 APPENDIX E
AUDIT TRACKER UPDATE
NWSSP AUDIT & ASSURANCE
ACTIONS CLOSED SINCE LAST REPORT

	Chief Operating Officer

	SBU-2425-012
Primary Care Cluster Plans

Report Issued

September 2024

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	2.1
	Review of the delivery status, included within the highlight reports, noted that that it was not clear what action would be required to take PCP schemes / priorities and Cluster IMTP GMOs to completion, specifically for those which had been assigned a red / amber RAG rating. We acknowledge that progress may be hindered by available funding, or the issue of external guidance, yet such is not always defined within the narrative.
The delivery status of PCP schemes / priorities and Cluster IMTP GMOs should be enhanced to include the defined actions, owner and timescale to progress towards completion.
	Following the audit recommendations in 2021 (prior to the existence of a Pan Cluster planning Group/ plan) Local Clusters developed a comprehensive performance management tool – which clearly tracks the progress of actions and the owner of the actions. This will be further enhanced to include suggested actions for red/ amber schemes (wherever possible). 

It should be noted however that clusters include a wide range of ambitious projects in their plans not all of which will come to fruition due to external influences/ lack of funding. It is important that the PCPG which is very new and is only developing its partnership approach to planning and the clusters are encouraged to continue to innovate. The overall level of achievement of the cluster plans is very high.
	Pan Cluster Plan Highlight reports to the Plan Cluster Planning Group highlight mitigations/alternatives being explored for those actions which are ‘off target’. Ownership of these mitigations/alternatives would remain with the Pan Cluster Planning Leads identified in the original delivery plan document.

	
	3.1
	From our review of the PCP priorities, there was an absence of quantitative performance measures against the programmes/projects/schemes included within each of the Tiers, and more latterly the priority areas. We acknowledge that there is a considerable amount of narrative updates on performance via the communications plan, however, this does not extend to a baseline (where they are/were) and target (where they want to be) and the timeline for achievement of the target.
Quantitative and qualitative performance measures, for PCP priorities, should be identified to measure the impact of the implementation of any programme / project / goals that demonstrate the positive impact.
	The Pan Cluster planning groups (across Wales) are still developing – this is recognised nationally – they are still new groups and evolving their planning approach in a complex environment – whilst trying to align with and respond to WG/RPB/HB/PSB priorities. A discussion will be held with the Pan Cluster Planning Group about the inclusion of quantifiable measures in the 25/26 plan. (It should be noted that priority areas at Pan Cluster planning Group level are often developmental – such as mapping current activity for an area or forge new relationships which may always not lend itself to quantifiable measures.)
	The Deliver Plan produced in support of the Pan Cluster Plan contains quantitative performance measures (Baseline and Success Measure) where appropriate.

	Chief Operating Officer

	SBU-2526-014
Community

Pharmacy

Report Issued

November 2025

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1
	Whilst we were provided with the SLAs for each pharmacy (and associated locally commissioned services) within our sample, it was evident that such had not been in a timely manner from commencement of the same. 

Further, management advised that payments for the commissioned services will not be processed unless there is a signed SLA in place. Review of primary care payment data noted that four of the 10 community pharmacies sampled, payments had been processed for the commissioned services from January 2025 onwards yet the SLA’s provided were not signed until August 2025 (one); and September 2025 (three).
	Implement a formal process to ensure SLAs for locally commissioned services are signed before the commencement of commissioned services. 

Reiterate and enforce the requirement that no payments should be processed without a signed SLA, documenting status on a tracking system.
	An SOP has been developed and approved via the Pharmacy Operational Group for the onboarding and offboarding of community pharmacies from the All-Wales Pharmacy Database (AWPD) which will ensure robust SLA management. The Community Pharmacy Matrix (referred to as the Clinical Service SLA Tracker) cross-checks against the listed pharmacies and confirms that SLAs are in place. This is complete for all pharmacies and relevant services. There are no outstanding SLAs


	Chief Operating Officer

	SBU-2425-014
CAMHS

Transition

Report Issued

November 2024

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	2.1b
	Discussion with CAMHS Management confirmed that the Directorate has yet to fully map out its capacity requirements. The continued fragility in the CAMHS workforce was included in a report to the Workforce and Digital Committee in April 2024, including seeking approval for the continued use of 7.4 WTE agency nurses, however the paper was deferred due to time constraints within the meeting. In June 2024 the WBM approved a proposal to substantively recruit three CAMHS nurses within the ATT, to be funded through identified non pay savings. The paper noted this would reduce agency use by 4WTE from its then position of 8.4WTE. Current agency agreements are in place until March 2025. We are informed that there were no applicants to these posts, and a paper to set out further agency extensions is to be submitted to the health boards Management Board. 

The completion of both the benchmarking against the NHS Wales CAMHS Service Specification, and subsequent workforce review, should incorporated into an action plan, with timescales and resource requirements clearly mapped.
	Fulfil the action plan to align the SBU CAMHS offer to the NHS Wales CAMHS Service Specification where possible and escalate areas where additional investment or Health Board/Regional Partnership Board/National support/investment would be required to fulfil.
	Progress against the action plan is reported and monitored via the CAMHS Directorate Assurance Reports to the Mental Health Division Quality & Safety Committee. Further external scrutiny is provided by reports to and meetings with NHS Performance & Improvement. The most recent of these, in January 2026, was very well received. NHS P&I recognise that given the ambitious nature of the CAMHS Service Specification, work to align CAMHS local offers continues to be an ongoing process in Health Boards across Wales. Noting the foregoing, with a detailed action plan in place and established systems and processes for internal and external oversight, it is felt that this is an appropriate point at which to close this action

	
	2.2
	Discussion with CAMHS Management confirmed that the Directorate has yet to fully map out its capacity requirements. The continued fragility in the CAMHS workforce was included in a report to the Workforce and Digital Committee in April 2024, including seeking approval for the continued use of 7.4 WTE agency nurses, however the paper was deferred due to time constraints within the meeting. In June 2024 the WBM approved a proposal to substantively recruit three CAMHS nurses within the ATT, to be funded through identified non pay savings. The paper noted this would reduce agency use by 4WTE from its then position of 8.4WTE. Current agency agreements are in place until March 2025. We are informed that there were no applicants to these posts, and a paper to set out further agency extensions is to be submitted to the health boards Management Board. 

The outcome of the workforce review, and development of a workforce plan should be shared at an appropriate committee. This should include any continued reliance on external agency, and, where possible, timescales for addressing this.
	Accepted. Develop a CAMHS workforce plan and share via the appropriate committees (CAMHS Directorate Board Meeting, Mental Health Division Board, and Mental Health Legislation Committee).
	Progress against the Workforce Action Plan is monitored via CAMHS Directorate Assurance Reports to the Mental Health Division Quality & Safety Committee. Management feel that the Mental Health Division Quality & Safety Committee is the appropriate forum through which to report and monitor progress. Any emerging issues of concern will be escalated through to the Mental Health Divisional Board and beyond, as appropriate.


	Chief Operating Officer

	SBU-2526-015
Theatre

Utilisation

Report Issued

Sept. 2025

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1
	During the period reviewed, two Theatre Board meetings were cancelled due to the number of apologies received. Additionally, five meetings, were non-quorate.

Attendance was limited from a number of key roles.

The ToR also requires a Therapies representative to be included within its membership; however, no representative has been confirmed.
	Review Terms of Reference for Theatres Board as part of the wider review into the Surgical Pathway programme

Approve revised ToR confirming required membership and quorum.

Maintain an attendance tracker and escalate any non-quorate meetings to the Chief Operating Officer within 5 working days.

Establish escalation protocols for non-quorate meetings.

