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Strategic Risk Register
Dec 2025
Risks allocated to the 

Performance & Finance Committee
	Risk ID Number SRR-2.1
	Risk Label – Urgent & Emergency Care
Risk Description – If we do not have enough staff and physical capacity organised effectively across all services, including primary and secondary care, to meet the urgent physical and mental health needs of adults and children, there is a risk that we will be unable to improve access to timely, safe, effective, and person-centred unscheduled care, resulting in potential for patient harm, increases in length of stay, placement of patients in unsuitable places, and a negative impact on patient & staff experience


	Risk Score
	Consequence
	Likelihood
	Overall Score
	Trend
	Strategic Objective
	Care is high quality, safe, efficient and delivers the best possible outcomes for people

	Inherent Score
	4
	5
	20
	(
	Lead Director / Risk Owner
	C.O.O.

	Current Score
	4
	4
	16
	
	Monitoring

Committee
	Performance & Finance Committee

	Target Score
	3
	4
	12
	N/A
	Risk Appetite
	T.B.C.

	Risk Score

Over Time
	Nov 2025
	Dec 2025
	
	
	
	
	
	
	
	
	
	

	
	16
	16
	
	
	
	
	
	
	
	
	
	


	Related Risk on Corporate Risk Register

Linked or associated risks which sit in the register immediately below the Strategic Risk Register

	Risk ID
	Short Name
	Description
	Score

	80
(1832)
	Transfer of Clinically Optimised Patients
	Risk that we fail to significantly reduce the number of Clinically Optimised Patients in hospital beds. A deficit in the availability of appropriate community / domiciliary care results in unacceptable delays in discharging patients from acute hospital beds.  As a result, patients can decompensate and never gain the independence that could have been available from an early discharge.
	20


	Key Controls

What key controls/systems/processes/governance mechanisms do we already have in place to manage this risk?

	Control Ref
	Control

	1
	Standard reporting of the UEC system capacity and risk aligned to the WG National Escalation and De-escalation framework through the national Integrated UEC dashboard

	2
	Daily Director led safety huddle with system wide representation to maintain oversight of system pressures, patient access to UEC services and any risk that may impact service delivery, to support tactical decision making.

	3
	Daily participation in the national risk huddle to present HB escalation status, risk and mitigating actions

	4
	Robust governance and reporting of UEC indicators both locally and nationally with corrective actions, planned tests of change and outputs – UEC Board/Community and Older Persons Board (RPB), P&F Committee, IQPD

	5
	Work programmes are in place in relation to the national Six Goals for Urgent and Emergency Care framework with ongoing 

	6
	UEC improvement programme underpinned by quality improvement methodology.

	7
	Use of surge capacity and temporary workforce solutions to support improved flow and access t urgent and emergency care services

	8
	Focussed plan to deliver a reduced level of clinically optimised patients occupying Health Board beds.


	Assurance on Control

What information do we have about the adequacy, effectiveness and application of each of our controls, where is it coming from, and what is it telling us?

	Control Ref
	1st Line Assurance
	2nd Line Assurance
	3rd Line Assurance
	Strength of Control

	1
	Standard reporting of the UEC system capacity and risk aligned to the WG National Escalation and De-escalation framework through the national Integrated UEC dashboard.
	
	
	Reasonable

	2
	Daily Director led safety huddle with system wide representation to maintain oversight of system pressures, patient access to UEC services and any risk that may impact service delivery.
	Formal reporting from the ‘Director of the Day’ to internal stakeholders.
	
	Reasonable

	3
	Daily participation in the national risk huddle to present HB escalation status, risk and mitigating actions.
	
	
	Reasonable

	4
	Robust governance and reporting of UEC indicators both locally and nationally with corrective actions, planned tests of change and outputs – UEC Board/Community and Older Persons Board (RPB), P&F Committee, IQPD
	
	
	Reasonable

	5
	Information on delivery against the national Six Goals for Urgent and Emergency Care framework is monitored by the UEC Programme Board and reported to the national Six Goal team. Some gaps in delivery of the UEC services across the seven-day period.
	
