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	Foreword

	The Health Board (HB) is committed to improve patient care by having a strong emphasis on quality management system of which Clinical Audit plays an important role. As the HB progresses its quality journey, strong accountability is required in all aspects of the quality management system. The focus on outcomes and quality improvement achieved from Clinical Audit will help drive the changes necessary for Swansea Bay UHB to become a “High Quality Organisation”.  

The Clinical Audit and Effectiveness Team have created robust systems and processes to support the delivery of clinical audit plans. The data and results obtained by the Clinical Audit and Effectiveness Team is used to benchmark against standards, peers and undertake quality improvement activities. This will help to achieve meaningful and improved outcomes for our population. 

The clinical audit data enclosed in this report highlights areas of achievement and improvement. This includes achieving a SMART objective regarding the audit plans for the different Service Groups. 

The Audit Management and Tracking (AMaT) system is now well established in the Health Board, and the Clinical Audit and Effectiveness Team have worked hard to ensure most clinical areas are aware of the system and audits are registered with the AMaT system. 

I would like to thank Sharon Rağbetli, Clinical Audit and Effectiveness Manager and her team for drawing together this report and for working with the various clinical teams to deliver the clinical audit plans. 

[bookmark: _GoBack]Dr Raj Krishnan, Acting Executive Medical Director & Chair of the Clinical Outcomes and Effectiveness Group






















	1.  Report from the Clinical Audit & Effectiveness Dept.

	1.1  Clinical Outcomes & Effectiveness Group (COEG)

	
Clinical audit provides assurance of compliance with clinical standards, identifies and minimises risk, waste and inefficiencies and improves effectiveness of care and the quality of patient outcomes and experience.

The Clinical Outcomes & Effectiveness Group (COEG) is a sub-committee to the Patient Safety Group, which in turns reports to the Quality and Safety Committee. Amongst its functions, it acts on behalf of the Health Board to provide assurance that there are appropriate systems in place for the development and monitoring of policy and standards relating to; National and Local Clinical Audits, Mortality Reviews, NICE Guidance (as it applies in Wales) and Health Technology Wales (HTW) reports.  
The group identifies, manages and escalates to the Quality and Safety Committee via the Patient Safety Group. 

	1.2  Clinical Audit & Effectiveness Policy – Audit Hierarchy

	
The Clinical Audit and Effectiveness Policy sets out the local framework for the prioritisation, conduct, delivery and governance of clinical audit, in line with best practice guidance and the requirements of the Health and Care Standards.  It identifies the structures, roles and processes in place to support the Health Board, doctors in training and other healthcare professionals (Fig 1.)

[image: ]
Fig 1. Hierarchy of Audit Priorities
Level 1 - The Health Board complies with the Welsh Government (WG) mandated list of national audits, registries and studies for those topics that are relevant to the services they provide.  Previously the programme of topics was adopted as the Health Board’s only forward Clinical Audit Plan. 

Level 2 - Health Board Priority Audit Topics are informed by system risks, adverse patient outcomes or patient safety issues that apply to more than one service group. 

Levels 3 and 4 - Service Delivery Group and Department Levels are informed by service group risk register, national audits, NICE guidance, themes generated via concerns and redress processes. 

It is recognised that emerging issues may require conducting unplanned audits during the course of the year. 

As an improvement and assurance process, clinical audit supports SBUHB staff to embrace the Health Board’s values framework, specifically “Working Together” and “Always Improving”.


	2.  Activity

	2.1  Audit Management and Tracking (AMaT) System

The Audit Management and Tracking (AMaT) system was secured at no cost for a two year period following a successful bid to Health Technology Wales.  Following a period of training, access to the relevant modules was provided in March 2022.  Testing of the system in SBUHB identified some technical issues that required Digital Healthcare Wales (DHCW) to address and the system became fully operational in May 2023. 

SBUHB is the only Health Board in the UK to have successfully implemented single sign-on with AMaT and currently hosts the largest number of audits and audit cases on the system in Wales.  

Use of AMaT is integral to the successful monitoring of audit activities, outcomes and actions and therefore positive user experience is key.


	2.2  Explaining figures

The figures presented in the following section and within the report were taken from the Audit Management and Tracking (AMaT) system and relate only to Levels 3, 4 and 5 of the Audit Hierarchy.

The figures that follow are based on details provided for planned audit and improvement activities for the period 1st April 2022 to 31st March 2023.

Given the changes to services and that the AMaT system is new to the organisation, no comparative data will be provided at Service Group or department level.




	2.3  The Health Board Overview as of June 2023

1232
Projects originally planned for the 2022/23 audit year
212
Projects
   



   
89

Projects removed/deferred to date


Projects on 2022/23 Plan


Planned projects completed to date
62


  

Projects currently past due date
61




These figures are from post pandemic period as Clinical audit activity was paused during COVID and it restarted since early 2022. The health board is currently getting on track and instilling discipline of the Service groups and directorate developing their audit plans. Numerous and continued access issues with the AMaT system and the culture change in asking areas to contribute to a Health Board plan, have resulted in many topics being undertaken without the knowledge of the corporate Clinical Audit team.  A number of others that were listed and completed, were not appropriately concluded and reported as the relevant individuals moving on to other Health Boards.

In addition, emergent projects will have been initiated and potentially completed for the period.  Of those identified to the team for the period, the majority were in support of Medical Student projects and/or the Health Board contributing to new regional/national studies and audits not included within the level one Welsh Government mandated list of topics.

The AMaT system has a specific ward area and service module and separate resources within the Nursing Directorate will be dedicated to supporting use and rollout of the module.  Subsequently these topics were removed from the Audit Plans until such time as the module is up and running.

A small number of topics (30) had been deferred to the 2023/24 plans and 64 were removed (see 2.6).  

A series of catch up meetings with Audit Leads were used to provide demonstrations of the benefits of utilising the AMaT system and a run-through of the Executive Medical Directors Audit Hierarchy to inform the 2023/24 Audit Plans.

Service Delivery Group Medical Directors have been scheduled to present at the Clinical Outcomes and Effectiveness Group to formally account for and close down the 2022/23 Audit Plans and to present the content of the 2023/24 plans. This will conclude by September 2023.

	2.4  Governance

Registration and reporting of audit activity data and the resulting outcomes is a Health Board requirement. The team are aware that there are a proportion of topics that are never registered, resulting in missed opportunities to share learning.

Due to the AMaT system not being fully functional at the point of planning the 2022/23 activities, many records were subsequently not completed in full and to a good standard, meaning there are gaps.  Plans were provided in a number of different formats and the retrospective exercise to backfill missing data fields by the areas and individuals not completed in all cases.

For the new Audit Year, users will find that populating the AMaT system direct will prevent the omission of data fields and Audit Leads and Service Delivery Groups will be able to review and authorise the project by reviewing the record.