Ensure Therapies representation is formally appointed.
	Revised terms of reference approved at Theatres Board. Attendance records are in place as part of the meeting minute. Arrangements in place to escalate non-quorate meetings to the Chief Operating Officer. A therapies representative has been formally confirmed

	
	2
	The ToR for both the Theatre Scheduling Group (TSG) and Theatre Operational Group (TOG) require that meeting attendance be formally recorded. However, this process is not currently in place for either group.

Additionally, the TSG is expected to provide the TOG with a documented schedule of theatres use changes and agreed actions. Our review found that updates are shared verbally only, which limits the TOG’s ability to effectively monitor compliance with the 6-4-2 SOP.
	Implement formal attendance recording for both TOG and TSG meetings and a written fortnightly update by October 2025.

Audit compliance quarterly beginning from January 2026.
	Attendance records in place for Theatres Operational Group. TSG has now been replaced with individual scheduling groups. There is a standing agenda item on TOG agenda for feedback/escalation from these individual meetings. 6-4-2 SOP no longer in used - toolkit as developed by Deloitte team now being used by teams.

	
	3
	The Theatre Board (TB)’s TOR state that it should report progress to both the Planned Care and Unscheduled Care Boards. While a highlight report is regularly submitted to the Planned Care Programme Board, there is no formal reporting mechanism to the Unscheduled Care Board (now known as the Urgent and Emergency Care Board).
	As part of the review of the Theatres Board Terms of Reference, evaluate whether formal reporting to UEC Board is required. Decide and document in the revised ToR the agreed reporting route (regular highlight report or formal statement of non-requirement).
	Theatre Board TOR revised and signed-off, clarifying reporting

	
	5
	Following the introduction of the 6-4-2 Theatre Scheduling SOP, clinicians involved in the treatment of cancer and emergency patients requested further clarification regarding the management of changes within the 0–2-week period. In response, a draft SOP titled Management of Late Theatre Changes was under consultation at the time fieldwork concluded.

The 6-4-2 SOP also references several supporting documents intended to strengthen the scheduling process, which have yet to be developed. In addition, discussions with the Theatre Operational Group (TOG) identified the need for further SOPs covering On-the-Day Cancellations and Prioritisation of Theatre Lists. 

While the 6-4-2 SOP includes a suggested three-month post-implementation review, this had not yet been undertaken.
	Formalise the 2-week scheduling SOP and undertake the post-implementation review of the 6-4-2 SOP, incorporating feedback and identifying required supplementary SOPs as part of wider review of programme.

Publish a register of all required supplementary SOPs (e.g. cancellations, prioritisation, patient/equipment allocation) to ensure consistent scheduling practices.
	The 6-4-2 SOP is no longer used. Significant work has been undertaken with Deloitte in order to develop a comprehensive toolkit for all Theatre scheduling going forward, including 0-2 weeks policies and procedures.  This work has been developed with the Directorate Manager for Theatres and Anaesthetics and the Theatres Scheduling Manager. The Toolkit launched in TOG January 2026, and will be informally reviewed 6 months after implementation

	
	7
	The Theatres Performance Framework (TPF) sets out a range of measures and targets, incorporating both national and external drivers alongside local indicators. The implementation of the TPF has been delayed whilst awaiting clarification from Welsh Government on metric definitions.

However, the framework does not specify the actions to be taken or escalation processes to follow when performance falls below expected levels. Additionally, it lacks reference to the escalation protocols set out in the health board’s existing Performance and Assurance Framework, limiting its effectiveness as a performance management tool.
	Issue implementation guide with named leads, priority metrics and escalation triggers

Define priority metrics to be reported to Theatres Board and Planned Care Board on a monthly basis

Align escalation processes with the Health Board’s existing Performance and Assurance Framework.

Make Theatre Performance Framework Dashboard a standing monthly item at Theatres and Planned Care & Cancer Boards
	Agreed at Planned Care Board that the Theatres Board, TOG and TSG will focus on the 4 key MAG Metrics and report on these through TOG each meeting.  They are Theatre Utilisation, OTD Cancellations, Late theatre starts and early theatre finishes. These are reported through divisional performance reviews and Theatres Operational Group

	
	8
	The Theatre Operational Group (TOG) has provided a forum to discuss and address issues identified from Theatres Scheduling Group. From July 2025, service and specialty level reports have been introduced within the TOG which are intended to support analysis of priority areas for improvement.

Our review of report frequency and content highlighted opportunities to strengthen the tracking of actions and timescales. There is also the opportunity to further consider how the dashboard could be used effectively in time i.e. with the use of thematic or rotational reviews rather than regular report.
	All relevant services to submit a standardised monthly report to the Theatre Operational Group. TOG to log and chase any gaps.

Provide guidance and support to services on interpreting dashboard data and identifying actionable insights.

Monitor report submissions and follow-up actions to ensure accountability and progress tracking.

Focus on key metrics in phases to adopt action learning approach to improving performance.

Review impact and refine report template by April 2026.
	TOG reports on key metrics are submitted to each TOG meeting by all surgical specialties. All surgical directorates have been trained on the Theatres dashboard and utilise it for TOG reporting. Assurance through reporting that managers are able to utilise

	
	9
	The Theatre Operating Management System (TOMS) is used to record late starts, early finishes, and cancellations, with approximately 160 available classification categories to support data entry. While entries generally included supplementary commentary alongside the selected codes, a review of data over a 12-week sample period found that 32% of late starts were collated under the category ‘Other’.

The Surgical Pathway Dashboard does not provide accompanying free-text explanation for late starts categorised as such, and this detail is also absent from the theatre summary reports submitted to the Theatres Operational Group. This lack of specificity limits the ability to understand and address the underlying causes of late starts, reducing the effectiveness of performance monitoring and improvement efforts.
	Mandate free-text narrative to be added when “Other” is selected and provide user guidance.

Provide training or guidance on accurate categorisation and the importance of detailed entries.

Introduce quarterly audits of TOMS entries to identify patterns and improve data quality

Use findings from detailed entries to inform targeted improvement actions and service-level feedback.
	As part of MAG actions - late starts reported through performance review, specialities are asked to include late start in their TOG reports. Reports are also able to be pulled and reported per quarter

	
	10
	There is an established process through which workstreams submit highlight reports to the Theatres Board, with consolidated summaries subsequently reported to the Planned Care Programme Board. While these reports provide narrative updates, our review identified inconsistent use of RAG ratings and milestone due dates. This limits transparency and hinders effective tracking of progress across workstreams.
	Standardise the use of RAG ratings and milestone due dates across all highlight reports

Provide guidance to workstream leads on completing reports consistently, including expectations for updating timelines when delays occur.

Theatre Board to review and challenge overdue milestones monthly.

	Workstreams have been reviewed and confirmed. Chair assurance through report provided to Theatre Board that managers are able to complete highlight report appropriately


	Chief Operating Officer

	SBU-2526-016
UEC Delivery

Governance

Report Issued

May 2026

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	The health board’s UEC plan is clearly aligned to national, ministerial, and regional priorities; however, planning is constrained by limited visibility of partner side capacity, funding decisions, and operational readiness across the regional system. The health board does not have access to detailed local authority resourcing plans. These factors have a significant impact on UEC flow and overall service delivery.
	SBUHB Executive & senior management officers have reviewed (as part of the national UEC Summit) the UEC work programme moving into 26/ 27 in conjunction with senior West Glamorgan Regional Partnership Board colleagues. It was concluded that closer co-ordination across the work programme will be undertaken and the Governance of activity will be aligned so as those Responsible and Accountable have direct line of sight of works and enabling actions.

As such, and to set a baseline, a RACI review will be undertaken. This including confirmation on the four core roles for UEC works that sit across organisation boundaries. As such to include:
Responsible (R): The person/ people who perform the work to compete the task/ project.

