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	Meeting Date
	25th June 2025
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	4.2

	Name of Meeting 
	Board

	Report Title
	Report of the External Advisor on Mental Health and Learning Disability

	Report Author
	Melanie Walker, External Advisor

	Report Sponsor
	Abigail Harris, Chief Executive

	Presented by
	Melanie Walker, External Advisor

	Freedom of Information 
	Open

	Purpose of the Report
	In January 2025, Board retained an independent expert to provide advice and support on mental health and learning disability services. The purpose of the work is to support the Board in its ambition to improve the delivery of comprehensive safe, high quality, responsive services.   
It sets out a summary of the independent expert’s initial findings and recommendations which were presented to the Board in committee on 27th February 2025.  It then contains updates on associated actions and subsequent work to deliver against the review objectives. 

	Key Issues



	In summary, the findings identified key areas in which the provision of safe, effective respectful, patient -centred care was compromised and that performance, governance and leadership structures were not supporting proper oversight of the delivery of safe, effective, respectful patient care.
The findings presented are summarised in the following area:

· Estate – there are serious concerns about the quality of the inpatient estate for adults and older people.  This means that the provision of safe, high quality and therapeutic care is significantly compromised.

· Workforce Challenges – there were high levels of new starters, establishments are below Safer Staffing recommended levels.  There was insufficient multi-disciplinary team input to ensure therapeutic treatment plans

· Quality and Safety – patient and carer voices and influence on care and services not consistently heard.  Lessons learnt from serious incidents are not consistently embedded.  

· Models of care and care pathways were often old fashioned and were not all consistent with latest evidence.  Patients who are inappropriately placed or whose discharges are delayed.

· Governance and leadership - Board and Executive had insufficient overview of quality and safety of services.   Board reporting and, therefore, assurance was limited at both Board and Committee level.  

· Directorate – the directorate triumvirate were newly formed and there were significant vacancies and turnover at the level below.   

· Partnerships – some partnerships were challenging and the Health Board was not always perceived to be a good partner.   

	Specific Action Required 
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☐	☐	☒	☐
	Recommendations

	The Board are asked to: 
1. Receive and consider the report of the independent expert advisor and the updates on the previously approved recommendations and actions.
2. Consider the progress made against previously agreed actions and subsequent work.
3. Recognise the significant risk given the current position of information and information systems for mental health and learning disability in the Health Board and support the action taken to date to address the issues of concern. 
4. Endorse the intention to use the All Wales Strategy for Mental Health and Wellbeing as a framework for the work of the Health Board and the organisation transformation programme
5. Support the development of proposals to come to the July and September Board meeting to consider options for an interim solution to address the safety and quality of the adult and older peoples’ inpatient estate and facilities ahead of the development of a new business case for the permanent reprovision of inpatient services
6. Agree to receive a focused report on Learning Disability to the Board at a date to be confirmed.



Report of the External Advisor on Mental Health and Learning Disability

1. Introduction
In January 2025, Board retained an independent expert to provide advice and support on mental health and learning disability services. The purpose of the work is to support the Board in its ambition to improve the delivery of comprehensive safe, high quality, responsive services.   The reviewer is a retired NHS Chief Executive who has wide range of experience in policy, strategy, leadership and management across the full range of NHS services and, most recently, mental health and learning disability services in England and Wales.   
The key objectives for this work were to:
· Identify gaps and areas for improvement in patient care and experience, service delivery, regulatory compliance and good governance
· [bookmark: _Hlk200111803]Undertake an assessment of the leadership model and capability for mental health and learning disability services
· Create a framework for the production of a strategic plan for mental health and learning disability to address identified issues and enhance overall service quality.
The paper describes an outline of the context for the review.  It sets out a summary of the independent expert’s initial findings and recommendations which were presented to the Board in committee on 27th February 2025.  It then contains updates on associated actions and subsequent work to deliver against the review objectives. 

2. CONTEXT
2.1 Mental Health Services
Ensuring the provision of support across a continuum from population mental well-being through to the provision of a comprehensive range of high quality, safe services for people with mental illness and learning disabilities is part of the core responsibilities of NHS Health Boards.  When planned, commissioned and delivered effectively this is done jointly with local authorities and in partnership with key partners from the voluntary sector and wider community.  At the heart of this work is co-production and engagement with people who use services, their families and friends and staff.  They are led by expert mental health and learning disabilities professionals through a multi-disciplinary leadership model.

