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	Agenda Item 
	Meeting Business

	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 for absence had been received from:
· Dilys Jouvenat, Independent Member;
· Patsy Roseblade, Independent Member;
· Greg Dix, Executive Director of Nursing/Deputy Chief Executive;
· Mary Self, Mental Health and Learning Disabilities Care Group Clinical Director; 
· Ana Llewellyn, Mental Health and Learning Disabilities Care Group Nurse Director;
· Mohamed Elnasharty, Children and Family Care Group Clinical Director;
· David Miller, Primary Care and Community Care Group Clinical Director;
· Lucie Williams, Primary Care and Community Care Group Nurse Director; 

	1.3
	Declarations of Interest
There were no interests declared. 

	2.
	SHARED LISTENING & LEARNING 

	2.1
	Shared Listening & Learning Story – Care of the Elderly Dare to Dream Music Sessions 

	
	J Dickenson shared the presentation with the Committee which provided an update on the care of the elderly ‘dare to dream’ music sessions. 

The Committee Chair extended her thanks to J Dickenson for sharing the positive story which highlighted the beneficial effects of music therapy. Attention was drawn to the learning identified in terms of including the Estates Directorate in planning for such events from the outset to ensure arrangements can be made so that the environment is conducive, and the sessions can be used to their full potential. 

	Resolution
	The presentation was NOTED

	
	

	2.2
	Spotlight Presentation – Sexual Safety & Safeguarding Briefing Paper

	
	R. Hughes presented the report to Members of the Committee which provided an update on Sexual Safety & Safeguarding. 

H Daniel advised that he had agreed the scope of this report with R Hughes and provided an update in regard to how the people and cultural issues would be addressed and assurance received through the appropriate Board and Committee business. Members noted that in addition to the safeguarding concerns that had been outlined by R Hughes, there had been a number of staff concerns raised and individual cases were currently being investigated. The Committee will be provided with an update on these at the most appropriate time. 

It was noted that in terms of addressing any cultural issues in the areas concerned an initial piece of work had been undertaken, by site and department and Members noted that the review findings were currently being worked through. H Daniel advised that the findings of this review would be presented to the Executive Leadership Group on the 25 November 2024 to include next steps and that an assurance report on the people and culture aspects would be presented to the In Committee session of the People & Culture Committee taking place on 5 December 2024. 

G Jones sought assurance that where a perpetrator had been identified appropriate action had been taken. G Jones also sought clarity that procedures and policies were being followed to ensure these issues were being addressed robustly. H Daniel confirmed that where suspension was appropriate this action had been taken and confirmed that processes were being worked through in the normal way, with some cases being accelerated.  Members noted that a ‘look back’ exercise was also being undertaken to determine whether outcomes from previous investigations were appropriate. Members noted that a more detailed update would be presented to the December meeting of the People & Culture Committee. 

K Palmer welcomed the transparency that had been outlined within the report and expressed concern about the numbers highlighted. K Palmer added that she endorsed the next steps that would be taken and added that it was evident that action was being taken. Furthermore, K Palmer sought clarity as to whether there was anything that needed to be undertaken in relation to communication and messaging of the issues highlighted and how concerns could be reported.  R Hughes advised that the data that had been recorded appeared to show that there had been an under-reporting of issues, both within the acute and community settings.  R Hughes advised that consideration was therefore being given to how the public health agenda could be utilised in terms of messaging and allowing people to access safe spaces to raise their concerns. 

C Bear advised that she found the report clear and easy to understand, she sought assurance as to what support was being offered to those individuals who had been subject to sexual abuse and queried how the Health Board would monitor their health and wellbeing moving forwards.  R Hughes confirmed that the appropriate support was being provided to individuals on a case-by-case basis, for example, he commented that where there was police involvement then counselling may be offered. Members noted that in relation to staff, they had access to the Health Board’s wellbeing support.  R Hughes advised that consideration was being given to the need to understand the multi-faceted routes that individuals were being signposted to and whether the approach being taken was fit for purpose or whether it could be further strengthened.

