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Agenda Item Number: 9.1.1


Minutes of the Meeting of Cwm Taf Morgannwg University (CTMUHB)
 Quality & Safety 21 November 2023 at 9:00 am held via Microsoft Teams 

	Members Present:

	Carolyn Donoghue
Kath Palmer
Dilys Jouvenat
Nicola Milligan
Patsy Roseblade
	Independent Member (Committee Chair)
Independent Member (Vice Chair)
Independent Member
Independent Member
Independent Member


	In Attendance:
	

	Dom Hurford 
Lauren Edwards
Gethin Hughes
Richard Hughes
Hywel Daniel
Gareth Watts
Emma James
Suzanne Hardacre
Nigel Downes
Sallie Davies
Stephanie Muir
Julie Denley
Lisa Love-Gould
Ana Llewellyn
Kellie Jenkins Forrester
Donna Walker
Amy Davies
Lucie Williams
Claire Ellis
Lydia Thomas
Victoria Healey
Jenny Oliver
Becky Gammon
Claire O Keefe
Alex Brown
Owen Weeks
Chris Beadle 
Gaynor Jones
Emma Walters

	Executive Medical Director
Executive Director of Therapies & Health Science
Chief Operating Officer 
Deputy Director of Nursing
Executive Director for People
Director of Corporate Governance & Board Secretary
Care Group Nurse Director 
Director of Midwifery 
Assistant Director of Quality & Safety (In part)
Deputy Medical Director
Assistant Director of Concerns & Claims
Deputy Chief Operating Officer 
Clinical Director, Allied Health Professionals 
Care Group Nurse Director
Head of Concerns and Business Intelligence
Bereavement Clinical Lead (In part)
Consultant Geriatrician 
Head of Nursing, Primary & Community Care 
Head of Quality & Safety (Observing)
Head of Quality & Safety (Observing)
Head of Quality & Safety (Observing)
Governance & Patient Experience Manager
Assistant Director of Nursing & Peoples Experience
Head of Safeguarding
Unscheduled Care, Care Group Medical Director 
Unscheduled Care, Care Group Medical Director (In part) 
Assistant Director of Health, Safety & Fire 
Staff Side Representative (In part)
Head of Corporate Governance & Board Business



	Agenda Item
	

	1.
	PRELIMINARY MATTERS


	
1.1
	
Welcome & Introduction

The Committee Chair welcomed everyone to the meeting, 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.  Members noted that the meeting would be recorded to aid the Committee Secretariat in ensuring the accuracy of scrutiny related discussions and decisions made during the meeting.  Members noted that the recording would be destroyed once the minutes had been confirmed as accurate. Members confirmed they were happy to proceed.  

	
1.2
	
Apologies for Absence

Apologies have been received from:

· Greg Dix, Executive Director of Nursing/Deputy Chief Executive;
· Mary Self, Care Group Medical Director;
· Mohamed Elnasharty, Care Group Medical Director;
· Stephen Sarasin, Care Group Medical Director;
· David Miller, Care Group Medical Director 


	1.3
	Declarations of Interest 

The Committee Chair declared that she was also Chair of the Welsh Wound Innovation Centre which was referenced within one of the reports on the agenda today.   

	
2.
	
SHARED LISTENING AND LEARNING


	2.1


































































Resolution: 
	Listening & Learning Story – Bereavement Services 

D Walker shared the Listening & Learning presentation and story that related to Bereavement Services. 

The Committee Chair extended her thanks to D Walker for sharing the story which was really powerful and advised that she felt the lady was very brave in sharing her story.  D Walker advised that the family were incredibly brave and added that one of the most incredible things was that her husband was able to go on to provide a support group to other people who had lost close ones within his local gym.  He felt that he was able to do this as a result of the bereavement service giving him the strength to achieve this. Members noted that the family also wanted to provide support to other people during Men’s Mental Health Awareness week which highlighted the significant impact the service could have. 

