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	Purpose 
In December 2023, Swansea Bay University Health Board (‘the health board’) was escalated to Targeted Intervention (TI) status by Welsh Government, following concerns across several critical service areas: Urgent and Emergency Care (UEC), Cancer, Planned Care, Healthcare Associated Infections (HCAIs), and Child and Adolescent Mental Health Services (CAMHS).
In recent years, a number of reviews undertaken by NWSSP Audit & Assurance, alongside reports issued by Audit Wales (including ‘Urgent and Emergency Care: Flow out of Hospital – West Glamorgan Region’, ‘Urgent and Emergency Care: Arrangements for Managing Demand’, and ‘Tackling the Planned Care Challenges’) have acknowledged steps taken by the health board to address these challenging areas, while recognising the need for further work to embed and sustain improvement.
This review focused specifically on the governance arrangements in place to oversee, track, and support the closure of targeted intervention and enhanced monitoring actions. It did not consider or assess the operational delivery or performance of the services subject to escalation.	
Overview
In March 2024, Welsh Government shared with the health board a formal Escalation Framework, later revised in April 2025, which set out the expected outcomes, roles and responsibilities, required actions, and criteria for de-escalation. In response, the health board initially established a series of governance groups to oversee TI areas. These groups have since been stood down, with the focus shifting toward improving performance against the de-escalation criteria. However, we found no evidence that this change in approach was formally communicated to the Board. Compared to other NHS Wales organisations, the health board’s current arrangements lack formality, and we could not identify any defined process for closing or signing off escalation-related actions. 
While actions to address performance in escalated areas are regularly reported, they represent initiatives driven at an operational level rather than a consolidated formal improvement plan aligned with the Escalation Framework. Reporting has evolved with the introduction of an Escalation and Oversight Report in March 2025, but there are limitations in the detail, ownership and follow up of actions. The health board has achieved de-escalation to Enhanced Monitoring (EM) for Planned Care and CAMHS, and performance in UEC has recently improved. However, challenges persist in meeting the de-escalation criteria for HCAIs and Cancer. Notably, some EM targets for the de-escalated services are more demanding than those required under TI.
Our review included a sample of actions taken from the May 2025 Escalation and Oversight Report, focusing on areas escalated under the Performance and Outcomes domain[footnoteRef:2], to assess their current status against reported progress.  [2:  The health board remains under Targeted Intervention in relation to Finance and Strategy & Planning. These areas are linked through the de-escalation criteria set by Welsh Government, which include the requirement for the submission of a balanced and credible three-year medium-term plan, or an acceptable annual plan in line with the current planning framework. Noting the health board was in receipt of external support to address its financial status at the time of fieldwork our review has concentrated on actions to address escalation within the Performance and Outcomes domain. The health board’s Maternity and Neonatal Services were escalated from Enhanced Monitoring to Targeted Intervention following the publication of an Independent Review in July 2025. At the time of our fieldwork, the health board had not yet received the Escalation Framework or the associated de-escalation criteria. These services were excluded from our sample of actions, but we did consider the related governance established within Audit Objective 1.] 

We have concluded limited assurance on this area. Key issues requiring management attention include:
· TI governance structures were stood down without formal communication to the Board. Oversight reverted to business-as-usual groups, whose terms of reference do not consistently reflect escalation responsibilities.
· There are a range of actions underway to address escalated areas, but we note the absence of a consolidated improvement plan as referenced in the Escalation Framework.
· Actions included within the Escalation and Oversight reports provided to the Board lack defined action ownership, timelines, and impact assessments, and do not consistently include follow up status. Historical achievement against the de-escalation criteria is not included within performance reports.
· The health board’s Performance and Assurance Framework does not provide clear guidance on how the health board should respond to external escalation of services/performance.
· Planned Care actions remain unchanged across reporting periods, with outdated references and missing updates on key initiatives reported elsewhere.
· Cancer performance reports and tumour site action plans are inconsistently maintained, with outdated entries and missing updates
· Key HCAI oversight forums, including the Gold C. diff Management Group and Executive Scrutiny Meeting, have been paused since May 2025 due to leadership changes.
· The de-escalation criteria for UEC include the assessment and learning from business continuity incidents; however, this process has not been undertaken for those reported in October 2024 and February 2025.
Full details of matters arising are detailed within the Findings & Agreed Action Plan. 

