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	Agenda Item 



	1. 
	PRELIMINARY MATTERS 


	1.1
	Welcome And Introductions 

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:

· Dom Hurford, Executive Medical Director;
· Julie Denley, Deputy Chief Operating Officer; 
· Lisa Love-Gould, Care Group Clinical Director; 
· Mary Self, Care Group Clinical Director;
· Nigel Downes, Assistant Director of Quality & Safety; 
· Stephen Sarasin, Care Group Clinical Director; 
· Sallie Davies, Deputy Medical Director


	1.3
	Declarations Of Interest 

C Donoghue advised Members of an interest she wished to declare in relation to the Welsh Wound Innovation Centre which had been referenced within several reports within the papers and advised that she was previously Chair of the Welsh Wound Innovation Centre, which was no longer in existence. Members noted that G Dix was also a director of this previous organisation. 



	2.0 
	SHARED LISTENING AND LEARNING


	2.1


















































































































































































Resolution:

Action:
	Shared Listening & Learning Story – Boarding of Patients 

E. James presented the video and presentation to Members of the Committee. 

The Chair extended her thanks to E James for sharing the presentation and video in light of issues around boarding having been discussed a number of times and added that she found the video to be powerful as it highlighted the lived experience for patients. 

N Milligan also extended her thanks to E James for sharing the presentation and video and advised that whilst this issue had been discussed over a significant period of time it is important to share the patient’s perspective. N Milligan added that the video identified issues wider than boarding, in terms of lack of communication, and issues with having to move their own belongings whilst unwell to allow for another patient to be placed in a nearby bed. N Milligan noted that she had recently been advised at the Prince Charles Hospital Leadership meeting that patients were being triple boarded creating an increased risk.  N Milligan referred to risk assessments and questioned whether risk assessments were being reviewed several times throughout a patient’s stay as she did not feel assured that this was being undertaken. N Milligan also advised that she felt uncertain as to how the balance of risk was being considered, given that risks were being increased on the wards. N Milligan also advised that within the themes highlighted by E James in her presentation, the risk posed to staff working on the wards had not been included which needed to be further explored.  N Milligan concluded that she would like to see the learning from this story, given that boarding and triple boarding was still being undertaken.   

S O’Brien extended her thanks to N Milligan for highlighting some important points and advised that she had met with the Ward Manager to provide feedback from the story shared and added that the Ward Manager had met with the patient whilst they were in hospital to discuss his concerns.  S O’Brien advised that lessons had been learned from the story, including the communication issues identified and the lack of information provided to the patient from the staff.  S O’Brien advised that work had been undertaken with Heads of Nursing and Ward Managers at the ‘Safe to Start’ meetings to undertake a review of the criteria, alongside clarity and guidance around undertaking risk assessments and the completion of Datix. Members noted that the risk assessments were being reviewed each morning by the Senior Nurses, with confirmation then provided at the ‘Safe to Start’ meetings held in the afternoon on each day that a risk assessment has been undertaken and continuously monitored. 

S O’Brien provided assurance that the patient observation risk assessments were performed for this patient, and it was evident that based on clinical criteria this patient should not have been placed in a boarded space. S O’Brien recognised the impact that boarding of patients had on staff and this on occasion is then being seen in the communication and behaviour.

D Jouvenat shared a personal experience of one of her relatives being placed in a boarded space whilst in hospital and advised that  this not only affected the dignity of the patient being boarded, this also affected the dignity of other patients within the ward area also, particularly when patients sadly pass away whilst on the ward. 

C Bear advised that it was evident from the story shared that boarding was not acceptable from a patient or staff perspective and queried that whilst she was aware this was difficult to manage, queried whether there were any other solutions that could be considered, given that there were less patients being discharged as opposed to more patients being admitted to hospitals. C Bear queried whether further focus should be directed to patients who were awaiting continuing care or awaiting discharge where needs in terms of the level of nursing care may be reduced, and could these patients be moved into an area that would release beds for the patients most in need of more intensive clinical care. 

G Jones expressed concern on the decision made by the Bed Manager in the story in relation to a bed becoming vacant but not being made available to the patient and sought clarity as to why the Bed Manager had made that decision given that this decision should have been made by the staff working on the Ward.  G Jones also reflected how boarding is a frequent concern raised to her and Trade Union colleagues.

