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Agenda Item Number: 9.1.1
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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 participating 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:
· Lauren Edwards, Executive Director of Therapies & Health Science;
· Hywel Daniel, Executive Director for People;
· Richard Hughes, Deputy Executive Director of Nursing;
· Emma James, Unscheduled Care Group Nurse Director;
· David Miller, Care Group Medical Director;  


	1.3
	Declarations of Interest 

There were no interests declared. 

	
2.

2.2
	
SHARED LISTENING AND LEARNING

Spotlight Presentation – Maternity & Neonates Metrics and Assurance Framework

S Hardacre shared the spotlight presentation with Members of the Committee which focused on the journey to sustainability within Maternity & Neonatal Services. 

The Committee Chair extended her thanks to S Hardacre for sharing the presentation which highlighted the significant amount of work that had been undertaken and extended her congratulations to S Hardacre and the Team on achieving de-escalation status and being a leader across Wales in regard to shared learning.  The Committee Chair added that the biggest challenge would be maintaining and sustaining the improvements that had been made and advised that the Team had demonstrated that the culture of improvement was in place. 

H Lentle echoed the comments made by the Committee Chair and congratulated the Team on their achievements and for the commitment shown to improve services.  H Lentle sought clarity as to whether there were any areas within the service which S Hardacre remained concerned about and which she felt required further scrutiny from Independent Members. S Hardacre indicated that an area of concern is intervention rates and the medicalisation of childbirth, as well as the impact national reports were having on midwifery practice and the midwifery profession. S Hardacre added that women were opting for different methods of birth which meant that workforce models and plans continued to evolve and needed continual revision to meet the changing requirements in relation to the ways that women were choosing to birth.   

S Hardacre advised that there was evidence being seen that more women were coming back for reflections around their births, which was being seen nationally, and added that the recent All Party Parliamentary review highlighted that women were experiencing more birth trauma, which was concerning. S Hardacre provided assurance that the Team would continue to ensure they were aware of the evidence and would continue driving forward the improvements. 

G Dix reiterated how proud he was of the Team who had worked incredibly hard whilst under significant scrutiny over the last five years.  G Dix extended his thanks to A Llewellyn, appointed as the first Improvement Director for Maternity Services, who undertook a lot of work during the first year in that role.  

G Dix suggested that it may be helpful for the Committee to closely monitor the staff cultural issues that were still in place at Prince Charles Hospital, particularly in relation to relationships with each other as opposed to relationships with Senior Managers, which was reflected in the last Healthcare Inspectorate Wales report.  Members noted that this was being addressed by the Senior Management Team and S Hardacre advised that positive progress had been made in regard to developing trust and confidence in leadership and management and added that further work was required to strengthen relationships between staff peers. Assurance was provided that these areas were not r impacting on patient care or the experience of patients whilst in the service 

S Hardacre advised that the team had sought external facilitation over the last 12 years to address some of the cultural areas of improvement and added that some changes had been made to the leadership team which had also helped, and advised that she would be happy to present an update on the plans in place to address staff cultural issues to a future meeting. 

The Committee Chair once again extended her thanks to S Hardacre, A Llewellyn and all the Team for the achievements that had been made and added that the Committee looked forward to seeing improvements being maintained moving forwards. 


	Resolution:

Action:


2.1 














































Resolution:
	The presentation was NOTED. 

Update on the plans in place to address staff cultural issue to be presented to a future meeting

Listening & Learning Story – Ethics 

N Evans shared the Listening & Learning Story and highlighted the key matters for Members attention.

The Committee Chair thanked N Evans for sharing the presentation which provided an informative illustration of how complex some of the issues being presented to the Ethics Committee were and added that the theories were very helpful in framing and enabling the discussions that needed to be held.  The Committee Chair reflected that often the expectation is that the Ethics Committee would advise on what was right or wrong, which was very rarely the case. 

G Dix noted that the Ethics Committee was key to supporting colleagues with difficult clinical decisions during the Covid-19 pandemic. G Dix extended his thanks to N Evans for presenting on this item today. 

A Brown also commented on the role of Ethics Committee during the Covid 19 pandemic and how complex discussion needed to be held in a timely manner as they often related to acutely unwell patients. He also reflected how often discussions are around what the legal requirements are and what the ethical course of action should be in cases where there could be disagreement amongst those involved. The Committee Chair advised that at present, an ad-hoc Ethics Committee could be arranged as quickly as possible to support the potential urgency of discussion required. 