Within the last year, there have been a number of key leadership changes at Board, Executive and Service Group level which provide an opportunity for a “fresh eyes” approach to mental health and learning disability services.  The Health Board now wishes to consider its next steps to ensure that patients in need of mental health and learning disability care receive safe, high quality care and treatment in appropriate therapeutic environments.
The provision of high quality and safe services should be the first priority of any health organisation, department, team or member of staff whatever their role.  It is achieved through the creation of an open, transparent culture where people who use, support or deliver care are involved in its design, delivery and evaluation. The workforce should consist of an appropriate range of well trained, knowledgeable and engaged staff.  The model of care should be based on the available evidence and supported by clear performance and outcome standards and appropriate risk oversight and governance.  
At the heart of high quality and safe mental health services is the effective identification and management of risk.  When managed well, risk acts as a driver for improvement and a lens through which care and service effectiveness is evaluated. When risks such as suicide, self-harm, neglect, lack of therapeutic care, poor environments or violence are not adequately anticipated or managed, the quality of care can quickly deteriorate and patient safety is compromised. 
Clear and informed quality improvement frameworks integrate risk assessment and mitigation. For example, tracking incidents or near misses helps identify patterns and systemic weaknesses, which can then shape changes and learning. Ultimately, managing risk well means creating environments where harm is minimized, care is consistent and person-centred, and people—both service users and staff—feel secure, listened to and respected. It is not necessarily about eliminating all risk, which is often impossible, but about responding to it with intelligence, compassion, and accountability and ensuring appropriate responses and mitigations are in place.
Swansea Bay University Health Board has previously demonstrated its commitment to these services in a number of ways including developing, with partners, an emotional health and wellbeing strategy and supporting the transfer and redesign of child and adolescent mental health services.  In 2020, in response to concerns and safety issues, the Health Board approved a strategic outline case for the reprovision of inpatient adult mental health services. The business case identified that the Cefn Coed infrastructure, was at the end of its life with particular concerns about the water, sewerage and electricity supply which were estimated to have 5 year 

maximum life left.  Despite the significant, additional, detailed work to develop an outline business case this was unsuccessful in attracting capital funding.
In response to the Covid Pandemic in 2020, mental health inpatient services were reconfigured.  Ward F at Neath Port Talbot Hospital became the assessment ward with an attached section 136 Place of Safety Suite.  The two adult wards, the Tawe Unit, at Cefn Coed became treatment admission wards.   Over time, this differentiation has been diluted, for example, due to the estate limitations at the Tawe Unit, Ward F is used for people who have limited mobility.  It is also the ward where children are admitted, in line with national policy, on the rare occasion this necessary.   Neath Port Talbot is a PFI provision, and the current contract terminates in approximately 5 years.
All three adult acute wards and the place of safety s136 suite are inappropriate settings for modern mental health care.    The perinatal mental health is at Tonna Hospital as an interim arrangement and has limited facilities to enable visits from partners, families and young children.
Unit 2 at Tonna Hospital is an Older People’s mental health ward whose design is not dementia friendly and has poor lines of sight and limited facilities.
The Older People’s mental health wards at Ysbryd y Coed on the Cefn Coed site, whilst newer, are in a poor state of repair with poor lines of sight and long racetrack type layouts which are not suitable for elderly patients with mental health problems and dementia who maybe frail or wander.
In the last 3 years the Health Board has been served with a significant number of Prevention of Future Deaths reports.  A Prevention of Future Deaths (PFD) report, is issued by a Coroner after an inquest when they believe that action should be taken to prevent future deaths. This happens when the Coroner has heard evidence suggesting that similar deaths could occur unless changes are made.  In summary, the themes of these investigations included:
1. Inadequate communication between different services and between health and social care professionals
2. Poor communication with families and carers
3. Inadequate access to shared electronic records which has impacted on information sharing and good patient care.
4. Delays in assessment for admission or crisis support
5. Inadequate discharge planning and follow up
Some of the Coroner’s concerns are that changes needed for learning and improvement from previous deaths and serious incidents are not being consistently embedded in services.