P Roseblade recognised the challenging position faced by the Health Board and reflected the difficulty in improving the position whilst there was no additional funding available. P Roseblade commented that as well as exploring the discharge challenges consideration needs to also be given to patients who were critically ill in their own home and not able to be taken into hospital as a result of the ambulance handover delays. P Roseblade suggested that Board Members needed to understand what practical support they could provide to try to help address the position, recognising that additional funding was not available. 

H Lentle advised that given that she was a relatively new Committee Member, she had found the presentation to be exceedingly powerful, measured and constructive, particularly the comment made by the patient as to whether any of the Board would want this to happen to them. H Lentle advised that she accepted that boarding had been necessary, with risks being mitigated, however, questioned what the exit strategy was given that presentation highlighted that boarding is a temporary solution to alleviate risks.  H Lentle added that it would be important for the Board to be aware that an exit strategy was in place or whether this was a longer-term issue. H Lentle advised that from a quality perspective, patients were being treated very differently in terms of treatment being received and added that whilst this patient was able to articulate and advocate for himself, whilst having a very serious health condition, she questioned what would have happened if this patient was unable to voice their concerns. H Lentle agreed with the comments made by P Roseblade in that the Board needed to be sighted on the solutions available to mitigate the boarding challenges. 

K Palmer advised that she was aware that a working group, with Local Authority support have been established to review discharges. K Palmer suggested that there needs to be a greater understanding of the balance of risk and the safest options available for patients. 

G Dix welcomed the discussion on this topic which was one he has been highlighting to the Committee as a significant concern for some time and he felt that sharing the patient perspective would powerfully reflect a position that is being experienced by many patients each day Members recognised the impact and upset staff are feeling in terms of their ability to provide the care at the standard you would wish to expect.  . G Dix assured the Committee that in response to the learning from this story Senior Nursing Teams have improved the process for risk assessments and flow of information from the Emergency Departments to the Wards.

In response to the query raised by K Palmer in relation to where was the safest place for patients to be, G Dix advised that in his professional opinion, whilst the experience of care in a boarded bed had resulted in lapses of care, it was safer to board patients onto a ward, than to have a critically crowded Emergency Department, which resulted in increased mortality, or a critically unwell patient waiting within the community for an ambulance. However, it is recognised that from an experience and dignity perspective this was not the best solution for a patient. 

G Hughes reiterated that these decisions are not easy to make as with the challenges being faced the options available do not present a position that is optimal for the patient. G Hughes referred to the discussions held at the March Board meeting where a patient story was received on the impact of discharge delays, and added that these issues were being regularly experienced across all of the Hospitals within the Health Board, with there currently being 330 patients who were fit to be discharged from hospital who did not require an acute hospital bed or clinical input, which equated to the entire bed capacity at Royal Glamorgan Hospital. 

G Hughes advised that a progress report would be presented to the Board meeting taking place on the 25 July regarding the work that had been undertaken following the story received at the March meeting, and added that a proposal had been developed to create a Crisis Intermediate Care Service for the Health Board which would enable 80% of the pathway one patients to leave beds and to be discharged home on a supported pathway into the community. Members noted that this proposal would be subject to the approval of a Business Case which was planned to be submitted to the Planning, Performance and Finance Committee at the end of August 2024. Members noted that Local Authority colleagues were supportive of the development of this model and noted this model would free up a net total of 50 beds across Hospitals within the Health Board, which would then enable the closure of boarded capacity on wards. G Hughes advised that there would be a cost associated with this which the Board would need to balance as a collective risk.

A Gibson supported the position articulated by G Dix in relation to what was being done at present in terms of boarding being the least worst option and advised that the harm that happens to patients whilst they are awaiting discharge sometimes did not feature in discussions, for example, increased deconditioning, increased risk of falls and hospital acquired infection. 

The Chair reflected on the powerful and helpful discussion and advised that it was clearly not within the remit of the Committee to request that boarding of patients was ceased. The Chair advised that Committee Members needed to be cogniscent in the way in which issues had been raised in regard to whole system issues and added that it was encouraging to hear that lessons had been learnt from this particular patient’s experience in relation to the risk assessment process. The Chair advised that this matter would be highlighted as a matter for escalation within the Committee Highlight report to Board and added that the Committee would support the work being undertaken on the whole system approach, which would need to include an exit strategy to stop boarding at the earliest possible time. 