D Hurford advised that the circumstances faced during the Covid-19 Pandemic meant that a decision would be made which was then presented to the Ethics Committee to determine whether the Committee considered the correct decision had been made. D Hurford added that the process had now changed and advised that urgent high-profile cases would be prioritised for discussion at the Committee. D Hurford suggested that it would be helpful if N Evans could contact each of the Care Groups to determine whether a session on ethics could be delivered to them so that they are aware of the support available. D Hurford also added that consideration needed to be given to the role of the Caldicott Guardian within the ethics process. 

The Committee Chair supported the need to raise awareness of the clinical ethics support available to staff and added that she understood that there was a review being undertaken on the terms of reference to ensure this support is provided in the most effective way. The Committee Chair added that staff needed to be encouraged to make referrals to the Ethics Committee to access the support available and advised that Clinicians had previously found it helpful to have this framework in place, which helped to lead the discussions in a constructive way. 

The Listening & Learning Story 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 sought confirmation as to whether there were any items Members wished to move to the main agenda for discussion.  There were no items that Members wished to move to the main agenda for discussion.  

	
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 

The Clinical Executives presented the report and highlighted the key matters for Members attention.

G Dix highlighted that substantive funding had now been received to ensure the commitment to bereavement care across the region, which had resulted in a substantive appointment being made into the Bereavement Clinical Lead role, which was a positive step forward. G Dix added that he was particularly impressed with the pregnancy loss pathways that had been put into place, following significant concerns previously highlighted in this area during the Independent Maternity Services Oversight Panel (IMSOP) review. 

G Dix advised that he remained concerned in relation to boarding of patients and the critical crowding that was being seen within the Emergency Departments and added that there was evidence to suggest that there was an increased chance of mortality because of overcrowding.  G Dix advised that he was also concerned in relation to patient deconditioning and advised that recently, there were in excess of 280 patients who were deconditioning whilst in a bed awaiting onward care. G Dix advised that consideration has been given as to how some of the risk mitigations could be heightened for patients who were being boarded and added that new individualised risk assessments had been put into place, which were being led by Nurse Directors across the Care Groups, with visibility of boarded patients being discussed at the Safe to Start meetings.  

Members noted that work was being undertaken with the NHS Executive to find a method that could be used to balance a discussion in relation to harm in hospital as a result of patients who were awaiting onward care, against harm outside of hospital. G Dix advised that this continued to be an area of concern for both him and colleagues and advised that whilst there was significant work being undertaken to try and address the issues, the situation was not improving. G Dix advised that he would continue to highlight this as an area of concern to the Committee, given that the sites were very extremely busy, and added that caring for patients in inappropriate areas such as corridors and boarding patients had regrettably led to some serious incidents occurring.  G Dix advised that decisions were never made lightly to board or place a patient in a corridor and was a direct result of an over-stretched urgent care system and patients who are clinically optimised in our beds waiting for some form of community support. G Dix advised that any support that the Committee could provide in terms of addressing this would be welcomed. 

The Committee Chair advised that she would ensure that the concern raised regarding boarding of patients was highlighted in the alert/escalate section of the highlight report that would be presented to the next Board meeting.  The Committee Chair added that it would be helpful if an update could be presented to a future meeting on the incidents that were occurring and advised that she would also welcome a further discussion with G Dix as to what further support the Committee could provide.

N Milligan welcomed the update provided that the risk assessment process had been revised for boarded patients given some of the concerns raised previously in relation to the inconsistencies of the assessments being undertaken. N Milligan sought assurance that the assessments would be reviewed throughout the duration of a patient being in a boarded bed, as she was unsure as to whether this was being followed consistently across the Health Board. In response, G Dix advised that the Nurse Directors had recently met with Heads of Nursing to standardise the Senior Nurse Checklist, with Senior Nurses regularly reviewing the patients in boarded beds during their daily ward rounds and undertaking further discussion at the Safe to Start meetings. 