Accountable (A): The individual (e.g. Exec. Director) answerable for the task(s)/ project(s). Ensures prerequisites are met and approves work completed

Consulted (C): Stakeholders or experts who provide input/ advice or feedback

Informed (I): Those who need to be kept updated on progress and decisions
	RACI review complete and included as part of UEC Board Terms of Reference.

	
	1.2
	The health board’s UEC plan is clearly aligned to national, ministerial, and regional priorities; however, planning is constrained by limited visibility of partner side capacity, funding decisions, and operational readiness across the regional system. The health board does not have access to detailed local authority resourcing plans. These factors have a significant impact on UEC flow and overall service delivery.
	Agreed that there will be a review of Membership across existing structures (UEC Board & RPB). Specifically, this will include consistent West Glamorgan RPB representation at the UEC Board and consistent attendance and input at RPB forums (e.g. Communities & Older Persons Board) by SBUHB senior representatives.
	Updated governance structure, Terms of Reference and pillar/programme monitoring templates were presented at the June 2026 UEC Board meeting. Ongoing review/update of documentation will be an iterative process.

	
	2.1
	The ‘Memorandum of Understanding 2025 Communities and Older People including 6 Goals Programme’ states that UEC related work will be incorporated within the interim COPB governance arrangements. While this provides a documented governance connection, it does not establish a clear operational interface between the health board’s UECPB and COPB.

Review of ToRs, minutes, and governance papers shows substantial overlap in responsibilities relating to patient flow, discharge, pathway design, and UEC related transformation. However, there is an absence of accompanying definitions setting out:

· which forum holds primary decision-making authority
· how issues should escalate between forums
· the division between strategic and operational oversight
· how disagreements or conflicting interpretations should be resolved

In absence of a clear interface mechanism, such as a RACI (Responsible, Accountable, Consulted and Informed) model or a decision matrix, decisions are at risk of being stalled, duplicated, or inconsistently routed. This creates gaps in accountability and reduced governance efficiency.
	As noted above review of UEC and RPB Governance (and associated interface) undertaken at national UEC Summit. RACI review to be undertaken to confirm roles and responsibilities per organisation in delivery of improvement activity.  
	RACI review complete and included as part of UEC Board Terms of Reference.

	
	2.2
	The ‘Memorandum of Understanding 2025 Communities and Older People including 6 Goals Programme’ states that UEC related work will be incorporated within the interim COPB governance arrangements. While this provides a documented governance connection, it does not establish a clear operational interface between the health board’s UECPB and COPB.

Review of ToRs, minutes, and governance papers shows substantial overlap in responsibilities relating to patient flow, discharge, pathway design, and UEC related transformation. However, there is an absence of accompanying definitions setting out:

· which forum holds primary decision-making authority
· how issues should escalate between forums
· the division between strategic and operational oversight
· how disagreements or conflicting interpretations should be resolved

In absence of a clear interface mechanism, such as a RACI (Responsible, Accountable, Consulted and Informed) model or a decision matrix, decisions are at risk of being stalled, duplicated, or inconsistently routed. This creates gaps in accountability and reduced governance efficiency.
	Specifically agreed that all activity under UEC banner be aligned and to match with national key pillars of:

· Pillar 1: Pre-Hospital & Community
· Pillar 2: Front Door & First 72 Hours
· Pillar 3: Ward based flow & discharge

Noted that all this activity be monitored/ driven by SBUHB UEC Board. Any escalations from said UEC Board to SBUHB Executive Team and to Communities & Older Persons Board (RPB). Ask from UEC Board for ‘whole system’ solutions to take place within UEC Board (in-meeting to RPB representatives) and furthermore within Communities and Older Persons Board (RPB) e.g. potential activity relating to D2RA/ POCD. 

Updated TOR to highlight interface and escalation routes to be developed and this will include reference/ alignment to the RACI review.
	RACI review complete. Updated governance structure, Terms of Reference and pillar/programme monitoring templates were presented at the June 2026 UEC Board meeting and have been shared with Regional Partnership Board for alignment. Ongoing review/update of documentation will be an iterative process. Named pillar/programme leads in place.

	
	3.1
	Progress across several priority UEC workstreams has stalled because no formal decision making or escalation mechanism exists for partnership dependent matters. As a result, workstreams have experienced repeated slippage, with minutes and highlight reports showing ongoing discussion but limited movement to agreed actions or timelines.

Where progress has stalled, it remains unclear how blockages will be resolved, creating ongoing risk of prolonged delay and inconsistent system coordination across partners.
	All activity to be monitored / driven by SBUHB UEC Board. Any escalations from said UEC Board to SBUHB Executive Team and to Communities & Older Persons Board (RPB). Ask from UEC Board for ‘whole system’ solutions to take place within UEC Board (in-meeting to RPB representatives) and furthermore within Communities and Older Persons Board (RPB) e.g. potential activity relating to D2RA/ POCD.  

	RACI review completed. Updated TOR shared at June 2026 UEC Board meeting. Updated pillar/ programme monitoring template shared with leads for future use. All documentation shared with Regional Partnership Board for alignment

	
	3.3
	Progress across several priority UEC workstreams has stalled because no formal decision making or escalation mechanism exists for partnership dependent matters. As a result, workstreams have experienced repeated slippage, with minutes and highlight reports showing ongoing discussion but limited movement to agreed actions or timelines.

Where progress has stalled, it remains unclear how blockages will be resolved, creating ongoing risk of prolonged delay and inconsistent system coordination across partners.
	Named leads have been agreed for each ‘pillar’/ programme. Escalation regarding stalled progress of projects under a strategic pillar / programmes will be to Pillar/ Programme lead and (if unable to be resolved by said lead) to UEC Board and RPB structures (as required).
	Named pillar/programme leads in place.

	Chief Operating Officer

	SBU-2425-002
SG Governance

NPTS

Report Issued

May 2025

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	7
	The HB’s SFI’s state that where the management of a budget is delegated, this must be in writing, in the form of an accountability letter, which must be signed.

Within NPTSSG, generic financial letters were issued to divisions that detailed the budgetary process for the financial year (2024/25) but did not specify the amount of the budget delegated to the division nor did the letter need to be signed.
	Divisional budgets will be set out in 25/26 accountability letter when agreed. The requirement for the letter to be signed will be set out in the 25/26 accountability letter.
	Accountability letters (Financial Delegated Budget and Delivery) set out divisional budgets, and contain a requirement that understanding and acceptance of these delegations be confirmed by signing and returning a proforma.


	Director of Digital

	SBU-2526-019
Benefits Realisation

Digital Programmes

Report Issued

November 2025

Assurance Rating

Substantial
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1c
	While both the Values Based Healthcare (VBHC) programme and the Welsh Nursing Care Record (WNCR) project demonstrate structured and robust approaches to benefits management, neither has formally applied the Benefits Management Framework developed by the Digital Benefits Realisation Team. This variation in approach introduces a risk around consistency and assurance across programmes, which may affect the comparability of outcomes and limit the ability to provide cohesive oversight across digital initiatives.