	
	Limited

	6
	Progress against the UEC improvement programme is monitored by UEC Programme Board.
	
	
	Reasonable

	7
	Variable pay expenditure, bed utilisation and ward & assessment unit occupancy levels are monitored. ‘Your next patient’ dashboard developed to support.
	
	
	Limited

	8
	Management undertakes weekly monitoring of clinically optimised patient numbers, by Pathway, LOS and delay reason. COP position is reported to UEC Board, Communities and Older Persons Board.
	
	
	Limited

	
	Current Overall Assurance Rating

The Lead Director and/or nominated representative should state the overall level of assurance that can be taken and given regarding the effective management of this risk, having considered all of the information available regarding the adequacy, effectiveness and application of each of the controls in place, and any gaps identified. A convention is provided.


	Limited


	Gaps in Control and/or Assurance

Do we require further assurance that the key controls/systems/processes/governance mechanisms we have in place are working effectively?

What more do we need to do to control this risk, that we are not already doing?
	Actions to Address Gaps in Control and/or Assurance

What are we going to do, by when, to further manage and mitigate this risk?
	Lead Director
	Due Date
	Progress

	1
	Evidence of delivery against the national Six Goals for Urgent and Emergency Care framework with ongoing work programmes in place. Some gaps in delivery of the UEC services across the seven-day period.
	Incremental shift to seven-day services through opportunistic funding and redesign of existing resource including the medical rota with increased weekend provision and Sunday SDEC service.
	COO
	Completed – subject to review
	In place

	2
	Clinically optimised patient flow and the impact of high numbers of this patient cohort on the Morriston site impeding flow and delivery of timely urgent care.
	Pathway of Care action plan in place – monitored weekly.

Weekly reporting of the Pathway of Care Delays position.

Agreement to proceed to formal OCP to secure the temporary Integrated Discharge Hub as a key part of the operating platform.

Deloitte supporting capacity and demand work to enable improved understanding of the gaps in provision.

Community Services review in progress supported by external Consultant.

Plan to decant 30 COP patients from Morriston to Singleton to release acute capacity as from 5th January 26.
	COO
	31/03/2025
	

	3
	Ability to close surge capacity on the Morriston site in line with the recovery and sustainability plan with an increasing demand profile and high numbers of clinically optimised and clinically safe for transfer patients remaining in Morriston.
	As above.
	COO
	30/11/2025
	

	4
	Evidence of a surge in winter illness presentations requiring isolation facilities. Limited isolation beds on the Morriston site which leads to potential spread and exposure to illness resulting in reduced acute capacity from ward closures and higher levels of staff absence.
	Rapid swabbing however limited numbers of swabs available.

Daily IPC review meetings regarding use of available isolation capacity.

Hospital site cohort plans to be developed to minimise prolonged delays in the ED.
New absence reporting processes in place to address the high levels of staff absence.

Compliance with Infection Prevention and Control procedures
	Executive Nurse Director/COO
	Systems in place and business as usual
	In place


	Additional Comments

	18/12/25: Register entry reviewed & updated.


	Risk ID Number SRR-2.2
	Risk Label – Planned Care
Risk Description – If we do not have enough staff and physical capacity organised effectively across all services, including primary and secondary care, to meet the non-urgent physical and mental health needs of adults and children, there is a risk that we will be unable to improve access to timely, safe, effective, and person-centred planned care, resulting in a potential for patient harm, increases in length of stay, placement of patients in unsuitable places, and a negative impact on patient & staff experience


	Risk Score
	Consequence
	Likelihood
	Overall Score
	Trend
	Strategic Objective
	Care is high quality, safe, efficient and delivers the best possible outcomes for people

	Inherent Score
	4
	4
	16
	(
	Lead Director / Risk Owner
	COO

	Current Score
	4
	3
	12
	
	Monitoring

Committee
	Performance & Finance Committee

	Target Score
	4
	2
	8
	N/A
	Risk Appetite
	T.B.C.