G Hughes reiterated that boarding of patients was an area of concern for a number of colleagues and there was recognition of the impact this had on patients who were waiting in inappropriate spaces, patients waiting for prolonged periods of time within Emergency Departments and for patients who were delayed in being handed over in a timely way from paramedic crews.  Members noted that patients waiting significant lengths of time for urgent cardiac work and elective surgery were another cohort of patients that were equally impacted by this position.  G Hughes advised that there were a number of actions which were being undertaken and added that a further update on progress would be presented to the Board. 

S O’Brien provided further assurance that standardisation of boarding risk assessments was underway, with a review of the clinical criteria undertaken with Heads of Nursing utilising AMaT as an automated approach to provide visible and timely information to clinical staff and inform ‘Safe to Start’ meetings and documentation as appropriate.   

S O’Brien provided assurance that Nurse Directors regularly walk round the wards and review risk across sites, to assess the impact on patient dignity and quality of care, for not only the boarded patients, but for all patients within the bay/ward areas. 

K Palmer queried what further could be done internally and externally to further escalate this significant area of concern and noted that this is an area of attention at the All-Wales Vice Chairs meeting. K Palmer further added that whilst it was evident that the Health Board was working to address this position, she recognised that this was a significant challenge, and she fully supported this matter continuing to be escalated to the Board. 

The Committee Chair advised that whilst she understood that risk assessments needed to be undertaken to be able to inform the decisions that needed to be made, she stressed the importance of this not becoming accepted as standard practice, with systems and processes being designed which allowed for the position to be managed, and suggested that a focussed discussion on this matter needed to take place at a future meeting.  The Committee Chair welcomed suggestions on how much Committee members could ensure focus on this matter within other Committees and Forums internally and externally to the Health Board.  

Further areas of focus were provided by the Clinical Leads on the areas of their remit which included the Medical Directorate, Therapies & Health Science and Public Health. 

The Committee Chair extended her congratulations to J Arthur, Head of Audiology and his Team for the work undertaken to drive forward the national work in relation to the introduction of job planning for Healthcare Scientists, which could potentially feature in the National Healthcare Science Research and Innovation Strategy document.  

N Milligan made reference to the Healthy Education and Nutrition for the Really Young (HENRY) Programme, which had been in place for some time, and referred to the cost implication for training staff for the use of resources. N Milligan advised that given that the data was no longer being captured in relation to childhood obesity, she would find it helpful if an update could be provided in the future in relation to the impact of the HENRY Programme and programme outputs. P Daniels advised that he would be happy to provide an update to a future meeting and added that a review was being undertaken of the programme offer to determine whether there was any learning that could be added to internal expertise.  

The report was NOTED.

Concerns raised in relation to continued issues being experienced with boarding of patients to be included in the alert/escalate section of the Committee highlight report to Board.

Update to be provided to a future meeting as to the nature of incidents that were occurring in relation to boarded patients.

Committee Chair to have a discussion with the Executive Director of Nursing/Deputy Chief Executive as to what further support the Committee could offer regarding the concerns around boarding of patients. 

Focussed discussion to take place at a future meeting in relation to boarding of patients.

Update to be provided at a future meeting in relation to the impact of the HENRY Programme and programme outputs.


	5.2

	Care Group Highlight Reports 


	5.2a

















































Resolution:

5.2b

































Resolution:
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Resolution:

Action:
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Resolution:


Actions:
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Resolution:

Action:


6.

6.1


































































Resolution:

6.2
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Resolution:


Action:


6.4
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6.5




































Resolution:

Actions:
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Resolution:

7. 

7.1






































































Resolution:

Actions:
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Resolution:

Actions:








8.

8.1 
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9.

9.1
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Resolution:

10.

10.1



10.2







10.3





10.4






11.






12. 
	Mental Health & Learning Disability Care group

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

N Milligan advised that she appreciated there were a significant number of vacancies across the Health Board, with vacancies being particularly high in Mental Health, and sought clarity as to whether the Team knew why this was the case so that a sustainable solution could be found.  A Llewellyn advised that the team were fully aware of the reasons as to why vacancies were high within Mental Health, with newly Registered Nurses advising management that they felt there was insufficient leadership and support in place. As a result of this the Nurse Establishment Review recently completed had recommended a change of a number of Band 5 posts into Band 6 posts to create additional leadership and support at ward level, which had been endorsed by the Care Group Planning, Performance, People and Finance Group.  Members noted that work was now being undertaken with Executive colleagues to develop an ‘Invest to Save’ proposal to take this activity forward.  