H Daniel advised that in relation to communication, the Health Board is taking an evidence-based approach as to how the organisation responded to the issues. H Daniel advised that a proposal would be made to the Executive Team in determining how the Health Board acknowledges the concerns that have been raised and the steps being taken to address the issues. He advised that an invite will be extended to staff to participate in conversations held in early 2025 regarding the issues identified.  H Daniel referred to the Worker Protection Act and the Health Board’s duty to be proactive in this space. 

H Daniel advised that in relation to the query raised by C Bear regarding wellbeing, there was a well-structured wellbeing team in place within the Health Board, which was led by a Team of Occupational Psychologists and Psychological Wellbeing Practitioners and added that the cultural work that had initially been undertaken had been led by the Senior Occupational Health Psychologist. Members noted that specialist support was also being provided to individuals, which was dependent on the individual cases. 

H Daniel added that the Health Board would need to continue to recognise that there are likely to be cases that would have gone unreported which reiterates the  importance of creating a culture where you could speak up safely, with clear guidance as to what response you should expect to receive from the organisation as a result.  H Daniel advised that the organisation also needed to be careful as to how it responded to individuals who reported cases of sexual harassment or abuse, and was reviewing the best available evidence to ensure it responds in the most appropriate manner.  H Daniel advised that in addition to the People & Culture Committee, the Quality & Safety Committee would continue to be kept update on progress made. 

D Hurford advised that it was distressing to hear that this could be happening within the organisation and advised that all clinical groups were vulnerable to this issue and referred to the report received a couple of years previously from the Royal College of Surgeons which highlighted national issues regarding this matter. Members noted that the Speaking up Safely Champion, G Watts, Director of Corporate Governance/Board Secretary would shortly be attending the Local Negotiating Committee to provide an update on Speaking up Safely. D Hurford recognised that as awareness is increased that individuals are encouraged to speak up safely it is likely that more cases of this nature will be identified. 

The Committee Chair extended her thanks to R Hughes for presenting what was quite a sobering and reflective report and noted the assurances of the actions being taken to appropriately address the issues identified from the findings, she further recognised that due to the wide spanning nature of the issues, consideration should be given to where this is reported to avoid duplication.. 

	Resolution
	The presentation was NOTED 

	
	

	3.
	CONSENT AGENDA BUSINESS 

	3.1

	The Committee Chair reminded Members that the agenda had been reformatted to include consent agenda items at the end of the agenda. She asked if there were any items from the consent agenda (Item 8) that the Committee Members wished to bring forward to the Main agenda for discussion. There were none. 


	4.
	MATTERS ARISING

	4.1
	Action Log

	
	The Action log was received. The Committee Chair sought confirmation from Members as to whether they were content to close the actions being proposed for closure.  

K Palmer raised a general question on process and queried whether updates would still be received via the forward work programme on some of the actions being proposed for closure.  C Hamblyn confirmed that where there was a specific action to add an item to the forward plan, these items were being added to the forward work programme and would not be lost sight of. 

Members confirmed they were happy to close the actions being proposed for closure. 

	Resolution
	The Action Log was NOTED 

	4.2
	Matters Arising Not Captured on the Action Log

	
	There were no matters arising. 

	5.
	SETTING THE SCENE – SERVICE DELIVERY 

	5.1
	Report from the Clinical Executives 

	
	R Hughes and Clinical Executive Directors presented the report and highlighted the key areas for Members attention. 

C Bear made reference to the Haematology Day Unit service being fragile and the move of the Day Unit from Princess of Wales Hospital to the Prince Charles Hospital and sought clarity as to how patients had responded to this move, given the distance to travel between the Princess of Wales Hospital and Prince Charles Hospital, and whether the Health Board had put any arrangements in place to help patients transfer from one site to the other. G Hughes clarified that it was the Haematology Day Unit at Royal Glamorgan Hospital that had moved to Prince Charles Hospital, as opposed to the unit at the Princess of Wales Hospital. G Hughes advised that the unit needed to be converted back into a ward to accommodate patients that had to be moved out from the Princess of Wales Hospital.  G Hughes confirmed that all Princess of Wales Hospital patients have their Haematology services delivered via Singleton or Neath Port Talbot Hospitals. 