We also note some variation in the application of the benefits framework within VBHC. Not all business cases fully adopt SMART principles. Some project briefs, such as Lymphoedema, Stroke, and Cardiac, identify relevant benefits but lack quantified baselines or time bound targets, reducing their ability to demonstrate value with the same rigour. Accountability is sometimes broadly assigned to “service teams” rather than named benefit owners, creating potential gaps in delivery assurance.
	Ongoing Communication and Reinforcement

Digital Services will remind Service Groups of the need to ensure that the requirements of the Digital Benefits Realisation Framework are considered as part of all applicable non-Digitally led projects. This will be done as part of our regular liaison meetings with Service Groups. This will help reinforce expectations and support consistent application of the framework across all applicable projects, including those not led by Digital Services.
	Included in Digital SDG meetings

	Director of Digital

	SBU-2425-019
Records

Management

Report Issued

November 2024

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	3.1
	Due to the lack of coordinated management for storage of records, as noted above there are a number of external providers holding health board records. The costs vary between the providers as such the health board may not be sourcing the best value storage.
A review of the storage of records should be undertaken in order to establish the full health board need and to identify the most suitable locations for storage of records which should take into account the needs once appropriate disposal of records has been undertaken.
	A Multi-Disciplinary Project Group will be established following the centralisation of the acute health records service to Ty Samlet, which will be completed by the 1/4/25. The project group will review the Health Board’ wide storage requirements and will encompass all the associated security/retention and disposal of records aspects highlighted within the audit report.  
	An exercise was commenced to establish record retention/destruction needs across the Health Board. However, following the announcement of the re-instatement of the embargo relating to infected blood compensation claims, and a new embargo relating to the independent enquiry into grooming gangs, this process has been stopped. As and when these embargos are lifted, the position in terms of record destruction and storage/location will be revisited.

	
	3.2
	The HB utilises Transmedia for external record storage from multiple departments, including Workforce. However, our review noted that the only contract in place with Transmedia is for the storage of Pathology materials. Spend with the company is more than double than the contracted value, which may leave the health board open to legal challenge. We also note that the lack of a formal contract for storage other than Pathology items introduces uncertainty regarding Transmedia’s responsibilities in managing personal records, raising potential GDPR compliance concerns.
The arrangements for storage of records other than Pathology at Transmedia should be formalised with a contract or agreement that clearly states the requirements and responsibilities for records storage.
	A contract/agreement will be developed to formalise the storage of all other records stored at Transmedia which clearly defines the requirements and responsibilities for storage of all records if SBHB continues to store records within this third-party storage facility  
	Following work undertaken by the Head of Health Records and Deputy Head of Procurement, a contract is now in place between the Health Board and Transmedia.


	Director of Finance

	SBU-2425-004
Asset Management

Report Issued

February 2025

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	2
	The FCP states that:

“… the basic information for equipment purchases should be extracted from the Purchase Order and/or invoice, but advice should be sought from the appropriate manager where clarity is needed.”

This is a different process to some other NHS Wales organisations where an additions form is completed by the relevant manager confirming purchase cost and location of the asset for inclusion in the fixed asset register. We note that where purchases are through an electronic capital prioritisation bid, the essence of the additions form is reflected; however, further enhancement to the details recorded for those purchases made outside of this bid process is required. 

Further, noting the number of assets that could not be located during the course of the physical verification exercise (for the 2023/24), compliance with the expectations of the FCP regarding verification of asset information is not evident across Directorates.
	It should be noted that advice provided by the MEMS, is that it is rare for medical equipment to be moved to a totally different location on a permanent basis and is most likely moved around local areas on the same site as part of the normal business of running a hospital – for example items of equipment are shared between departments on a need to have basis. 

Agreed that the verification process will be enhanced with the completion of full equipment details on addition to the Fixed Asset Register by the quarter following addition – including make, model, serial number, department, MEMS E-Quip system reference and going forward the possible addition of passive tags to some appropriate items of medical equipment. Part of this work will review how to enhance the use of technology to collect this information.
	FCP15 has been updated. Asset Information being collected at source from new Capital Prioritisation Group Bids.

	
	5
	Whilst capital acquisitions are recorded on the ledger throughout the year, the requirement of the monthly reconciliation to the fixed asset register as per the FCP (and as is undertaken at other health boards) is not completed. This is due to the RAM only being updated on an annual basis. 

We note that it is the health board’s intention to move to a quarterly reconciliation in 2025/26, noting that the Projects Module that was used within the RAM system (until 2022/23) prevented completion of reconciliations more frequently than an annual basis.
	A quarterly upload from the ledger to the RAM Fixed Asset register will commence in 2025/26. 

Update FCP15.
	FCP15 has been updated. Quarterly reconciliation of the Fixed Asset Register is underway.

	Director of Finance

	SBU-2526-005
Budget Setting

Report Issued

March 2026

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	The Recovery & Sustainability Programme, which is separate to the core financial function, is currently under the remit of the Director of Finance, Capital and Estates, but he will be leaving his post in February 2026. Recruitment has yet to commence for this role and interim arrangements have not yet been determined.
	Provide updates on the interim senior leadership arrangements (interviews held 16 February 2026) ahead of the Director of Finance, Capital and Estates’ departure (16 February 2026). The permanent interviews are scheduled for 27 March 2026.
	Interviews have been held and an interim appointment made. It has been confirmed that the interim appointee will remain in post until a permanent appointment is made.


	Director of Finance

	SBU-2425-025
NPT PFI

Expiry

Report Issued

June 2025

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	6
	The Health Board received the output from the legal review into expiry contract obligations in November 2024. A number of areas were highlighted where the Health Board needs to take further action to better inform their preparedness / understanding of the contractual position, through e.g. identification of further supporting documents, clarification with PFI Co, additional legal advice etc.

These should now be included in the action plan / programme, with monitoring and reporting of progress against the same.
	A detailed Legal Action Plan has been prepared, based on the findings of the legal review. The Project Team are in the process of developing a highlight report dashboard, including RAG assessments, to present a routine summary of performance against the Project Plan (including legal actions) to the Project Board.
	Highlight report to present a routine summary of performance against the Project Plan (including legal actions) to the Project Board.

	
	8
	A high-level action plan and programme had been developed, based on the IPA Expiry Health Check recommendations and the IPA expiry guidance. The plan was in the early stages of development, noting the legal review of expiry obligations had only just been reported, and the technical Project Manager role had not yet been appointed.

In the meantime, slippage has been evidenced against the timescales set out in the IPA Health Check report, with only one of thirteen recommendations actioned at the time of audit fieldwork. Whilst progress towards the IPA recommendations was reported to the December 2024 Project Board, this did not confirm initial agreed dates or current targeted dates for completion.

Recognising wider slippage against the IPA timeline, improved rigour should be introduced to this key area, with development of the action plan (including clear timeline of all required activities) to enable improved planning, monitoring and reporting of progress. Once developed, the same may also better inform the understanding of resource requirements and project budgets.
	The Project Team will develop a highlight report dashboard to present a routine summary of performance (including performance against the Legal Action Plan) against the Plan to Project Board.
	Project Board papers/minutes confirming presentation of highlight report dashboard.


	Director of Workforce & OD

	SBU-2425-021
Speaking Up Safely

Report Issued

January 2025

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	3.1
	There are several mechanisms in place within the health board to capture and record concerns raised across the various methods available to staff to speak up. The need to improve the capture and recording of concerns raised is recognised within the action plan submitted to Welsh Government (see Matter Arising 1 and Appendix B). We understand that discussions are ongoing between the Interim Head of Workforce Effectiveness & Analytics and the Workforce Data Analyst to determine how such a report could be developed, alongside the development of data dashboards.
The development of an integrated report including data from all sources that receive concerns should be finalised to empower the health board to have complete oversight of all concerns, themes and trends.
	Work has commenced with the Guardian Service Alliance and Hywel Dda to learn from the experience, systems and processes that other Health Boards and Trusts have in place to integrate and triangulate all sources that receive concerns to empower the health board to have complete oversight of all concerns, themes and trends. This will also form part of the collective objectives of the Speaking Up Safely Working Group.
	Complete - Rotational local reporting from Service Groups on Speaking Up Safely has continued alongside the overarching Speaking Up Safely Report via Workforce & OD Committee. In addition, an options appraisal and recommendation has since been undertaken in respect of our provision and infrastructure and presented to Executive Board and WOD Committee in April 2026 following engagement with Trade Unions.  The recommendation has been approved, and implementation will mean a review and further enhancement of data monitoring, triangulation and exchange of lessons learned/action taken.