	2.5  Re-audit

Only 4 of the topics listed on the plans were clearly identified as re-audit cycles.  Like other elements, the hope is that the information on this section will be more complete in future years, supported by the AMaT system.   It is possible to pre-populate elements of a project record when identifying that there are plans to re-audit.  


	2.6  NICE and Health Technology (HTW) Guidance & Recommendations

COEG monitors compliance with responses to newly published/updated NICE and HTW guidance, issued to identified individuals through initial discussion at the monthly Executive Medical Directors Department and Service Delivery Group Medical Directors meetings.

Within the report period, SBUHB maintained 100% compliance with the second HTW Adoption Audit.  The process for the completion and review of responses to all key national guidance is supported by the Audit Management and Tracking (AMaT) system which is currently pre-populated with NICE guidance.

A key feature of the AMaT system supports automated linkage of a project to the NICE guidance by entering the guideline number.  This pre-populates the relevant measures allowing easy comparison of performance against the standards in the form of a guidance statement.


	2.7  National Audit/Registry Published Reports

	
For the 2022/23 period, 38 assurance proformas were issued following publication of national audit/registry reports.  2 remain outstanding and in progress.

Confirmation of the removal of the previously mandated Welsh Government two-stage Assurance Proforma process has provided the Health Board with an opportunity to revisit the content of assurance forms for its own purposes.  Realistic timescales and escalation of issues will ensure that COEG is in a position to monitor the outcomes from published reports and the associated actions for improvement in 2023/24.

	2.8  Deferred/Removed Projects

In total 36 projects have been deferred and incorporated into the relevant plans for 2023/24.

In the 53 cases where topics were removed, this number includes a large number of nursing projects that will be supported in the future on the Ward, Area and Service Module of the AMaT system when the secured resources are in place.  Details listed in Appendices 1 and 2.


	2.9  Completed Projects

To date, 50% of the remaining confirmed planned projects (Level 3 and 4) from the report period have been identified as complete.  In line with previous audit years, this figure will likely increase over the coming months.  In previous years, the highest completion rate achieved was 45%.


	2.10 Service Group and Department Breakdown

In line with the Audit Hierarchy, Service Delivery Groups (Level 3) via the Medical Directors and Departments (Level 4) were provided an opportunity to plan a number of topics.  Table 1 provides an overview of progress with the plans at this level;

	
	Completed @
	Deferred
	Removed

	
	Level 3
	Level 4
	
	

	Mental Health and Learning Disabilities
	5/8
	1/3
	1
	1

	Morriston
	0/2
	40/61
	19
	24

	Primary, Community and Therapies
	2/2
	6/12
	4
	21

	Singleton and Neath Port Talbot
	0/10
	8/25
	12
	7

	Totals
	7/22
	55/101
	36
	53


Table 1.


	3. Project Summaries 

The following section provides details on the delivery of Audit Plans for the 2022/23 audit year to date, split into Service Delivery Groups (Level 3) and Departments (Level 4).  This section will also include a brief summary of any additional, emergent topics added in-year (Level 5).


	3.1  Mental Health & Learning Disabilities

	3.1.1 Planned Activity 


	Level 3
	8

	Mental Health & Learning Disabilities
	1

	Older People’s Mental Health Services
	1

	Pharmacy
	1


Projects currently on Plan (Levels 3 & 4)
11







	3.1.2 Project Drivers – Planned Topics


	Level 3
	5

	Older People’s Mental Health Services
	1


Compliance with standards/guidance
6






	

	Level 3
	1

	Pharmacy
	1


Risks
2








	

	Level 3
	1

	Mental Health & Learning Disabilities
	1


Establish Baseline
2







	
	Level 3
	1


Delivering actions for improvement

1






	3.1.3 Projects Added in Year (not included within the overall Plan figures)

	

	

	Adult Mental Health
	1

	Mental Health & Learning Disabilities
	1


Projects added in-year (Level 5)
2






The Adult Mental Health topic was linked to a Health Board Priority Audit Topic on Care in the Last Days of Life and COVID–19.  The completed project did not result in an action plan.

Mental Health and Learning Disabilities also needed to contribute to the Health Board’s Think Glucose programme.  The topic is yet to be completed and summarised.


	3.1.4 Removed and Deferred Projects

MH&LD have removed 1 Level 4 topic – Physical Healthcare Monitoring of Inpatients, at the point of which the individual left the department, the project was no longer deemed as required.  They also deferred 1 Level 3 topic - To Investigate How Seclusion Patients are Medically Reviewed by Doctors and Cross Checked.  The topic now features on the 2023/24 Plan.


	3.1.5 Completed Projects and Summaries

5 Level 3 projects have been completed to date.  Of the 4 action plans generated, 3 include the need for re-audit.  These now feature on the 2023/24 and 2025/26 Plans respectively.

The completed Level 4 topic initially indicated no need for re-audit.  However, on the action plan, re-audit is listed.  A list of the full details provided is attached as Appendix 3.  Brief outlines are listed below;

	Service Delivery Group (Level 3)

	Bone Health in Adults with Intellectual Disability and Epilepsy-Quantifying Risk.  This audit was able to demonstrate that we are collecting data on key parameters that could inform risk assessment and key interventions to reduce risk incorporated into the Epilepsy Care Pathway are implemented.  Significant Assurance was recorded with No Risk.
	2

	ECG Monitoring in High Dose Methadone.  Identified as learning and action via the controlled drugs action plan via the Drugs and Therapeutics Committee, the project has fully achieved the standards or criteria being audited against and resulted in Full Assurance and Low Risk.
	2

	The Use of Standardised Assessments/Outcome Measures within the Occupational Therapy (OT) Mental Health Service (SBUHB).  Undertaken to establish the use of OT standardised assessments, outcome measures and how this information is shared across the OT service, the project has mostly achieved the standards or criteria being audited against, achieving Significant Assurance and No Risk.
	2

	Audit of Occupational Therapy Performance within the Challenging Behaviour Pathway.  The audit provided a useful exploration of attitudes of staff towards the pathway. It also highlighted gaps and difficulties such as aspects of the project are vague and some duplication of work. Some positive team working and strengthening of MDT working reported and examples given.  A Full Assurance rating was assigned with No Risk.
	1

	 Safer Service Toolkit Benchmarking Audit National Confidential Inquiry into Suicide and Safety in Mental Health (NCISH).  Summary highlighted removal of ligature points were completed.  Skilled in-patient observation noted.  Care planning and early follow-up on discharge from hospital to community.  Full Assurance provided and Low Risk was recorded.
	2

	Departments (Level 4) 

	Pharmacy

	Audit of Missed Doses of Depot Medication within Community Mental Health Teams (CMHTs) in SBUHB.  Variation between CMHTs documentation of missed/late doses.  Due dates of next depot not always documented.  Although a 'snapshot' audit was carried out this highlights the need for better documentation and action of missed doses and storage and availability of community depot charts.  Despite a Very Limited Assurance rating, Low Risk was recorded.