In addition, the Board and Service Group’s own work on serious untoward incident management and learning has identified similar themes and underlined the need for cultural and structural change.
As part of the response to the concerns raised by the Coroner and building on the concerns that had led the Health Board to develop the outline business case for the reprovision of inpatient care, the Chair and interim Chief Executive (Deputy Chief Executive and Executive Medical Director) set in train a number of actions and sought a discussion with and support from NHS Executive colleagues.  Once in post, the permanent Chief Executive continued these discussions with NHS Executive colleagues and requested an assessment of acute adult mental health services with recommendations to the Health Board for areas of improvement.  The NHSE undertook this assessment earlier this year and its report will be presented to the Board at its July meeting.  
In order to facilitate the Board’s knowledge and understanding the Interim Executive Director of Nursing (Deputy Director of Nursing who is a Registered Mental Health Nurse and Registered Learning Disability Nurse) and the Deputy Medical Director, with a lead for mental health, were asked to present an overview on mental health to a Health Board workshop in October 2024.  It is of note that both postholders have since left the Health Board for new career opportunities and this leaves a significant gap in senior mental health and learning disability expertise.
The Health Board appointed the independent expert to undertake a wider review and appointed a programme director to support the necessary transformation programme.  The findings of the independent expert’s review are consistent with the concerns identified by people who use services, families, staff, partner organisations, the coroner and the informal feedback from the NHS Executive Assessment.
2.2 Learning Disability Services
The Health Board provides a range of services for people with Learning Disabilities across a regional footprint.  These services face a range of challenges but these have not yet been considered in detail by the independent expert.  There are particular challenges regarding the estate and the need for local support for people with complex needs.
The Learning Disability Service leaders have been asked to identify which elements of the organisational transformation programme, described later in this document, they wish to nominate representatives for so that the shared issues for example information and workforce include the Learning Disability specific perspective.
An update on Learning Disability services will be brought to the Board later in the year.  

2.3 All Wales Mental Health and Wellbeing Strategy
On 30th April 2025 The Welsh Government launched the All Wales Mental Health and Well Being Strategy:
https://www.gov.wales/sites/default/files/publications/2025-04/mental-health-and-wellbeing-strategy-2025-to-2035.
 This sets a comprehensive strategy for Wales which when fully delivered will support the promotion of positive mental well-being transform mental health services and ensure people of all with serious mental illness receive equitable treatment and care for their mental and physical health.  The strategy is broad ranging and is underpinned by 4 vision statements.
· Vision Statement 1. There is action to make sure the building blocks are in place to support good mental health and wellbeing. 
· Vision Statement 2. Everyone has the knowledge, opportunities and confidence to protect and promote good mental health and wellbeing.
· Vision Statement 3. There is a connected system where all people receive the appropriate level of support wherever they reach out for help.
· Vision Statement 4. There are seamless mental health services – person centred, needs led and guided by to the right support first time, without delay.
In the context of the issues raised in this report, the ambition of Vision Statement 4 is of most relevance.

	The All Wales Mental Health and Wellbeing Strategy Vision Statement 4
· Better quality and more accessible health and social care
· Improved experiences of services
· Higher value health and social care
There are a number of enabler strands which are a focus of the strategy these are;
· Governance and accountability
· The Mental Health Workforce
· Digital and Technology
· Estates and physical Infrastructure
· Science, research and Innovation
· Communications

The Strategy also identifies key elements for delivery to realise Vision Statement 4
· An early intervention approach – not waiting till an individual is in crisis
·  A recovery model of stepped care – in a collaborative process
·  A strong emphasis on equity
·  Strongly linked to primary and community care and cluster development
·  Rapid access to Early Mental Health Care – same day open access
·  Evidence based offer for mild to moderate mental health conditions – including open access into local primary mental health support services
· Revitalisation of community mental health services – recovery focused and asset based
·  Person centred, needs led transitions
·  Continued improvements in crisis care
· Person centred care in the community for people with long term support needs – reducing readmissions.