The Chair extended her thanks to the patient and staff who had contributed to the story presented. 

The Committee NOTED the presentation. 

Review to be undertaken to determine why a decision had been made by the Bed Manager to not move the patient into one of the vacant beds, as opposed to this decision being made by the staff working on the ward.
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Resolution: 
	Spotlight Presentation – Mental Health & Learning Disabilities Quality Improvement Priorities 

A. Llewellyn shared the presentation with Committee Members which highlighted the ongoing development of quality priorities in the Mental Health and Learning Disabilities Care Group. 

The Chair welcomed the presentation and the work being undertaken by the team which was being recognised through the NHS Wales Awards for 2024. 

K Palmer also welcomed the update and sought clarity on the links between estates and quality particularly within some of the Mental Health and Learning Disabilities. There is a significant backlog of estates issues and K Palmer queried whether there was any support Committee Members could provide in regards to this. A Llewellyn advised that there were challenges in relation to estates activity, both strategically and operationally and added that the Directorate Managers regularly report estates issues through to the Capital, Estates and Health, Safety and Fire meetings which is managed by the Care Group Service Director. Members noted that strategically, there was national focus on Estates and Environmental improvements, and it was likely that some national recommendations would be received.

The Chair extended her thanks to A Llewellyn for sharing the presentation. 

The presentation was NOTED by the Committee. 



	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 a concern that was challenging some of his Nursing, Midwifery and Clinical colleagues was the balance between finance and care, which had been discussed several times at Board. He further advised that whilst the Health Board was in a much-improved position in regard to quality, he remained committed to ensuring that the balance is not lost between quality and finance and that finance is not seen as the primary driver. 

P Roseblade made reference to page five of the report which related to balancing clinical capacity and financial controls and sought clarity as to whether some of the unfunded ward areas had been financed with the additional recurrent monies that had been allocated to CTM in light of the break-even position, and if so, was this going to improve clinical quality.  G Hughes advised that all the spend that was within the run rate at Month 9 had been funded recurrently in the £44m allocation, and added that as part of this, an invest to save process was being undertaken through several subject areas.  

P Roseblade referred to paragraph 2.2.3 on page six of the report which stated there was an issue regarding damaged flooring and sought clarity as to whether this was on the list for the backlog maintenance funding that had recently been allocated to the Health Board. G Dix advised that significant focus had been placed on the estates backlog over the last few weeks, and a list had been developed identifying a significant number of backlog maintenance jobs that needed to be completed across the organisation, which was causing a level of concern and anxiety in relation to the capacity available to undertake the work required. G Dix advised that steps were being taken to ensure that wards and departments were kept as clean as possible to prevent hospital acquired infections which was challenging when faced with estates issues. Members noted that work would now been undertaken between G Dix, G Hughes and S May to review the list and risk stratify the legal requirements in addition to the issues that were affecting Infection, Prevention and Control and Nosocomial transmission. 

P Roseblade referred to page eight of the report which referred to the Clinical Directors day and queried if it was possible for Members to be provided with the list of hot topics that were discussed.  A Gibson advised that he would be happy to share the Annual Programme with Committee Members. 

P Roseblade and K Palmer advised that they were unclear as to what the AMaT report was describing and advised that it would be helpful if this could be accompanied by a cover report in future. 

K Palmer referred to the Infection, Prevention and Control section and sought clarity as to where the Health Board was in relation to hand washing, as there appeared to be some staff who did not support the current hand washing regimes. G Dix advised that the audits undertaken identified pockets with really good hand washing compliance and areas with very poor pockets of hand washing compliance, with certain professional groups across the Health Board that needed some further focussed attention in regard to expectations about bare below the elbow. Members noted that a new Head of Infection, Prevention and Control was now in post, who would be reviewing the basic principles of Infection Prevention and Control and plans to introduce further peer reviews in relation to hand hygiene compliance and other areas of IPC compliance.  A Gibson advised that the Medical Directors Team also had a plan in place to address this matter. 