In regards to patient feedback, G Hughes advised that some patients had expressed concerns with having to travel to Prince Charles Hospital to access Haematology services, given that some patients were having to attend the Haematology Day unit daily. As a result of this, options were being explored in regard to providing some services on the Royal Glamorgan Hospital site for those patients who were unable to travel. Members noted that a purpose-built Haematology Day Unit had now been opened on the Prince Charles Hospital site, and it was positive to see that this unit was being fully utilised. G Hughes advised that the position would continue to be monitored, and feedback would be taken into consideration, with confirmation provided to C Bear that this was a temporary measure whilst works at the Princess of Wales Hospital were being undertaken. 

The Committee Chair advised that she was pleased to hear about the work being undertaken in relation to falls and that progress and outcomes would be reported to the Improving Care Board, which helped to provide assurance to the Committee that actions were being taken. 

The Committee Chair made reference to Boarding and advised that whilst it was pleasing to see that improvements had been made, she queried what the impact would be of all the changes that had to be put into place to respond to the critical incident at the Princess of Wales Hospital and queried whether the position would worsen as a result of this. G Hughes advised that at present the Health Board were operating with 75 fewer beds than prior to the critical incident. Members noted that Teams were working hard to avoid boarding and noted that if patients did need to be boarded, these were being de-escalated promptly. G Hughes advised that the balance of risk was important along with ensuring a multi-disciplinary approach was being taken and that focus was being placed on the delivery of the improvement actions. The Committee Chair advised that she felt encouraged by this update. 

	Resolution
	The report was NOTED

	5.2
	Care Group Highlight Reports

	5.2a
	Children & Families Care Group Highlight Report


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

H Lentle referred to the sickness levels and sought clarity as to whether there were any underlying issues that Members needed to be made aware of. S Hardacre advised that whilst there was a mixture of reasons associated with sickness levels, there had been significant sickness within the staff group who had been affected by the closure of the Maternity and Neonatal Unit at the Princess of Wales Hospital and had been temporary deployed to other units. Members noted that steps had been taken with neighbouring organisations at the start of the project to ensure that clinical supervision, practice development support and other support mechanisms had been put into place, together with regular touch points with individuals. S Hardacre advised that regular site visits by senior team members were being undertaken to check in on the wellbeing of staff affected by the moves, she also noted that steps are being undertaken to ensure staff return to work safely and in a timely manner. 

The Committee Chair referred to the update provided in the assure section which stated that Health Visiting Bridgend records will transfer from digital to paper from 1st November due to cessation of access to the clinical portal hosted by Swansea Bay University Health Board. The Committee Chair expressed concerns that this did not align with the digital transformation agenda. S Hardacre advised that whilst she agreed with the views expressed by the Committee Chair, at present there was no digital solution in place and a decision had to be made as to the most appropriate short-term solution whilst a longer-term digital solution was being sourced. 


	Resolution
	The report was NOTED

	5.2b
	Unscheduled Care Group Highlight Report


	
	E James presented the report and highlighted the matters contained within the alert/escalate section of the report.  E James advised that since the report was written, there had been some further moves undertaken in relation to the decanting of patients from the Princess of Wales Hospital. Members noted that within Unscheduled Care there were 16 ward moves from Princess of Wales Hospital to Royal Glamorgan Hospital and Ysbyty George Thomas. Members noted that the Stroke Ward had now been located on Ward 20 at Royal Glamorgan Hospital.  Members noted that weekly ‘Question and Answer’ sessions were being held for staff within the Care Group. 