	Director of Workforce & OD

	SBU-2324-008
Agency Staff Management

Report Issued

June 2024

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	3.1
	From our review of a sample of shifts, gaps were identified in formal authorisation for the approval of agency staff. Further, where ‘off-contract’ agencies have been used, there was no documented evidence available to support the authorisation of its use, or of the rates to be applied.
The health board should ensure that all shifts issued to agency has an audit trail that ensures authorisation was approved prior to agency cover being obtained.
	We will develop and implement an agency approval form.
	This is now part of the enhanced controls where agency requests are reviewed and approved/declined. There is a MS form that is completed and a dashboard (Exec Requests) that captures the information. There is a separate dashboard for nursing Agency Staff Request. It must be recognised that exceptional situations will occur where it is necessary to engage agency staff outside this process in order to ensure safe and appropriate care.

	
	4.2
	The appointment Audit & Assurance to undertake work to confirm nurse agency compliance with the All-Wales Agency Nurses contract specification was to cover 2022/23 and 2023/24. It has not been determined how this will continue going forward, noting that the contract specification states that such work can be undertaken by the Health Boards and/or NWSSP as Agent for Health Boards.
To further address the recommendation by the Local Counter Fraud Services team, consideration should be given at both a local and national level as to how continued compliance will be measured and reported.
	To consider how assurance on continued compliance will be measured and reported, this will be raised at national forums to determine consistent approach.
	NWSSP have confirmed that Audit & Assurance Services will review compliance with the All-Wales Agency Nurses contract specification, with 5 agency audits being undertaken as part of the 2026/27 all-Wales audit programme.

	Director of Workforce & OD

	SBU-2425-009
Job Evaluation

Report Issued

May 2025

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1
	Current practice at the health board is for staff side representatives to utilise their Facilities Time to participate in job evaluation panels, which we are advised can be a barrier to participation. However, the latest NHS Job Evaluation Handbook does not expressly state that use of Facilities Time for attendance at panels is a requirement. Accordingly, we consider that the health board may wish to broaden their options for staff side representatives.
	We will share the audit findings at Health Board Partnership Forum to reinforce the request for additional staff side representatives to be consistency and job match trained. This will broaden the pool of staff side representatives available.

	Requests for additional staff side representatives are made on a regular/ongoing basis at Health Board Partnership Forum meetings.

	
	4
	Whilst we understand the close nature of the working arrangements between the JE Lead and line management, there is an expectation that an annual report from CAJE be generated and reported. However, we note that the report for 2024 has been delayed.
	Generate an Annual Report utilising Power BI – reportable April – to – April. The Annual Report will be presented at Health Board Partnership Forum and also WOD In-Committee on an annual basis.
	Both 6-monthly and annual reports are formerly presented to the Partnership Forum for review and scrutiny. Where additional scrutiny or action is required, this will be referred to the Workforce & OD Delivery Group or Committee. In addition, job evaluation activity is reported to the Workforce & OD In-Committee session on a quarterly basis as part of the People Strategy update

	
	5
	KPIs are not outlined by the Handbook. The development of the new dashboard (Power BI) report by the Job Evaluation Lead is being developed to include KPIs however we are cognisant that the health board is still defining what those KPIs should be. Accordingly, there is no performance data in relation to the job evaluation process currently reported at Committee level.

	The Annual Report utilising Power BI, as per key finding 4, will include KPIs. Performance against KPIs included in the Annual Report to be reported to Health Board Partnership Forum and WOD In-Committee on an annual basis.
	The two fundamental KPIs adopted as part of the JE Process are:

· Turnaround of Job Descriptions from receipts of request to release of processed document – 33 Days
· Production of Welsh Language Translation – 15 Days

Performance against both of these is included in the 6-monthly and annual reports.


	Director of Nursing & Patient Experience

	SBU-2425-008
Learning from Incidents & Concerns

Report Issued

May 2025

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.3
	The health board’s Claims Management Policy and Concerns Management Policy set out the need for and importance of learning following the investigation of a concern or complaint to reduce the risk of recurrence. Our review of the policies has shown that there is limited guidance as to what learning should look like, how it should be shared, or the extent and expectation of the learning and its documentation based on the individual incident severity rating.
	The revised Claims Management and Concerns Management policies will be issued through Quality and Safety Group with direction for service group triumvirates to ensure implementation within their areas.
	The revised Claims Management Policy, as approved by the QSG, states the following: Service Group Medical Directors, Service Group Nurse Directors, Service Group Directors are responsible for ensuring effective and practical working arrangements are in place within the Service Group to ensure implementation of and compliance with this policy and that these are fully communicated to staff.
The revised Concerns Management Policy, as approved by the QSG states the following: Service Group Medical Directors, Service Group Nurse Directors, Service Group Directors, are responsible for ensuring effective and practical local arrangements are in place across all provided and commissioned services to ensure full implementation of and compliance with this policy and that these are communicated to staff.

	
	2.2
	We also note that there were instances where learning was captured elsewhere within the incident record, which provides a challenge for the health board to manage and analyse learning themes and trends across incident categories
	Executive Director of Nursing (EDON) and Executive Medical Director (EMD) to write to Service Group Nurse Directors to remind service groups of the importance of completion of investigations and action planning
	The need to correctly record learning within the system utilising the Yorkshire Contributary Factors Framework is covered in the training package. This is felt to be a more effective approach to changing practice than writing to Service Groups

	
	2.3


	The absence of clear guidance that sets out requirements and expectation to document learning has contributed in making it difficult to confirm what learning has been identified, and whether it has been successfully implemented and sustained.
	Quality and Safety Group to receive confirmation of arrangements for sharing learning from service groups
	The Listening & Learning Framework is to be reviewed in the context of Listening to People, and the implementation of Organised for Success. The revised Framework will include clear guidance which sets out requirements and expectations to document learning. As such, this action is no longer considered relevant. The development of the Framework will be monitored via the delivery of action 1.1 of this report. 

	
	3.2
	Discussion with key officers at Service Groups implied that the function to produce action plans directly from Datix was not fit for purpose.
	Discussion with service group quality leads regarding functionality of DATIX action plan and feedback provided to All –Wales user group
	Issue discussed with quality leads at Once for Wales Risk Management System Implementation Group/User Group, where concerns regarding a lack of reporting functionality were highlighted. Subsequently raised at a Datix Cymru System Leads meeting, where information on approaches from health bodies across Wales was gathered for consideration

	
	4.1
	A repository for storing and sharing learning brief for NRIs is under development by the PSIIT for staff to submit learning for sharing more widely, but the progress against this has been impacted by absence/ resources within the Team.
	Development of learning brief repository for National Reportable Incidents (NRIs) via SharePoint.

	NRI and Concerns Learning SharePoint sites developed

	
	4.2
	The WRP report issued to the health board in May 2024 identified the need to improve processes around the storage and sharing of learning between the Service Groups.
	Review function of Patient Safety Congress events, to include sharing learning from Never Events and creation of learning briefs.
	Patient Safety Congress Terms of Reference have been updated to emphasise that one of its key aims is to provide a platform for the dissemination of learning

	
	4.4
	We were only provided with evidence to support the sharing of learning for two incidents. Regarding the other incidents sampled, it was stated on the Datix record that learning had been discussed with the staff members involved, and there was evidence of wider sharing of learning via local quality governance structures where appropriate. However, in some cases there was a lack of evidence of learning shared.
	Development of learning briefs following Patient Safety Congress events
	NRI and Concerns Learning SharePoint sites developed

	
	5.1
	Our review has identified variation in the reporting of learning from incidents and concerns, at both Service Group and Corporate level. We have seen some good examples where learning is identified by incident type, for instance within reporting to the NPTS Quality and Safety Group.
	NPTS to present in Quality and Safety Group on their systems for learning and assurance
	The Listening & Learning Framework is to be reviewed in the context of Listening to People, and the implementation of Organised for Success. The revised Framework will provide enhanced detail and guidance on the reporting of learning from incidents and concerns at both a Service Group/Care Group and corporate level, supporting mechanisms already in place via the Patient Safety Congress and Learning Repository. As such, this action is no longer considered relevant. The development of the Framework will be monitored via the delivery of action 1.1 of this report. 