The Committee Chair recognized the enormous change that had been made within a year within the service and the story identified clearly how valuable the service was to families and to staff. 

S Hardacre extended her thanks to D Walker for sharing the powerful story and shared her thanks for the all the work the Team had been undertaking over the last year in terms of improving pregnancy loss at all gestations and the impact this was having could be clearly seen. S Hardacre sought clarity as to how the teams were able to offer support and added that clearly there was some angst there for this family and that the family had to request to speak with Bereavement services and questioned how the service could be made more available so that families did not have to request access to the service. D Walker advised that the Team were providing a Paediatric booklet for bereavement, which would contain all the contact details and telephone numbers that people would need to link into. Members noted that there was no service within the Health Board where we contact out for all people who had lost someone but this would be a gold standard development for the future. D Walker advised of the need to ensure communication was really open and honest. 

G Jones sought confirmation as to whether the Health Board was still using To Wish Upon a Star as they always provided the Health Board with bears and memory boxes and also furnished a room in A&E.  D Walker confirmed that the Health Board still worked with To Wish Upon a Star and advised that this family in particular did not wish to use the service. Members noted that a memory box was given to them at A&E but the family felt this was too much for them at the time and only wanted to liaise with the Health Board’s bereavement service. To Wish Upon a Star had been informed of the family and would be happy to speak with the family once they felt ready to do so. 

G Hughes advised that he found the story to be moving and clearly the impact the intervention had on this family was immense in enabling them to survive after such a tragic event.  G Hughes sought clarity as to what support the Bereavement Team required so that they were able to continue to provide this excellent service.  D Walker advised that she has excellent support in place from the management team who were very supportive and added that if there was a Bereavement Team in place this would be helpful.  D Walker advised that she able to signpost out at this stage given that she was the only person in post within the service which was helpful.  Members noted that there were bereavement officers that sit under the Pathology Team and support was also being provided by the Hospital Chaplaincy Service and the Patient Advice and Liason Officers who all do a sterling job. 

The Committee Chair once again extended her thanks to D Walker for sharing the story.

The Listening & Learning Story was NOTED.  

	
2.2
















































Resolution: 
	
Care Group Spotlight Presentation – Frailty

A Davies shared the presentation with Members of the Committee. The Committee Chair extended her thanks to A Davies for sharing the detailed presentation. 

G Hughes welcomed the presentation and advised that this piece of work allowed us to be clear on the patients who can be discharged home with some support, the patients who need to stay in hospital for a short stay admission who were then supported prior to discharge and the patients who need clear management plans in place as they require a longer stay in hospital. Members noted that work had been undertaken and some additional funding had been secured to expand ACT to work seven days a week so it was able to provide a more robust service and additional capacity to support the ACE team.  Members noted that Bridgend Local Authority had also committed to putting in some care hours as part of the ACE model, and in addition to this the Team had managed to secure some support from St John’s via the Welsh Ambulance Services NHS Trust (WAST) who would provide a night sitting service to some patients. Members noted that focus would be placed on this in the first instance so that a really robust and comprehensive model could be developed that could be used as a blueprint for expanding the service across the whole of Cwm Taf Morgannwg. 

Members noted that work was also being undertaken to review the Care of the Elderly ward provision where patients were currently being admitted on a spread across a number of wards.  Members noted that consideration was being given to having a ward specifically for the cohort of patients who would benefit from Therapy, a very acute ward for Care of the Elderly patients and a ward for patients awaiting onward transfer. Members noted that the interplay with the navigation hub was an important part of this development and noted that there was a need to ensure the right things were being done for the Health Board’s older population. 

D Hurford extended his thanks to A Davies for sharing the presentation and added that she had really driven this unit forward alongside her colleagues.  D Hurford advised that the service was quite radical, particularly for Wales, and advised of the need to look at further development of the service given the pressures being faced with an ageing population. 

The Committee Chair once again welcomed the presentation and the progress being made and advised that the presentation had touched on so many issues that had resonated with the Committee, for example, patient falls and maintaining independence.
 