K Palmer made reference to the Clinical Directors day and advised that she was interested to hear that the Primary and Secondary Care interface was discussed during that session, and added that given that discussions had been taking place in relation to Primary Care and whether some secondary care services could be moved into Primary Care, she wondered what the views were from Clinical Directors in regards to this.  A Gibson advised that whilst there was a real enthusiasm amongst clinical directors to move some services out of hospital into community/primary care services, there appeared to be less awareness that this would result in a transfer of resources which needed to be worked through further.  Members noted that interviews would shortly be held for the Primary Care Clinical Directors who would play a pivotal role in progressing these discussions. 

K Palmer advised that she welcomed hearing about the projects being undertaken within Therapies and Health Sciences.

In response to a query raised by K Palmer in regard to weight management services and the weight management research group, P Daniels advised that Children’s weight management service would be developed and national research undertaken. P Daniels added that a review of best practice elsewhere would also be explored and advised that as part of the HENRY programme, there would be an appreciative enquiry involving families and service users to ensure that the service was fit for purpose for the Health Board’s communities. 

The report was NOTED.

List of hot topics discussed at the Clinical Directors Day annual programme to be shared with Members

Cover report to be developed to accompany the AMaT report being presented to future meetings to explain the data .


	5.2
	Care Group Highlight Reports 


	5.2.a
















Resolution:

	Children and Families Care Group Highlight Report 

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

K Palmer referred to the inequity of service provision across CTM in relation to Special School Nursing and questioned whether this had an impact on services. S Hardacre advised that whilst it likely had an impact, no concerns had been raised by parents, however, concerns had been raised by education. S Hardacre advised that given this was such a complex service to navigate, there needed to be an understanding of what the offer was from education and provided assurance to Members that those children who were receiving continuing care for complex health needs were receiving nursing care input. Members noted that inequity was being seen in regard to the way in which nursing staff were being deployed within the schools. 

The Committee NOTED the report. 

	5.2.b
































Resolution:

Actions: 

	Unscheduled Care Group Highlight Report 

E. James presented the matters contained within the alert/escalate section of the report. Members noted that in relation to Stroke Services, since the report was drafted, a Locum had now been secured to support the service whilst work would still be undertaken on a longer-term solution.  

E James made reference to the Thematic Review that was being undertaken in relation to identifying the themes and trends around the 15 Nationally Reportable Incidents in order to identify root causes of the ambulance delays and learning from these incidents, and advised that she would like to present this review to a future of meeting of the Committee for further discussion.  This suggestion was welcomed by the Chair. 

R Hughes advised that he was pleased to hear that the Care Group had managed to take the work forward with the Welsh Ambulance Services NHS Trust in relation to shared learning, and added that there was learning to be gained, particularly in relation to advanced care planning from some of our patients. 

P Roseblade advised that she felt this was a positive piece of work in relation to the review that had been undertake of all patients, and added that given that this related to nationally reportable incidents, for which the criteria had changed and had reduced quite significantly, she questioned if the same comparisons were made with the locally reportable incident criteria and would the numbers remain the same or would the numbers increase. E James advised that she would be happy to undertake an analysis of this outside the meeting and present an update at a future meeting. R Hughes advised that he would be happy to support E James with this analysis. 

The report was NOTED. 

Thematic Review undertaken in relation to identifying the themes and trends around the 15 Nationally Reportable Incidents to be presented to a future meeting

Analysis to be undertaken on locally reportable incidents to determine whether numbers would increase or remain the same as the data for nationally reportable incidents


	5.2.c






























Resolution: 

	Planned Care Highlight Report 

S. O’Brien presented the matters contained within the alert/escalate section of the report. S O’Brien highlighted that the five nationally reportable incidents that occurred at Prince Charles Hospital related to procedures undertaken by one interim Trauma & Orthopaedic Surgeon who no longer worked for the Health Board. Members noted that each patient had been contacted under Duty of Candour to advise that an independent surgical review would be undertaken of the surgical procedures undertaken. 

G Hughes welcomed the efforts that had been made within the Urology Service with a recognition that significant improvements had been made in relation to Urological Cancer performance, alongside the improvements in the quality of service that was being provided. G Hughes added that the work undertaken by S O’Brien on the workforce model had been excellent and had helped to move the Urology service into a very different position of sustainability over the next few years. 

