reference to the response that had been provided against action log entry 2.3 Unscheduled Care Group Spotlight report, which related to the request made for data to be shared with Committee Members in relation to ambulance handover delays for each individual hospital.  P Roseblade added that the response provided indicated that data was not readily available per hospital and had to be manually collected.  G Hughes confirmed that the data was available at site level and added that there were discrepancies with the data, which had resulted in the Health Board retaining its own record to ensure that the data being provided by the Welsh Ambulance Services NHS Trust was accurate. G Hughes agreed to review the response provided within the action log to ensure it was worded correctly.  


	Resolution:
	The Action Log was NOTED.


	3.2.2
	Annual Cycle of Business 


	Resolution:
	The Annual Cycle of Business was NOTED.


	3.2.3
	Quality & Safety Committee Forward Work Programme 

	
	

	Resolution:
	The Forward Work Programme was NOTED.

	
	

	3.2.4
	Human Tissues Act Progress Report

	
	


	Resolution:
	The Report was NOTED.


	3.2.5
	WHSSC Quality & Patient Safety Committee Chairs Report


	Resolution:
	The report was NOTED.


	3.2.6
	Infection, Prevention & Control Year End Update 


	Resolution:

3.2.7


Resolution:

3.2.8

Resolution:

3.2.9

Resolution:
	The report was NOTED.

Quality Governance – Regulatory Review Recommendations & Progress Updates

The report was NOTED. 

Cancer Services Annual Report

The report was NOTED. 

RADAR Committee Highlight Report

The report was NOTED. 

	
	

	4.
	MAIN AGENDA


	4.1
	Matters Arising not considered within the Action Log


	
	There were no further matters arising identified.


	5.
	GOVERNANCE


	5.1
	Organisational Risk Register – Risks Assigned to the Quality & Safety Committee


	
	C Hamblyn presented the report and highlighted the key matters for Members attention. 

P Roseblade welcomed the comprehensive update that had been provided against risk 4632 which related to stroke services and sought clarity as to when the Committee would be next presented with the Stroke Action Plan.  L Edwards confirmed that a progress report on Stroke Services, which would include the action plan, would be presented to the July 2023 meeting. 

P Roseblade made reference to risk 4743 which related to the Failure of Appropriate Security Measures/Safety Fencing and advised that following on from the previous comments she had made about this risk, it had not been updated since October 2022.  C Hamblyn confirmed that a review had been requested which was further endorsed by G Hughes who confirmed that a significant review of this risk had been requested by the end of May. 

P Roseblade made reference to the update provided for Risk 5267 which refers to coffee mornings being provided for spouses and sought clarity as to what this related to.  G Dix advised that this related to spouses of the internationally educated nurses who were working within the Health Board, some of which had worked as Registered Nurses within their own country that had not yet obtained NMC registration. 

P Roseblade made reference to Risk 5036, Pathology Services unable to meet current workload demands, and sought clarity as to what had happened to lead to a change in the consequence of this risk. C Hamblyn advised that she had recently held a session on risk with Pathology colleagues where a discussion was held in relation to risk consequence and added that she hoped this would be addressed for the next iteration of the report.  P Roseblade advised that there were quite a few risks, new risks in particular, where the consequence of the risk had been changed, which would need to be reviewed further. 

G Hughes advised that the work being undertaken by C Hamblyn in relation to risks was essential and added that a detailed discussion had been held at the Operational Management Board in relation to risk scoring and moderation and that .Care Groups are undertaking a review of their Care Group risks at pace. 

C Donoghue welcomed the work being undertaken in strengthening the risk register.  C Donoghue commented that when updates indicate that plans are being developed to address the risk, it would be helpful if timescales could be identified.  C Donoghue also commented that mandatory training appeared to be a theme, drawing particular attention to risk 3133 which related to Medical Gas training which did not seem to be improving.  C Donoghue queried the risk treatment and whether there were a series of risks that the Health Board would need to tolerate or whether a set of new actions needed to be identified in order to treat the risk. 