The presentation was NOTED.

	
3.
	
CONSENT AGENDA

The Committee Chair reminded Members that the consent agenda items had been moved to the end of the agenda and noted that there were no items that Members wished to move to the main agenda for discussion.  The Committee Chair advised that she did have some concerns in relation to some consent agenda items which she had discussed with the Head of Corporate Governance and Board Business as she felt that there were some items which were not getting the focus that they should be which would be reviewed moving forward.  The Committee Chair advised that she had a concern in relation to the Infection, Prevention & Control report which she felt required discussion on the main agenda at future meetings. 

	


4. 
	


MAIN AGENDA

	
4.1
	
Matters Arising not considered on the Action Log 

There were no matters arising. 


	5.
	SETTING THE SCENE – SERVICE DELIVERY


	5.1





























Resolution:

Actions: 

	Report from the Clinical Executives 

R Hughes presented the report that provided an overarching update on the achievements, projects and current challenges within the portfolio of the three Clinical Executive Directors, Medical Director, Executive Director of Therapies and Health Science and the Executive Director of Nursing. 

D Hurford provided Members with an update in relation to the Medical Directorate position and advised that the report contained an error in relation to the update provided in relation to Appendicitis guidelines and advised that confirmation of the guidelines would happen at the next surgical meeting in two weeks’ time. D Hurford advised that he would ensure the statement was corrected within the report and would share a revised report with Members. 

L Edwards provided an update in relation to the Therapies & Health Sciences portfolio and advised Members that the Quality Strategy Annual Plan would be presented to the January 2024 meeting of the Quality & Safety Committee. 

R Hughes provided an update on the programmes of work which were underway in relation to the Executive Director of Nursing portfolio.  Members noted that a piece of work was being undertaken in relation to the way patient stories were being captured. 

R Hughes advised that he would find it helpful if Members could share their views and feedback on the content of the report to help inform future iterations. 

The report was NOTED.

Statement to be corrected within the report in relation to Appendicitis guidelines.

Feedback to be shared with the Deputy Director of Nursing regarding the content of the report to help inform future iterations.


	5.2

	Care Group Highlight Reports 


	5.2a 
















Resolution:

Action:

	Planned Care Group Highlight Report 

N Downes presented the matters contained within the alert/escalate section of the report. 

In response to a query raised by P Roseblade as to when the Robot would be operational, G Hughes confirmed that the first case was planned for the 24th January 2024. 

The Committee Chair made reference to the five incidents that had been rated as severe at Royal Glamorgan Hospital which was concerning and sought clarity whether there were any trends that the Committee needed to be made aware of.  N Downes provided Members with a response to this query later in the meeting and confirmed that out of the five incidents, four had been downgraded and one was being managed as a concern. 

The report was NOTED.

Response to be provided to Members outside the meeting as to whether there were any trends the Committee needed to be made aware of in relation to the five incidents that had been rated as severe at Royal Glamorgan Hospital.


	5.2b




Resolution:

	Primary & Community Care Group Highlight Report 

L Williams presented the matters contained within the alert/escalate section of the report. 

The report was NOTED. 


	5.2c




Resolution:
	Children & Families Care Group Highlight Report 

S Hardacre presented the matters contained within the alert/escalate section of the report. 

The report was NOTED. 


	5.2d









































Resolution:

	Mental Health & Learning Disabilities Care Group Highlight Report 

A Llewellyn presented the matters contained within the alert/escalate section of the report.  

Following concerns raised by Members at the last meeting in relation to the anonymous concern and staffing levels, A Llewellyn provided members with an update against these two areas.

In relation to the anonymous concern, Members noted that feedback was delivered to colleagues at the start of November where four main themes were identified, which included issues in relation to staffing levels, issues in relation to leadership and culture, Estates issues and issues relating to the management of clinical incidents.  A Llewellyn advised that all of these themes would now be added to the Inpatient Improvement Programme of work for action. 