P Roseblade referred to the issues experienced with the interim Clinician as highlighted by S O’Brien earlier and questioned whether the outcome of the investigation was reported to the medical governing bodies, to ensure this individual did not repeatedly cause harm elsewhere. A Gibson advised that because the individual was employed by an agency and not by the Health Board, and had a different responsible officer, the responsible officer had been informed of the concerns that had been raised, and it would be their responsibility to restrict their practice if it was felt necessary, and would be dependent on the outcome of the report. Members noted that the General Medical Council would be informed if it was considered that gross negligence had occurred. 

The Committee NOTED the report. 

	5.2.d






















Resolution:

Action:
	Primary & Community Care Group Highlight Report 

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

K Palmer raised a query in relation to dentistry, which had been included on the risk register for some time and sought clarity as to what the timescales were for addressing the waiting lists which were quite lengthy.  G Hughes advised that he would provide an update to Members outside the meeting on relation to the trajectory to reduce the waiting lists for dental services. 

K Palmer also referred to prison services and how difficult things were for staff and sought clarity on what support was being provided to staff working within this service in regard to setting up new systems and introducing new ways of working. L Williams advised that staff were being supported by the Wellbeing Team and a Health Board Psychologist and added that as managers were now based on site, they were working closely with Teams. L Williams advised that whilst there were vacancies, sickness absence rates within the service were low. Members noted that staff had found it a challenge to adapt into Health Board processes, however, were assured that support was in place. 

The report was NOTED. 

Trajectory to reduce the waiting lists for dental services to be shared with Members outside the meeting.


	5.2.e


























Resolution: 

	Diagnostics, Therapies, Pharmacy & Sciences Care Group Highlight Report 

H. Wilton presented the matters contained within the alert/escalate section of the report.

P Roseblade referred to the statement made within the report to the Health Board not currently having an MRI pacemaker service which would result in noncompliance unless several matters are resolved.  P Roseblade sought to understand how the Health Board could not be compliant with a service that it did not have in place. H Wilton advised it was of her understanding that as a result of the change on the MHRA regulations, the service could now only be provided at Prince Charles Hospital. H Wilton advised that she would discuss with colleagues outside the meeting to ensure this was more clearly articulated. 

P Roseblade referred to Parc Prison, which had been referenced in several reports, and had been included in the assure section of this report. P Roseblade advised that the report referred to 11 deaths and added that earlier in the meeting an update was provided as to the support being provided to staff and queried what support was being provided to the prisoners. L Williams apologised that this had not been made clear within the report and provided assurance that a significant amount of work is underway to support prisoners, including steps to increase education and provide public health support in relation to raising awareness regarding drug potency. 

The Committee NOTED the report. 
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Resolution:

6.
	Stroke Progress Report

Alex Brown presented the report and highlighted the key areas for Members attention. 

P Roseblade advised that the report referred to thrombolysis door to needle and queried that whilst she recognised this was a national target, should this be referred to as scan to needle as opposed to door to needle. A Brown advised that the main aim was to get patients to thrombolysis as quickly as possible regardless of target description. 

P Roseblade referred to the Welsh Ambulance Services NHS Trust (WAST) policy around patient conveyance and sought clarity as to whether WAST had changed their policy. A Brown advised that this related to whether WAST were willing to convey patients to tests within Hospital directly from the ambulance, through triage, onto a CT scanner and then back into an ambulance if there was no immediate space available to release the patient into. 

P Roseblade advised that the report referred to two business cases and questioned whether if funding was not approved for the business cases, what could be achieved without funding, and if funding was approved, would the Health Board be able to recruit. G Hughes drew attention to the investment decisions made by the Board at the start of the year which included a decision not to invest into the stroke nurse practitioner model at that point. Members noted that the Unscheduled Care Group were reviewing their budget position to establish if it would be possible to fund some of these posts this year.

P Roseblade advised that the report did not refer to joint working with other Health Board’s which Members had been notified previously of being the only way forward given the current circumstances.  In relation to regional working, G Hughes advised that the Health Board were working closely with Cardiff and Vale UHB on a Central South Wales solution for Stroke. G Hughes added that whilst this programme had been delayed slightly, a new Programme Lead was now in place and the Health Board were working hard to push forward an accelerated more sustainable solution with Cardiff. 