C Hamblyn advised that further work is required to identify risk treatment options which will be taken forward by the end of the calendar year. 

N Milligan suggested that where risk controls and mitigations identify implemented activity, the updates could be further strengthened to capture the analysis undertaken as a result of such action, and the next steps being taken to further mitigate the risk. Datix risk ID 5267 was provided as an example around exit questionnaires.  

The Committee Chair acknowledged the progress to date and recognised the further work to be undertaken to further mature the risk register.  The Committee Chair suggested that queries on the risk register be sought in advance of the meeting in future.


	Resolution:

Actions:






5.2
	The report was NOTED

Comments raised by Members in relation to specific risks, will be addressed by the Assistant Director of Governance & Risk outside the meeting with the relevant risk owners

Members to submit queries on the risk register in advance of meetings in future to enable responses to be sought where possible.

Healthcare Inspectorate Wales Action Plan Tracker - Prototype

G Dix presented the report.  Members noted that a Healthcare Inspectorate Wales Action Plan Tracker had now been developed, noting that AMaT will continue to be explored as a future automated option to support the process. G Dix also advised that three monthly updates would be submitted to Healthcare Inspectorate Wales in relation to progress being made against outstanding actions. 

C Hamblyn advised that interviews were being held in June for two Compliance and Assurance roles whose remit would include identifying one central place to capture all recommendations, including internal and external audit recommendations. 

P Roseblade advised that she felt it was far more appropriate to develop the AMaT system to capture Healthcare Inspectorate Wales (HIW) recommendations as opposed to adding them to the Audit Recommendations Trackers that had been developed for Audit & Risk Committee.  P Roseblade also advised that she felt it was more appropriate for the HIW recommendations to be presented to Quality & Safety Committee. 

In response to a question raised by the Committee Chair as to whether this system would be able to identify thematic issues across the Health Board, for example, a number of inspections undertaken across Mental Health had identified similar issues, G Dix advised that whilst the AMaT system would be able to identify specific recommendations by specialty, it would not be able to identify specific themes. Members noted that the thematic analysis would need to be undertaken by the Quality Governance Team and at Care Group level.  

	
Resolution:
	
The report was NOTED. 


	6.
	IMPROVING CARE


	6.1
	Maternity Services & Neonates Improvement Programme 
S Hardacre presented the report highlighting key matters for the attention of Committee Members.  The Committee Chair recognised the significant amount of activity that had been undertaken in this area. 

N Milligan commented that in the PREMS report, she had found it helpful to see the actions that had been undertaken as a result of the feedback that had been received. 

In response to a question raised by C Donoghue in relation to medical staff training and the need to increase this and whether this related to capacity or cultural issues, S Hardacre advised that this related to the 10 statutory and mandatory training modules all colleagues within the Health Board are required to undertake. Members noted that the Team have support from the People Services Team to address this and it was hoped that this issue would be resolved by July.

In response to a question raised by P Roseblade as to what the main causes were regarding unavailability of staff to work in the Neonatal Unit, S Hardacre advised that this was a combination of long and short term sickness as opposed to unavailability of staff through vacancies.  Members noted that the Team was small so any staff sickness results in an impact on the ability of staff to attend training.  Members noted that workforce plans were being developed to address this issue in the longer term. 

G Dix made reference to the Royal College of Midwifes Conference that had taken place on the 19 May which was a joyous occasion for CTM Midwifes who had attended the event for the first time.