	8

	Assurance/Risk Matrix scores were completed by individuals on completion of the outcomes and action planning information on the AMaT System.

	
	Level of Risk

	Level of Assurance
	None (1)
	Low (2)
	Minor (3)
	Major (4)

	Very limited (4)
	4
	8
	12
	16

	Limited (3)
	3
	6
	9
	12

	Significant (2)
	2
	4
	6
	8

	Full (1)
	1
	2
	3
	4



In combining the levels of assurance and risk, resultant scores are illustrated below;







	3.2  Morriston

	3.1.1 Planned Activity

Projects currently on Plan (Levels 3 & 4)
63




	Level 3
	2

	Cardiology
	14

	Emergency Department
	12

	Cardiothoracic
	8

	Anaesthetics
	6

	Radiology
	6

	Burns & Plastic Surgery
	5

	Diabetes
	5

	Urology
	4

	Renal 
	1















	3.1.2 Project Drivers – Planned Topics 



Compliance with standards/guidance
39

	Cardiology
	13

	Cardiothoracic
	8

	Emergency Department
	6

	Burns & Plastic Surgery
	4

	Radiology
	4

	Anaesthetics
	2

	Diabetes
	1

	Renal 
	1













10



Establish baseline

	Diabetes 
	4

	Anaesthetics
	2

	Burns & Plastic Surgery
	1

	Emergency Department
	1

	Radiology
	1

	Urology
	1












Establish compliance with pathway
8



	Level 3
	1

	Emergency Department
	4

	Urology
	2

	Radiology
	1











Linked to mandated national topic
2

	Anaesthetics
	1

	Cardiology
	1








Additional national topic (not included on WG list)
1

	Urology
	1








1
Delivering actions for improvement

	Emergency Department
	1








Establishing cost effectiveness
1

	Anaesthetics
	1






1


No information provided

	Level 3
	1







	3.1.3 Projects Added in Year (not included within the overall Plan figures)



	Orthopaedics
	7

	Cardiothoracic
	1

	Anaesthetics
	1

	Clinical Physiology
	1

	Neurology
	1

	Urology
	1


Projects added in-year (Level 5)
12










The Orthopaedic Department’s new Audit Lead registered 7 topics on taking up their role.  To date 1 of the additions has been completed and resulted in an action plan to include re-audit in 2023/24.

Cardiothoracic, Anaesthetics and Neurology had additional national projects not listed on the Welsh Government mandated programme to pick up.  The Cardiothoracic topic was completed, with no action plan required.

Clinical Physiology undertook a pilot of the AMaT system at request of the Clinical Audit team, while Urology added a Medical Student Project under the guidance of a Consultant.

	3.1.4 Removed and Deferred Projects


	Emergency Department
	20

	Cardiology
	1

	Diabetes
	1

	Neurology
	1

	Orthopaedics
	1


Projects removed in-year
24










The 20 Emergency Department projects removed from the Plan were all Nursing projects that will feature on the Ward, Area and Service Module when it is up and running.

The Cardiology topic was deemed as no longer relevant.  The Diabetes project was removed due to the unnecessary addition of mandated national topics to the plan and the Orthopaedic topic at the request of the Audit Lead.

In Neurology the Medical Student project that had been planned was unable to be undertaken by the individual  prior to leaving the Health Board.  

19 projects were deferred during the audit year, all of which were confirmed for the 2023/24 plan; 7 Emergency Department, 8 Cardiology and 4 Cardiothoracic.  


	3.1.5 Completed Projects and Summaries

Planned Projects Currently Completed
40




	Cardiology
	13

	Cardiothoracic
	8

	Emergency Department
	7

	Burns & Plastic Surgery
	4

	Diabetes
	3

	Radiology
	3

	Renal 
	1

	Urology
	1












Of the 13 completed Cardiology topics, 9 resulted in the need for re-audit and 4 in action plans.  Of the 8 completed Cardiothoracic topics, 4 re-audits were planned and an action plan for 1 other project was initiated.

The 7 Emergency Department projects completed resulted in 3 being planned for re-audit and 1 further action plan.

The 4 Burns and Plastics complete projects resulted in 2 re-audits and 3 action plans.

In the case of the 3 Diabetes topics, 2 action plans were generated and 1 re-audit planned.
In Radiology, 3 re-audits were generated from the outcomes of completed topics, along with 1 action plan.

Renal have scheduled a re-audit and initiated an action plan for their completed topic.

There were no actions required from the completed Urology project.

Full details provided are attached as Appendix 3.  Brief outlines are listed below;

	Service Delivery Group (Level 3) - None

	Departments (Level 4)

	Burns and Plastics

	Audit of Adequate Background & Breakthrough Analgesia for Paediatric Burn Patient Admissions.  Prescribing of regular (background) analgesia appears sub-optimal at present; however, analgesia was available to all patients during this admission for burn related injuries. Pain assessments and scoring recorded in 79% which could be reflected by the difficulty of subjectively assessing pain in our patient cohort (mean age =36 months). Significant Assurance was recorded with Low Risk.
	4

	Audit of Patients who Received a Sentinel Node Biopsy for Melanoma and their Melanoma Risk Assessment.  Data demonstrates a higher MIA metastasis risk score does correlate with a higher chance of a positive sentinel node biopsy. However, low scoring patients are not excluded from the risk.  Using a threshold range of 5% to 10% to consider patients for the procedure means that some of our patients would not be detected and therefore miss-out on vital adjuvant systemic therapy. The difficulty of predicting the pathological path of cutaneous melanoma disease is reflected in our data - a patient scoring 2% on the MIA nomogram returned a positive result, whereas a negative biopsy had a score of 67%.  Full Assurance was recorded with No Risk.
	1

	Audit of Timing and Quality of Electronic Discharge Summaries for Patients in Burns and Plastic Surgery.  Currently do not meet the Guidelines of 100% discharge summary completion rate in 24 hours in the department.  Average median score of 46% completion rate.  Inadequate written communication of DALs including incomplete summaries without allergies, presenting complaints and investigations recorded. While Significant Assurance was recorded, Risk was categorised as Major.
	8

	Re-Audit of Paediatric Burns Safeguarding.  British Burns Association Standards outline that patients are screened for safeguarding concerns at presentation and those at risk, are referred to appropriate agencies. While there was sub-optimal completion of the designated BURN tool and referral outcomes section, a Significant Assurance rating was assigned with Minor Risk. 
	6

	Cardiology

	Audit of Appropriate Use of Therapeutic Doses of Low Molecular Weight Heparin (LMWH) or Anticoagulants in Cardiology.  In assessing compliance with the Health Board/BNF protocol for the appropriate use of LMW Heparin, 85% of prescriptions selected for sampling met the audit standards scoring Significant Assurance and Low Risk.
	4

	Audit of Documentation of Allergy Status on Inpatient Drug Charts within the Morriston Hospital Cardiac Centre.  The local Quality Improvement annual cycle benchmarked against the local and national standard.  90% of the charts selected for sampling met the audit standards. Significant Assurance was listed with Low Risk.
	4