N Milligan advised that the fragility of Stroke Services had been discussed for several years. N Milligan referred to slide 10 which highlighted what progress had been made, with the first point referring to Brainomix AI. N Milligan advised that this did not highlight what difference this had made or what progress had been made. A Brown outlined the primary benefits of Brainomix, one being that it allowed for very rapid assessment of CT and CT Angiogram in terms of making decisions around thrombosis and thrombolectomy. A Brown advised that it would be difficult to identify the percentage increase that had been achieved through Brainomix given the other changes that had been made to the stroke pathway but added that it had been identified as a key enabler within the pathway. L Edwards advised that an evaluation process was underway to evaluate the impact, but it was too soon to draw any conclusions from this as yet. 

N Milligan commented that the second bullet point referred to a Programme Board being established but did not refer to the programme outputs. 

N Milligan also referred to the key priorities, one of which stated that a proposal was being developed to increase the workforce to enable expansion of the service to seven days and sought clarity on this. A Brown advised that the business case for the Care Practitioners had been completed and had been discussed at the Unscheduled Care Senior Management Team meeting, and added that as stated by G Hughes earlier, the Team were exploring funding options for these posts from within existing budgets.  The Chair suggested that future reports would need to be updated to reflect that business cases had been completed and that no funding had been identified. 

C Bear sought clarity, from a patient perspective, whether the Health Board were able to quantify the impact on patients of this poor performance as a result of targets not being met and whether this would be something that could be included within the report moving forwards. A Brown advised that one of the criticisms around the Sentinel Stroke National Audit Programme (SSNAP) data was that it was very process driven as opposed to outcome driven. Members noted that in relation to the latest data sets there were changes to some outcome measures. L Edwards added that within the regional work being undertaken, there is a patient engagement activity underway which would enable the Health Board to map across to the patient experience so that the impact could be seen. 

The report was NOTED. 

GOVERNANCE, RISK AND ASSURANCE 


	6.1












Resolution:

Action:
	Organisational Risk Register – Risks assigned to the Quality & Safety Committee 

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. 

K Palmer raised a query in relation to the risk relating to Public Health Funding and advised that she did not get a sense as to how much this had gone down by and what the impact of this reduction was. P Daniels advised that he would provide a response to K Palmer on this query outside the meeting. 

The report was NOTED. 

Update to be provided outside the meeting in relation to the Public Health Funding risk. Update to identify how much reduction in funding there had been and what the impact would be of this reduction.
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Resolution:

Actions:
	Mortality Reviews and Mortality Indicators 

A Gibson presented the report that updated Members on the mortality review process in line with the All-Wales Learning From Mortality Review Model Framework and highlighted the learning from mortality reviews to ensure lessons learnt are shared to improve the quality of patient care.

The Chair extended her thanks to A Gibson for presenting the report which she had found to be comprehensive and welcomed the progress that had been made in this area. 

P Roseblade advised that from reading the report it appeared that Rhondda Cynon Taff had the most people living in the comparatively smallest region with the highest death rate and queried whether this was because of the demographic or age profiles of the people living within this area. P Daniels advised that he would interrogate the data further and would provide a response outside the meeting.  A Gibson added that the data being pulled together by the Getting it Right First Time Emergency Department process, had highlighted that in Rhondda Cynon Taff there was a very different admission profile into Emergency Departments, so a sicker group of patients were being admitted from that area which may explain some of the data highlighted. 

P Daniels advised that the national report on avoidable mortality had been published recently and advised that he would be happy to circulate this with Members for information. 

K Palmer advised that she had recently attended a session with the Coroner, the Medical Examiner and GP’s to talk through the change that would be coming into place in September in relation to the Medical Examiner Service reviewing deaths in community settings in addition to in-hospital deaths, and advised that she had found the session to be informative. Members noted that there would also be lessons learnt that the Health Board would need to consider moving forwards. K Palmer advised that the session also highlighted the importance of Primary Care working with Secondary Care in relation to the review of deaths. A Gibson advised that there was a need to increase the number of GP’s who take part in Mortality Review panels as it was sometimes difficult for secondary care clinicians to review a death in the community. 

H Lentle asked if the responses that P Daniels was going to share to questions raised outside the meeting were shared with all Committee Members, which P Daniels advised he would be happy to action. 

The Committee NOTED the update and contents of the report. 