	

	Scope & Assurance Summary
	Objectives The objectives and associated assurance ratings are not necessarily given equal weighting when formulating the overall audit opinion.
	Related Findings
	Assurance

	1
	Appropriate governance arrangements have been established to manage the six domains of the NHS Wales Escalation and Oversight Framework.
	1, 2, 3, 4
	Limited
	2
	Targeted Intervention actions are only closed on approval of an appropriate forum on the basis that they are (i) supported by sufficient and appropriate evidence demonstrating completion, or (ii) subject to alternative ‘business as usual’ monitoring arrangements with mechanisms in place to provide assurance over progress and completion.
	5, 6, 7, 8
	Limited



	

		Management Actions
	Themes
	Risk Types

	2
6



   High Priority            Medium Priority
	
		

	Quality or Safety Issues
	Public Perception & Reputational Risk
	Choose an item.
	Choose an item.
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	Objective 1: Appropriate governance arrangements have been established to manage the six domains of the NHS Wales Escalation and Oversight Framework.
	Limited

	Governance 
In May 2024, the Board received an initial outline of the governance structures and work programmes established to support the health board’s response to its escalation into TI. This included a series of proposed actions aimed at improving performance in the escalated areas, alongside confirmation of leadership arrangements with the Chief Operating Officer (COO) appointed as the Senior Responsible Officer (SRO) for the TI programme. A TI Oversight Group was established to coordinate the response, supported by dedicated improvement groups across the affected areas. However, subsequent discussions with management confirmed that these TI-specific structures have since been stood down or paused. As a result, the health board has reverted to its established business-as-usual groups for continued oversight of the escalated areas. While this approach is understood to promote continuity and reduce duplication of effort, we could identify no communication to the Board of this change in approach (see Key Finding 1). 
Further escalation of Finance and Strategy has occurred since the initial arrangements were established. These fall outside the remit of the original SRO, but there has been no re-assignment or review of responsibility (see Key Finding 1). Additionally, no central programme management function was established or utilised to support the delivery and co-ordination of the TI response. Resources that could be deployed to support such a function are siloed across different Executive portfolios, which may hinder the health board’s ability to manage change in a structured and consistent manner. Our comparative review of escalation arrangements in other NHS Wales organisations identified more formalised structures that may offer clearer lines of accountability and ownership for delivering improvement actions (see Key Finding 1).
Within the groups responsible for overseeing escalated areas (UEC Programme Board, Planned Care Programme Board, Cancer Programme and Improvement Group, Infection Prevention and Control Strategic Group, Mental Health and Learning Disabilities Management Board), we noted that terms of reference included performance monitoring but held limited reference to defining their role in the formal oversight and delivery of actions related to escalation (see Key Finding 1). We understand the health board has initiated the ‘Organising for Success’ programme, which includes consideration of governance arrangements. This may provide an opportunity to strengthen the formality of its escalation arrangements.  (See Key Finding 1). Although the health board’s Performance and Assurance Framework outlines internal scrutiny and accountability mechanisms intended to operate alongside Welsh Government processes, it lacks clear guidance on the organisational response to escalation. (See Key Finding 4).
Framework and Improvement Plans 
The Escalation Framework requires the health board to develop and implement improvement plans, monitor progress against previous recommendations from both internal and external reviews, and consolidate these into a single core document. Although we could not evidence a fully consolidated plan being produced, the health board has consistently reported on actions taken to address escalated areas since the outline of its initial work programmes in May 2024. We recognise there has been a clear focus on meeting de-escalation criteria, but our fieldwork could only identify one service, Maternity and Neonatal, that had completed a self-assessment against the wider framework document. (see Key Finding 2) Our mapping of performance against de-escalation criteria (see Appendix B) also highlights that patient and service user feedback, is a key indicator, does not feature within the actions or reports provided to the Board. (see Key Finding 2). 
Reporting
Progress in addressing the de-escalation criteria has been reported through the Targeted Intervention Report, presented to both the Board and the Performance and Finance Committee (PFC). Following consultation with Independent Members, the scope of the report has been expanded since March 2025 to become the Escalation and Oversight Report, ensuring visibility of all escalated areas. Monthly updates are also provided to Management Board presented by the COO, which we understand mirror the performance updates submitted to Welsh Government. There has also been development of a TI dashboard which consolidates de-escalation performance indicators and provides a central mechanism for monitoring progress across services.   
Our review of the Targeted Intervention and Escalation and Oversight reports from May 2024 to July 2025 confirms that they regularly contain actions intended to improve performance within escalated areas. However, their effectiveness as tools for tracking progress and ensuring accountability is limited due to the current format and lack of detail in the actions listed (see Key Finding 3). The format of the Integrated Performance Report (IPR), which is presented to the Board, PFC, and Quality and Safety Committee, has recently seen improvements. It now includes clearer framing and summaries of escalated areas, and is responsive to Independent Members’ requests for ‘deep dive’ reviews of specific areas of concern. 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 (see Key Finding 3).