	Risk Score

Over Time
	Nov 2025
	Dec 2025
	
	
	
	
	
	
	
	
	
	

	
	12
	12
	
	
	
	
	
	
	
	
	
	


	Related Risk on Corporate Risk Register

Linked or associated risks which sit in the register immediately below the Strategic Risk Register

	Risk ID
	Short Name
	Description
	Score

	
	
	
	


	Key Controls

What key controls/systems/processes/governance mechanisms do we already have in place to manage this risk?

	Control Ref
	Control

	1
	Specialty level capacity and demand models set out the baseline capacity and identify solutions to bridge the gap in 2025/26. 

	2
	Planned care trajectories have been developed (and shared with Welsh Government).

	3
	Processes are in place to monitor performance against those trajectories internally (and with Welsh Government as part of Targeted Intervention).

	4
	There is focused intervention within the 10 specialties with the longest waits to support delivery.

	5
	Long waiting patients are outsourced to the independent sector, where it is appropriate to do so.

	6
	Additional activity is being delivered on weekends (via insourcing), which is working towards reducing the wait for outpatient appointment to below 26 weeks.

	7
	There is ongoing internal and external validation of waiting lists

	8
	All long waiting patients receive clinical reviews to ascertain continued need for surgery.

	9
	Complaints and concerns in respect of waiting times are monitored to identify issues and trends.

	10
	A Planned Care Programme Board and the associated transformation programmes are in place across outpatients and theatres to develop services.


	Assurance on Control

What information do we have about the adequacy, effectiveness and application of each of our controls, where is it coming from, and what is it telling us?

	Control Ref
	1st Line Assurance
	2nd Line Assurance
	3rd Line Assurance
	Strength of Control

	3-6
	A Targeted Intervention (TI) dashboard presents live data on performance to support monitoring by COO, performance and operational teams. 
	
	
	Reasonable

	3-6
	Weekly monitoring meetings chaired by the Assistant Director of Performance review/monitor progress against delivery plans.
	
	
	Reasonable

	7-9
	Updates on metrics such as validation, clinical reviews, complaints & concerns are fed into Planned Care Board. 
	
	
	Reasonable

	10
	There are highlight reports that go to Planned Care Board on each of the programme streams.
	
	
	Reasonable

	
	Current Overall Assurance Rating

The Lead Director and/or nominated representative should state the overall level of assurance that can be taken and given regarding the effective management of this risk, having considered all of the information available regarding the adequacy, effectiveness and application of each of the controls in place, and any gaps identified. A convention is provided.


	Good


	Gaps in Control and/or Assurance

Do we require further assurance that the key controls/systems/processes/governance mechanisms we have in place are working effectively?

What more do we need to do to control this risk, that we are not already doing?
	Actions to Address Gaps in Control and/or Assurance

What are we going to do, by when, to further manage and mitigate this risk?
	Lead Director
	Due Date
	Progress

	1
	There is scope to improve assurance that Health Board processes are optimised.
	The Clinical Committee which has been set up to support the Planned Care & Cancer Board (PCCB) will ask clinical leads from each of the services managed under the PCCB to review their arrangements against ‘optimal practice’ as determined by the national Clinical Implementation Network (CIN) and to present their findings to the PCCB.
	COO/Assistant Director of Ops Planned Care & Cancer
	28/02/2026
	On track


	Additional Comments

	


	Risk ID Number SRR-2.3
	Risk Label – Cancer Care
Risk Description – If we do not have enough staff and physical capacity organised effectively across all services, including primary and secondary care, to provide timely diagnosis and treatment of adults and children, there is a risk that we will be unable to improve provision of safe, effective, and person-centred cancer care, resulting in a potential for patient harm, poor outcomes, and a negative impact on patient & staff experience. This will impact not only on SBU patients but those of partner organisations depending on this health board as a regional centre for cancer care.