In relation to staffing levels, Members noted that a Nursing Establishment review report had been developed which included some recommendations in relation to a skill mix review, which would need to be worked through further from a financial perspective. Members noted that staffing levels were currently mitigated by long term and established Bank nursing in addition to some agency nursing. 

Members welcomed the news that two Healthcare Support Workers had been nominated for and had won a national Royal College of Nursing award. 

R Hughes provided an update on the work being undertaken to address the issues being experienced in relation to the provision of Basic Life Support Training and other Resuscitation training across the Organisation.  Members noted that R Hughes was in the process of developing a strategy for implementation on how to address the position which would be shared with Committee Members at the January 2024 meeting.  The Committee Chair advised that issues in relation to mandatory training appeared to feature in a number of reports and discussions.  D Jouvenat confirmed that statutory and mandatory training was being reviewed by the People & Culture Committee. 

The report was NOTED. 

	5.2e





















Resolution:

Actions:

	Unscheduled Care Group Highlight Report 

E James presented the matters contained within the alert/escalate section of the report. 

N Milligan raised concerns in relation to NEWS compliance which was currently at 86%.  N Milligan advised that consideration needed to be given to how effective compliance was, particularly as there were some concerns in relation to accuracy of scoring, observations as per score and the 12 hour observation as a minimum and added that it would be helpful if an update could be included in a future report in relation to this to show that the Health Board is compliant and effective in relation to NEWS scoring. 

P Roseblade made reference to the Coroner’s inquest that had been referred to in the alert/escalate section and advised that it would be helpful if a short synopsis could be included in future reports as to the nature and outcome of the inquests being referred to. 

The Committee Chair advised Members that a spotlight report on Sepsis would be presented to the January 2024 meeting. 

The report was NOTED. 

Future reports to include an update on how effective NEWS compliance was in relation to accuracy of scoring, observations as per score and the 12 hour observation.

Future reports to include a short synopsis as to the nature and outcome of Coroner’s inquests that were being referred to. 

	
5.2f








Resolution:

	
Diagnostics, Therapies, Pharmacy & Specialties Care Group Highlight Report 

L Love-Gould presented the matters contained within the alert/escalate section of the report. 

The Committee Chair welcomed the report which she found to be very positive. 

The report was NOTED. 

	8.2




































Resolution:

6. 
	Stroke Services Progress Report

A Brown presented the report and highlighted the key updates to Committee Members. L Edwards reminded Members that discussions had been held previously in relation to certain metrics that the Health Board would find it difficult to impact upon without significant investment and the increased governance structures that had been put into place in relation to this programme of work. Members noted that the Team were doing as much as they could within its current resource and noted that without significant investment they would be unable to move significantly forward. 

In response to a question raised by P Roseblade as to what Welsh Government’s role was in helping to improve the stroke metrics across Wales, L Edwards confirmed that the benchmarking data did highlight the significantly challenged position across Wales and advised that the main focus at present was the establishment of comprehensive regional Stroke Centres.  Members noted that in order for these Centres to work effectively, local services needed to be able to accept patients back within 72 hours for intensive rehabilitation. A Brown added that the key metrics identified were reliant on workforce at the front door and flow through the acute hospital sites which were the two areas under significant pressure across the whole of the NHS in Wales and added that this would have an impact on repatriating patients within 72 hours. 

D Hurford advised that this network was similar to other networks which all relied on rapid repatriations and advised that the difficulty within Stroke was the reduced workforce availability, with very few Stroke Physicians available to be able to put a model in place and run it as a network. 

The Committee Chair advised that she found the report to be incredibly helpful and provided clarity and assurance over the plan being followed and the roles of the different governance groups that were in place 

The report was NOTED. 

GOVERNANCE, RISK AND ASSURANCE 


	6.1





































Resolution:

Action:

	Organisation Risk Register – Risks Assigned to the Quality & Safety Committee 

G Watts presented the report and highlighted the key matters for Members attention. 