A Llewellyn added that the Care Group had led a recruitment drive for Healthcare Support Workers given the high usage of Bank Healthcare Support Workers to support acuity and advised that 66 applications had been received for the posts. Members noted that given the significant challenges that had been experienced in relation to manual handling training, this would now be managed within the Care Group, with existing trained staff providing manual handling training at ward level for new starters.  A Llewellyn advised that it was hoped the position would improve in future, pending approval of the ’Invest to Save’ proposal.  

C Bear referred to the Llais unannounced visit to Seren Ward which was referred to in the report and advised that this related to a food and drink survey that was being carried out by Llais across the Health Board.  Members noted that the report would be shared with the Care Group by the 31 May 2024.  

The Committee Chair advised that the Committee noted with concern the acuity and fragility of the service and the high vacancy rate and noted the actions being undertaken to address the position. 

The Committee Chair referred to the unexpected deaths at Parc Prison and noted that the Care Group were part of a multi-agency review being undertaken. A Llewellyn confirmed that Mental Health were part of this review and added that not all the people who had been subject to the serious incidents were known to Mental Health Services. Members noted that the Operational Team within HMP Parc were working closely with all agencies, which included substance misuse agencies.  G Hughes advised that a detailed update on Parc Prison would be presented at a Board Briefing session taking place on the 23 May 2024. 

The report was NOTED. 

Children & Families Care Group

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

C Bear made reference to the update provided in the report regarding Special School Nursing and advised that the Llais Regional Director had been undertaking a piece of work to determine the size of the issue, and had found that there had been some organisational change processes (OCP) being undertaken, with a new nursing leadership structure being developed and submitted to Special Schools.  C Bear sought clarity as to what engagement had been undertaken in relation to this. In response, S Hardacre advised that a meeting had recently been held with Directors of Education where it was confirmed that there was no change to the Senior Nurse Leadership for School Nursing.  Members noted that there were challenges in relation to recruitment into Special Schools, with various different models being in place across the three Local Authority areas. S Hardacre advised that it had been determined that the Service Level Agreements that had been in place for a number of years required review.  Members noted that the Care Group were now working through the areas of improvement identified to ensure that there was an equal offer in place as to what the Health Service could provide across the Local Authorities, in addition to engaging with schools. S Hardacre advised that whilst there had been some recruitment difficulties, assurance could be provided that through the OCP process, there were no changes made to the Senior Nurse Leadership for School Nursing.

C Bear referred to the changes made in relation to the locations of where infertility clinics were being held at Princess of Wales Hospital which had been welcomed by Llais who felt that it would improve the patient experience.  S Hardacre extended her thanks to C Bear for providing the feedback and advised that there was some further work to be undertaken in relation to relocation of some other services. 

The report was NOTED. 

Diagnostics, Therapies, Pharmacy and Sciences Care Group

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

L Love Gould advised that positive feedback had been received from GP’s in relation to the introduction of an Occupational Therapist into the Clinical Team based at the Navigation Hub, which had resulted in the prevention of conveyance of patients into hospitals by providing care in the patient’s homes.  L Love-Gould suggested that this may be an area the Committee may wish to receive a further update on at a future meeting in the form of a spotlight presentation. The Committee Chair welcomed this suggestion.  

The Committee Chair referred to the UKAS assessment within Pathology which would be undertaken in June 2024 and sought clarity as to what level of confidence was in place regarding the assessment and gap analysis, and whether it was felt that further work was required. L Love-Gould advised that the gap analysis had been undertaken in line with normal processes and added that no areas of concern had been highlighted through the Care Groups Quality & Safety meetings. 

In response to a query raised by A Brown regarding the MRI Pacemaker Service, L Love-Gould confirmed that this service would be available to patients at Princess of Wales and Royal Glamorgan Hospitals in addition to patients at Prince Charles Hospital. 

The report was NOTED. 

Spotlight report to be presented to a future meeting in relation to the introduction of an Occupational Therapist into the Clinical Team based at the Navigation Hub, which had resulted in the prevention of conveyance of patients into hospitals by providing care in the patient’s homes.

Unscheduled Care -  Care Group Highlight Report 

A Brown presented the report and highlighted the matters contained within the alert/escalate section.  