	Risk Score
	Consequence
	Likelihood
	Overall Score
	Trend
	Strategic Objective
	Care is high quality, safe, efficient and delivers the best possible outcomes for people

	Inherent Score
	4
	5
	20
	(
	Lead Director / Risk Owner
	COO

	Current Score
	5
	4
	20
	
	Monitoring

Committee
	Performance & Finance Committee

	Target Score
	4
	3
	12
	N/A
	Risk Appetite
	T.B.C.


	Risk Score

Over Time
	Nov 2025
	Dec 2025
	
	
	
	
	
	
	
	
	
	

	
	20
	20
	
	
	
	
	
	
	
	
	
	


	Related Risk on Corporate Risk Register

Linked or associated risks which sit in the register immediately below the Strategic Risk Register

	Risk ID
	Short Name
	Description
	Score

	66
(1834)
	Access to Cancer Services (SACT)
	The demand & complexity of planned treatment regime for cancer patients requiring chemotherapy currently exceed the available chair capacity, risking unacceptable delays in access to SACT treatment in Chemotherapy Day Unit with impact on targets and patient outcomes.
	20


	Key Controls

What key controls/systems/processes/governance mechanisms do we already have in place to manage this risk?

	Control Ref
	Control

	1
	Processes are in place to manage each individual case on the Single Cancer Pathway (SCP), with enhanced monitoring & weekly monitoring of action plans for top 6 tumour sites.

	2
	Initiatives are in place to protect surgical capacity to support Single Cancer Pathways.

	3
	Performance discussions by tumour-site focus on compliance with the following targets:

o
First outpatient appointment by Day 10

o
Deliver a decision to treat (DTT) by day 31

	4
	Outsourcing solutions are in place to support pathology turnaround times for urgent suspect cancer. 

	5
	The COO is leading targeted discussions with most pressurised tumour sites to understand barriers to complying with national optimal pathways for cancer 

	6
	Cancer improvement group meets monthly.


	Assurance on Control

What information do we have about the adequacy, effectiveness and application of each of our controls, where is it coming from, and what is it telling us?

	Control Ref
	1st Line Assurance
	2nd Line Assurance
	3rd Line Assurance
	Strength of Control

	1-4
	A Targeted Intervention (TI) dashboard presents live data on performance to support monitoring at tumour site and health board scrutiny meetings.
	
	
	Adequate

	1-4
	Weekly Targeted Intervention monitoring meetings chaired by Cancer Services to review compliance with the 62 day pathway and track backlog volumes.
	
	
	Limited

	1-4
	Bi-weekly Cancer meetings chaired by the Deputy Chief Operating Officer review NOP adherence and delivery of 62 day target
	
	
	Adequate

	1-4
	Planned Care & Cancer Board chaired by COO reviews Cancer Performance information. 
	
	
	Adequate

	
	Current Overall Assurance Rating

The Lead Director and/or nominated representative should state the overall level of assurance that can be taken and given regarding the effective management of this risk, having considered all of the information available regarding the adequacy, effectiveness and application of each of the controls in place, and any gaps identified. A convention is provided.


	Moderate


	Gaps in Control and/or Assurance

Do we require further assurance that the key controls/systems/processes/governance mechanisms we have in place are working effectively?

What more do we need to do to control this risk, that we are not already doing?
	Actions to Address Gaps in Control and/or Assurance

What are we going to do, by when, to further manage and mitigate this risk?
	Lead Director
	Due Date
	Progress

	1
	Assurance of optimal effectiveness of control arrangements.
	New Assistant Director of Operations is reviewing governance arrangements and their operation to ensure they perform optimally.
	COO
	28/02/2026
	On track


	Additional Comments

	In addition to internal monitoring, monthly Targeted Intervention monitoring meetings are held with Welsh Government.


	Risk ID Number SRR-3.2
	Risk Label – Maintaining our Estate
Risk Description – If we do not secure sufficient funding and employ that effectively to address priority areas of deterioration within our estate within primary and secondary care, then our buildings and/or associated infrastructure may fail in part or wholly, resulting in increased risk to patient and staff safety, and the disruption of service provision.