Members noted the suggestion made within the report in regard to sharing a spotlight presentation to a future meeting in regard to the Welsh Ambulance Services NHS Trust (WAST) joint investigation framework thematic review that had recently been completed to highlight the analysis undertaken and associated recommendations. The Committee Chair advised that the Committee would welcome a future spotlight report on this matter. 

The Committee Chair advised that she was encouraged to hear that the positive moves that had taken place had made a real difference, particularly within Respiratory. 

C Bear referred to the update provided in the assure section in relation to the Emergency Department National Patient Reported Experience Measures (PREM) survey and advised that she had spent some time at the Emergency Department and Ward 9 at Royal Glamorgan Hospital over the last couple of weeks. C Bear referred to the update provided within the report that stated that only 17% of respondents had commented on the long waiting times and advised that from her discussions with patients over the last couple of weeks, they all advised that whilst they had been waiting long lengths of times, their expectations were that waits would be lengthy. Members noted that all patients spoken to praised the healthcare professionals that had been caring for them. 

The Committee Chair advised that it was interesting to hear the expectations of patients and how this had changed and added that it was important to not lose sight of what could now be considered the norm in terms of long waiting times in Emergency Departments. 

	Resolution 
	The report was NOTED.  

	Action:
	Spotlight presentation to be presented to a future meeting in regard to the WAST joint investigation framework thematic review that had recently completed. Presentation to highlight the analysis undertaken and associated recommendations

	5.2c
	Planned Care Group Highlight Report 


	
	S O Brien presented the report and highlighted the matters contained within the alert/escalate section. Members noted the significant impact the Critical Incident at Princess of Wales Hospital had on the Planned Care position. 

G Hughes acknowledged the extraordinary efforts of the Care Group Teams in responding to the critical incident at the Princess of Wales Hospital, which they had managed to do with very little negative impact on patients. 

G Hughes advised that in relation to Planned Care, the Health Board had secured some Welsh Government funding, and it was hoped that this would support the Health Board to secure additional Theatre capacity, given that those patients waiting for elective care procedures had been impacted the most negatively. Members noted that the work that had been undertaken during the ‘perfect fortnight’ had enabled the Health Board to re-establish an elective orthopaedic programme with a smaller bed base. G Hughes advised that this level of innovation was so important to enable the needs of patients to be met. 

The Committee Chair echoed the comments that had been made by G Hughes in relation to the effort made by all staff to address the issues that had been faced during the critical incident and advised that she was encouraged to hear of the positive pieces of work being undertaken alongside this.  


	Resolution
	The report was NOTED 

	5.2d
	Mental Health & Learning Disabilities Care Group Highlight Report


	
	L Griffiths presented the report and highlighted the matters contained within the alert/escalate section.

The Committee Chair advised that she was pleased to see the improvements that had been made in relation to registered nurse recruitment which had been an area of concern for the Committee for some time, and added that it would be helpful to see if there was any learning that could be shared with other areas as to how the Care Group had managed to address this. 

K Palmer echoed the comments made by the Committee Chair and referred to the risks in relation to the Mental Health Workforce and the work being undertaken by Health Education Improvement Wales in regard to Mental Health workforce planning. K Palmer sought clarity as to how the team could try to anticipate where there could be issues in areas where there were vacancies and questioned what more could be done to address this.  L Griffiths advised that the Care Group were undertaking a review of the whole medical workforce, which included a review of portfolios, overseas recruitment and alternative use of Advanced Clinical Practice posts. G Hughes confirmed that the Care Group did have an extensive programme of work in place to address medical workforce, which included recruitment, role diversification and further development of the service model. 

K Palmer raised concerns in relation to Estates issues and the impact this had on quality and safety and questioned how this could be looked at by the Committee across all Care Groups. G Hughes advised that a Healthcare Inspectorate Wales feedback session was held earlier this week at Princess of Wales Hospital, where they identified several significant estates issues. G Hughes added that it would be helpful to establish a mechanism which identifies the estates issues where they provide a risk to the quality and safety of the services provided to patients.  The Committee Chair advised that consideration would be given to the most appropriate way of reporting estates issues to the Committee outside of this meeting, to ensure the Committee were provided with assurance. 