	Cardiac Rhythm Management Audit.  In comparing local outcomes against the national benchmark it was noted there has been an increase in ablation activity; with complex ablations, particularly in AF, seeing the most growth owing to the increased use of cryoablation. Since 2020, these figures have tripled. The figures also show a consistent increase in VT ablations. Full Assurance was recorded along with No Risk.
	1

	Consent and Eido-Cardiology.  In assessing compliance with the informed consent process and use of EIDO patient information leaflets for a random sample of patients requiring cardiac invasive procedures, a Significant Assurance rating was attributed with No Risk.
	2

	Diagnosis of Suspected Heart Failure.  The local Quality Improvement annual cycle benchmarked against local and national standards, with the area previously featuring on the Risk Register for IP Services.  Significant improvement in quality of service and patient outcomes.  Some further refinement required.  Significant Assurance achieved and Low Risk recorded.
	4

	IP Management of Primary Diagnosis of Acute Heart Failure.  The local Quality Improvement annual cycle benchmarked against the local and national standard and part of ongoing work to develop heart failure services to reach a conclusion of Significant Assurance and Low Risk.
	4

	Myocardial Infarction National Audit Project (MINAP).  A local review of data submitted to the national audit resulted in a Significant Assurance rating and No Risk when benchmarking against the national picture.
	2

	National Adult Percutaneous Coronary Intervention (PCI) Audit.  The local review of data submitted for the yearly departmental and regional activity related to PCI achieved Full Assurance and Minor Risk.
	3

	National Audit of Transcatheter Aortic Valve Interventions (TAVI).  The local review of data submitted to the National Audit concluded increased procedure volumes with reduced referral to treatment times and excellent outcomes compared to the UK benchmark.  Full Assurance and No Risk was recorded.
	1

	National Heart Failure Audit.  In assessing the local picture in relation to heart failure patients receiving a bed on a Cardiac Ward in the Morriston Cardiac Centre was 45% compared to 48% UK wide. This resulted in Full Assurance and Low Risk. 
	2

	Handling of Central Venous Catheter (CVC) Lines in Cardiac ITU.  The project concluded overall appropriate handling and removal of CVC lines in post-operative patients.  It was noted that peripheral cannula line should be reviewed and removed when no longer indicated (usually on day 3) to reduce healthcare-related infection.  Significant Assurance was achieved with Low Risk. 
	4

	Cardiothoracic Surgery

	Adult Cardiac Surgery Audit.  In looking at local CT surgery outcomes compared to national benchmark, Full Assurance was recorded with the audit showing progress with bleeding rates and a focus on wound infections and data quality.  Low Risk was assigned.
	2

	Antimicrobial Prescribing-Cardiac Surgery.  91% given the appropriate antibiotic post-operatively.  17% received Cefuroxime on induction even though not recommended within our guidelines.  5% received the correct dose of Gentamicin on induction as per Microguide.  Significant Assurance rating was assigned along with Low Risk. 
	4

	Audit of Appropriate use of Therapeutic Doses of Low Molecular Weight Heparin (LMWH) or Anticoagulants in Cardiothoracic Patients.  In assessing compliance with the Health Board/BNF protocol for the appropriate use of LMW Heparin, 50% of prescriptions selected for sampling were found to have met the audit standards resulting in Limited Assurance but only Minor Risk.
	9

	Bleeding/Return to Theatre Post Cardiac Surgery.  In undertaking the local Quality Improvement annual cycle benchmarked against the local and national standard the incidence rate was found to be 3.7%.  Significant Assurance was documented and Low Risk.
	4

	Cardiothoracic Theatre WHO Checklist Adherence.  In assessing the surgical activity in against the WHO Surgical Checklist, the audit found that Team Brief was completed in 100% of elective cases.  The Checklist was read out in 20% and Sign Out had poor attendance.  Significant Assurance was reported with Low Risk.
	4

	Consent and Eido-Cardiotoracic Surgery.  In assessing compliance with the informed consent process and use of EIDO patient information leaflets for a random sample of patients requiring cardiothoracic surgery.  Despite a Limited Assurance rating, the level of Risk was recorded as Low.
	6

	Quality Improvement Project on Local Cardiothoracic Multi-disciplinary Team).  During the third cycle of assessing compliance with the Joint Society guidelines, a Full Assurance score was recorded and No Risk identified.  
	1

	Renal Replacement Therapy Post Cardiac Surgery.  The local Quality Improvement annual cycle benchmarked against the local and national standard resulted in an outcome of Significant Assurance and Low Risk.
	4

	Sternal Wound Infections Post Cardiac Surgery.  Undertaken as part of the GIRFT response for the department, improvements were noted in both deep and superficial sternal wound infections resulting in a score of Significant Assurance and Low Risk.
	4

	Stroke/CVA Post Cardiac Surgery.  Reviewed as part of the new Cardiac Surgical Dashboard, a significant year on year reduction in permanent stroke post cardiac surgery was reported with Full Assurance and Low Risk.
	2

	Diabetology

	Appropriate Use of Renin/Aldosterone Test Requesting in SBU.  A significant number of ARR tests taken locally were for either an inappropriate indication or incorrectly carried out, resulting in significant excess laboratory costs. A third of endocrinology ARR testing was inappropriate, typically in those with adrenal adenoma without hypertension. While a Limited Assurance rating was attributed, No Risk was recorded.  
	3

	Hospital Acquired Diabetic KetoAcidosis (HADKA).  HADKA was identified in a significant number of patients at our hospital and was associated with significant mortality. Earlier recognition of ketonaemia and associated medication use may prevent HADKA and improve outcomes.  Limited Assurance was assigned with Minor Risk.
	9

	Hospital Admissions of Euglycaemic KetoAcidosis.  Observed no specific characteristics which pre-disposed to SGLT2i-associated DKA or more severe ketoacidosis, consistent with previous studies. Most cases were in hyperglycaemic DKA and people with SGLT2i-associated euglycaemic DKA may have been missed. Given the number of cases observed in our hospital and the associated mortality, greater awareness of the condition is essential.  Full Assurance was reported with No Risk.
	1

	Emergency Department

	Chest X-ray Requests.  In reviewing if standards are met in the Emergency Department with chest x-rays regarding the minimum information required to perform the study and if request forms fit the I-referral criteria, it was reported that Significant Assurance was achieved and No Risk assigned.
	2

	Consultant Sign-off.  The project following Royal College of Emergency Medicine Clinical Standards in ensuring junior doctors are delivering and supervised by fully-trained consultant medical staff in making important clinical decisions for effective training resulted in Full Assurance and Low Risk ratings.
	2

	Head Injury in Adults.  Noting that in patients with head injury who attend the Emergency Department it is important to recognise the red flags and instigate appropriate investigations, management and specialist referral early - the audit achieved a Full Assurance rating with Low Risk.
	2