	Risk Score
	Consequence
	Likelihood
	Overall Score
	Trend
	Strategic Objective
	Care is delivered in safe and appropriate settings supported by innovative digital solutions

	Inherent Score
	5
	4
	20
	(
	Lead Director / Risk Owner
	Director of Finance & Performance

	Current Score
	5
	4
	20
	
	Monitoring

Committee
	Performance & Finance Committee

	Target Score
	4
	3
	12
	N/A
	Risk Appetite
	TBC


	Risk Score

Over Time
	Nov 2025
	Dec 2025
	
	
	
	
	
	
	
	
	
	

	
	20
	20
	
	
	
	
	
	
	
	
	
	


	Related Risk on Corporate Risk Register

Linked or associated risks which sit in the register immediately below the Strategic Risk Register

	Risk ID
	Description
	Score

	64

(2159)
	Health and Safety Infrastructure 

Insufficient resource and capacity of the health, safety and fire function to maintain legal and regulatory compliance.
	20


	Key Controls

What key controls/systems/processes/governance mechanisms do we already have in place to manage this risk?

	Control Ref
	

	1
	Planned Preventative Maintenance prioritising highest risks dependent on funding availability e.g. Year 2 Targeted Estate Fund 25/27 (TEF), Discretionary availability.

	2
	There is an Essential Infrastructure Replacement programme – however, this is subject to availability of decant facility and progress of Business Case to obtain funding.  Morriston Service Group have noted the need for a decant facility to be available from the end of the Emergency Department Test of Change from March 2026.

	3
	Electrical resilience is tested through Black Starts on both sites, Singleton and Morriston.  Provision of further resilience is subject to funding of N+1, Sub stations and back-up generators, and alternative additional HV supply facilitated by Access Road (Felindre Sub-station).

	4
	There is an Estates Strategy in place informed by a 6 Facet Survey. That survey has now been superseded by the review and upgrade of the health board asset register to form a baseline for capital investment planning as well as the actual condition / life expectancy of plant.

	5
	Reactive Maintenance is ongoing. However, demands are increasing due to more frequent breakdowns and the age of the estate infrastructure, which is becoming more resource intensive with limited capacity and capability especially with regard to 24/7 shift cover and associated business continuity risks.

	6
	Adult Mental Health, Forensic Services and Learning Disabilities engagement on Business Case.


	Assurance on Control

What information do we have about the adequacy, effectiveness and application of each of our controls, where is it coming from, and what is it telling us?

	Control Ref
	1st Line Assurance
	2nd Line Assurance
	3rd Line Assurance
	Strength of Control

	1
	PPM:

· Monthly SLT meetings with Capital and Estates reviewing risks and new DATIX notifications.

· Reports bi-monthly to the Capital and Estates Board.

· Fortnightly meetings with Performance and Finance Executive Director highlighting risks that impact on business continuity.

· Bi-monthly reporting to Welsh Government through Capital Resource Meetings.

· Assistant Director chairing all compliance groups and reporting through Capital and Estates Board.

· Presentations to Estates Task and Finish Group with Independent Members.

· Paper to Health Board covering Capital and Estates progress, risks and challenges.
	Engagement with Independent Members on site walkabouts.

Reports to Performance and Finance Committee are scrutinised and the Committee reports to Board to Alert, Advise or Assure on matters received.


	
	Substantial

	2 & 3
	ESSENTIAL INFRASTRUCTURE MAINTENANCE

& ELECTRICAL RESILIENCE TESTING:

· Monthly SLT meetings with Capital and Estates reviewing risks and new DATIX notifications.

· Reports bi-monthly to the Capital and Estates Board.

· Fortnightly meetings with Performance and Finance Executive Director highlighting risks that impact on business continuity.

· Bi-monthly reporting to Welsh Government through Capital Resource Meetings.

· Assistant Director chairing all compliance groups and reporting through Capital and Estates Board.

· Presentations to Estates Task and Finish Group with Independent Members.