The Committee Chair advised that she felt concerned that Members were not submitting questions beforehand in relation to this item and encouraged Members to submit questions in advance.  The Committee Chair advised that if Members felt they did not have time to submit questions in advance then they were more than welcome to raise questions at the meeting. 

The Committee Chair made reference to the risk relating to Medical Gas Safety training which had been on the risk register since 2018 and advised that Committee Members had already reflected on generic training issues earlier in the meeting. 

K Palmer welcomed the report which she found to be helpful and added that she could clearly see a number of risks had mitigating actions and controls in place.  K Palmer advised that there were some risks where she did not get assurance from in relation to the actions highlighted, and particularly referred to the risk relating to business interruption on the Radiologists and the risk relating to Emergency Department Overcrowding which had been escalated from 16 to 20.  K Palmer advised that it would be helpful if action being taken could be included within the next iteration of the report. The Committee Chair agreed with the comments made by K Palmer and advised that she did not find it helpful when the update provided stated that there was no change to this risk at this time. 

The Committee Chair provided assurance to K Palmer that the Risk Register had improved significantly over the last year. D Hurford added that a number of risks had been removed from the Risk Register following focussed discussions and advised that if there were any risks which were of concern then the Executive Team would be happy to review these as a matter of priority. 

The report was NOTED. 

More detail to be provided in the next iteration of the report on the actions being taken against the risks relating to business interruption within Radiology and the Emergency Department Overcrowding Risk. 


	6.2




























Resolution:

Action:

	Healthcare Inspectorate Wales Action Plan Tracker

R Hughes presented an update to the Quality & Safety Committee on progress against the open actions held on the Healthcare Inspectorate Wales (HIW) tracker. 

A Llewellyn advised Members that an unannounced inspection had recently been undertaken at Angelton Clinic and Healthcare Inspectorate Wales were also currently undertaking an inspection of the Mental Health Unit at Royal Glamorgan Hospital which would result in some additional improvement plans being required. 

K Palmer made reference to the 17 actions that were passed their due date and advised that she could not get a sense from the report how important these actions were, what the potential impact of these actions were and whether the Committee needed to be made aware of any issues regarding the 17 actions that had passed their due date. The Committee Chair added that it would be helpful if the report could include a rate of progress made since the last report together with how many actions had been completed. R Hughes advised that he would be happy to include an update on these suggestions in the next iteration of the report. 

G Hughes advised that some of the actions were complex and agreed that clear delivery and completion dates needed to be included against the recommendations to provide assurance to the Committee that actions were being taken forward and remained on track to meet their intended delivery target. 

The report was NOTED. 

Future iterations of the report to include rate of progress made since the last meeting against the recommendations which remained open, how many actions had been completed and clear delivery and completion dates to be identified against each open recommendation. 


	6.3







Resolution:

	Update on the Mental Capacity Act 

C O’Keefe presented the report and highlighted key updates for Members to note.  The Committee Chair welcomed the report which clearly identified the significant amount of work being undertaken in this area and following discussion it was agreed that a further report would be presented to the Committee outlining progress in May 2024. 

The report was NOTED. 

	6.4























Resolution:
	Health, Safety & Fire Sub Committee Highlight report 

N Milligan presented the report and drew Members attention to the item contained within the alert/escalate section which related to the boarding of patients and the need to undertake a risk assessment of the areas patients were being placed whilst being boarded.  Members noted that in one incident a patient had been boarded directly underneath a wall mounted TV which not only caused a safety issue but also caused a dignity issue.  N Downes advised that he had discussed this particular incident with J Trewartha and had agreed to undertake an investigation from a patient safety perspective. 

H Daniel advised that this issue was different to the issues previously discussed in relation to boarding of patients in front of fire exits and added this related to the principles in relation to boarding.  Members noted that boarding was part of the Health Board’s escalation plans in extremis and was also part of the Welsh Government Framework.  