The strategy provides a framework for the co-production of a new multi-agency strategy and modernised services for the Swansea Bay area in conjunction with people who use services, family and friends, staff and partners.  Its contents align with the good practice model presented to the Board on 27th February 2025 and the ambition of the Service Group Leadership Team.
2.4 Other Key Publications
There are two other key publications for the Board to be aware of which, whilst out with the remit of the work of this review, have important connections for the Board’s work on population and public health and wellbeing.
2.4.1 Substance misuse and the West Bay Drug Commission Report
There is clear evidence that people who use secondary mental health services are more likely to use illegal substances and alcohol than their peers.   Often services are not well set up for supporting this group.   The dual diagnosis of mental illness and substance misuse needs to be clearly factored in to the redesign and provision of mental health services.
Following a series of deaths of people due to substance misuse in the West Bay area, an expert commission was established.  The report of the Commission is imminent, when published it is hoped that the Commission’s

 work will provide clear direction for fundamental cultural and service changes to all partners to aid the prevention of substance misuse and the appropriate support and treatment for those people who need it.   
2.4.2 All Wales Suicide and Self-harm Prevention Strategy 2025–2035
The All Wales Suicide and Self Harm Prevention Strategy and implementation plan were published on 1st April 2025.  
https://www.gov.wales/sites/default/files/publications/2025-04/understanding-suicide-prevention-self-harm-strategy.pdf.
The strategy cross references the All Wales Mental Health and Wellbeing Strategy and the importance of high quality mental health services but it, rightly, focuses on the wider public health issues.  Less than 40% of people who complete suicide are known to mental health services and so it is crucial that a wider public health perspective drives this work.  The Health Board and Regional Partnership Board partners are developing a Suicide and Self Harm Reduction Strategy.
3.1 Independent Expert Feedback 
To date the Independent Expert and Programme Director have covered a range of actions to undertake the work required to fulfil the objective of the review.  These actions have included visits to inpatient facilities for adults and older people, some community services, a review of documents and reports and meetings with key staff and partners.   
At the In Committee Board meeting of 27th February 2025, members received a presentation from the independent expert which set out some initial observations and issues of concern across a range of areas.  It then described key elements of a good practice model of modern all age mental health care which was evidence based and co-produced with people who used mental health services.  The presentation then set out a range of findings and actions. These actions were agreed in full by the Board.
In summary the findings identified key areas in which the provision of safe, effective respectful, patient -centred care was compromised and that performance, governance and leadership structures were not supporting proper oversight of the delivery of safe, effective, respectful patient care.
The findings presented are summarised as:
· Estate – there are serious concerns about the quality and suitability of the inpatient estate for adults and older people.  This means that the provision of safe, high quality and therapeutic care is significantly compromised and requires urgent action ahead of a permanent solution.


· Workforce Challenges – there were high levels of new starters, establishments are below Safer Staffing recommended levels.  Temporary staffing rates are high this is in part in order to mitigate the establishment deficits and are also impacted by the need to provide support for more isolated services.  There was insufficient multi-disciplinary team input to ensure therapeutic treatment and care.

· Quality and Safety – patient and carer voices and influence on care and services not consistently heard.  Lessons learnt from serious incidents are not consistently embedded.  The services have many small community teams with numerous hand offs.  There are a number of isolated community and inpatient services. There is insufficient presence from AHPs and psychologists on inpatient wards to ensure comprehensive, therapeutic care.  The physical health care of people with mental illness and their morbidity and mortality are areas of concern and lack focus across the Health Board.

· Models of care and care pathways were often old fashioned and were not all consistent with latest evidence.   Patients have extended waits for treatment and care.  Perinatal Services are not co-located with supporting paediatric or obstetric services.  The older people inpatient wards have significant numbers of patients who are inappropriately placed or whose discharges are delayed.    Older people with dementia and people with functional mental illness have mixed inpatient wards.

· Governance and leadership - Board and Executive had insufficient overview of quality and safety of services.   Board reporting and, therefore, assurance was limited at Board and committee level.  The Board has not had a programme of regular Board service visits, interaction with patients and carers, staff engagement.  There is an immediate risk of loss of senior mental health and learning disability clinical expertise at Board level to support discussion and challenge.  