	Lumber Spine X-Ray Request.  To improve the management of patients presenting to Emergency Department with atraumatic lower back pain - A random sample of patients attending ED with lower back pain over a 6 month period, highlighting those who received lumbar spine X-rays and whether requests were in-keeping with NICE guidelines.  Significant Assurance was reported with No Risk.
	2

	Royal College of Emergency Medicine (RCEM) Pain in Children Audit 2022-2023.  In reviewing Emergency Care Committee (QEC) standard of analgesia for moderate and severe pain within 20 minutes of arrival in the Emergency Department and those patients in severe pain having the effectiveness of analgesia re-evaluated within 60 minutes of receiving the first dose the audit resulted in Full Assurance and No Risk.
	1

	Severe Sepsis and Septic Shock in Adults.  The review of patient documentation to improve patient standards and management of care for this cohort of patients, the project was assigned Full Assurance and Low Risk.
	2

	Paracetal Overdose.  The associated protocol was found to have been introduced successfully with the department and therefore a Significant Assurance rating was assigned with Minor Risk. 
	6

	Radiology

	Audit of Compliance with WHO Checklists within the IR Suite at Morriston Hospital.  In reviewing the compliance with LocSIPSS, the audit found that there was excellent practice and full compliance with the standards resulting in a Full Assurance rating with Low Risk.
	2

	Audit of Non-diagnostic Ultrasound (US) Guided Fine Needle Aspiration (FNA) Resulting in Delayed Diagnosis.  In assessing how many patients have a non-diagnostic US guided neck lump FNA and needing to return to Radiology for repeat biopsy, the audit found that there could be improvements made via installation of ROSE (Rapid On Site Evaluation).  Despite a Limited Assurance rating, Risk was recorded as Low.
	6

	Review of Neuroradiology Neuro-oncology Reporting.  The review of neuro-oncology reports at SBUHB when compared with neuropathology standard concluded excellent concordance with 95% accuracy against pathology for brain tumour typing.  Lower rates reported for spinal tumours and good subtyping noted resulting in an overall score of Full Assurance with No Risk.

	1

	Renal

	Vancomycin Usage in Haemodialysis Patients.  The Audit revealed only 24 % of patients received the proper loading dose and only 4 % and 16% achieved the desired target trough level post loading dose and in overall respectively. Noting this increases the risk of antimicrobial resistance and therapeutic failure the project resulted in a Very Limited Assurance rating with Major Risk.
	16

	Urology

	Muscle Invasive Bladder Cancer at Transurethral Resection of Bladder (MITRE).  In reviewing the data on the management and outcomes of patients to determine variations in pathways and treatments received in the UK, including receipt of neo-adjuvant chemotherapy and timings to treatment performance at SBUHB was deemed to provide Full Assurance and No Risk.
	1

	
Assurance/Risk Matrix scores were completed by individuals on completion of the outcomes and action planning information on the AMaT System.

	
	Level of Risk

	Level of Assurance
	None (1)
	Low (2)
	Minor (3)
	Major (4)

	Very limited (4)
	4
	8
	12
	16

	Limited (3)
	3
	6
	9
	12

	Significant (2)
	2
	4
	6
	8

	Full (1)
	1
	2
	3
	4






	3.3  Primary, Community Care & Therapies

	3.3.1 Planned Activity 

14


Projects currently on Plan (Levels 3 & 4)


	Level 3 
	2

	Community Dental Services
	4

	General Practitioners
	2

	Podiatry
	2

	GP Out of Hours
	1

	Occupational Therapy
	1

	Health Access Team
	1

	Sexual Health
	1














	3.3.2 Project Drivers

11?


Compliance against standards/guidelines

	Level 3 
	2

	Community Dental Services
	2

	General Practitioners
	2

	Podiatry
	1

	GP Out of Hours
	1

	Occupational Therapy
	1

	Health Access Team
	1

	Sexual Health
	1












3?


Establish baseline

	Community Dental Services
	2

	Podiatry
	1







	3.3.3 Projects Added in Year (not included within the overall Plan figures)

2?


Projects added in-year (Level 5)

	Audiology
	1

	Occupational Therapy
	1






The Occupational Therapy addition was linked to the Health Board Priority Topic on Consent.  It has been completed and resulted in recommendations to include re-audit in 2023/24.

The additional Audiology topic was part of a pilot of the AMaT system by users, at the request of the Clinical Audit team.  The project related to Management of Tinnitus, linking to NICE Guideline 155.  The topic is now complete and resulted in an action plan.


	3.3.4 Removed and Deferred Projects

21?


Projects removed in-year

	School Nursing
	5

	Community Dental Services
	3

	Community Resource Team
	3

	Health Visiting
	2

	Occupational Therapy
	2

	All Service Areas 
	1

	District Nursing
	1

	GP Out of Hours
	1

	Podiatry
	1

	Sexual Health
	1

	Speech & Language Therapy
	1
















In line with other areas, 13 of the topics were removed because they were a better fit for the Ward, Area and Service Module on AMaT; All Service Areas (1), Community Dental Services (1), District Nursing (1), Podiatry (1), Community Resource team (3), School Nursing (5) and Speech and Language Therapy (1).  These should feature on the new module on AMaT moving forward, with the arrival of the specific resources to support.

Of the remaining 8, the reasons for removal of these topics were varied.  6 projects were not deemed to be Clinical Audit by the Audit Lead; Health Visiting (2), Occupational Therapy (2), Sexual Health (1) and GP Out of Hours (1).  

2 Community Dental Services topics were removed as the origin/need for the topics could not be established during the checks made by the Audit Lead.

4 further projects were deferred to the new 2023/24 audit year; 2 by the Sexual Health team (1 of which has already been completed within the new audit year), 1 by Health Visiting and 1 by GMS.  


	3.3.5 Completed Projects and Summaries

8


Planned Projects Currently Completed (Level 3 & 4)


	Level 3 
	2

	Community Dental Services
	2

	General Practitioners
	1

	Health Access Team
	1

	Occupational Therapy
	1

	Sexual Health
	1









The completed Level 3 topic on Inpatient Nutritional Risk Screening resulted in an action plan that does not include re-audit, while the HTM 01-05 Audit resulted in the need to re-audit.  

The General Practitioners project Chronic Conditions Management Review concluded with an action plan to include re-audit.

The Occupational Therapy topic Compliance with Rehabilitation Prescriptions generated an action plan but this did not include the need for re-audit.

The Health Access topic District Nurse Nutrition Risk Screening Audit resulted in an action plan that did not list the need for re-audit.

Both the Community Dental and Sexual Health projects did not require action plans, despite one of the Community Dental topics has been listed for re-audit.