	Key Findings
	Risk & Impact
	Agreed Management Action 

	1
	Gaps in Escalation Governance and Accountability
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 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.
Comparison with other NHS Wales organisations noted more formal arrangements which include: 
· Hywel Dda University Health Board has implemented a governance framework for TI, including formal reporting groups, committee-assigned actions led by Executive Directors, visual assurance ratings, and escalation processes for non-engaging directorates. Oversight is supported by a 100-day planning cycle. 
· Digital Health and Care Wales (DHCW) has developed an Enhanced Monitoring Improvement Plan with defined deliverables, timetabled outputs, and programme-specific oversight, including internal audit and Welsh Government reporting. Dedicated governance structures support key areas such as digital medicines and diagnostics, with progress tracked through a stakeholder review framework and external advisory input.
· Aneurin Bevan University Health Board has adopted a hybrid approach which aligns external escalation with its internal performance management framework.
We understand the health board has initiated the ‘Organising for Success’ programme, which includes consideration of governance arrangements. This may provide an opportunity to strengthen the formality of its escalation arrangements.
	Governance changes were not formally reported, reducing Board visibility and assurance over escalation activity.

Oversight groups lack clear responsibility for escalation actions, weakening ownership and performance monitoring.
	Agreed Action:
· Conduct a benchmark analysis to identify suitable elements from other NHS Wales organisations for adoption within the health boards own response.
· 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. 

	
	
	
	Expected Evidence of Implementation:
· Benchmarking report or comparative analysis of NHS Wales organisations escalation arrangements.
· Updates escalation governance framework or structure map.
· Revised terms of reference for relevant groups showing escalation responsibilities.
· Executive accountability matrix with updated SRO descriptions or delegations.
· Board minutes confirming discussion of TI governance structures.

	
	
	Medium Priority	Officer: Head of Health Board Performance
Target Implementation Date: April 2026

	
	Theme: Governance 
	Control Design 	

	2
	Compliance with Escalation Framework Requirements
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, and commit sufficient resources to ensure that the plan deliverables are achieved.
· Consolidate previous performance reviews and improvement plans into one core document, reducing the risk of duplication, with the intention of adding value to a clear way forward.
· Work with and implement the recommendations from national programmes including the Strategic Programme of Primary Care, Six Goals for Emergency Care, Planned Care Improvement and the national diagnostic and improvement 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). 
	Incomplete implementation of the escalation framework may result in inconsistent oversight and missed opportunities for targeted improvement and reduced confidence from stakeholders.
	Agreed Action:
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.


	
	
	
	Expected Evidence of Implementation:
Approved Escalation Plan document which addresses the escalation framework requirements.
Governance group approval or endorsement

	
	
	Medium Priority	Officer: Director of Performance & Business Intelligence
Target Implementation Date: June 2026

	
	Theme: Planning, Delivery & Deadline Management
	Control Operation 	

	3
	Effectiveness of Escalation Action Reporting
The health board has consistently reported on actions taken to address escalated areas since the outline of its initial work programmes in May 2024. While escalation and oversight reports regularly include actions underway to address performance, their effectiveness as a tool for monitoring progression is limited by:
· the absence of defined action owners, timescales, and assessment of impact. 
· inclusion of the operation of oversight groups rather than formal actions. 
· lack of follow up to confirm the implementation of previously reported actions.
· lack of consistent RAG or assurance rating of the confidence for de-escalation.
The gaps identified within the current reporting mechanism contributes to lack of distinction between monitoring and delivery, and in turn reduces the clarity and accountability.
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

	The absence of clear action ownership, timelines, and impact measures limits the Board’s ability to monitor progress and gain assurance over escalation-related improvements.
	Agreed Action:
· Develop and implement an escalation plan that assigns clear action owners, sets timescales, and includes impact assessments for each reported action.
· Establish a process for verifying and documenting the completion of previously reported actions, including evidence of delivery and outcomes.
· Embed a standardised rating system within reports to assess confidence levels for de-escalation, improving transparency and accountability.
· Inclusion of additional performance narrative within performance reporting (see ‘Performance Overview’ within Appendix B).  