· Service Group – the Service Group triumvirate were newly formed and there were significant vacancies and turnover at the level below.   

· Partnerships – some partnerships were challenging and the Health Board was not always perceived to be a good partner.   
In her presentation the independent reviewer underlined that it would be usual when considering mental health services, to start and focus on community services, However, such is the level of risk in the estate for adults and older people that this was an area requiring urgent and immediate attention, ahead of developing a permanent solution.  

In this context the reviewer made a number of early recommendations and actions for the Board to consider.  These recommendations and actions are set out below and include a current status update:
3.2 Estate -Early Recommendations and Actions Update  

	Immediate

1. Close surge capacity
2. Review ligature risks on all mental health inpatient sites
3. Re provide s136 suite
4. Review crisis assessment area
5. Establish estates task and finish group to address current internal and external ward environment.

Action status:
Action 1 and 5 are complete and actions 2, 3 and 4 are in progress.

Short term

Action 1 is work in progress and, following appropriate engagement and consultation, a detailed paper outlining the options will be brought to the July Board meeting.

Action 2 – the in-year capital funding allocation has been reviewed with support from the Executive Director of Finance & Performance.

Medium
1. Business case for reprovision of all mental health wards (all age) and related services.
2. Include clarification of benefit of co-location within menta health and other services

Action status:
To be developed by the Estates workstream of the organisational transformation program.




3.3 Actions for Board and Progress Update
The feedback to the Board also contained a wider set of actions for the Board which were agreed in full. The following table gives an update on progress against these actions.



	Theme
	Action
	Progress Update

	Strategic Leadership
	Scoping, development and delivery of organisation transformation programme
	Scope and development complete 
Work in train to deliver transformation programme (See paragraph 3.4

	Strategic Leadership
	Additional Board Director Level capacity 
	Chief Executive review

	Governance and Accountability
	Review effectiveness of Board structures
	Board development programme

Review of Board governance, risk, performance and reporting structures in progress


	Governance and Accountability
	Mental health and learning Disability risk and assurance structures
	Review of risk register-complete
Review of Service Group structures- complete 
Alignment of current structures and priorities with organisation transformation programme

	Performance Monitoring
	Agree suite of mental health and learning disability performance, quality and outcome metrics
	Focus work in progress.
Severe constraints in information systems and analysis capacity and capability
Information and Quality and Safety workstreams to undertake joint work via driver group mechanism

	Performance Monitoring
	Performance culture and focus
	Part of Board development programme and wider organisational development
Mental health and learning disability Service Group 

	Financial Stewardship
	CHC
	Initial work in progress
Further work as part of the transformation programme.  Connected to service redesign workstream

	Financial Stewardship
	Bed utilisation 
	Initial work in progress.  
Further work as part of the transformation programme
 Connected to service redesign workstream

	Risk Management
	The Board to review mental health and learning disability risk, to gain assurance that potential risks are identified, assessed, and managed appropriately
	Part of Board review of risk management.
A workshop to be held in Autumn will including discussion on current risks and mitigations.

	Stakeholder Engagement
	Board to hold events and visits with patients, carers, staff and other partners
	Review of existing engagement and Stakeholders in progress
Proposals for further work to be discussed at Board Workshop

	Stakeholder Engagement
	Board level stakeholder mapping 
	As above

	Quality and Safety
	Board service visits
	Visits by Chair, Vice Chair, Chief Executive, CNO, Executive Director of Planning & Partnerships, Director of AHPs, Deputy CNOs

	Quality and Safety
	Development of embedded QI culture
	Part of wider organisational development programme 

Focus work in organisational transformation Q&S workstream


	Diversity and Inclusion
	Population health use to guide access 
	Included in information workstream of transformation programme

	Diversity and Inclusion
	Primary care support for physical health
	Clinical Director for Primary Care and Community part of Service Redesign Workstream