A list of the full details provided is attached as Appendix 3.  Brief outlines are listed below;

	Service Delivery Group (Level 3)

	In-Patient Nutritional Risk Screening.  The audit replicates previous audits around nutritional risk assessments with some failures to undertake timely rescreen, failure to implement appropriate care plan and inaccuracy in screening level.  A Limited Assurance rating was recorded with Minor Risk.
	9

	Dental Teaching Unit HTM 01-05 Audit of HDSU.   Whilst carrying out the above audit it was established that we are fully compliant within the guidelines of HTM 01-05.  A Full Assurance rating assigned with No Risk.
	1

	Departments (Level 4)

	Community Dental Services

	Audit of LocSSip Completion for Administration of Midazolam for Conscious Sedation.  There is no indication to repeat the audit of LocSSip use for midazolam conscious sedation unless new team members join the IV sedation team, as it has now been integrated into normal daily practice for IV sedation within the Community Dental Services Department.  Full Assurance rating assigned with No Risk.
	1

	A Retrospective Audit of the Consistency between Paediatric General Anaesthetic Treatment Plans and Outcomes.  The standard of 90% agreement was not met. 39.5% of cases that had alterations wo the plan had not reported justification. Limited Assurance was achieved with Minor Risk.
	9

	General Practitioners

	Chronic Conditions Management Review.  Of the 1559 patient records audited, 596 patients records showed the correct reviews had been carried out by healthcare professional. However, QAIF indicators were not completed correctly. Process required the healthcare professional to select the correct "hot keys" to which ensure review shows on QAIF register as complete.  A Significant Assurance rating was recorded with No Risk.
	2

	Health Access Team

	District Nurse Nutrition Risk Screening Audit.  In reviewing the assessment and management of patients in Community Nurse caseloads against guidance, the staff have been encouraged to utilise the malnutrition care pathway to manage adult malnutrition within the Community, accessing the MUST training.  Limited Assurance was achieved with Minor Risk.
	9

	Occupational Therapy

	Occupational Therapy Compliance with Rehabilitation Prescriptions.  Assessment of whether Therapists deliver prescribed levels of rehabilitation with the first week of admittance to NRU in line with British Society of Rehabilitation Medicine standards resulted in Full Assurance with Low Risk.
	2

	Sexual Health

	Review of Abortion Services in line with NICE Guidelines.  Performance met the NICE targets for abortion access and treatment. 100% provided with treatment within 14 days. Majority receiving treatment within 7 days. Offered full choice of treatments, with the patients opting for surgical management being referred to BPAS.  Significant Assurance recorded with No Risk.
	2

	
	
	Level of Risk

	Level of Assurance
	None (1)
	Low (2)
	Minor (3)
	Major (4)

	Very limited (4)
	4
	8
	12
	16

	Limited (3)
	3
	6
	9
	12

	Significant (2)
	2
	4
	6
	8

	Full (1)
	1
	2
	3
	4






	3.4  Singleton & Neath Port Talbot

	3.4.1 Planned Activity 

35


Projects currently on Plan (Levels 3 & 4)


	Level 3 
	10

	Paediatrics
	13

	Oncology
	2

	Wales Fertility Institute
	5

	Community Paediatrics
	1

	Diabetes
	1

	Gastroenterology
	1

	Obstetrics
	1

	Rheumatology
	1





	3.4.2 Project Drivers

22


Compliance against standards/guidelines


	Level 3 
	6

	Paediatrics
	10

	Oncology
	2

	Wales Fertility Institute
	1

	Diabetes
	1

	Obstetrics
	1

	Rheumatology
	1










12


Establish baseline


	Level 3 
	5

	Paediatrics
	3

	Wales Fertility Institute
	3

	Community Paediatrics
	1







Establish compliance with pathway

1




	Wales Fertility Institute
	1





Risk
1



	Oncology
	1





1


Additional national topic (not included on WG list)



	Gastroenterology 
	1






	3.4.3 Projects Added In Year (not included within the overall Plan figures)

9?


Projects added in-year (Level 5)


	Oncology 
	6

	End of Life Care
	2

	Elderly Medicine
	1






Oncology added 6; 2 for participation in non-mandated national studies.  4 were deemed necessary in-year additions by the Audit Lead; 2 have been completed and resulted in action plans.  1 to be re-audited and added to the Audit Plan for 2023/24.

2 End of Life Care additions; 1 at the request of the Executive Medical Director’s Dept. in response to a spike in Emergency Department deaths (completed, presented to the Clinical Outcomes and Effectiveness Group meeting and resulting in actions).  The other was directly linked to the first in establishing if patients were accommodated where possible in terms of where they chose to die.  The project remains in progress.
The additional Elderly Medicine project Appropriateness of IV Iron Prescribing on Neath Port Talbot Medical Wards, was added by the Audit Lead.


	3.4.4 Removed and Deferred Projects

7


Projects removed in-year


	Oncology
	4

	Wales Fertility Institute
	2

	Paediatrics
	1






The 4 Oncology projects were removed as the Audit Lead deemed that they were inappropriate additions.

The Wales Fertility Institute removed 2 Medical Student projects due to the placements ending prior to their completion.

Paediatrics needed to abandon a topic following the relevant individual moving on from the Health Board.

12 projects have been deferred to date; 5 Cellular Pathology and 7 Oncology.  It is unclear at this point in time if these will feature in the new audit plan for 2023/24.  Reasons for deferral are linked to lack of engagement with the new AMaT system within Oncology and clinical commitments for Cellular Pathology.




	3.4.5 Completed Projects and Summaries

8


Planned Projects Currently Completed


	Wales Fertility Institute
	5

	Oncology
	2

	Paediatrics
	1






None of the completed Wales Fertility Institute or Paediatric topics resulted in the need for action plans or re-audit cycles.

In Oncology, the RT BSI Inspection project did not require action or re-audit.  The Audit of time Interval Between RT Planning Scan (CT) and the MRI Used for Localisation in Brain Tumour Patients Treated with Radiotherapy project resulted in an action plan that includes the need to re-audit.

Full details provided are attached as Appendix 3.  Brief outlines are listed below;

	Service Delivery Group (Level 3) - None

	Departments (Level 4)

	Oncology

	An Audit of Time Interval Between RT Planning Scan (CT) and the MRI Used for Localisation, in Brain Tumour Patients Treated with Radiotherapy.  Current department targets for start of radiotherapy improved and being achieved.  MRI's used in planning are out of date as per recommendations of clinical trials currently open, APPROACH and BRIOChe.  Limited Assurance assigned with Low Risk.
	6

	Radiotherapy BSI Inspection.  Undertaken to maintain QMS certification, the findings resulted in a Full Assurance rating with No Risk.
	1

	Paediatrics

	Compliance with Statutory Duty to Provide Medical Advice for Children with Additional Needs.  The audit found that the service is not currently meeting the LEA deadline.  It was not clear if the 6-week deadline was agreed by the Health Board.  LEA often failed to notify Health Board prior to the request resulting in not enough time to plan to give advice.  Limited Assurance was recorded with Low Risk.
	6