Further interrogation of the data to be undertaken to determine why Rhondda Cynon Taff had the most people living in the comparatively smallest region with the highest death rate

National report on avoidable mortality to be shared with Members outside the meeting


	6.3 




Resolution: 
	Quality & Safety Committee Annual Self-Assessment

The Committee Chair presented the report and drew Members attention to the areas requiring further action and the action plan section. 

The report was NOTED. 


	6.4










Resolution: 
	Body Store Recommendations from Welsh Government

A. Gibson presented the report that provided an update with regards to the outcome of the Fuller Inquiry (Phase 1) which has implications for the application of current Human Tissue Act standards within the Health Board mortuary services.

The Chair welcomed the report which she had found to be comprehensive and was pleased to see that appropriate actions were being taken. 

The Committee NOTED the report. 


	6.5













Resolution:
	Evaluation of the Success of the Falls and Pressure Damage Programme 

R. Hughes presented the report that provided an update on the current situation, recent initiatives, and recommendations for continued improvement in these areas as part of the 'harm-free care' agenda.

The Chair advised that she had found the report to be helpful and informative and advised that she was lucky to hear the presentation from P Gimson at the ICTM day, which answered the ‘so what’ question and identified the steps being taken and methodology being used to make changes. The Chair added that the Committee could take assurance from this report that change was happening. 

The report was NOTED.


	6.6






























Resolution:

	Duty of Quality Annual Report 

R. Hughes presented the annual report that informed the Committee on how the Health Board had implemented the duty of quality within the organisation.

P Roseblade advised that she had found the report helpful and easy to read and advised that when she looked through the report for information on falls, the report appeared to focus on Mental Health falls, and felt that the report could be strengthened to include all areas of activity that had been highlighted by R Hughes in his presentation of the report. R Hughes advised that much of what he presented today extended past the end of March 2024 and related to the new reporting year, so would not have been included within this report but would feature in next year’s report for 2024/2025. P Roseblade advised that whilst she understood this, she still felt the report focussed narrowly on Mental Health falls R Hughes agreed to review this matter further. 

K Palmer advised that she found the report to be excellent and commented on Chapter three, ‘Plans for the Future’, and queried whether reference needed to be made to the future of children’s services, particularly in relation to weight management. R Hughes advised that he would take this comment on board and would ensure it features within the annual report in relation to work undertaken and the commitments that had been made to address this. 

The Chair thanked R Hughes for presenting the report and urged Committee Members to provide any further comments on the content of the report outside the meeting. 

The Committee ENDORSED the report for BOARD APPROVAL. 

	6.7

















Resolution:

	CTM Quality Strategy Work Plan Update 

L. Edwards presented the report that updated the Committee on progress of delivery against agreed deliverables within the Quality Strategy.

P Roseblade advised that whilst she recognised the importance of demonstrating the work that had been undertaken, she queried whether it was an accurate reflection from a CTM perspective. She advised that a number of actions had been rated as green or amber which suggested that actions were going to be achieved quite soon and reflected that she felt that some of the actions needed a caveat that highlighted whilst all of this work was being undertaken there was a further way to go to achieve them.  L Edwards advised she accepted the points raised by P Roseblade and that whilst the ambitions were agreed as part of the Quality Strategy, she would give some further thought as to how the significant challenges that were still being faced could be better reflected.   

The report was NOTED. 

	6.8










Resolution:


	Health, Safety & Fire Sub Committee Highlight Report 

N. Milligan presented the report that provided the Quality & Safety Committee with details of the key issues considered by the Health, Safety & Fire Sub Committee at its last meeting, which included the Annual Report for 2023-2024. 

G Hughes advised Members that the issues highlighted in relation to funding of replacement batteries for core equipment had now been resolved.  

The Committee NOTED the Highlight Report and APPROVED the Sub Committee Annual Report. 

	6.9







Resolution:


Action:
	Quality Impact Assessment

R. Hughes presented the report that updated the Committee on the development of the Quality Impact Assessment (QIA).   

The Chair requested that the appendix was circulated to Members as a separate document as it was difficult to read on the Admincontrol system.  

Members of the Quality and Safety Committee SUPPORTED and NOTED the QIA process for its adoption within the Health Board. 

Appendix to be circulated to Members as a separate document as it was difficult to read on the Admincontrol system.