L Edwards provided Members with an update in relation to the work being undertaken within the Mental Health & Learning Disabilities Care Group to address the estates issues, which is a significant issue that was impacting the team’s ability to deliver a service safely. In relation to Ligature risks, which were previously being managed at Ward level, L Edwards advised that a group had been established, which was being led by the Care Group Nurse Director, and queried whether the wider issues in regard to estates could feed into that group.

In relation to workforce, L Edwards advised that this was an All-Wales issue that was due to be discussed at the Ministerial Mental Health summit which had been subsequently cancelled due to limited Executive and Clinical Executive engagement. Members noted that L Edwards and G Hughes provided suggestions as to how engagement could potentially be increased and how learning could be gained from other national programmes of work. Members noted that the Team had undertaken some preparatory work to address the workforce issues. 

L Edwards advised that there had been a refresh of the Mental Health Inpatient Improvement Programme which had now been structured in line with the national programme. Members noted that focus was being placed on alternative workforce models and roles. 

G Jones sought confirmation that registered nurses that were leaving the Acute Mental Health Wards were remaining in the organisation and were moving into different nursing roles within other services, such as Primary Care. L Griffiths confirmed that this was correct and advised that a large number of community roles had been created, which had provided promotional opportunities for staff working on acute wards. Members noted that because of the recent establishment review, the skill mix had been changed to provide more promotional opportunities and to try and retain the skilled practitioners on acute wards, which had been a positive experience to date. 


	Resolution
	The report was NOTED

	Action
	Consideration to be given to the most appropriate way of reporting and ensuring visibility of estates issues to the Committee for assurance purposes. 


	5.2e
	Primary & Community Care Group Highlight Report
L. Davies presented the report and highlighted the matters contained within the alert/escalate section.

J Denley advised that in relation to the Dental Contract Review, there had been several contract hand backs since the contract reform came into place 18 months ago.  Members noted that the Health Board had to date been successful in re-contracting with alternative providers.  J Denley advised that given that there had been a delay in this process, support was being sought from neighbouring dental practices to temporarily take on additional patients and increase their contracts in order to mitigate the risks. 

K Palmer raised concerns in relation to waiting times for dental services, particularly for patients requiring general anaesthetic, and questioned whether there was anything further that could be done to address the position. J Denley advised that in order to address the waiting list position, options were being explored in relation to commissioning external capacity. D Hurford added that this was a significant issue to manage and advised that many of the issues in regard to dental services patients were linked to deprivation and social factors, which would require some work to be undertaken on prevention and public health messaging in regard to the importance of maintaining good oral health. 

G Hughes advised that as a result of additional theatre capacity on hospital sites, this would create some additional flexibility. G Hughes advised that there would be challenges in relation to linking theatre availability with the availability of operating dentists and added that the Executive Team all share the concerns that had been expressed by K Palmer and were working hard to source a solution for these children. 

	Resolution 
	The report was NOTED 

	5.2f
	Diagnostics, Therapies, Pharmacy & Sciences Care Group Highlight Report
S. Bolt presented the report and highlighted the matters contained within the alert/escalate section.


	Resolution
	The report was NOTED. 

	6.
	GOVERNANCE, RISK AND ASSURANCE

	6.1
	Organisational Risk Register – Risks Assigned to the Quality & Safety Committee 

	
	Questions were raised by the Committee Chair ahead of the meeting as outlined below, together with the responses provided:

Question: 5417 – “Paediatric General Anaesthetic (GA) list is there an opportunity to outsource? (Primary Care and Community Care Group)”

Response: “Yes this is being explored with Swansea Bay unused sessions but also directly with a provider”.

Question: 4691- Mental Health In Patient (IP) unit. “I think I am right in thinking that this does not relate to the anti-ligature work which has already been covered (Mental Health & Learning Disability (MHLD) Care Group)”

Response: “It is different to ligature one – it’s a general estate no longer fit for purpose issue covering multiple sites. Update as below.