The report was NOTED. 

Primary & Community Care- Care Group Highlight Report

L Williams presented the report and highlighted the matters contained within the alert/escalate section. Members noted that since the report was drafted, a Team was now in place to support with Fit Test Training. 

The Committee Chair welcomed the reported improvements in the Lymphoedema Service. 

K Palmer referred to dental services, particularly the waiting list position within special care dentistry, and advised that it would be helpful to have an update on the work that had been undertaken by the Planned Care Group on theatre productivity.  G Hughes advised that work was being undertaken to ensure that increased capacity was in place for dental services, with work being undertaken to review the flexibility of Dentist job plans.  Members noted that the position was complicated for patients with learning disabilities, given that this dental service was only being run from Prince Charles Hospital and with the works being undertaken at the Hospital, this had resulted in the temporary loss of the day surgery unit.  G Hughes advised that an alternative suitable environment was being sought and suggested that he provides a detailed update at the next meeting on progress being made against the plan. 

K Palmer also made reference to training in Care Homes, which was a theme that spanned a number of Committee remits and topic areas, and questioned whether there was any ability for the Health Board to obtain any additional funding or support to assist with training in Care Homes.  L Williams advised that a training day had been set up with Care Homes so that a better understanding could be gained in relation to the needs of the services and what support they require and added that she would be happy to provide an update on progress to a future meeting.  

K Palmer welcomed the work that had been undertaken to review governance arrangements at Parc Prison. 

The Care Group Highlight Report was NOTED. 

Detailed update to be provided at the next meeting in relation to progress being made against the plan to address the waiting list position for special care dentistry.

Update to be presented to a future meeting in relation to progress being made to address training in Care Homes.

Planned Care Group Highlight Report 

S O-Brien presented the report and highlighted the matters contained within the alert/escalate section.

K Palmer made reference to the development of the CTM Escalation Policy and sought clarity as to where this would report. G Hughes advised that this would be presented to a variety of forums and added that he would be happy to share this with the Quality & Safety Committee if Members would find it helpful. The Committee Chair advised that she would be happy for this to be received at a future meeting for information and awareness. 

The Committee Chair welcomed the work being undertaken in relation to urology and that shared learning was in place across Care Groups regarding the work undertaken. 

The Care Group Highlight Report was NOTED 

CTM Escalation Policy to be presented to a future meeting for information and awareness.

GOVERNANCE, RISK AND ASSURANCE 

Organisational Risk Register 

Some questions were raised by the Committee Chair prior to the meeting, as outlined below together with the responses:

4103 - I wondered if the risk score should be 25 given the narrative which mentions catastrophic impact on sight

Response: Risk ID 4103 - Sustainability of a safe and effective Ophthalmology service
Recognising the query raised by the Chair of the QSC the Planned Care -Care Group Senior Leadership Team have reviewed the risk, its mitigations and the assessment of the risk score and consider that whilst there is reference to catastrophic impact in the narrative it is considered that the mitigations that then follow have led them to confirm the impact score relating to this risk does not need to increase to a 5. This will be kept under review.


3826 - An overcrowding score is mentioned but I can't see how this in itself reduces the risk.

USC Response – “On reflection the narrative under mitigating action needs to be revisited as Carolyn is quite right that the overcrowding score will not reduce the risk. The overcrowding score will identify the risks that need to be mitigated resulting in agreed actions being undertaken or further escalation as appropriate. The update for the July iteration of the Organisational Risk Register will reflect updated narrative and the ongoing activity around ambulatory activity and also looking at the use of safety huddles.”

4908 - Mentions care group governance being in locality format. This rang alarm bells for me and some further explanation would be helpful.

Response from the Assistant Director of Quality & Safety – the mitigating action has been updated to reflect the new Care Group Structure as follows:
“Governance arrangements within the Care Groups are being embedded, which has meant Governance meetings have continued to be managed via the Care Groups in a locality/site-based format – e.g. the Unscheduled Care and Planned Care Groups have held separate Governance meetings at Bridgend, Rhondda Cynon Taf, and Merthyr Tydfil.  

Discussions are in place within the Unscheduled Care and Planned Care- Care Groups for these arrangements to be amended and for the Governance meetings to follow in line with Phase 2 OCP Structure.  