	7.
	DELIVERING OUR PLAN 


	7.1















Resolution:
	Patient Safety, Quality and Experience Dashboard 

K. Jenkins-Forrester presented the Patient Safety & Quality Dashboard to the Committee that provides data from 01.05.24 to 30.06.24 taken from systems on 15.07.24, unless otherwise specified. 

D Jouvenat extended her congratulations to the team for achieving the 75% target for responding to complaints within 30 working days and sought clarity as to whether there were any themes or trends that could be identified for the complaints that were not responded to within 30 working days. K Jenkins-Forrester advised that these complaints tended to be more complex in nature which either spanned a number of services or where a breach of duty of care needed to be considered, which would then require seeking an expert opinion or obtaining advice from the Legal Services team. 

The report was NOTED. 



	8.
	DELIVERING OUR IMRPOVEMENT PROGRAMMES
 

	8.1





























Resolution:

Action:
	Mental Health In-Patient Improvement Progress Report

A. Llewellyn presented the report that provides Committee Members with an overview of progress of the Mental Health Adult Inpatient Improvement Programme.

K Palmer extended her thanks to A Llewellyn for the significant amount of work undertaken within this area and advised that a recommendation was made in 2022 to have a single electronic patient record which was still not in place two years later. K Palmer referred to the risks to Mental Health systems and wondered whether, given this was impacting on services, this needed to be escalated to the Board.  K Palmer advised that in relation to the suggestion made to reduce reporting frequency, she would not want the Committee to lose sight of this key action and questioned how this action could be kept live. 

A Llewellyn advised that the issues regarding the single electronic patient record remained a standing action on the Health Board’s risk register and added that if the frequency of reporting for this report was reduced, this risk would still feature in the Organisational Risk Register report presented to each Committee meeting. A Llewellyn advised that discussions were being progressed nationally in regard to different options and reassured the Committee that this was a live issue for the Care Group with discussions being held in several areas and support was in place through the NHS Executive.

The Chair advised that she would be happy to reduce frequency of reporting and would provide an update to A Llewellyn outside the meeting to confirm future reporting requirements. 

The report was NOTED. 

Future reporting requirements to be confirmed by the Committee Chair outside the meeting. 



	9.
	CONSENT AGENDA 


	9.1
	FOR APPROVAL


	9.1.1

Resolution
	Unconfirmed Minutes of the meeting held on 16 May 2024

For Approval 


	9.1.2


Resolution
	Unconfirmed In Committee Minutes of the meeting held on 16 May 2024

For Approval  


	9.2
	FOR NOTING


	9.2.1

Resolution
	Action Log

For Noting


	9.2.2

Resolution
	Committee Annual Cycle of Business 2024

For Noting 


	9.2.3

Resolution
	Forward Work Programme

For Noting 


	9.2.4

Resolution
	Healthcare Inspectorate Wales Action Plan Tracker
 
For Noting 


	9.2.5


Resolution
	Recognition of Acute Deterioration and Resuscitation Committee (RADAR) Committee - Annual Report 

For Noting 


	9.2.6

Resolution
	Clinical Audit Quarterly Update report 

For Noting


	9.2.7

Resolution
	Annual Unpaid Carer’s Report 2023/24 

For Noting 

	10.
	CLOSE OUT BUSINESS 


	10.1
	Any other Business 
There was no other business to report. 


	10.2
	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.  

C Hamblyn suggested that the following matters would need to be included in the alert/escalate section on the Committee Highlight report to Board:
· Boarding of patients 
· Fragility of Stroke Services 
· Positive escalation in relation to the Mental Health & Learning Disability Improvement Priorties and Healthcare Inspectorate Wales acceptance of the Ty Llidiard Action plan 


	10.3
	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.  

C Hamblyn advised that whilst recognising that it had been a long meeting there was appropriate focus on the key areas of risk and challenges facing the Health Board. 

A Llewellyn reflected that whilst the meeting had overrun slightly, she welcomed the time spent on the  the Listening & Learning story. 


	10.4
	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.  


	11.
	Items discussed at the In Committee Quality & Safety Committee held prior to this meeting 

There were no items requiring In Committee discussion on this occasion. 
 

	12.
	DATE AND TIME OF NEXT MEETING
The next meeting take place on Wednesday 18 September 2024 at 14:00pm. 


	13.
	CLOSE OF MEETING
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