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	Agenda Item
	8.1.2



	Approved Minutes of the Quality, Safety & Experience In-Committee 



	Date and Time of Meeting
	Tuesday 22 July 2025 9:00am-12:00pm 

	Venue 
	Virtual via Microsoft Teams 



	Members Present
	Carolyn Donoghue
	Independent Member (Committee Chair)

	
	Patsy Roseblade 
	Independent Member

	
	Hayley Proctor
	Independent Member

	
	Kath Palmer
	Vice Chair/Independent Member

	In Attendance
	Gareth Watts
	Director of Corporate Governance/Board Secretary 

	
	Greg Dix
	Executive Director of Nursing/Deputy CEO

	
	Suzanne Hardacre 
	Director of Midwifery 

	
	Mohamed Elnasharty 
	Care Group Medical Director (Virtually)

	
	Sallie Davies
	Deputy Medical Director 

	
	Lloyd Griffiths
	Head of Nursing, Mental Health & Learning Disabilities 

	
	Philip Daniels
	Executive Director of Public Health (Virtually)

	
	Richard Hughes
	Deputy Director of Nursing (Virtually) 

	
	Bryany Tweedale
	Consultant Midwife 

	
	Jodie Hodges
	Perinatal Safety Support Manager

	
	Lauren Edwards
	Executive Director of Allied Health Professionals and Healthcare Sciences (Virtually) 



	Agenda Item 
	Meeting Business

	1. 
	PRELIMINARY MATTERS 

	1.1 
	Welcome and Introductions

	
	C. Donoghue 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.  


	1.2
	Apologies for Absence

	
	Apologies were received from: 
· Ana Llewellyn, Nurse Director Mental Health and Learning Disabilities
· Dom Hurford, Executive Medical Director
· Gethin Hughes, Chief Operating Officer 


	1.3
	Declarations of Interest

	
	There were none. 


	2. 
	MAIN AGENDA

	2.1

	Cwm Taf Morgannwg Stillbirth and Neonatal Death Thematic Review 2023 Births & MBRRACE-UK Perinatal Mortality Report: 2023 Births

	
	S Hardacre, B. Tweedale & J. Hodges presented the report and highlighted the key matters for Members attention.  

In response to a query raised by K Palmer as to whether a review had been undertaken in regard to mothers who were both overweight and were smokers, S Hardacre confirmed that a Consultant Midwife was undertaking a review of these types of cases and added that the Team were in the process of recruiting a Perinatal Midwife who would assist in undertaking these types of reviews. K Palmer extended her thanks to S Hardacre for the update and advised she was reassured that this was being reviewed by the Team.  

In response to a query raised by P Roseblade as to the difference between Anti Partum and Intra Partum, B Tweedale explained that Anti Partum related to a loss that occurred pre labour, with Intra Partum relating to a loss that occurred during labour.

In response to a query raised by P Roseblade as to how information was being fed back to mothers who had suffered baby loss during their pregnancy in regards to their smoking habits, for example, B Tweedale advised that whilst this was a challenge, all mothers who had experienced a loss of their baby would be offered advice on managing future pregnancies, with steps being taken to ensure blame was not being placed on the mothers.  

P Daniels advised Members that given that a number of pregnancies were unplanned, the Public Health Team would be placing focus on this moving forwards. 

In closing the item, S Hardacre commended the Team for their Multi-Disciplinary Team work and B Tweedale shared a patient story.  C Donoghue extended her thanks to the Team for sharing the story and for the care and compassion that staff had provided to the family during their difficult time. 

	Resolution:
	The Committee NOTED the report and formally ACKNOWLEDGED the content and findings of the thematic review and the MBRRACE-UK Perinatal Mortality Report: 2023 births.

	2.2
	Mental Health & Learning Disabilities - Learning through Lived Experience

	
	L. Griffiths presented the report which summarised the learning undertaken from a patient story shared at a previous meeting. C Donoghue welcomed the report and the sharing of the learning contained within it. 


	Resolution:
	The Committee NOTED the report. 

	2.3
	Organisational Risk Register - Closed Risks

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


	Resolution:
	The Committee NOTED the report and the risks that had been escalated to the Organisational Risk Register. 


	3. 
	ANY OTHER BUSINESS 

	3.1
	There was no other business to report. 

	4. 
	DATE AND TIME OF NEXT IN-COMMITTEE SESSION – TBC 

	
	The date and time of the next In Committee session is to be confirmed. 
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