Some works are due to commence in Princess of Wales (POW) Mental Health inpatient estate in January. The wider review took significant time to commission but has progressed and the results of this will then inform future options.”

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

The Committee Chair extended her thanks to C Hamblyn for presenting the report. 

	Resolution
	The report was REVIEWED and CONSIDERED

	6.2
	HMP Parc and Young Persons Unit A Year On


	
	The Committee Chair highlighted that this item had been deferred from the previous meeting. 

S. Gwynne presented the report that outlines the progress made with providing health care services within the prison since the 15th December 2022.  The report evaluates service delivery, key achievements to date and future recommendations aimed at enhancing the quality of care for prisoners.

The Committee Chair extended her thanks to S Gwynne for presenting the report which she had found to be interesting and recognised the significant amount of work undertaken in such a short space of time. 

D Hurford referred to the remarkable turnaround that had been achieved within the service over the last year and commended the Team for the work undertaken in this area. D Hurford added that the Pharmacy Team within the service had been awarded a Seren Award for their achievements in managing access to medicines within a challenging environment.

K Palmer echoed the comments made by D Hurford and advised that Committee Members recognised the challenging environment the Team were faced with and commended the Team for the significant work that had been undertaken within the service, whilst recognising there was further work that needed to be undertaken to strengthen processes. 

K Palmer queried that whilst understandably focus was being placed on the patients within Parc Prison, were the Team able to reach out to families and community members, particularly when there were incidents of deaths within the prison.  S Gwynne advised that engagement was difficult within this area, given that any engagement undertaken via social media channels to publicise the work being undertaken was being met with a negative response.  S Gwynne added that there was some further work to be undertaken in relation to communication and engagement with family members who were asking questions in relation to their loved ones within the prison and advised that there were two Patient Advice Liaison Services officers in post who could undertake further work in relation to communication and engagement if they could be released from undertaken some administrative duties.

J Denley extended her thanks to S Gwynne and L Davies for the work they had undertaken in this area and queried whether Independent Members would find it helpful if a detailed update was provided to them on Parc Prison at a future Board Development Session given the number of complexities within the service. 

The Committee Chair welcomed the suggestion of having a focussed session on Parc Prison at a future Board Development session and advised that it would also be helpful if Committee Members could be provided with an update on what the scope was felt to be at the start and the scope of the whole service in regards to the boundaries of what could be provided by the Health Board. J Denley confirmed that the service had a set budget from the HM Prison and Probation Service (HMPPS) who commission the service, with the budget being underspent at present. Members noted that HMPPS were open to considering bids from the Health Board for additional funding which could be used to improve services, whilst monitoring the Health Board’s delivery of the current contract position. 

P Daniels advised that the population within the prison service was vulnerable and added that the individuals would not remain in prison for an infinite amount of time and would return into communities. P Daniels advised that consideration needed to be given to population health interventions, for example, vaccinations and screening, and extended his thanks to S Gwynne and the Team for their support in regard to this. 

Following a query raised by the Committee Chair as to whether future stand-alone reports would need to be presented to the Committee on this matter, J Denley suggested that future updates on progress were included in the Primary Care & Community Care Group Highlight reports, in addition to focussed updates being presented to future Board Development Sessions. 
 

	Resolution:
	The Committee NOTED the report. 

	Action: 
	Focussed session to be provided to Board Members on Parc Prison at a future Board Development Session given the number of complexities within the service. 

	6.3
	Healthcare Inspectorate Wales Action Plan Tracker
C. Hamblyn presented the tracker that updated the Quality & Safety Committee on progress against the open actions held on the Healthcare Inspectorate Wales (HIW) tracker of the accepted improvement plan(s) submitted to HIW following their Inspection(s) across the organisation for the timeframe from 5th September to 22nd October 2024. 

The Committee Chair noted that there were a number of updates still outstanding and was pleased to see this item had been added to the main agenda for discussion and focus.  The Committee Chair also noted the significant scale of this piece of work.