	
	
	
	Expected Evidence of Implementation:
Approved Escalation Plan document which includes action owner, timescale, impact and confidence.
Copies of reports to Committee and board which include action trackers and follow up status of implemented actions.

	
	
	Medium Priority	Officer: Director of Performance & Business Intelligence
Target Implementation Date: July 2026

	
	Theme: Reporting
	Control Design 	

	4
	Limited Guidance on External Escalation in the Performance and Assurance Framework
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. As a result, there is limited practical guidance on how escalation should be managed, reducing consistency and assurance in the health board’s approach.
	The absence of clear guidance on responding to external escalation within the Performance and Assurance Framework increases the risk of fragmented approaches and delayed corrective action. This could undermine accountability and operational effectiveness.
	Agreed Action:
· Revise the Performance and Assurance framework to include clear protocols, roles, and responsibilities for responding to external escalation.
· Guidance which translates the Performance and Assurance framework into actionable steps for service leads and operational managers.

	
	
	
	Expected Evidence of Implementation:
Updated framework document with new section on external escalation
Published escalation response guide
Governance group approval or endorsement

	
	
	Medium Priority	Officer: Head of Health Board Performance
Target Implementation Date: April 2026

	
	Theme: Policies & Procedures
	Control Design 	





	
Objective 2: Targeted Intervention actions are only closed on approval of an appropriate forum on the basis that they are:
i.	supported by sufficient and appropriate evidence demonstrating completion, or
ii.	subject to alternative ‘business as usual’ monitoring arrangements with mechanisms in place to provide assurance over progress and completion.
	Limited

	Our review identified that while the Escalation and Oversight Report serves as a key mechanism for tracking performance-related actions, there is currently no formal process in place to monitor the status or closure of these actions beyond their inclusion in the report. Unlike Targeted Intervention (TI) or Enhanced Monitoring (EM) frameworks, which expect structured closure procedures and formal sign-off, the actions listed in the Escalation and Oversight Report lack such governance rigour. As a result, our testing focused on assessing the status of actions reported to the Board in May 2025, specifically within the Performance and Outcomes domain across Urgent and Emergency Care (UEC), Planned Care, Cancer, and Healthcare Associated Infections (HCAI). A full list of sampled actions is provided in Appendix A.
UEC: Testing confirmed that progress against three of four sampled actions: development of a falls pathway, UEC care coordination funding application, and Anglesey ward PDSA (Plan, Do, Study, Act) tests, were consistent with the status reported. However, we noted that the community capacity review status lacked detail on outputs and timescales (see Key Finding 5). Additionally, the emphasis on performance indicators may inadvertently overlook other framework requirements, such as the assessment of business continuity incidents (see Key Finding 5).
Planned Care: The actions listed in the May 2025 Escalation and Oversight Report remained unchanged in status from those previously reported in the July 2024 TI report. Notably, the report continued to reference oversight dashboards and Chief Operating Officer (COO) meetings, despite the latter being stood down ahead of de-escalation in December 2024 (see Key Finding 6). Regional working reports presented to the Planned Care Board indicated slow progress in advancing the regional Orthopaedics programme. However, the transfer of SRO responsibilities to the COO from July 2025, mirrored by a similar arrangement by Hywel Dda University Health Board, may help accelerate regional collaboration. 
Cancer: Performance reports for four tumour sites were reviewed in line with oversight arrangements outlined in the May 2025 report. These reports demonstrated detailed breach-level analysis. However, action plans varied significantly in format and timeliness. For example, the Lung tumour site had no updates since May 2025; Lower GI continued to face unresolved RAG rating queries from April 2025; and Urology, which had the highest number of breaches, received a revised plan in September 2025, replacing a plan that had not been updated since early 2024 (see Key Finding 7). We were informed that the newly appointed Assistant Director of Operations for Planned Care will assume responsibility for Cancer performance, with a review of tumour site plans scheduled for October 2025.
HCAI: Review of documentation confirmed that the Gold Clostridioides difficile High Incidence Management Group (HIMG) operated from September 2024 to June 2025, supported by regular Silver-level reporting. However, the group is currently paused following the departure of its Chair in May 2025. The Executive HCAI Scrutiny Meeting, established in May 2024, is also on hiatus due to the same leadership change. (see Key Finding 8). An action previously reported to establish and pilot a C. diff risk stratification project has been superseded by a formal C. diff governance framework, which has been approved by Management Board in June 2025, and was in the early stages of implementation at the time of fieldwork closing. We noted an action relating to increased collaboration between IPC and support services was evidenced through support provided to address cleaning standards within Morriston Emergency Department. 
Ongoing performance
In February 2025, both Planned Care and CAMHS were successfully de-escalated to EM status, reflecting positive progress in these areas. More recently, improvements have also been observed within UEC, attributed to the implementation of the PDSA test of change. However, as detailed in Appendix B, consistent achievement of de-escalation criteria remains challenging, particularly in Cancer and HCAI. It is also important to note that the targets set under the Enhanced Monitoring de-escalation criteria for Planned Care are more ambitious than those previously applied under TI, which may impact sustainability of progress.