G Dix made Members aware that there had been an increase in MRSA colonisation of babies within the Special Care Baby Unit (SCBU) at the Princess of Wales Hospital (POW) in Bridgend.  Members noted that there had been sporadic cases between November 2022 and February 2023, with a further cluster being seen in April 2023.  G Dix advised that the last colonisation was on the 20 April, with no further cases since. Members noted that the estate within SCBU, POW was fairly old and tired and noted that significant work had been undertaken by the Estates Team over the last few weeks to ensure the environment complied with Infection, Prevention and Control standards. G Dix advised that it was likely that the unit would need to close to enable the contractors to complete the estates work required and added that Public Health Wales and the Maternity & Neonatal Network had been kept up to date on the matter.  Members noted that no babies had come to any harm. 


The Committee Chair advised that a demonstration had been provided at the recent meeting of the Maternity & Neonates Improvement Board as to how the information contained within the dashboard could actively be used to inform change practices and reflection.  The Committee Chair added that a detailed discussion was also held in relation to the Mothers & Babies: Reducing Risk through Audits & Confidential Enquiries across the UK (MBRRACE) report and advised that she was pleased to see that information was now being provided in a timely way following concerns raised previously by MBRRACE that the Health Board was not providing information.  Members noted that there was still a gap in relation to capturing the ethnicity of babies which was in the process of being addressed. 

	
	

	Resolution:



6.2































Resolution:

6.3




































Resolution:

6.4 


































































































Resolution:

Actions:



















6.4.1































Resolution:


Actions:







6.4.2















Resolution:

Action: 





6.4.3



















Resolution:

Action:



6.5










































Action:



	The report was NOTED. 



Ty Llidiard Tier 4 CAMHS Inpatient Unit Report 

L Edwards presented the report and highlighted the key matters for Members attention.

D Jouvenat welcomed the report and recognised the improvement measures that have been implemented.  D Jouvenat supported the activity on the importance of saying ‘thank you’ and added that she was aware that the Health Board was currently exploring recognition and reward. L Edwards advised that she had attended the staff engagement event and added that it was great to see the Team coming together following the impressive journey they had all been on. 

A Llewellyn advised that the Team were looking to hold another stakeholder event with patients following the successful event held last year and added that Members of the Committee would be receiving an invite to this event once a data had been confirmed. The Committee Chair encouraged all members to attend if possible.

The Committee Chair advised that she had visited the unit and had been pleased to see the continuing improvements being made to the environment. In response to a question raised by the Committee Chair as to when phase two of the building works was likely to commence, A Llewellyn advised that a proposal had been developed, costed and submitted and was now being considered alongside other requests for capital investment. 

The Committee Chair welcomed the reduction in restricted practices which evidenced the change in approach being taken under the new leadership.  The Committee Chair also welcomed the level of compliments being received. The Chair extended her thanks to the Team at Ty Llidiard for all of the work undertaken. 

The report was NOTED. 

Mental Health In-Patient Improvement Progress Report

A Llewellyn presented the report and highlighted the key matters for the Committee’s attention.  The Committee Chair advised that Members had been well briefed on the Healthcare Inspectorate Wales inspection reports and added that she was pleased to see that coherent action was being taken. 

N Milligan made reference to the update provided on page five of the report in relation to revised completion dates for four areas of training and questioned whether training could be provided to staff whilst in their areas of work given the pressures in relation to staff availability. A Llewellyn advised that she would be meeting with Resuscitation Leads later this week to discuss the provision of resuscitation training and added that trajectories were in place in relation to other mandatory and statutory training.  Members noted that balance would be required given the scale of improvement required and the ability to release staff to attend training. 

D Jouvenat advised that in relation to Manual Handling Training, the Health, Safety & Fire Sub Committee had received reports in relation to this issue where it had been noted that staff had been booking onto sessions and then not attending the session.  D Jouvenat expressed the importance of ensuring that staff attend the session they had booked onto. A Llewellyn confirmed that she was reinforcing this with staff. 

H Daniel advised that as well as capacity issues within the training teams, there remained a backlog within training areas as a result of the Covid-19 pandemic.  H Daniel added that clarity was required as to what training could be delivered locally and how the model could be adapted.  Members noted that the Health Board’s performance in relation to Statutory and Mandatory training was poor compared to other Health Board’s and noted that discussions would need to be held at a national level to share experiences and determine how other organisations were achieving their positions. 