	Resolution 
	The Committee NOTED the report. 


	6.4
	Coroners Cases/Inquests  
N. Downes presented the report that provided an overview of inquest activity within the Health Board. In addition, the report outlined the plan for future reporting in relation to themes and trends.  

K Palmer extended her thanks to N Downes for presenting the report which she had found to be helpful, particularly given that this was information that had been requested by Committee Members at a previous meeting. 

H Lentle echoed the comments made by K Palmer and queried as to whether there may be an issue with resources moving forward, given the potential increase in the number of inquests, and whether this would have an impact on the Health Board being able to sustain the level of learning.

N Downes advised that in relation to the potential increase in cases, this was because of the coroner employing an additional six Coroners Assistants across the summer period. N Downes added that the Coroner’s Office also appeared to be requesting a faster turnaround of investigations which was resulting in the Health Board’s Legal Team having to submit information to them in a suitably timely fashion. N Downes added that the structure of the Legal Team was being changed to create a defined Inquest Team in addition to a defined Claims and Redress Team which should hopefully help to address the position. 

	Resolution
	The report was NOTED 

	6.5
	Duty of Candour Annual Report
N. Downes presented the report that provided an annual report that describes how the requirements under the Health and Social Care (Quality and Engagement) (Wales) Act 2020 are being fulfilled.

The Committee Chair extended her thanks to N Downes for presenting the report and noted that it was stated within the report that there was a limited response to undertaking the duty of candour training and questioned whether this was being addressed. N Downes confirmed that this was being addressed, with awareness being raised at the Listening & Learning Events in relation to duty of candour. 

The Committee Chair referred to there being no set template for the Duty of Candour report and questioned whether there was a set template to determine report content and format.  N Downes advised that whilst there was no set template in place, engagement had been undertaken with colleagues within other Health Board’s to ensure consistent reporting was in place. N Downes added that a set template would be welcomed moving forwards. 

	Resolution
	The report was NOTED 

	6.6
	CTMUHB Welsh Risk Pool and Legal & Risk Services Annual Review 2023-24
N. Downes presented the report that updated the higher-than-average rate of clinical negligence and personal injury matters closed without damages and explored how these successful defence strategies can be further enhanced.

C Bear referred to Maternity Services, and advised that at this Committee and Board, Members had been congratulating Maternity Services regarding the improvements that had been made in service delivery and changes that had been put into place. C Bear advised that the report identified that Maternity Services was amongst the highest value in terms of litigation moving forwards and sought clarity as to how these two matters balanced. N Downes advised that Maternity claims were high value given the complex nature of the cases resulting in more costs and damages associated with these claims… 

The Committee Chair extended her thanks to N Downes for presenting the report and noted that a discussion would be held with the Corporate Governance Team to confirm future reporting requirements moving forwards. 

	Resolution
	The report was NOTED 

	Action
	Discussion to be held with the Corporate Governance Team outside the meeting to confirm future reporting requirements moving forwards.

	6.7
	Covid 19 Inquiry – Verbal Update    
C. Hamblyn presented the committee with a verbal update on the COVID – 19 Inquiry. C Hamblyn advised that despite the Committee not receiving an update on progress for some time, activity was still being undertaken, with the Health Board being fully engaged in responding to the inquiry as required. Members noted that the Health Board was a core participant for Module 3, which was the focus of the Health Board responses, and noted that the Health Board had not been chosen to provide witness evidence. 

C Hamblyn advised that the Health Board had not engaged in being a core participant for any other modules and added that Board Members would be aware that they were being consulted each time a new module was released to ensure they were content with the status as to whether or not the Health Board was going to be a core participant.  Members noted that the Legal Team continue to be instructed and were only being used as and when required to support on rule 9 requests and witness statements.  

C Hamblyn advised that consideration was being given to the use of Artificial Intelligence software to assist in cataloguing the data, with the Health Board currently holding a significant repository of data and information related to the inquiry within a central place. 