The Mental Health Care Group are managing their Governance Meetings via the Phase 2 OCP Structures.

The Community Care Group will continue to operate their Governance meetings via a locality format, as this aligns with the Local Authorities within the Health Board.

Following the amendments noted above, the Legal Services team will review the service required to support the Care Groups.

A new report is being devised by the Business Intelligence team to further provide support on the data for each of the Care Groups”

C Hamblyn presented the report and asked the Committee to review and discuss the organisational risk register and consider whether the assigned risks had been appropriately assessed. 

The Committee Chair welcomed the update and the significant improvements that had been made in developing the risk register. 

The report was NOTED 

Infection, Prevention & Control Report – End of Year Update 

This item was taken before agenda item 5.2c. 

G Dix presented the report and provided members with an update on the key matters contained within it. 

The report was NOTED 

Infection, Prevention & Control Strategy

This item was taken before agenda item 5.2c. 

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

K Palmer extended her thanks to G Dix for presenting the report which she found to be helpful and sought clarity as to what engagement had been undertaken with Primary Care and GP’s.  G Dix advised that to meet the needs of the population, the Infection, Prevention and Control Team will need to modernise its approach in relation to the delivery of the strategy, particularly from a community perspective, given that there was currently no dedicated community or primary care resource in place. 

G Dix advised that there would be an Organisational Change Process undertaken with the specialist Infection, Prevention and Control Team, which would enable the creation of a central ‘Hub and Spoke’ model, which would include specialist and microbiology support for the entirety of the Health Board, which would be undertaken within the Teams current financial resource.  Members noted that focus would be placed on antimicrobial stewardship this year and next year, with appropriate resource in place within pharmacy to support clinicians in this area of work.  G Dix advised that the focus being placed on antimicrobial stewardship would be of significant benefit to patients, given that ineffective use of antibiotics could lead to significant effects on patient care and was a contributory factor to c-difficile. 

G Dix advised that once approval of the strategy had been given, an implementation plan would be developed by the team and reported annually to the Quality & Safety Committee and Board.  G Dix extended his thanks to R Hughes, Deputy Director of Nursing for leading this piece of work on behalf of the Health Board. 

The Committee Chair advised that she welcomed the development of the strategy and added that this had been an area of concern for some time, particularly in relation to the resource that was available to Primary Care.  The Committee Chair welcomed the suggestion made for the Quality & Safety Committee to maintain oversight of monitoring progress against the implementation plan on an annual basis and extended her thanks to R Hughes and the Team for the development of the Strategy. 

The Infection Prevention & Control Strategy was ENDORSED FOR BOARD APPROVAL  

Implementation Plan to be presented to the Quality & Safety Committee on an annual basis for monitoring of progress.

New NICE Guidance Process

D Hurford presented the report and highlighted the key matters for Members attention.  

The report was NOTED. 

Welsh Health Specialised Services Committee (WHSSC) Quality & Patient Safety Committee Chairs Report

The Committee Chair presented the report and advised that as at the end of March 2024 she had been Chair of the WHSSC Quality & Patient Safety Committee.  The Chair advised that she had asked for this to be included on the main agenda to ensure that the Committee are assured that processes are in place to ensure quality monitoringwas in place for the services that were commissioned on the Health Board’s behalf. 

N Milligan referred to the Neonatal Intensive Care Service escalation report and noted that whilst two actions had been completed in December 2023, an executive-to-executive meeting was still  to be scheduled and sought clarity as to when this was likely to be arranged.  S Davies advised that whilst a date had not yet been identified for the meeting, work was ongoing and active discussions were taking place. 

K Palmer advised that she found the report to be helpful and sought clarity as to whether there was a list of services available that would be commissioned by the new Joint Commissioning Committee which would be a helpful learning tool for Independent Members. The Committee Chair advised that she would be happy to raise this at a meeting of the Joint Commissioning Committee taking place on 4 June 2024. 

D Jouvenat sought clarity as to how the new Joint Commissioning Committee would operate in terms of governance and questioned whether they would have a Quality & Safety Committee with similar representation from Health Board’s as per the previous organisations.  The Committee Chair advised that clarity on this should be provided over the next few months and added that she would be happy to seek confirmation at the meeting on 4 June 2024. 