Members noted the comment made by G Jones in relation to reviewing the model used previously in relation to shift patterns with the six hour make up shift being utilised for training. 

The report was NOTED. 

Quality Dashboard
N Downes presented the report and highlighted the key matters for the attention of the Committee. 

C Donoghue made reference to the introduction of a specific Community Pharmacy form which had a number of fields missing, including the harm field which had impacted on data collection and sought clarity whether this had now been corrected. K Jenkins-Forrester confirmed that this had now been rectified and the data would be available for the next meeting. 

C Donoghue advised that in relation to falls and pressure damage, whilst she was aware that initiatives were in place to address this, she expressed concerns that there did not appear to be any significant improvement being made and questioned when it was likely that improvements would be seen. N Downes advised that a more holistic picture was required as to the reasons behind patient falls.

In response to a question raised by N Milligan as to what was meant by medication supply errors of which there were 64, N Downes advised that he would review this and would provide a response to members outside the meeting. 

N Milligan commented that in relation to the high numbers of falls within Ysbyty Cwm Cynon and Ysbyty Cwm Rhondda, it would be helpful if the reasons could be identified within the report as to why these falls were occurring, for example, were there high numbers of vacancies and high levels of acuity within these areas.  N Downes advised that he would be happy to provide further information in future iterations of the report.

N Milligan drew attention to the Delivery Unit Compliance Summary of Patient Safety solutions and advised that some of the data was quite old and dated back to 2014.  In response to a query raised by N Milligan as to whether the Health Board reviewed its compliance against these notices on a regular basis, K Jenkins-Forrester confirmed that these were being monitored weekly at the Executive Director led Patient Safety meetings and added that the process had recently been reviewed. Members noted that a consolidation exercise was also being undertaken to ensure that the data contained within the Delivery Unit report and the data held within the Health Board aligned. Members noted that there was now only one Patient Safety Notice, which related to Naso-Gastric Tubes, which the Health Board were not compliant with and noted that the process was changing to ensure these were adhered to within the correct guidelines and parameters.

P Roseblade made reference to the number of patient safety incidents reported on page two of the report which had been reported as a percentage and questioned whether there was still an issue with Datix not being updateable with accurate information once an investigation had been undertaken. P Roseblade also added that it would be more helpful if actual numbers could be included in the report as opposed to percentages given that this was a public facing document. 

P Roseblade also made reference to the closed incidents reported by severity on page 7 of the report and questioned whether this was indicating that there had been five incidents that had been catastrophic and four that had been severe.  P Roseblade made reference to the statement made on page 8 of the report which advised that work continued to develop and refine safety metrics and advised that this statement read as if the Health Board was placing more focus on how to present the data as opposed to how it was preventing the incidents from occurring. 

In relation to the number of patients safety incidents reported as a percentage on page two of the report, N Downes advised that further data was included on page 6 of the report which advised that there were 13 incidents that were closed with severity post investigation of severe harm or catastrophic/death. P Roseblade advised that this needed to be made clearer within the report. In relation to the statement made on page 8 of the report, N Downes agreed that this needed to be reworded as it did infer that metrics were being reviewed as opposed to processes. 

L Love-Gould advised that in relation to falls, whilst nobody would want to see injurious falls, patients do need to walk and mobilise to aid their recovery.  Members noted that a bid had been submitted to Welsh Government in relation to establishing a Health Board wide Falls Service which had not been in place previously. 

In response to a question raised by J Hehir as to reasons behind the absconsions referred to on page 10 of the report, A Llewellyn advised that the majority of the absconsions data related to Mental Health patients who had been detained under the Mental Health Act and had been late returning from planned leave, which was then being categorised as an absconsion.  Members noted that work is underway in relation to variation of reporting within Mental Health and noted that the Health Board was an outlier in Wales in terms of the numbers and types of absconsions reported.  The Committee Chair advised that data definitions were important in order for the context to be understood.  