In response to a query raised by the Committee Chair as to whether the Committee could still be assured that no patients were being boarded in fire exists and causing fire safety risks in the way in which they were positioned, G Hughes and H Daniel both confirmed that this practice was no longer happening. 

The report was NOTED and the Fire Safety Policy was APPROVED. 

	
7.
	
DELIVERING OUR PLAN


	7.1





























































Resolution:
	Quality Dashboard

N Downes presented Members with the Patient Safety & Quality Dashboard and highlighted the key matters for Members attention.

N Milligan requested clarity as to what was meant by a medication supply error.  L Williams advised that a few of these errors had been reported within Parc Prison and advised that whilst they are recorded as a medication supply error on Datix, it was actually related to the availability of the medication being available for the patient.   

In response to a comment made by P Roseblade regarding the date reported in section 2.2 in relation to Patient Safety Incidents which appeared to be comparing a three month period to a two month period, N Downes advised that this was a typographical error contained within the report and should read 31/10/2023 as opposed to 31/11/2023.  N Downes also apologised for the calendar months being recorded in German and not English and advised that this would be rectified for the next iteration of the report. 

In response to a query raised by P Roseblade regarding the never event referred to within the report, N Downes confirmed that this was a historic never event that was still in progress. 

The Committee Chair made reference to falls and pressure areas which continued to be an area of focus and added that she did not feel assured that any impact was being seen from the work being undertaken to address the position.  R Hughes advised that the first Falls meeting would be taking place in December 2023 which would be taking a strategic focus on Falls and advised that he drew some confidence from the inpatient falls per 100 bed days and added that from a national audit perspective, the Health Board was sitting at 5.17 against a benchmark of six. R Hughes also advised that there was assurance in place regarding falls where there is harm, and added that 91% of falls had no or low harm.  Members noted that the falls where there was significant harm of moderate and above were being investigated as part of a process and outcomes and appropriate learning was being seen from this.  R Hughes advised that maybe consideration needed to be given as to how this information could be presented to the Committee in a format that was easy to digest and provided Members with the assurance required. 

D Jouvenat highlighted and error within Appendix 3 and advised that she undertook the walkround with Paul Mears on the 27 July 2023 on behalf of Lynda Thomas. 

K Palmer sought clarity as to whether monitoring is undertaken of ward improvement plans when specific issues on specific wards were being identified, for example Ward 14 at the Princess of Wales Hospital, and sought clarity how feedback was being provided to this Committee that there were improvements being seen in these areas.  R Hughes advised that this information would normally be included within Care Group Highlight Reports.  In relation to Ward 14, A Llewellyn advised that you would expect to see restricted interventions increasing/decreasing and advised that these incidents were not necessarily concerning given that use of restricted interventions would be clinically appropriate for this ward area. 

N Milligan referred to the Patient Experience appendix and advised that she was reassured to see the significant amount of work being undertaken by the Hospital Chaplaincy services. 
The report was NOTED. 

	
8.
	
DELIVERING OUR IMPROVEMENT PROGRAMMES 


	8.1











Resolution:
	Mental Health In-Patient Improvement Progress Report 

A Llewellyn presented the report that provided committee members with an overview of progress of the Mental Health Adult Inpatient Improvement Programme. Members noted that Healthcare Inspectorate Wales had written to the Health Board outlining their expectations for an updated improvement plan by 30 November 2023.  It was anticipated that 32 out of the 40 recommendations would be declared as completed by 30 November, with four recommendations having later timescales for completion and four recommendations being given revised timescales for completion of January 2024. 

The report was NOTED. 