C Hamblyn advised that the Director of Corporate Governance/Board Secretary was working very closely with the Joint Commissioning Committee to finalise the Hosting agreement and Memorandum of Understanding.

The report was NOTED. 

List of services that would be commissioned by the Joint Commissioning Committee to be obtained. 

Clarity to be sought as to governance structures within the Joint Commissioning Committee and whether structures would be similar as per previous hosted body organisations.

NHS Wales Joint Commissioning Committee 

N Downes presented the report and highlighted the key matters for Members attention.

The Committee Chair advised that clarity was required as to how this Committee could triangulate information that comes from Joint Commissioning Committee monitoring, which should become clearer over the next few months.  

The report was NOTED.

DELIVERING OUR PLAN

Patient Safety, Quality & Experience Dashboard 

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

The Committee Chair welcomed the improvements in relation to complaints and incidents as a result of the significant amount of work undertaken in these areas to address the position. 

N Milligan referred to communication issues being recorded as one of the main issues highlighted in concerns being raised by patients and sought clarity as to whether there was more granular information available to enable themes and trends to be identified.  N Downes confirmed that themes and trends were available and added that he would be happy to present more detail on this at a future meeting. Members noted that communication issues would be an area that would be discussed at the Listening & Learning Event that was taking place on 24 June 2024.  The Committee Chair advised that Committee Members would welcome a spotlight update on this matter, to include the actions being taken to improve the position. 

K Palmer made reference to the increase in Nationally Reportable Incidents (NRIs) and queried whether the Committee should be concerned about this position.  N Downes advised that the increase reported was in relation to the number of NRI’s that had been closed by the Health Board and submitted to NHS Executive as opposed to there being an increase in incidents. N Downes added that a consolidation exercise of all open NRIs had been undertaken and that work in this area continues.  Members noted that a concentrated effort was being made in reviewing and closing our NRIs for Ophthalmology, and there is a small team in place who were currently working on reducing 23 over the coming weeks, with a trajectory plan in place which was being monitored on a weekly basis.  

K Palmer made reference to the Public Services Ombudsman reviews and sought clarity as to whether there were any lessons learnt or themes being identified.  N Downes advised that a review of themes could be undertaken on the concerns received and advised that steps were taken to ensure that concerns are resolved with patients. N Downes advised that he would be happy to share this review at a future meeting. 

K Palmer referred to the small improvements being made in relation to pressure damage and sought clarity as to when a significant improvement in the position would be expected.  The Committee Chair advised that in addition to pressure damage, there was an improvement plan in place for falls, and it would be helpful if the Committee could be provided with an update as to whether the plans were working and having an impact so that an evaluation could be undertaken of the success of the programmes. 

K Palmer referred to the four adverse incidents reported in maternity and sought clarity as to whether this was something the Committee needed to be concerned about.  The Committee Chair advised that these had previously been considered by the Committee in some detail at a previous In Committee (closed) meeting due to the detail being discussed 

K Palmer also referred to restricted practices and advised that whilst she understood there was a cohort of four patients, she questioned how the Committee could be provided with assurance, as opposed to reassurance, on the increased use of restrictive practices. A Llewellyn advised that an increase in acuity and levels of violence and aggression was being seen, which would be consistent with the increased use of restraint, and provided assurance that every single use of restraint was being recorded on Datix, and if restraint was inappropriately used, this would then trigger a level two investigation, which none of the reported four cases had. 

In response to a question raised by K Palmer as to whether data was being shared with strategic programmes and Welsh Government, A Llewellyn advised that whilst Nationally Reportable Incident data was being received centrally, there was a Strategic Patient Safety National Programme in place for Mental Health who would be focussing on the sharing of data.

The report was NOTED. 

Update on the themes and trends identified through complaints related to communication issues to be presented to a future meeting. Update to include the actions being taken to address the position

Lessons learnt and identified themes from Public Services Ombudsman Reviews to be presented to a future meeting.

Update to be presented to a future meeting in relation to progress being made against the improvement plans that had been put into place for Falls and Pressure Damage.

Nursing & Midwifery Plan 

A Llewellyn presented the report and highlighted the key matters for Members attention.