	Director of Nursing & Patient Experience

	SBU-2425-009
Quality Assurance

Report Issued

March 2025

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	3a
	The health board’s Quality Strategy sets out the responsibility of Service Groups for undertaking assurance activity and audits. Evidence to support the existence and outcomes of these assurance arrangements has been limited.

Further, no information was provided to support the work completed on the Healthcare Monitoring System (HCMS) prior to the introduction of AMaT. There is currently no reporting on the completion, results nor action status of Service Group level audits across the health board.

Whilst recognising that the health board is still in the process of rolling out the AMaT system on a phased basis, and in the absence of any previous information, a review of the October 2024 data from the AMaT system noted that out of the total 807 audits available for completion across the Service Groups, only 476 (59%) had been completed. There are gaps on completion across each Service Group.
	Service Group directors will provide reports to each Patient Safety and Compliance Group meeting of assurance visits undertaken, and the status of open actions from previous visits, using the Health Board tool in the period and the outcome.
	Work is currently underway to fully review the Health Board’s systems for gathering assurance from Wards and other clinical areas, and the efficacy of our current tool in the context of wider work to develop ward accreditation systems. The outcome of this work will be presented to the Quality & Safety Group in November 2026. Noting the foregoing, the Director of Nursing & Patient Experience has requested that this action be closed as it relates to systems and processes which are in the process of being reviewed and revised.

	
	3b
	
	Service Group Directors will include the number and outcome of their assurance visits as part of their routine reporting to Quality & Safety Committee.
	


	Director of Nursing & Patient Experience

	SBU-2526-011
Management

Of NRIs

Report Issued

January 2026

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	The health board’s framework for managing concerns and complaints is in transition following amendments to the Concerns, Complaints and Redress Arrangements (Wales) Regulations 2025 and the introduction of Listening to People. While the announcement is recent, there is an opportunity for the health board to begin developing an implementation plan to ensure readiness for this change.
	Develop and implement a Listening to People transition plan to ensure readiness for the April 2026 deadline.
	LTP implementation plan was presented to the March 2026 meeting of the LTP Board. The Head of Quality and Safety has provided assurance that the plan was approved at that meeting. A further update against the plan was provided to the June 2026 meeting.

	
	1.3
	The health board’s framework for managing concerns and complaints is in transition following amendments to the Concerns, Complaints and Redress Arrangements (Wales) Regulations 2025 and the introduction of Listening to People. While the announcement is recent, there is an opportunity for the health board to begin developing an implementation plan to ensure readiness for this change.
	Include a communication and education strategy to raise awareness and embed the principles of the new approach across staff.
	Engagement events and facilitated sessions held with service groups, including process mapping workstream. Presentation also held at HB-wide Patient Congress Event. LTP intranet resource page developed, communication plan established, printable resources shared with service groups

	
	1.4
	The health board’s framework for managing concerns and complaints is in transition following amendments to the Concerns, Complaints and Redress Arrangements (Wales) Regulations 2025 and the introduction of Listening to People. While the announcement is recent, there is an opportunity for the health board to begin developing an implementation plan to ensure readiness for this change.
	Ensure progress is monitored and reported through appropriate governance channels to maintain accountability and timely delivery.
	Updates on progress against the implementation plan are provided to the Listening To People Programme Board

	
	3.2
	While processes for reporting and investigating NRIs are established and generally well-governed, timeliness remains a significant issue. Although delays are documented on the Patient Safety Incident Investigation Team (PSIIT) master spreadsheet, they are not consistently recorded on Datix as required.
	Governance Oversight: Include overdue NRIs in routine reports and escalate persistent delays to Executive level.
	Summary reports on overdue NRIs are received at PSCG and Quality & Safety In-Committee

	
	4.4
	While a reporting framework for NRIs exists and incidents are escalated through appropriate governance forums, there is insufficient evidence that post-investigation actions are consistently tracked or linked to specific NRIs. Action plans reviewed at Service Group level could not be reconciled to sampled incidents.
	Alignment with existing work on learning dissemination to avoid duplication and strengthen assurance through Patient Safety Congress function to include learning from Service Group NRIs.
	Patient Safety Congress TOR revised to include learning from NRIs


	Director of Insight, Communication & Engagement

	SBU-2526-029
Strategic Equity Plan

Report Issued

Sept. 2025

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	3.1
	Further work is required to ensure the new Integrated Impact Assessment (IIA) tool is fully embedded across the organisation.
	Complete the implementation of the new Integrated Impact Assessment (IIA) tool, ensuring it is embedded consistently across all relevant policy, service, and strategic decision-making processes. To be supported with a presentation to Board post the Development Day on the SEP, as agreed at the July 2025 Board meeting.
	The Integrated Impact Assessment is now fully integrated within Health Board processes, as evidenced by revision of the Board and Committee Reporting Template, and updates to the Health Board Policy on Policies

	
	3.4
	The Policy on Policies will also require review and updating to reflect the implementation of the IIA tool and ensure alignment with the health board’s broader governance and decision-making processes.
	Update the Policy on Policies to reflect the introduction of the IIA and ensure alignment with the health board’s governance framework.
	The Policy on Policies has been reviewed and appropriately updated, and was approved at the May 2026 meeting of the Board

	
	5.2
	An Annual Equality Report has not been published since 2024, when a report covering the period 2022–23 was issued.
	The Annual Equality Report will be reinstated immediately, covering both workforce data and progress against strategic equality objectives. This will align the health board with other NHS Wales organisations and meet statutory duties.
	The Annual Equality Report 2024-25 is available via the Health Board Website.


	Director of Public Health

	SBU-2526-017
Vaccination & Immunisation

Report Issued

November 2025

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	2
	While both the Strategic Immunisation Plan and the Vaccine Equity Strategic Plan outline goals and methods, these are generally high-level and lack consistent application of the SMART framework, particularly in terms of measurable indicators and defined timeframes. 

Whilst the transition of the Vaccine Equity Strategic Implementation Plan from annual to quarterly planning is a pragmatic step to enhance monitoring and responsiveness, the revised quarterly plan does not fully reflect the structure and content of the annual plan, which clearly mapped actions to strategic priorities. Further, similarly to the strategic plans, the implementation plan lacks consistent application of the SMART framework.
	Review and revise the goals and methods in both the Vaccine Equity Strategic Plan and the Strategic Immunisation plan to ensure they are SMART.

Review and revise the quarterly implementation plan to ensure it reflects the structure and strategic priorities of both the Vaccine Equity Strategic Plan and Strategic Immunisation Plan.

Rework both the Strategic Immunisation Plan and quarterly implementation plan to ensure all objectives and actions are SMART.

Create a standardised template/dashboard for tracking progress across both the Vaccine Equity Strategic Plan and Strategic Immunisation Plan.
	Progress Tracking log created and updated with current developments on the progression of key actions identified from the audit report. Tracker broken down into 4 quarters, providing overall updates across both the Strategic Immunisation Plan and the Vaccine Equity Strategic Plan. Reviewing the developments and progress planned into our strategic group meetings for overall monitoring and assurance in completing our key identified targets.