	Wales Fertility Institute

	A Retrospective Audit on DATIX – Incident Reporting in the Wales Fertility Institute (WFI).  This project has revealed that the most common type of incident reported both to the WFI and the HFEA as a whole are either Administrative or Clinical incidents. This information could help to direct where future changes might need to be made in the fertility services.  Full Assurance was achieved with No Risk.
	1

	Comparison of Different Pathways Pre and Post Covid-19 Using Attend Anywhere Video Consultation.  Most patients and clinicians satisfied with their VC experience. Attendance rates reduced after implementing Hybrid pathway, which may suggest patient satisfaction with VCs reduced once appointments became available again. Full Assurance was recorded with No Risk.
	1

	Fertility Preservation Uptake in BAME Oncology Female Patients.  This study has shown the uptake of onco-fertility preservation amongst BAME individuals at the Wales Fertility Institute appears to be representative when compared to the general population who are diagnosed with cancer. Full Assurance was assigned with No Risk.
	1

	Fertility Preservation Uptake in BAME Oncology Male Patients.  A review of the uptake of fertility preservation amongst males after a cancer diagnosis within the BAME population was hampered by the inability to establish ethnicity of the patients and therefore concluded with a Limited Assurance rating and No Risk.  
	3

	Uptake of COVID-19 Vaccination Among Fertility Patients.  Uptake was found to be lower in the cohort of patients in comparison to the Welsh population.  The assessment resulted in Full Assurance with No Risk.
	1

	

	
	Level of Risk

	Level of Assurance
	None (1)
	Low (2)
	Minor (3)
	Major (4)

	Very limited (4)
	4
	8
	12
	16

	Limited (3)
	3
	6
	9
	12

	Significant (2)
	2
	4
	6
	8

	Full (1)
	1
	2
	3
	4








	4.  Audit Management and Tracking (AMaT) System

	The Audit Management and Tracking (AMaT) system was secured at no cost for a two year period following a successful bid to Health Technology Wales.  It arrived into the organisation in January 2022.  Following a mandated period of training, access to the relevant modules was provided in March 2022.  However, persistent access issues hampered use by Audit Leads and doctors in training.  These issues were only able to be resolved by contacting Digital Healthcare Wales who initiated work on single sign on capabilities late October 2022.  After a wait of several months, SBUHB Digital Services were then successful in completing populating the system with the relevant staff lists in May 2023.

These access issues prevented full functionality for users outside of the core Audit team and hampered timely retrospective completion of missing data fields/uploading of outcomes and action plans.

Whilst it was difficult to achieve, it should be noted that SBUHB is the only Health Board in the UK to have successfully implemented single sign-on with AMaT and currently hosts the largest number of audits and audit cases on the system in Wales.  This, despite it being in use in Cwm Taf since February 2020.

Use of AMaT is integral to the successful monitoring of audit activities, outcomes and actions and therefore positive user experience is key.


	5.  Mortality 

	A National Learning from Deaths Framework published by the NHS Delivery Unit and Welsh Government has been adopted by the Health Board as the framework for delivering the new learning system. Under this framework, all deaths where the Medical Examiners (ME) Service has identified an issue are referred into the Executive Medical Directorate.  These are screened to identify cases that are already undergoing an established process. Those requiring greater scrutiny are passed to the SBUHB Learning from Deaths Scrutiny Panel. This was established in May 2021 to screen, review and provide feedback on any concerns identified by the ME.  The multidisciplinary panel meets on a weekly basis, utilising a rota system for the allocation of cases for review and discussion.  

The Deputy Medical Director along with colleagues from the Learning from Deaths (LFD) Panel have established a robust process to ensure there is a structure in how the Medical Examiner reviews are addressed within the Health Board. This is inclusive of having an oversight of formal review of deaths via Mortality Reviews and the Medical Examiner (ME) cases received at the LFD Panel and linking the ME cases with the crude mortality and condition specific outcomes.

A dashboard has been built by the Business Intelligence team and currently this is being incorporated into the review process within the Health Board. The dashboard will help to identify outliers and bring about improvement plans as needed. 

5.1 Medical Examiner Service and Mortality Reviews

The Health Board was the first in Wales to be fully compliant with the ME service and currently all the deaths from secondary care are sent for a ME review. 
5.1.1 Status of Referrals

There are different levels (1-5) for the ME reviews and as of January 2023, the LFD Panel divided the Level 3 Proportionate Investigation section into three sub-sections.


[image: ]

3a – Close referral and email relevant team for information purposes only
3b – Close referral and email relevant team requesting feedback from discussions with 
 individuals/team 
3c – Proportionate Investigation 


The LFD have started to identify themes from the ME reviews and improvement work will commence on these once the dashboards are fully developed. 
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Appendix 1.  Deferred Projects (June 2023)

	Service Delivery Group
	Speciality
	Title
	Rationale

	Mental Health and Learning Disabilities Service Delivery Group
	All service areas (MHLD)
	To Investigate How Seclusion Patients are Medically Reviewed by Doctors and Crosschecked 
	Audit Lead decision to defer

	Morriston Service Delivery Group
	Cardiology (MHSDG)
	Audit of Delays in Self-Presenting Patients to SBUHB ED with Acute Myocardial Infarction
	Audit Lead decision to defer

	
	Cardiology (MHSDG)
	Audit of Local Cardiac MRI Service
	

	
	Cardiology (MHSDG)
	Audit on Timeliness of Completion of DAL Upon Patient Discharge
	

	
	Cardiology (MHSDG)
	Infection Control in Cardiology and Cardiac Surgery Wards
	

	
	Cardiology (MHSDG)
	Optimisation of Haemoglobin Pre TAVI Reducing RBC Transfusion Requirements
	

	
	Cardiothoracic
	Optimisation of Haemoglobin Pre-Cardiac Surgery Reducing RBC Transfusion Requirements
	

	
	Cardiothoracic
	Linked to the National Lung Cancer Audit
	

	
	Emergency Department
	Hand Injury
	Originally part of a 3 year plan, for completion in 2023/24

	
	Emergency Department
	Mental Health
	

	
	Emergency Department
	RCEM Infection Control 2022-2023

	

	
	Emergency Department
	Renal Colic
	

	
	Emergency Department
	Retention of Urine
	

	
	Emergency Department
	Sepsis & Meningitis in Children
	

	
	Emergency Department
	Spontaneous Pneumothorax in Adults

	

	
	Cardiology (MHSDG)
	Antimicrobial prescribing-Cardiology
	Lack of time/delay in presenting at audit meeting

	
	Cardiology (MHSDG)
	Cath Lab Procedural LocSIPP's and WHO Checklist Adherence
	

	
	Cardiology (MHSDG)
	DNACPR-Adherence to All Wales DNACPR Guidelines-Cardiology
	

	
	Cardiothoracic
	DNACPR-Adherence to All Wales DNACPR Guidelines-Cardiothoracic Surgery/ITU
	

	
	Cardiothoracic
	Leg Wound Infections Post Saphenous Vein Grafting in CABG
	

	Primary and Community Care Service Delivery Group
	GMS
	INR
	Audit Lead decision to defer

	
	Health Visiting (Swansea)
	Health Visiting Specialist Practice Review

	

	
	Sexual Health (Swansea)
	Do Patients Have Access to Results from STI Testing Within Eight Working Days?