3.4 Organisational Transformation Programme
As stated earlier the provision and commissioning of high quality prevention, support and care across the continuum of mental health wellbeing and services for people with mental illness can only be successfully delivered in partnership with local authorities, voluntary sector organisations and ensuring people who use services and the people who care for them are involved in the planning, review and evaluation processes.    However, given the urgency of some of the challenges faced by the Health Board and the need for a focused internal programme of work the Board supported the proposal that an organisational transformation programme should developed and be the main driver of the necessary short to medium improvement in mental health services described in this paper and prioritised for action by the Board.  The primary purpose of the organisational transformation programme is to mobilise actions across the Health Board to enable rapid improvements in Quality and Safety.   
The programme structure is set out in the diagram below:

[image: ]

A Project Initiation Document has been developed which has been agreed by the Executive Team.    The workstreams have multi-disciplinary membership and are chaired by leaders from across the organisation.  The independent reviewer and programme director have meet with each of the workstream chairs to discuss membership, terms of reference and priorities.  The risks identified in the revised Service Group risk register form part of each of the workstreams work programme. There is a driver group which is chaired by the Board’s independent expert.  The purpose of the driver group is to ensure connection and challenge between the workstreams and that the necessary changes deliver at pace.  This group will report into the Health Board’s programme board.
Workstream chairs
Information – Deirdre Roberts – Assistant Director of Digital Transformation
Quality and Safety – Dr Raj Krishnan - Deputy Executive Medical Director
Service Redesign – Dr Richard Maggs - Service Group Medical Director Mental Health and Learning Disability
Workforce – Paul Stuart- Davies - Deputy Executive Director of Nursing and Patient Care
Estate and Capital – Darren Griffiths - Executive Director of Finance and Performance
3.5 Estates and Facilities Task and Finish Group
Immediately after the Board meeting in February, an Estates and Facilities Task and Finish Group was set up to ensure rapid action against the immediate and short-term improvements, set out at 3.2 of this paper, which are required for the adult and older peoples’ inpatient wards and section 136 Place of Safety.
A number of actions have been undertaken including replacement washing machines, cleaning of gutters, windows and outdoor spaces, internal decoration and new furniture has been ordered.   Other short term work including flooring replacement, outdoor space improvements and bathroom upgrades are also planned.
An independent Ligature Risk Assessment has been commissioned for all adult acute, older people and perinatal inpatient wards as well as the s136 place of safety.  It will be undertaken on 18-21 July.  In the interim the Service Group Director of Nursing and clinical colleagues have reviewed the mitigations in place to ensure relational safety measures are effective. 
The Task and Finish Group are also working through options for interim solutions for adult acute, S136, PICU and older people inpatient care ahead of the development of a revised proposal for a permanent rebuild of the inpatient wards.   The interim solutions will aim to ensure environmental improvements and better service and staffing synergies.  These plans which will inform the development of a permanent Business case for reprovision of all mental health wards (all age) and related services and will include consideration of the benefits of co-location within mental health and other services.  For example, perinatal services, paediatrics and obstetrics.   An update on this work will be brought to the Board in July and specific options to the September Board meeting following appropriate engagement with stakeholders.


The work of this group and the agreed action to produce a permanent capital solution for adult and older peoples’ mental health services will become part of the work of the Estates workstream of the organisation transformation programme approved by the Board which is set out below.  
3.6  Engagement, Consultation and Co-production
There is strong evidence that co-production with people who use services, relatives and staff of strategy, services and care ensures higher quality, treatment and care and a better use of resources.  The Health Board has some examples of engagement but this is not universal and, as yet, co-production is not a core principle of care and service development.    
The Health Board and partners have previously undertaken considerable consultation and engagement regarding previous changes to older people’s mental health services and the development of the Outline Business Case for the reprovision of adult inpatient care.  The feedback regarding these changes has been summarised for consideration as part of the interim solutions work.
A series of meetings has been set up to discuss how consultation and co-production can be developed so that it is a key enabler for the organisational transformation programme and connects with the engagement work of the Regional Partnership Board. This work is being supported by the Director of Insight, Communications and Engagement.
3.7 Partnerships
As stated above, the Health Board has prioritised the organisation wide actions and transformation work needed for urgent improvement of the safety and quality of mental health care and support, including addressing issues raised by the coroner and reflected in the NHS Executive informal feedback.  However, the provision of comprehensive mental health services can only be fully delivered in partnership with others such as local authorities, the voluntary sector and other stakeholders.  
Both local authority Directors of Social Services have been briefed and are supportive of the prioritised work connecting with the work of the RPB (Regional Partnership Board) and the development of a comprehensive strategy for the population of Swansea Bay area set in the framework of the All Wales Mental Health and Wellbeing Strategy.  They were supportive of the need to focus on urgent changes required and that these are connected to the urgent priorities for the RPB.  They have also recommended there is thought given to the work of the Drug Commission as part of the redesign of mental health services. The Executive Director of Planning and Partnerships chairs the relevant Strategic Advisory Board (SAB) of the RPB and she has facilitated sessions for this work to be shared with the Board.