G Dix advised that he would welcome any further comments from Members as to how the content of the quality dashboard could be further improved. 

G Dix advised that in relation to Duty of Candour, there had been some challenges in relation to categorisation of harm as an incident occurs.  Members noted that between 1 April and 11 May, 434 incidents had been categorised at moderate and above.  322 of these incidents were reviewed, and following review 269 were downgraded. 52 incidents out of the 322 reviewed triggered a duty of candour implementation which was moderate and above.  Members noted that a significant amount of work needed to be undertaken to ensure staff were categorising incidents correctly.  G Dix advised that future iterations of the Quality Dashboard report would include an update on Duty of Candour triggers. 

The report was NOTED 

Review to be undertaken of the medication supply errors referred to within the report.  Response to be provided to Members outside the meeting to confirm what this relates to.

Update to be included in the next iteration of the report as to the reason behind the high number of falls being experienced at Ysbyty Cwm Cynon and Ysbyty Cwm Rhondda 

Number of patients safety incidents to be reported as a number as opposed to a percentage in future iterations of the report

Statement made on page 8 of the report which advised that work continued to develop and refine safety metrics to be reviewed and reworded as it inferred that metrics were being reviewed as opposed to processes. 

Members to share any further comments as to how the content of the quality dashboard could be further improved. 

Emergency Department Spotlight Presentation – A Review of Falls and Pressure Ulcers

B Gammon highlighted the key presentational points for Members attention.

G Dix advised that whilst a reduction had been seen within our community acquired pressure ulcers and stage 3 and 4 ulcers, he remained concerned in relation to the number of avoidable pressures ulcers being reported within the general wards. Members noted that an update would be provided at the Board meeting tomorrow in relation to the developing correlation between staffing and nurse sensitive measures in relation to falls and pressure ulcers.  G Dix also advised that he remained concerned in relation to over-crowding within the Emergency Departments and the impact on care.

In response to a query raised by N Milligan regarding the information contained within slide 5 in relation to the number of patients falls by hospital site, which appeared to show a decrease in falls at Prince Charles Hospital (PCH), with the data indicating an increase in reporting at PCH, B Gammon advised that she would obtain an update from R Hughes outside the meeting and will share the response with Members. 

G Hughes advised that if you view the incidents as rates of 1000 per attendees, it can then be determined whether this is related to over-crowding.  G Hughes advised that it would be important to record whether a patient was on a trolley or in a chair within the Emergency Department and added that unless the chair being used was a pressure relieving chair, it was not appropriate for a chair to be used. 

The Committee Chair welcomed the discussion held which she found to be helpful and requested that a further report was presented to the Committee on this matter in due course clarifying the points that had been raised. 

The presentation was NOTED. 

Update to be obtained from the Deputy Director of Nursing in relation to the number of patients falls by hospital site, which appeared to show a decrease in falls at Prince Charles Hospital, with the data indicating an increase in reporting at PCH

Further report to be presented to the Committee in due course clarifying the points that had been raised.

Lessons Learnt – Learning and Actions following a death in Maesteg Hospital

G Dix shared the presentation with Members reiterating that this matter had been discussed a number of times at In Committee Quality & Safety Committee meetings.  Members noted the presentation provided some assurance around how care issues have been addressed as a result of the incident and the work that had been undertaken to date. 

C Donoghue drew attention to the Impact Assessment section of the cover report seeking clarification as to what was meant by the entry “Impact will rest with output and associated reporting structures described in presentation” and the entry in the “Has an EQIA been completed section”.  G Dix agreed to discuss this with the report author and C Hamblyn outside of the meeting for further advice if required.

The presentation was NOTED. 