	Director of Planning & Partnerships

	SBU-2526-007
Escalation Action Status

Report Issued

March 2026

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	The health board’s Targeted Intervention (TI) governance structures, originally established to oversee improvement in escalated areas, have been stood down or paused with oversight reverting to business-as-usual groups. Comparison with other NHS Wales organisations noted more formal arrangements.
	Conduct a benchmark analysis to identify suitable elements from other NHS Wales organisations for adoption within the health boards own response.
	The Board workshop and PAF show that the Health Board has benchmarked its approach against the Welsh Government/NHS Wales direction for standardised, risk-based performance reporting, and has adopted formal arrangements through the new governance map, lead committee model, escalation levels and metric prioritisation. The workshop explicitly records that Welsh Government is moving towards standardised reporting and that the Board needs clearer sight of risk, assurance, recovery confidence and accountability.

	
	1.2
	The health board’s Targeted Intervention (TI) governance structures, originally established to oversee improvement in escalated areas, have been stood down or paused with oversight reverting to business-as-usual groups. We could not identify these changes being reported to the board, and our review of terms of reference for those groups noted they do not consistently reflect responsibilities for escalation-related actions. Further changes to the health board’s escalation status have followed, notably the additional escalation of Finance and Strategy, which fall outside the remit of the original Senior Responsible Officer (SRO). Despite this there has been no formal reassignment or clarification of executive-level accountability. This has resulted in a lack of clarity regarding who holds ultimate responsibility for addressing specific escalated issues.
	Clarify the escalation governance structure and confirm to the board:

· The dedicated TI/EM structures, or revision of business-as-usual groups terms of reference to ensure they include specific responsibilities for escalation related actions and reporting.
· Including relevant accountability at executive level.
	The escalation governance structure is now defined in the PAF. It confirms formal escalation levels, Executive/committee/Board routes, automatic internal escalation when Welsh Government places an area into Level 3–5, and reporting to Executive Board, lead committee and Board through the IPR. The PAF also confirms the current Welsh Government escalation position, including Level 4 for finance, strategy and planning, UEC, cancer, HCAIs, maternity/neonatal services, and Level 3 for planned care and CAMHS.

	
	2
	The Welsh Government’s Escalation framework outlines several requirements the health board must action and demonstrate, these include:

· To produce an enhanced monitoring/targeted interventions plan in response to the areas of concern
· Consolidate previous performance reviews and improvement plans into one core document
· Work with and implement the recommendations from national programmes, and realisation of Getting It Right First-Time opportunities.
· Assessment of patient feedback, concerns, complaints and incidents features within de-escalation criteria, but reports have not contained details against such.

Of the escalated areas we could only see one service which had undertaken a self-assessment against the wider escalation framework (Maternity and Neonatal services).
	Production of a single escalation response plan, which combines: 

· Operational actions in alignment to the escalation framework requirements.
· Maps actions to the priorities and recommendations of national programmes.
· Includes assessment of patient feedback, concerns, complaints and incidents.
	The PAF now acts as the single operating framework for performance, assurance, escalation and accountability, connecting the Annual Plan, Welsh Government accountability interface, Recovery & Sustainability programme and Board reporting. It also requires patient experience, complaints, concerns, compliments, engagement feedback and staff feedback to be drawn into performance reporting where relevant, addressing the previous gap around qualitative intelligence. A single detailed escalation response plan has been submitted to Welsh Government and is being managed through the Welsh Government’s escalation board. Escalation plan was shared with WG on 13th May in the first Escalation Board Meeting

	
	3.4
	While trend data is available within the detail of the IPR and TI dashboard, summary reporting does not currently highlight where a de-escalation trigger has previously been met. Expanding the IPR to outline this in a clearer way would offer a more rounded view of performance and escalation history
	Inclusion of additional performance narrative within performance reporting (see ‘Performance Overview’ within Appendix B).  
	The May 2026 IPR now opens with a summary of performance against SBUHB Breakthrough Objectives and Welsh Government Oversight & Escalation criteria, followed by detailed updates against those escalation criteria. This addresses the recommendation to make de-escalation performance more visible in summary reporting.

	
	4.1
	The health board’s Performance and Assurance Framework, most recently updated in May 2025, outlines the scrutiny and accountability arrangements for internal escalation. It notes that these processes are intended to operate in parallel with those established by Welsh Government. However, the framework does not clearly define the expected organisational response to external escalation.
	Revise the Performance and Assurance framework to include clear protocols, roles, and responsibilities for responding to external escalation.
	The PAF now includes clear protocols for responding to external escalation. It states that any Welsh Government Level 3, 4 or 5 escalation automatically triggers internal escalation, requires reporting to Board and the relevant lead committee, and, where appropriate, enhanced information, recovery plans, deep dives and Delivery Unit support.

	
	4.2
	There is limited practical guidance on how escalation should be managed, reducing consistency and assurance in the health board’s approach.
	Guidance which translates the Performance and Assurance framework into actionable steps for service leads and operational managers.
	The PAF translates escalation into operational steps: service groups must maintain delivery plans, recovery plans must distinguish completed, in-progress, at-risk and decision-required actions, and accountable leads must explain slippage, further action and whether escalation should increase. Monthly service group reviews are also specified, chaired by the COO, with agreed action notes and a forward-looking quarterly recovery focus.

	
	6.1
	Review of the July 2024 Targeted Intervention and May 2025 Escalation and Oversight reports identified these contained the same actions listed under the heading of planned care, indicating limited progression in the scope and specificity of reported actions. The May 2025 report reiterated actions from the earlier report without substantive updates or revised status.
	Ensure that each escalation and oversight report includes updated, specific actions reflecting current initiatives.
	The May IPR now includes updated planned care performance against de-escalation criteria, including 52-week outpatients, 26-week outpatients, 36-week pathways, follow-ups, diagnostics, endoscopy, NOUS/MRI and therapies. It also includes current actions and risks rather than repeating historic COO oversight text.

	
	6.2
	The May 2025 Escalation and Oversight report continued to reference COO oversight meetings that had been stood down in December 2024 ahead of de-escalation.

	Update reporting templates and narrative to reflect current governance structures.
	The governance route has been updated through the PAF, replacing outdated references with current monthly Service Group Performance and Accountability Reviews, Executive Board reporting, lead committee reporting and IPR escalation updates

	
	6.3
	The COO regularly presents the Escalation and Oversight report to PFC and provides a summary of actions underway to support performance within planned care. More recently these have included the deployment of a mobile endoscopy unit to address particular challenges within that area, but this is not captured within the listed actions. Similarly, the de-escalation criteria includes the need for the health board to progress Outpatient transformation, which has not featured within the list of ongoing actions.
	Cross-reference reported actions with de-escalation criteria to ensure all required areas, such as outpatient transformation, are actively addressed and visible in reporting.
	The May IPR now directly references outpatient transformation-type actions, including outpatient clinic utilisation, template variation, pathway validation, patient-initiated follow-up, GIRFT/CIN improvement work and demand/capacity oversight

	
	8.1
	Review of documentation confirmed the operation of the Gold Clostridioides difficile (C. diff) High Incidence Management Group (HIMG) between September 2024 and June 2025, supported by regular Silver (Service Group) reporting. However, the Gold HIMG is currently paused following the departure of its Chair, the Deputy Executive Medical Director, in May 2025.
	Identify and appoint a suitable senior clinical leader to chair the Gold HIMG, ensuring continuity in oversight and strategic response to high incidence C. diff cases.
	The meetings have been reinstated and are now chaired by the interim Executive Medical Director.


	Director of Planning & Partnerships

	SBU-2324-004
Decarbonisation

Report Issued

May 2024

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	4.1
	DAPs should be supported by funding strategies e.g., differentiating between local / national funding, revenue, or capital funding. The health board continues to prioritise schemes and bid for additional resources against existing funding streams; however, there remains a material risk that such is unaffordable noting the current financial climate and considering total funding requirements across NHS Wales. 