3.8 Information and Digital
The availability of reliable information is necessary for the management of safe and high performing services and individual patient care.  Currently, mental health and learning disability patient and service data is largely managed through paper records and manual systems.  For example, mental health and learning disability services were not included in the Health Board rollout of the Electronic Patient Record and waiting lists management is largely a manual collation of data.  Whilst some of these limitations are as a result of national priorities and decisions, the Health Board needs to rapidly improve its mental health and learning data collection and analysis and range of systems to support the safe and effective management of information and care from direct delivery, the evaluation and planning of services through to Board level assurance.   This is a significant risk for the Health Board which is not currently captured on the Corporate Risk Register.
Of particular concern is the number of PFD notices and learning from other serious incidents, which identify the impact of the absence of shared electronic records and clear reliable patient data as a key cause of poor information sharing which has impacted on patient care and safety.  A second concern is the management of waiting list information which is managed, in part, manually.  As this is the case the Board cannot be assured that there is sufficient knowledge to know that people are waiting safely for care and treatment.
At present the Health Board is not able to produce an appropriate dashboard for mental health and learning disabilities as there is not yet clarity on the sources of data and the quality assurance processes for data and information analysis.
Given the urgency and importance of this work a task and finish group has been set up to progress this position by reviewing available data, agreeing short term solutions for data collection and analysis where possible and learning from examples of good practice from elsewhere.  This work will then be moved in to the information workstream of the organisational transformation programme and will need to link to the development of the All Wales mental health minimum dataset.
3.9 Quality and Safety
The importance of the quality and safety of services and the challenges that the Health Board faces have been described throughout this report and, as previously stated, the purpose of the Board commitment, the delivery of the short term actions and the development of the transformation programme is to address these challenges effectively across the range of issues and at pace.  


Important specific actions have been undertaken including a review of the mortality review and serious incident work for mental health led by the Deputy Executive Medical Director.   Historically, the Health Board has not considered this information despite extensive work in other specialities.    This work links with the work of the Service Group Director of Nursing who is leading the improvement in the service group’s learning from incidents and governance processes.  
The Director of Nursing has, also, undertaken significant work within the Service Group to review its quality assurance, risk register and risk management processes. This work has been supported by the external reviewer.  It is now linking with the Health Board’s developing review of risk and assurance governance processes.
These risks and the work on mortality, serious incidents and the wider quality and safety work form the work of the Quality and Safety workstream.   The Deputy Executive Medical Director will chair the workstream and the Service Group Director of Nursing will be the vice chair.   
3.10 Service Redesign
The redesign of community and inpatient mental health care informed by the evidence base and co-produced with people optimises the delivery of high quality care and ensures best use of resources.   The model presented to the Health Board in February set out key principles and core elements of modern recovery focused mental health care.
The Service Group team already have work in train to modernise and transform services.   The work will embed changes identified by lessons learnt from serious incidents and other relevant feedback.  It will use best practice examples from elsewhere and will use the All Wales Strategy as a framework. This work will be incorporated into the organisational transformation programme work stream and will also be connected to the work of the Regional Partnership Board.    
The Service Group Clinical Director will lead this workstream and there is work in progress to ensure co-production with people who use services and families.  
3.11 Workforce 
The recruitment and retention of mental health and learning disability staff and related support roles is challenging across Wales and the whole of the UK.  The Service Group and Health Board have worked hard to attract staff, develop extended and new roles and the staff survey for the Service Group scores well compared to the rest of the Health Board.
The initial priority for this work stream is the review of the establishments against the Safer Staff Act Mental Health principles which are not being achieved by the Health Board. The work will then look to consider extended and new roles to ensure skilled care delivery and good career opportunities for existing staff and to enable recruitment.
The Deputy Executive Director of Nursing will chair this workstream and has set work in progress.
3.12 Leadership Capacity
The mental health and learning disability service, Service Group leadership triumvirate are relatively newly formed.  All three are clinically qualified.  They are clear as to their priorities and the work needed to embed change.  They have actively sought the help and advice from the independent expert and programme director and are working to develop a quality leadership statement and priorities.  They have recently appointed to two key vacancies at the level below them in the structure.  Both new appointees come from outside and are very experienced.  This additional capacity will make a significant difference to the Service Group’s ability to deliver at pace. 
The engagement and leadership for mental health services from other corporate Service Groups has, historically, been very variable.  However, since the Board’s clarity on the priority of mental health and the urgency of some of the actions this has significantly improved with real action and reflection.    
The Chief Operating Officer is the executive lead for mental health and learning disability and has engaged proactively in the review work.  Currently, there is no identified clinical mental health or learning disability expertise and experience at executive or deputy level.  This remains a risk for the Board.  In February, the independent reviewer recommended the appointment of a Board Director level post for 2 years to ensure sufficient organisational wide senior expert capacity to support the Board in its ambition to address the full mental health and learning disability agenda and lead the implementation of the organisational transformation programme.
As noted earlier, the Board fully accepted the range of challenges put to it in February.  The identification of mental health and learning disability as an area of priority is an important leadership commitment and it is supported by regular slots for mental health and learning disability on the Board and Executive agenda and the commitment to a Board workshop later in the year.