Statements made within the cover section regarding the entry “Impact will rest with output and associated reporting structures described in presentation” and the entry in the “Has an EQIA been completed section” to be discussed with report author outside the meeting and with C Hamblyn if further advice is required. 

Executive Director and Independent Member Quality Patient Safety Walkrounds January – April 2023

G Dix presented the report and advised Members that when they were undertaking their walkabouts there is flexibility to have a fluid conversation based on what had been observed through speaking to Teams, as well as asking the suggested questions identified within the framework. 

P Roseblade echoed the comments made by G Dix on the importance of having fluid conversations. In response to a comment made by P Roseblade regarding the content of paragraph 1.7 which implied that it would be the Independent Members role to agree actions for improvement, G Dix confirmed that it would be the responsibility of the Executive Director to agree actions for improvement with the relevant Care Group and not the Independent Member and this will be amended.

The Committee Chair welcomed the report and advised that she looked forward to receiving future updates 

The report was NOTED. 

Report to be amended to reflect that it would be the responsibility of the Executive Director to agree actions for improvement with the relevant Care Group Lead and not the Independent Member. 

Care Group Highlight Reports

The following updates were received in relation to the Care Group Highlight Reports. Members noted that focus is targeted on the areas of escalation. 

Planned Care 

Members noted the item highlighted within the alert/escalate section which related to Duty of Candour process which will require increased reporting for the cohort of Follow Ups Not Booked Ophthalmology patients.

D Jouvenat made reference to appendix 1 which highlighted that a number of areas that were either unable to complete a core audit or had not submitted an audit and questioned how this was being addressed.  S O’Brien advised whilst the AMaT system was now being used within Care Groups and by Heads of Nursing as part of the triangulation process, actions would now need to be recorded on the system to enable progress to be monitored.  Members noted that there were still some areas that did not have access to the AMaT system and were completing audits on a paper based system, Theatres for example, and noted that the longer term plan would be to roll out the AMaT system across the Health Board. 

Unscheduled Care

Members noted the item highlighted within the alert/escalate section which informed the Committee that from the 1 April 2023, the Minor Injuries Unit at Ysbyty Cwm Rhondda had become a walk-in service following the cessation of telephone triage services provided by 111. Members noted the introduction of this service had been well received by members of the community. 

C Donoghue advised that was she pleased to see that out of the 74 actions that had been identified following the Healthcare Inspectorate Wales inspection of the Emergency Department at Prince Charles Hospital in October 2021, 72 had now been completed. C Donoghue made reference to the Infection Prevention Control (IPC) environmental review undertaken at Prince Charles Hospital and the environmental audit score given for PPE being 17% and advised that this may be something the Committee would wish to receive an update on in the future. C Donoghue also noted that an improvement plan was being developed and advised that it would be helpful if timescales for the improvement plan could be identified. A Brown agreed to discuss this request with E James outside the meeting. 

Timescales for the improvement plan that was being developed following the Infection Prevention Control (IPC) environmental review to be identified.

Mental Health & Learning Disabilities

The Care Group Highlight report was received.  Members noted that the items highlighted in the alert/escalate section were discussed earlier in the meeting at agenda item 6.3. 

Children and Families.

The Care Group report for Children and Families was received. Members noted that the Team were still awaiting the outcome of the discussions in relation to the timescales for transferring the School Entry Hearing Scheme from Audiology into the Children & Families Care Group.  

Diagnostics, Therapies, Pharmacy and Specialties

The Care Group report was received. L Love-Gould highlighted some points that required amending and advised that complaints compliance for Therapies should read 100% resolved with early resolution, Radiology should read 75% and overall compliance against patient safety incidents was 94%.  In relation to the Moderate and Sever Harm incidents, Pathology should read 2. Members noted that the report would be corrected and republished on the website.  

	
	

	6.6
	Report from the Chief Operating Officer

	
	G Hughes presented the report and highlighted the key matters for the attention of the Committee.  The Committee Chair recognised the significant amount of work being undertaken that had been reflected within the report. 