	Key Findings
	Risk & Impact
	Agreed Management Action 

	5
	Incomplete Oversight of UEC Escalation Actions and De-escalation Requirements.
Community Services Review - Between July 2024 and January 2025, Board updates repeatedly referenced the review of community capacity and operating models. However, no additional narrative or evidence of progress was provided. Although the May 2025 update noted the establishment of a dedicated workstream, it has not featured within subsequent updates, and there is no reference to outputs or timelines. In September 2025, the UEC Programme Board received a verbal update confirming that an external reviewer had been commissioned, with an initial report anticipated within three months.
Business Continuity Incident Assessments - The de-escalation criteria for Urgent and Emergency Care (UEC) require the Health Board to assess declared Business Continuity Incidents (BCIs), including analysis of causes, actions taken, and lessons learned. While two BCIs have been reported to the Board (28 October 2024, 10–13 February), there is no evidence that formal assessments were undertaken, or that any lessons learned were shared with the UEC Programme Board.
	Lack of consistent reporting of action status and failure to address criteria may increase the risk of repeated service pressures and impact future de-escalation.
	Agreed Action:
· Ensure that progress on the Community Services Review is consistently reported to the Board, including timelines, deliverables, and outputs from the commissioned external review
· Implement a structured assessment process for future BCIs, including root cause analysis, actions taken, and lessons learned, in line with UEC de-escalation criteria, which are reported to the UEC Programme Board.

	
	
	
	Expected Evidence of Implementation:
Board papers confirming continuation of the action with timeline/status until completion.
UEC Programme Board minutes referencing BCI assessments
Action logs showing implementation of lessons learned

	
	
	 Medium Priority
	Officer: Associate Director Unscheduled Care
Target Implementation Date: June 2026

	
	Theme: Performance Monitoring
	Control Operation 	

	6
	Repetition and Gaps in Planned Care De-escalation Reporting
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, and continued to reference COO oversight meetings that had been stood down in December 2024 ahead of de-escalation. 
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.
	Insufficient and outdated action reporting may compromise assurance over planned care progress, weaken accountability, and reduce the effectiveness of oversight mechanisms.
	Agreed Action:
· Ensure that each escalation and oversight report includes updated, specific actions reflecting current initiatives.
· Update reporting templates and narrative to reflect current governance structures.
· Cross-reference reported actions with de-escalation criteria to ensure all required areas, such as outpatient transformation, are actively addressed and visible in reporting.

	
	
	
	Expected Evidence of Implementation:
Revised planned care action list included within de-escalation plan, inclusive of outpatient transformation. 
Action status tracker embedded in reports
Mapping document showing alignment of actions with de-escalation criteria


	
	
	Medium Priority	Officer: Director of Performance & Business Intelligence
Target Implementation Date: July 2026