Funding needs have been identified (circa £65m for capital build requirements), but it is noted that not all pipeline projects have a cost allocated. Further, these do not currently consider Neath Port Talbot Hospital, due to the Private Finance Initiative (PFI) arrangement in place which sets it apart from the remainder of the health board’s estate.
	The health board should finalise its long-term financial model for the financial support required to support the decarbonisation programme to provide assurance to the Board regarding achievement of the Welsh Government targets. A clear timeline should be determined for undertaking this exercise, with progress monitored at a relevant forum.
	The Executive Team, Performance & Finance Committee and Board receive biannual progress reports on the Strategic Delivery Plan. These reports are scrutinised at committee level prior to submission to the NWSSP DCR team. They provide assurance that action owners are progressing their assigned actions within the constraints of either existing or secured additional funding.

It is not considered efficient for the Health Board to independently cost the plan at this stage. Undertaking such an exercise would require additional resources, and any resulting costings would likely have a short validity period (approximately three months). In the absence of available funding to implement costed actions, the expenditure associated with this exercise would not represent value for money.

Should Welsh Government (WG) develop a costed plan or release funding to support delivery, the Health Board will review the actions within the local Climate Action Plan and make any necessary revisions in collaboration with the respective action owners to ensure alignment.

	Director of Planning & Partnerships

	SBU-2425-005
Business Continuity Management

Report Issued

July 2025

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	7b
	Work is in progress in developing standardised communication statements, but while the communications process for warning and informing is included in the Overarching Major Incident Procedure, there is no dedicated communications strategy.
	A communications strategy will be developed to support 

emergency preparedness and response to an incident.
	Crises Communication Plan now in place.


	Director of Allied Health Professionals & Health Sciences

	SBU-2425-016
Mortuary Services

Report Issued

January 2025

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	4.1
	Originally, regionalisation of the mortuary services was conceived as a separate workstream within the programme focusing on the capital build. The scope was extended to encompass staffing issues at HDUHB and the ODN, but mortuary now forms part of the Regional Pathology Cellular Pathology Working Group. This has resulted in gaps within the project management process as there is no clearly defined project scope outlining roles and responsibilities.
	We will ensure that the scope of the regionalisation of the mortuary services is clearly detailed along with roles and responsibilities. 

Review existing HTA regional and regional meetings and focus on HTA issues and utilise new operational groups to discuss regional mortuary operational matters.
	June 2026: The revised Terms of Reference for the SWW Cellular Pathology Operational Group (CP-OG) confirm that they will support the Cellular Pathology Teams to manage the transition to a single consolidated service. This includes ongoing operational issues where both services have interdependencies i.e – Mortuary. A diagram of the revised governance structure provided by the Service Planning Manager confirms that the CP-OG reports to the SWW Cellular Pathology Steering Group. The Steering Group Terms of Reference state that it operates under the oversight of the Regional Joint Committee, and will provide regular progress updates, key decisions, and risks for escalation where necessary.

	
	4.2
	Additionally, the terms of reference provided for the cellular pathology working group are dated 2022 and would benefit from a review as the document details that, “arrangements shall be reviewed on at least a 6 monthly basis.”
	Terms of reference for the cellular pathology working group will be reviewed and approved.
	The Terms of Reference for the SWW Cellular Pathology Operational Group (formerly Working Group) have been reviewed and updated

	
	5
	The Transitional MoU details key leadership roles for ODN delivery, including the Regional Pathology Network Director; Network Clinical Director and the Pathology Transformation Programme Director. While job descriptions have been prepared, there has been no recruitment into these posts which will result in a lack of continuity when the Regional Pathology Programme Director’s two-year secondment ends in February 2025. It may also result in the health boards being unable to go live with the ODN from April 2025 as planned (a review is currently being undertaken to assess the readiness of the Network).

During our audit, there was a reliance on the Regional Pathology Programme Director to provide operational documentation rather than the wider programme evidence he was responsible for. Key issues and lessons learnt relating to the programme have not been documented.
	We will ensure that all key issues and lessons learnt relating to the programme are documented. These will be shared at the Regional Management Meeting and Regional Mortuary Operations meeting (see key finding 4) to ensure they are considered and amendments made / changes embedded as the programme progresses.
	A Lessons Learned Report was presented to the May 2026 meeting of the Regional Cellular Pathology Operational Group. The purpose of this document was to formally capture and articulate the challenges, risks, and practical realities experienced by the Regional Mortuary Management team during the first two years of regionalisation, ensuring that the operational, digital, governance, workforce, and infrastructure issues encountered are clearly documented. It is to be used to highlight past learning and inform addressing the current challenges and future service design for SWW Cellular Pathology. The document will now be discussed at the July 2026 Operational Group meeting, with the agreed risks and actions then being included in the overall programme RAID log.

	
	8
	A Communications & Engagement Plan was developed in July 2022 to ensure there is regular engagement of the Regional Pathology Programme. Thirteen actions are detailed within the Plan, but there are no clear timescales for delivery.

Noting the passage of time from the release of the Plan, there is scope for such to be reviewed and updated as well as to confirm the reasonableness of the actions included.
	To review Communications and Engagement plan as part of the review of the ODN implementation progress during March 2025.
	The Communication and Engagement Plan has been reviewed and revised, with input from the South West Wales Cellular Pathology Project Sterring Group


	Director of Allied Health Professionals & Health Sciences

	SBU-2324-011
Additional Learning Needs

Report Issued

January 2024

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	2.2
	To provide consistency and clarity in complying with the ALN Act, a number of policies and procedures have been developed in conjunction with the health board’s partners but have not been finalised.
Guidance should be finalised and approved by an appropriate forum, communicated to all key individuals involved in the process, and subject to a regular review with the date recorded.
	On completion, all guidance documents / Standard Operating Procedures will be brought to the ALN Steering Group via the Operational Group for approval and for direction regarding any other fora at which approval is required. Approval / ratification will then be sought through the appropriate forum as needed. Review arrangements and the mechanism for review for all documents will be formally documented.
	Standard Operating Procedures have previously been reviewed and approved by ALN Steering Group members; however, it was noted that Integrated Impact Assessments had not been undertaken. These have now been completed, with the documents brought to the ALN Steering Group meeting where they were ratified.


	Executive Medical Director

	SBU-2425-010
Mortality Reviews

Report Issued

Sept. 2024

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	4.1
	The review of the Service Groups identified a lack of reporting of Mortality Reviews: 

· Divisional reports to Morriston’s Quality, Safety & Patient Experience Group are to include detail of mortality reviews, however, we noted minimal reporting of such for the period September 2023 to July 2024.
· Review of the minutes of the Singleton/NPTSG Quality Safety & Risk meetings between January – June 2024 noted a lack of reporting and discussion relating to mortality reviews.
· From 9 September 2024 the law is changing to include undertaking a Mortality Review by the Medical Examiner for all deaths within Primary Care as a statutory requirement.
	Routine reporting to the Service Group designated groups should be undertaken through which the mortality review process is appropriately discussed and scrutinised. Monitoring of actions plans in place and communication of lessons learned should also be evidenced through these groups.
	Communication of lessons learnt as a result of mortality reviews is achieved via updates to the chair of the Learning From Deaths Panel and presentations to the Clinical Outcomes and Effectiveness Group (COEG), where all service groups are represented. Learning from mortality reviews is also presented within Service Group Q&S or Morbidity & Mortality forums, including identification of lessons learnt and changes in process. This provides evidence of action taken, as production of detailed implementation/action plans would not be appropriate in all instances.

	Executive Medical Director

	SBU-2526-012
Controlled Drugs

Report Issued

January 2026

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	7.2
	We recognise the infancy of the reporting structure, and it will take time to mature. At the October QSG meeting, only Morriston and NPT/Singleton submitted reports
	Issue formal directive that all Service Groups must submit the new CD quarterly report using the revised template by the published QSG deadlines, with guidance for completion if appropriate.
	Records of meetings evidence that SG representatives have been fully involved in developing the new reporting template and agreeing the timetable for reporting to the Quality & Safety Group.
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