In response to a query raised by P Roseblade as to whether the reference made to the Planned Care Recovery bid that had been submitted was part of the 5.5m that had been allocated for Planned Care Recovery, G Hughes confirmed that this was part of the 5.5m that had been allocated and added this it was clear that this remained the Health Board’s commitment which would be discussed further at the May Board meeting. 

In response to a question raised by the Committee Chair in relation to the reduced capacity within Sonography as a result of colleagues being unable to scan as a result of Repetitive Strain Injury and whether practices were being reviewed to ensure further cases do not occur, G Hughes confirmed that this was being addressed by the Diagnostics, Therapies, Pharmacy and Specialties Care Group and was linked to obstetric ultrasound and the volume of scans being undertaken.  S Hardacre advised that this was an issue for Maternity Services in particular and issues were being experienced with Sonography Capacity as a result of the impact of gap and grow and the enhanced foetal surveillance that needed to be undertaken.  Members noted that consideration was being given to different models of working and the issues being experienced had also been highlighted to Welsh Government. 


	Resolution:
	The report was NOTED.

	
	

	6.7
	Learning From Events Backlog – Progress Report
N Downes presented the report and highlighted the key matters for the attention of the Committee. 

The Committee Chair welcomed the progress that had been made and sought clarity as to when a further update on progress would be presented to the Committee. G Dix advised that a progress report would be presented to the September meeting. 

In response to a question raised by P Roseblade as to whether the completion date of 31 December 2023 for all historic Learning From Events cases had been discussed and agreed by the Welsh Risk Pool, N Downes advised that the Welsh Risk Pool had been informed, however,  as of yet had not responded. In response to a question raised by P Roseblade as to whether the Health Board were likely to incur any further fines following the 31 December, N Downes advised that there were 17 cases which had been deferred for 10 months and focus was being placed to target these so the potential for them to breach the 12 month deadline was low. 

G Dix advised that the Welsh Risk Pool had met recently to discuss proposals of placing fines on cases being deferred over 6 months not just 12 months and advised that he would keep the Committee updated in regards to this matter. 


	Resolution:

	The report was NOTED. 


	6.8











Resolution:
	CTM Allied Health Professionals & Healthcare Science Delivery Plan
M Barker presented Members with the report and highlighted the key matters for the attention of the Committee. Members noted that the plan would be launched on 5 July 2023. 

In response to a question raised by J Hehir as to whether the plan had been fully costed, M Barker advised that the plan had not been costed as of yet and added that she did not expect there to be any additional costs at this point in time. 

The Committee Chair welcomed the report and advised Committee Members would look forward to seeing the outcomes in the future. 

The report was NOTED and the Focus of the Plan was ENDORSED.  

	
	

	7.



7.1




7.2
	ANY OTHER BUSINESS

There was no other business to report. 

HIGHLIGHT REPORT TO BOARD

Members noted that the highlight report would be drafted outside the meeting by the Corporate Governance Team. 

HOW DID WE DO IN THIS MEETING TODAY?

A discussion was held in relation to how Members felt the meeting went today.  The following key points were noted:
· It was felt that whilst there were still a considerable amount of agenda items the Committee were receiving more relevant information in a more structured way;
· It was felt that the quality of the information being received was good and the Care Group presentations were helpful and succinct;
· It was felt that consideration may need to be given to the order of the agenda to ensure items receive sufficient discussion time, for example Care Group reports may be better placed towards the start of the agenda;
· It was suggested that it may be helpful if only one Care Group Spotlight Presentation was received at each meeting;
· It was suggested that it would be helpful if the Listening & Learning Story could align with the Care Group Spotlight Presentation.

	
8.
	
DATE AND TIME OF THE NEXT MEETING

	
	The next meeting would take place at 2:00pm on Monday 24 July 2023.  An In Committee session would also be held on Wednesday 31 May 2023 at 2:00pm. 
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