	

	
	Sexual Health (Swansea)
	HIV Annual Checks Impact of New Specialist Role

	

	Singleton Hospital Service Delivery Group
	Oncology
	Adjuvant Colon Cancer Re-audit
	Lack of staff engagement with AMaT system

	
	Oncology
	Metastatic Renal Cancer Pathway
	

	
	Oncology
	QiP –  Emergency Radiotherapy Pathway
	

	
	Oncology
	Radical Radiotherapy Targets
	

	
	Oncology
	Re-audit of Patients Referred to MUO MDT and Clinic
	

	
	Oncology
	Renal UK Data Audit
	

	
	Oncology
	Timing for Commencement of SACT
	

	
	Cellular Pathology
	Cytology and Histology Correlation in Thyroid Pathology
	Audit Lead states that due to clinical commitments unable to finish within year

	
	Cellular Pathology
	Digital and AI Reporting in Prostate Biopsies
	

	
	Cellular Pathology
	Duodenal Biopsy Audit
	

	
	Cellular Pathology
	Microscopic Colitis Reporting Given New Developments in Diagnostic Criteria
	

	
	Cellular Pathology
	Sentinel Nodes in Melanoma
	














Appendix 2. Removed Projects (June 2023)

	Service Delivery Group
	Speciality
	Title
	Rationale

	Mental Health and Learning Disabilities
	Adult Mental Health
	Physical Healthcare Monitoring of Inpatients
	Stated no longer clinically relevant

	Morriston Service Delivery Group






























Primary, Community Care and Therapies

	Emergency Department
	Adult Safeguarding (THIS Scoring)
	Audit Lead states for Ward, Area and Service Module

	
	Emergency Department
	Cannula
	

	
	Emergency Department
	Catheter
	

	
	Emergency Department
	Child Protection (1 week attendance)
	

	
	Emergency Department
	Controlled Drugs - Pharmacy
	

	
	Emergency Department
	Documentation Audit
	

	
	Emergency Department
	Falls
	

	
	Emergency Department
	Hand Washing
	

	
	Emergency Department
	IV Medication
	

	
	Emergency Department
	Over 65yr Falls Risk Assessment & Compliance Alternative
	

	
	Emergency Department
	Pain Audit (Adults 20pts) and Children 20pts 5-15
	

	
	Emergency Department
	Patient Transfer Out Audit 
	

	
	Emergency Department
	Property
	

	
	Emergency Department
	Quality Assurance Framework Audit (Matron)
	

	
	Emergency Department
	Recording Adult Vital Signs in the Major Resuscitation Areas of ED
	

	
	Emergency Department
	Resuscitation
	

	
	Emergency Department
	Safeguarding of Children
	

	
	Emergency Department
	Skin Integrity
	

	
	Emergency Department
	Triage Audit
	

	
	Emergency Department
	Pain
	

	
	Neurology
	Communication of dissociative seizure diagnosis in neurology clinics
	Lead participant left/ no lead participant identified

	
	Cardiology (MHSDG)
	Clinical Evaluation of HIS Bundle Pacing in AV Block at SBUHB
	Stated no longer clinically relevant

	
	Diabetology (MHSDG)
	National Inpatient Diabetes Audit
	Mandated National Audit added in error

	
	Orthopaedics (MHSDG)
	UK Foot & Ankle Thrombo-Embolism Audit (UK-FATE)
	Audit Lead requested removal

	
	All service areas
	15 Step Challenge
	Audit Lead states for Ward, Area and Service Module

	
	School Nursing (Swansea)
	Clinical Documentation
	

	
	School Nursing (Swansea)
	Clinical Waste
	

	
	School Nursing (Swansea)
	Fridge Monitoring
	

	
	School Nursing (Swansea)
	Hand Washing
	

	
	School Nursing (Swansea)
	Infection Prevention & Control
	

	
	Community Resource Team (Swansea)
	Monthly Spot Check Audit
	

	
	Community Dental Services (Swansea)
	Patient Satisfaction
	

	
	District Nursing (Swansea)
	Pressure Ulcers
	

	
	Podiatry (Swansea)
	Podiatry & Orthotics DNA rates
	

	
	Community Resource Team (Swansea)
	Quality Assurance Toolkit
	

	
	Community Resource Team (Swansea)
	Health and Care Standards Care Indicators
	

	
	Speech & Language Therapy (Adults Swansea)
	SLT Audit of 3 Yearly DBS Checks for Total Team
	

	
	Health Visiting (Swansea)
	Routine Enquiry
	Audit Lead states not a Clinical Audit

	
	Health Visiting (Swansea)
	Health Visiting Safeguarding Audit
	

	
	Occupational Therapy
	Occupational Therapy Cancer Service Provision for Anxiety Mgt
	

	
	Occupational Therapy
	Occupational Therapy Elective Hip Replacement Audit
	

	
	Sexual Health (Swansea)
	Scanning Audit
	

	
	GP Out Of Hours (Swansea)
	Combined Oral Contraceptive Pill Audit
	

	
	Community Dental Services (Swansea)
	Audit of Single Use Instruments
	Lead left/ no need/lead participant identified

	
	Community Dental Services (Swansea)
	Audit of Dental Radiology at Morriston Hospital
	Query re origin/need

	Singleton and Neath Port Talbot Service Delivery Group
	Paediatrics (acute)
	Investigations in Intellectual Disability
	Lead participant left/ no lead participant identified

	
	IVF
	Clinical Outcomes of Repetitive Frozen Embryo Transfer (FET) and Effects of Failed Treatments of Patients 
	

	
	IVF
	Review of Anti Mullerian Hormone (AMH) Variations in Patients Affected by Recurrent Miscarriages
	

	
	Oncology
	Site Specific Non-Surgical Treatment Pathways
	Audit Lead states not a Clinical Audit

	
	Oncology
	WCN – RT Peer Review
	

	
	Oncology
	HIW Improvement Plan – RT Employers Procedures
	Audit Lead decided not appropriate for inclusion

	
	Oncology
	RTP/RT H&N Pathway Review (Audit)
	




Assurance & Risk

Series 1	
1	2	3	4	6	8	9	12	16	1	4	0	0	0	1	0	0	0	Scores





Assurance & Risk

Series 1	
1	2	3	4	6	8	9	12	16	8	11	3	10	4	1	2	0	1	Scores





Assurance & Risk

Series 1	
1	2	3	4	6	8	9	12	16	2	3	0	0	0	0	3	0	0	Scores





Assurance & Risk

Series 1	
1	2	3	4	6	8	9	12	16	5	0	1	0	2	0	0	0	0	Scores
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