· Paper to Health Board covering Capital and Estates progress, risks and challenges.

The absence of decant facility is a constraint to undertaking works, hence the assessment of level of control effectiveness as Limited.
	Engagement with Independent Members on site walkabouts.

Reports to Performance and Finance Committee are scrutinised and the Committee reports to Board to Alert, Advise or Assure on matters received.


	
	Limited

	4
	REACTIVE MAINTENANCE:

· Monthly SLT meetings with Capital and Estates reviewing risks and new DATIX notifications.

· Reports bi-monthly to the Capital and Estates Board.

· Fortnightly meetings with Performance and Finance Executive Director highlighting risks that impact on business continuity.

· Bi-monthly reporting to Welsh Government through Capital Resource Meetings.

· Assistant Director chairing all compliance groups and reporting through Capital and Estates Board.

· Presentations to Estates Task and Finish Group with Independent Members.

· Paper to Health Board covering Capital and Estates progress, risks and challenges.
	Engagement with Independent Members on site walkabouts.

Reports to Performance and Finance Committee are scrutinised and the Committee reports to Board to Alert, Advise or Assure on matters received.


	
	Reasonable

	5
	ESTATES STRATEGY:

Delivery of Estates Strategy is dependent upon the availability of capital & revenue funding. As such the level of control effectiveness to deliver the strategy and address estates priorities at place is assessed to be limited. This has implications for the effectiveness of the response to known matters within mental health & learning disability services, amongst others.
	
	
	Limited

	All
	
	
	Internal Audit reports received on Estates matters as follows:

Estates Condition (Oct 2023) – Limited Assurance

Estates Condition (Mar 2025) – Reasonable Assurance

Estates Assurance: Follow Up (Mar 2024) – Reasonable Assurance
	Reasonable

	All
	
	
	HIW Inspection findings in the below areas:

Tawe Clinic, MHLD (Mar 2022 & Oct 2025 indicative)

Ward F NPTH, MHLD (May 2023)

Caswell Clinic, MHLD (Sep 2023)

Tonna Suite 2, MHLD (Oct 2024)

Laurels & Briary, MHLD (Apr 2025)

Oakwood & Ward M, Morriston (Jan 2023)
	Limited

	All
	
	
	JCC Review findings in the below service:

Caswell Clinic, MHLD (Oct 2025)
	Limited

	
	Current Overall Assurance Rating

The Lead Director and/or nominated representative should state the overall level of assurance that can be taken and given regarding the effective management of this risk, having considered all of the information available regarding the adequacy, effectiveness and application of each of the controls in place, and any gaps identified. A convention is provided.


	Moderate


	Gaps in Control and/or Assurance

Do we require further assurance that the key controls/systems/processes/governance mechanisms we have in place are working effectively?

What more do we need to do to control this risk, that we are not already doing?
	Actions to Address Gaps in Control and/or Assurance

What are we going to do, by when, to further manage and mitigate this risk?
	Lead Director
	Due Date
	Progress

	1
	There is a need to focus on capacity, capability and resilience and to increase organisational understanding of the Estates department’s contribution to the safety of the built environment and the quality of the patient experience. There are significant risks associated with an under resourced, ageing and inconsistently trained workforce that is struggling to maintain the operational viability of an estate that was not built to deliver modern healthcare interventions and is mostly 40 years old. NHS trained staff with knowledge and experience of healthcare estate are the most capable resource for ensuring a quality service that clinical colleagues can rely on. Gaps and weaknesses in both capacity and capability are most often filled through reliance on contractors. Some of this intervention will always be necessary given the highly specialised and complex nature of the estate infrastructure but compared with other Health Boards Swansea Bay has a disproportionately high reliance on contractors. Failure to plan and invest may deliver short term cash reductions but will result in systemic failure and much higher cost to the Health Board. 
	An OCP proposal that deals with legacy capacity issues; legacy industrial relations issues; and essential capacity to respond to Business Continuity risks and longer-term sustainability is pending final approval in line with current Health Board financial processes.  When this is approved the aim is to submit it to the HR Sub Committee on the 4th December so that the OCP process may commence.  This OCP would be fully funded from existing approved budgets.  Furthermore, approval from the Executive Director Performance and Finance requires additional savings to be generated to at least equal the key posts.  It is also important to note that this OCP is intended to facilitate a more holistic approach to reducing the Health Boards run rate through more effective utilisation of the estates resource.
	ED P&F
	4th December 2025
	On track