	
	Theme: Performance Monitoring
	Control Design 	

	7
	Cancer Escalation – Performance Reports & Tumour site Action Plans
The Escalation and Oversight reports have regularly referenced weekly performance review meetings held with tumour site leads, and targeted actions to improve cancer pathway performance. However, our review noted inconsistencies in the documentation and maintenance of both performance reports and tumour site action plans.
Performance Reports: Reports for Lung (Thoracic Medicine and Thoracic Surgery), Lower Gastrointestinal (Lower GI), Oral and Maxillofacial Surgery (OMFS), and Urology tumour sites were reviewed. While these reports provided detailed information on current patient breaches, the following issues were noted:
· Escalation/Issue Entries: Lower GI, OMFS, and Thoracic Medicine included escalation or issue entries, but none were dated, limiting traceability.
· Urology included entries referencing 2024, with no evidence of more recent updates.
· Action Logs: Only Urology included a single, undated action entry, all others held no ongoing actions.
Tumour Site Action Plans: Action plans referenced in the May 2025 Escalation and Oversight report were reviewed for currency and completeness. The following variations were identified:
· Lung (Thoracic Medicine and Thoracic Surgery): Action plans had not been updated since May 2025.
· Lower GI: Included RAG ratings that had been subject to internal challenge in April 2025. We could see no update to follow which addressed these.
· Urology: Identified as the pathway with the highest number of breaches. A revised action plan was developed in September 2025, replacing a version that had remained unchanged since early 2024.
A newly appointed Assistant Director of Operations for Planned Care is expected to assume responsibility for Cancer Services, with a review of all tumour site action plans scheduled for October 2025.
	Inconsistent report content and outdated tumour site planning may hinder effective oversight of cancer pathway performance. This limits the ability to track,  progress, identify issues and implement timely improvements, potentially delaying service recovery and impacting patient outcomes.
	Agreed Action:
· Introduce a consistent reporting template across all tumour sites that includes dated escalation entries, current breach data, and a regularly updated action log.
· Establish a formal schedule for reviewing and updating action plans, ensuring they reflect current challenges, progress, and internal feedback (e.g., RAG rating revisions).

	
	
	
	Expected Evidence of Implementation:
Approved standardised performance report template
Completed reports for each tumour site using the new format
Updated action plans with version history
Updated de-escalation plan and oversight report reflecting reviewed plans

	
	
	 High Priority
	Officer: Director of Performance & Business Intelligence
Target Implementation Date: April 2026

	
	Theme: Performance Monitoring
	Control Operation 	

	8
	Suspension of Key HCAI Oversight Forums
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. Similarly, the Executive HCAI Scrutiny Meeting, established in May 2024 to provide strategic oversight, is also on hiatus following the same leadership change.
	The suspension of key HCAI oversight forums may weaken strategic focus on infection prevention and control, delay escalation of emerging risks, and reduce assurance over organisational response. This could impact the Health Board’s ability to maintain safe care environments and respond effectively to high-incidence infections.
	Agreed Action:
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.
Re-establish the Executive HCAI Scrutiny Meeting.

	
	
	
	Expected Evidence of Implementation:
Meeting schedule and agenda for reinstated Gold HIMG
Executive endorsement or governance approval of Executive HCAI Scrutiny Meeting.
Attendance records and minutes from resumed meetings

	
	
	High Priority	Officer: Head of Health Board Performance
Target Implementation Date: March 2026

	
	Theme: Governance 
	Control Operation 	
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	Escalated Area
	Audit Reference
	Action detail within the Escalation and Oversight Report (May 2025)
	Conclusion

	UEC
	1
	Review of community capacity and operating models – workstream established, led by Director of Nursing, PCT, reporting into community and older persons board.
	See Key Finding 5

	
	2
	Falls Pathway – Plan to commence February 2025 – enhanced opportunity via the Care Co-ordination Hub PDSA above linked to Hub
	Satisfactory

	
	3
	UEC Care co-ordination Hub – Funding application submitted to Six Goals to extend the role and function of the UEC care coordination hub over the seven-day period.
	Satisfactory

	
	4
	Anglesey Ward – Opening on 2nd June 2025 for a period of six weeks as a key enabler to run six PDSA tests of change across the UEC pathway.   
	Satisfactory

	Planned Care
	5
	Robust monitoring via live dashboards
	Partial - see associated Key Finding 6

	
	6
	Bi-weekly oversight meeting chaired by the Chief Operating Officer
	See Key Finding 6

	
	7
	Regional orthopaedics programme ongoing to provide capacity for patients not suitable for surgery at NPTH to reduce demand for Morriston Hospital services.
	Satisfactory

	Cancer
	8
	Weekly performance reviews with all tumour site leads, chaired by the Deputy Chief Operating Officer and/or Cancer Performance and Information Manager.
	See Key Finding 7

	
	9a
	Further actions/improvement in Skin, particularly to mitigate increased seasonal demand
	Satisfactory

	
	9b
	Lower Gastroenterology, to decision to treat and pre-assessment
	See Key Finding 7

	
	9c
	Urology diagnostics and increasing robotic capacity
	

	
	9d
	Further actions/improvement in Lung.
	