4.Conclusion
Mental wellbeing, illness, support and services exist in a broad and complex system.  This complexity requires focus and attention from across the Health Board and strong partnership working and engagement.  In particular, it requires commitment to listening to the voice of people who use services, the people who care about them, staff and partners.  The 

Health Board’s mental health services have a number of areas of strength but face many significant challenges which impact on the delivery of safe, effective, high quality care in appropriate therapeutic.  The wider Health Board services and functions similarly face challenges in delivering their contribution.
The Board has recognised the need for immediate change and reflected on its leadership role and responsibilities for governance, performance and risk management.  This openness and the support provided for change create the environment to enable a cultural shift across the organisation where mental health and learning disability are a priority and every Service Group is clear about its responsibilities and contribution.
The organisational transformation programme provides a structure to enable rapid action to address the challenges identified and to mitigate risk.  It is important that this work is connected to the work of the RPB and the positive engagement of both local authorities Directors of Social Services.
There is more work to be done on all areas but of particular note are:
· Outdated, poor quality and, in parts, unsafe estate 
· The urgent need for rapid redesign of key community and inpatient services
· The significant risks created by inadequate information collection, systems and analysis 
· Limited engagement with people who use services and their families
· The wider Health Board clinical teams’ understanding and focus on the provision of holistic care which considers the physical health of people with a primary diagnosis of mental illness and the mental health of people presenting with a physical health need.
It has been a pleasure working with Health Board colleagues at all levels and I am struck by the depth of commitment to improving health, care and services for the population you serve.   I hope that this report is a helpful contribution to that work. 
5. Recommendations for Board:
The Board are asked to: 
1. Receive and consider the report of the independent expert advisor and the updates on the previously approved recommendations and actions.
2. Consider the progress made against previously agreed actions and subsequent work.
3. Recognise the significant risk given the current position of information and information systems for mental health and learning disability in the Health Board and support the action taken to date to address the issues of concern. 
4. Endorse the intention to use the All Wales Strategy for Mental Health and Wellbeing as a framework for the work of the Health Board and the organisation transformation programme
5. Support the development of proposals to come to the July and September Board meeting to consider options for an interim solution to address the safety and quality of the adult and older peoples’ inpatient estate and facilities ahead of the development of a new business case for the permanent reprovision of inpatient services
6. Agree to receive a focused report on Learning Disability to the Board at a date to be confirmed.


Professor Hons Melanie Walker MBE
BSc (Hons) MPH PGDip
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