	2
	Availability of funding from Welsh Government and the level of discretionary funding which needs to increase.
	Business continuity and estates risks are being reviewed with bi-monthly Welsh Government Capital Resource meeting.
	ED P&F
	1st February 2026
	On track

	3
	Gap in information on extend of work required in Learning Disabilities estate.
	A detailed survey of the condition of premises within the health board LD estates is required in order to identify areas of high and intermediate risk for works to be carried out this year.
	ED P&F
	31st March 2026
	On track


	Additional Comments

	


	Risk ID Number SRR-5.1
	Risk Label – Achieving Financial Sustainability
Risk Description – If we fail to manage our costs effectively, whilst optimising productivity and effectiveness, then we will not return to financial balance. This will result in poor use of public funds, and an inability to provide sustainable services for our patients.


	Risk Score
	Consequence
	Likelihood
	Overall Score
	Trend
	Strategic Objective
	The health board is a resilient, financially sustainable and responsible organisation

	Inherent Score
	5
	5
	25
	(
	Lead Director / Risk Owner
	Director of Finance & Performance

	Current Score
	5
	5
	25
	
	Monitoring 
Committee
	Performance & Finance Committee

	Target Score
	5
	3
	15
	N/A
	Risk Appetite
	T.B.C.


	Risk Score

Over Time
	Nov 2025
	Dec 2025
	
	
	
	
	
	
	
	
	
	

	
	25
	25
	
	
	
	
	
	
	
	
	
	


	Related Risk on Corporate Risk Register

Linked or associated risks which sit in the register immediately below the Strategic Risk Register

	Risk ID
	Description
	Score

	92

(3444)
	Finance: Forecast Deficit Risk 

Forecast deficit is not met due to insufficient progress on run rate reduction, and the saving targets required across all areas are not achieved.
	25

	93

(3448)
	Finance: Reduced capital funds 

Reduced discretionary capital funds and reduced National NHS funds requiring a restricted Capital Plan for 2024/25.
	12


	Key Controls

What key controls/systems/processes/governance mechanisms do we already have in place to manage this risk?

	Control Ref
	Control

	1
	Annual Accountability Letters and Budgetary Management Framework

	2
	Recovery & Sustainability Board oversight of the identification and delivery of strategic long terms savings programmes.

	3
	Budgetary management approach which requires all Service Groups to produce a Finance Strategy each year.

	4
	Continued transparent exchange of position with NHS Wales Performance & Improvement and Welsh Government

	5
	A financial planning and reporting process is in place which dovetails with the wider IMTP production timetable.  These provide a schedule of planning activities intended to support the production of a financially balanced and sustainable IMTP, aligned to the statutory requirements of the Health Board.


	Assurance on Control

What information do we have about the adequacy, effectiveness and application of each of our controls, where is it coming from, and what is it telling us?

	Control Ref
	1st Line Assurance
	2nd Line Assurance
	3rd Line Assurance
	Strength of Control

	1
	Finance-specific monthly performance meetings held between Exec Directors and Service Group Directors receives assurances from SGD on development of plans and in-year delivery of plans and savings.
	
	
	Reasonable

	2
	
	
	WG monthly monitoring returns and letters, signed by CEO and DoF.
	Reasonable

	3
	
	Reports received and scrutinised by P&F Committee, including from the Recovery & Sustainability Board, and PFC reports onward 3As reports to the Health Board
	
	Reasonable

	4
	
	
	Review of annual accounts by Audit Wales, and subsequent issue of ISA 260
	Reasonable

	5
	
	
	Audit Wales Report – Cost Savings Arrangements (2024)
	Limited

	
	
	
	A&A Report – Savings Programme (2023)
	Reasonable

	
	Current Overall Assurance Rating

The Lead Director and/or nominated representative should state the overall level of assurance that can be taken and given regarding the effective management of this risk, having considered all of the information available regarding the adequacy, effectiveness and application of each of the controls in place, and any gaps identified. A convention is provided.