	
	

	9.
	CONSENT AGENDA 


	9.1
	FOR APPROVAL – The following items were APPROVED BY Committee Members. 


	9.1.1
	Unconfirmed Minutes of the meeting held on 21 September 2023


	9.1.2
	Unconfirmed Minutes of the In Committee held on 21 September 2023


	9.1.3
	Violence Against Women, Domestic Abuse and Sexual Violence Policy


	9.1.4
	Measles Policy


	9.1.5
	Meningitis Policy 


	9.1.6
	Safeguarding Annual Report


	9.2
	FOR NOTING – The following items were NOTED by Committee Members. 


	9.2.1
	Action Log


	9.2.2
	Committee Annual Cycle of Business


	9.2.3
	Forward Work Programme


	9.2.4
	Infection, Prevention & Control Mid Year Update 


	9.2.5
	Prescribing Annual Report 


	9.2.6
	RADAR Committee Annual Report 


	9.2.7
	Clinical Audit Quarterly Report


	9.2.8
	Clinical Education Annual Report 


	9.2.9
	Radiation Safety Committee Update
Members noted that there was no report on this occasion and the next report would be available in January 2024.
  

	9.2.10
	Covid 19 Inquiry Preparedness 


	9.2.11
	Human Tissue Act (2004) Compliance and Progress Report


	9.2.12
	Organ Donation Committee Annual Report


	9.2.13
	Cwm Taf Morgannwg Maternity Metrics - An update in comparison to Welsh Government (WG) Maternity and Birth Statistics 2022


	10.
	ANY OTHER BUSINESS

Members were provided with an update in relation to the outcome of the Coroner’s Report that had recently been issued in relation to a Neonatal death in 2019 at the Royal Glamorgan Hospital, which identified that this would have been a preventable death which had resulted in the Health Board being issued with an Article 2.  D Hurford advised that this had been a very difficult case and added that the Executive Director of Nursing and Deputy Director of Nursing had been in close contact with the family.  Members noted that there were a number of learning points identified which were being addressed by the Health Board and noted that multiple internal reviews had been undertaken on this very tragic incident. 

	
10.1
	
Highlight Report to Board – Verbal

The Committee Chair advised that this would be drafted by the Corporate Governance Team outside this meeting and suggested that the two presentations received earlier in the meeting were added to the alert/escalate section as positive items for escalation. 


	10.2
	How did we do in this meeting?

The Committee Chair advised that she would welcome feedback as to how Members and attendees felt the meeting went today given that it was quite difficult to balance items as there was such a vast array of information.  

R Hughes advised that there was a significant amount of work being undertaken within the Care Groups and added that there was a need to ensure that the needs of the Committee were being met in terms of delivering assurance and added that if Members had any views on what could be done differently their feedback would be welcomed. 

D Hurford referenced to the significant amount of information contained within the consent agenda and advised that if Members wished to raise questions on these items outside of the meeting then he would be happy to address any queries on a one to one basis if Members would find this helpful.  D Hurford added that he would also welcome guidance from Members as to future topics they would wish to focus on. 

G Hughes commented as to how the Executive Team could help Independent Members understand what areas they should be concerned about within each specialty and service and how the Executive Team could help Independent Members understand enough of the service to enable them to ask curious questions on the areas of importance. 

N Milligan requested that if questions were raised and discussions were being held with Committee members outside the meeting regarding specific agenda items, it would be helpful if the response provided could be shared with all Committee Members as this may generate further questions. 

The Committee Chair advised that this feedback would continue to be reviewed moving forwards and advised that she would find it helpful if the Infection, Prevention and Control report could be included on the main agenda for discussion moving forwards as she felt this was an important matter for discussion. The Committee Chair encouraged Members to continue to ask questions, even between Committee meetings. 


	10.3
	Identification of Future Spotlights and Thematic Presentations

Members agreed to consider any themes or discussion points that would support a targeted presentation or a focus at the Committee.  The Committee Chair advised that it would be helpful if some negative stories could be shared in addition to positive stories outlining lessons learnt. 


	10.4
	Items to be discussed at the In Committee Quality & Safety Committee

There were no items identified for discussion during In Committee session.


	11.
	DATE AND TIME OF NEXT MEETING
The next meeting take place on Tuesday 23 January 2024 at 9:00am.


	12.

	CLOSE OF MEETING
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