K Palmer welcomed the plan and sought clarity as to how the plan would be monitored moving forwards. A Llewellyn advised that the plan would be monitored through the Executive Directors of Nursing structure and added that updates could be presented to a future Committee if Members would find this helpful. The Committee Chair advised that it would be helpful if periodic updates could be presented to the Committee at the appropriate stages to highlight progress made. 

The Committee Chair advised that she was pleased to see that research had been referenced within the plan alongside the involvement of carers which was also helpful. 

N Milligan referred to principles four and five being the priority areas of focus, with principle four referring to embracing a diverse workforce. N Milligan referenced reports she had received from staff who had been subjected to racist behaviour where Datix reported matters were being closed, with no conversations being held with staff to address any of the issues raised. N Milligan advised that this is an area which required further focus and review and advised that she would be happy to discuss this further outside the meeting.  A Llewellyn advised that she would be happy to link in with the sponsors for principles four and five to ask if they could contact N Milligan to discuss further. 

The plan was ENDORSED 

Periodic updates to be presented to the Committee in relation to progress being made against the Nursing & Midwifery Plan

Mental Health & Learning Disabilities Care Group Nurse Director to request that the sponsors of principles four and five meet with N Milligan to discuss the concerns raised regarding staff feeling they had been subject to racist behaviour in regard to Datix Closures.

DELIVERING OUR IMPROVEMENT PROGRAMMES

Mental Health Adult Inpatient Improvement Programme

A Llewellyn presented the report and provided committee members with an overview of progress of the Mental Health Adult Inpatient Improvement Programme.  The Committee Chair extended her thanks to A Llewellyn for presenting the comprehensive update. 

The report was NOTED 

CONSENT AGENDA 

FOR APPROVAL

Unconfirmed Minutes of the meeting held on 14 March 2024 

The Minutes were APPROVED. 

Unconfirmed Minutes of the In Committee meeting held on 14 March 2024 

The Minutes were APPROVED. 

Welsh Language Active Officer Policy 

The Policy was APPROVED.

Quality & Safety Committee Annual Report 2023-2024

The Quality & Safety Committee Annual Report was ENDORSED for Board Approval 

FOR NOTING 

Action Log 

The Action Log was NOTED.

Committee Annual Cycle of Business

The Annual Cycle of Business was NOTED. 

Committee Forward Work Programme 

The Forward Work Programme was NOTED.  

Clinical Policies Highlight Report

The report was NOTED.  

Controlled Drugs Local Intelligence Network (CDLIN) Annual Report

The report was NOTED.  

Cancer Services Annual Report  

The report was NOTED.  

CTMUHB Nosocomial Covid-19 Incident Management Programme Closure Report

The report was NOTED. 

Human Tissue Authority Act Progress Report 

The report was NOTED.  

Healthcare Inspectorate Wales Action Plan Tracker 

The following question was raised regarding this item ahead of the meeting, as outlined below, together with the response provided:

Question: I note there are 154 actions past their due date and 3 new improvement plans – so my question was a general one on is there anything to worry about and need for us to focus on?

Response: In terms of the HIW Tracker I think the new approach is more transparent in identifying the gaps in the action updates and that isn’t to say that work is not ongoing, but I think the tracker updates require improvement which will improve now we are transitioning to the new automated approach.  In terms of risk focus – it’s a little early to determine as what I have asked Claire Brown in my team to do is meet with each of the Nurse Directors in the care group to cleanse the tracker and ensure it is updated robustly over the coming months so we can provide the Committee with a more accurate reflection on progress and status. 

The report was NOTED. 

CLOSE OUT BUSINESS 

Any other Business 

There was no other business to report. 

Highlight report to Board – Verbal 

The Committee Chair advised that this would be drafted by the Corporate Governance Team outside the meeting and suggested that concerns raised in relation to boarding of patients needed to be included in the alert/escalate section.  

How did we do in this meeting – Verbal 

The Committee Chair advised that she would welcome feedback to be shared outside the meeting as to how Members and attendees felt the meeting went.  

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 noted that a couple of areas had been suggested at the meeting today for future spotlighting. 

PRIVATE/IN COMMITTEE SESSION 

The Committee Chair advised that the following items would be discussed at the In Committee session being held following this meeting:

· MBRRACE-UK Perinatal Mortality Report: 2022 Births

DATE AND TIME OF NEXT MEETING

The next meeting would be held on Tuesday 23 July 2024 at 1:00pm
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