	Good


	Gaps in Control and/or Assurance

Do we require further assurance that the key controls/systems/processes/governance mechanisms we have in place are working effectively?

What more do we need to do to control this risk, that we are not already doing?
	Actions to Address Gaps in Control and/or Assurance

What are we going to do, by when, to further manage and mitigate this risk?
	Lead Director
	Due Date
	Progress

	1
	Signed/Agreed Accountability Letters are received after the start of the financial year
	Continue to enhance the process to achieve a position whereby Accountability Letters are signed off/agreed prior to the commencement of the financial year.
	Director of Finance & Performance
	31/03/2026
	


	Additional Comments

	18/12/25: SRR template updated to reflect reduction in CRR risk 93 Finance: Reduced capital funds.



Key / Convention
	Strength of Control
	
	Level of Overall Assurance

	Substantial – The identified control(s) provide a strong mechanism for controlling the risk. Few matters require attention, which are advisory or compliance in nature.
	
	Significant – Key governance, risk management and control processes in place provide significant assurance that the risk(s) is/are being managed effectively. Evidence demonstrates that systems and processes are being consistently applied and implemented. Outcomes are consistently achieved across all relevant areas.

	Reasonable – The identified control(s) provide a reasonable mechanism for controlling the risk, albeit there is scope to strengthen this further. Some matters require management attention in control design or compliance.
	
	Good - Key governance, risk management and control processes in place provide a good level of assurance that the risk(s) is/are being managed effectively. Evidence is available to demonstrate that systems and processes are generally being applied and implemented, but no across all relevant areas. Outcomes are generally achieved, but with inconsistences in some areas. 

	Limited – The identified control(s) provide only limited/partial mechanisms for controlling the risk. There are notable weaknesses which require management attention. 
	
	Moderate – Key governance, risk management and control processes in place provide moderate assurance that the risk(s) is/are being managed effectively. Evidence is available to demonstrate that systems and processes are being applied, but is insufficient to demonstrate implementation across all relevant areas. There is some evidence that outcomes are being achieved, but this is inconsistent and/or there are risks to current performance.

	Unsatisfactory – The identified control(s) is/are not effective in providing a mechanism for controlling the risk. Action is required to address the whole control framework in this area. 
	
	Weak – Key governance, risk management and control processes in place provide only weak assurance that the risk(s) is/are being managed effectively. There is only limited evidence available that systems and processes are being applied or implemented.


	Lines of Assurance

	First - This is the internal control environment put in place by Managers. It will typically include reports which detail their plans, performance monitoring data, and the results of local checks and reviews of controls within departments performing relevant day-to-day operational activities. Examples would include:

· Results of compliance reviews undertaken within Departments/Functions, and reported to senior management

· Progress and/or performance reports received by SDG Boards / Committee Sub-Groups

	Second – This level of assurance is often referred to as organisational oversight. It is typically provided by Health Board corporate departments and functions which do not directly manage or deliver specific services, but which oversee and report on how controls are operating, thus providing a greater separation from day-to-day management.  Typically, this level of assurance is typically provided to the Board or one of its committees (which allows Independent Members to bring an additional level of challenge and scrutiny), as well as to senior management groups (e.g., Management Board). Examples would include:

· Reports on the results of Infection Control Audits undertaken by the IP&C Team

· Reports on Fire Safety Audits

· Progress and/or performance reports received by the Board or one of its committees

	Third – This is independent assurance, which typically comes from outside the organisation. Examples would include reports received from:

· NWSSP Audit & Assurance

· Audit Wales

· Healthcare Inspectorate Wales

· Llais

· Royal colleges
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