The Committee Chair extended her thanks to C Hamblyn for providing the verbal update. 

	Resolution
	The report was NOTED 

	7.
	DELIVERING OUT PLAN 

	7.1
	Patient Safety, Quality and Experience Dashboard 
N. Downes presented the report of the Patient Safety & Quality Dashboard to Committee Members that provided data from 01.09.24 to 31.10.24 taken from systems on 11.11.24.

E James extended her thanks to the Bereavement Lead Nurse and Patient Advice Liaison Service Team for the work undertaken during the critical incident to engage with patients and families in regard to the moves that needed to be undertaken. 

E James added that in relation to medication scrutiny, Heads of Nursing were also identifying an increase in medication incidents and added that additional medication scrutiny meetings had been established supported by Diagnostic, Therapies, Pharmacy and Sciences (DTPS) colleagues in order to monitor the position. 

The Committee Chair extended her thanks to N Downes for presenting the report and recognised the significant improvements that had been made in several quality performance areas. 


	Resolution
	The report was NOTED 

	
	

	8.
	CONSENT AGENDA

	8.
	CONSENT AGENDA 

	8.1
	FOR APPROVAL


	8.1.1
	Unconfirmed Minutes of the meeting held on 18 September 2024
The minutes were APPROVED. 

	8.1.2
	Unconfirmed Minutes of the In Committee meeting held on 18 September 2024
The minutes were APPROVED 

	8.2
	FOR NOTING

	8.2.1
	Committee Annual Cycle of Business 2024 and 2025
The Cycle was NOTED 

	8.2.2
	Forward Work Programme
The forward programme was NOTED 

	8.2.3
	Quality, Safety & Experience Committee Terms of Reference
The terms of reference were NOTED 

	8.2.4
	National Collaborative Commissioning Unit Quality Improvement and Assurance Service Annual Position Statement
The Committee NOTED the statement. 

	8.2.5
	Joint Commissioning Committee Quality & Patient Safety Committee Chairs Report 
The report was NOTED 

	8.2.6
	Clinical Policies Highlight Report 
The Committee NOTED the highlight report 

	8.2.7
	Safeguarding & Public Protection Annual Report 
The Annual report was NOTED 

	8.2.8
	Prescribing Annual Report 
The report was NOTED 

	8.2.9
	Clinical Audit Quarterly Report
The Committee NOTED the report 

	8.2.10
	Clinical Education Annual Report
The report was NOTED by the Committee 

	8.2.11
	Antimicrobial Resistance Report
The report was NOTED 

	8.2.12
	Organ Donation Committee Annual Report
The Annual report was NOTED 

	8.2.13
	Access to Medicines Committee Annual Update
The Committee NOTED the update 

	9.
	CLOSE OUT BUSINESS 

	9.1
	Any Other Business 

	
	There was no other business to report. 


	9.2
	Highlight Report to Board 

	
	The Committee Chair noted that the Assistant Director of Governance & Risk had helpfully identified some potential areas for inclusion within the Committee Highlight Report which would be considered further outside the meeting. 


	9.3
	How Did we do in this Meeting 

	
	G Jones advised that she felt that the discussions held during this meeting had been interesting and informative and added that she found the meeting to be well chaired.  

	9.4
	Identification of Future Spotlights and Thematic Presentations


	
	The Committee Chair advised that a number of suggestions had been made for spotlight reports throughout the meeting today. 
 

	10.
	Items to be discussed at the In Committee Quality & Safety Committee held following this meeting


	
	It was noted the following item would be discussed at the In Committee session:
· CTMUHB Welsh Risk Pool and Legal & Risk Services Annual Review 2023-24


	11.
	DATE AND TIME OF NEXT MEETING
The next meeting takes place on Tuesday 21st January 2025 at 9:00. The Chair also confirmed the name of the Committee would be changing to the Quality, Safety & Experience Committee because of the revised Committee structure. 

	12.
	CLOSE OF MEETING
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