	HCAI
	10
	Gold C. difficile High Incidence Management Group continue, with Silver Groups reporting into Gold.
	See Key Finding 8

	
	11
	The C. difficile risk stratification project will focus on top 5 patient risks and pilot use in one ward to inform antimicrobial prescribing choices. 
	Alternative action progressed

	
	12
	Collaboration with Domestic Services and Infection Prevention & Control on improving processes and governance for enhanced cleaning during Periods of Increased Incidence.
	Satisfactory


*Our sample of services escalated under Performance and Outcomes domain has not included actions for CAMHS noting the action ‘Recruitment of substantive CAMHS nurses to support a more resilient workforce model and improve compliance with Mental Health Measure targets’ remained unchanged across the period to May 2025. A review of CAMHS transition was undertaken in 2024/25 (SBU-2425-14) assigning it reasonable assurance.
[bookmark: _Toc211856090]Appendix B: Summary of Escalation performance
	Escalated Area
	Criteria to Achieve
	Baseline ( November 2023)
	De-escalation criteria 2024 (2025 amendment)
	June 2024
	August 2025[footnoteRef:3] [3:  August 2025 performance data reported within September 2025 unless noted otherwise (CAMHS)
] 

	Performance overview

	UEC
	A continuous reduction of ambulance handovers over an hour of at least 11% in three consecutive months and maintained for 3 months (Based on quarter 2 and 3 2023 baseline).
	724
	510
	15.10%
	111[footnoteRef:4] [4:  Since December 2024, health board reporting against this indicator has been for total number of handover hours rather than the % reduction.] 

	Recent improvements have seen the de-escalation criteria met for June - August 2025.

	
	Continuous improvement towards no more than 7% of patients waiting over 12 hours at each individual site and across the health board.
	9.60%
	7%
	8.40%
	8.71%
	Only once under 7% (September 2024 - 6.8%) 

	
	Median time from arrival at an emergency department to assessment by a clinical decision maker should not exceed 60 minutes.
	27
	60 mins or less
	76.80%
	89.20%
	Only one month (June 2025) has met this target, has been consistently above 80% since January 2025.

	
	A continuous reduction in delayed pathways of care of 5% for three consecutive months and then maintained for three months (based on Oct-Dec 23 baseline).
	205
	176
	262
	178
	No, whilst there has been reductions across months (March 2025 saw 19%) these have not been maintained and the target of 176 has not been met.

	
	Assessment of declared BCIs, including reasons why, actions taken, and lessons learnt.
	As required
	As required
	One BCI noted
	February 2025 & March 2025 BCI noted
	No - see Key Finding 5

	
	Proportion of all Wales responses to ED patient experience survey received by SBUHB
	N/a
	>12%
	Not reported
	Not reported
	Not reported - see Key Finding 2

	
	Average Experience rating to ED Patient Experience survey
	N/a
	>7.47
	Not reported
	Not reported
	

	
	Assessment of health board response and handling of concerns, complaints, incidents and patient experience feedback related to UEC
	Not reported
	

	Planned Care
	Open outpatient pathways to be waiting less than 52 weeks and maintained for 3 months. (Removed 2025)
	100%
	100%
	100%
	No longer within criteria
	Removed through de-escalation

	
	Open pathways to be waiting less than 104 weeks and maintained for 3 months.
	95.60%
	100%
	98.40%
	100%
	Yes, consistently met and maintained April 2025 - August 2025.

	
	Open pathways to be waiting less than 52 weeks and maintained for 3 months.
	85.30%
	85%
	85%
	No longer within criteria
	Removed through de-escalation

	
	Percentage of R1 ophthalmology patient pathways to be waiting within or no longer than 25% of their target date for an outpatient appointment and maintained for 3 months.
	63.10%
	65% (68%)
	69%
	76.16%
	Yes, above target June 2024 - August 2025.

	
	Patients waiting for a diagnostic endoscopy to be waiting less than 8 weeks and maintained for 3 months.  
	23.10%
	85%
	25.16%
	34.57%
	No - c.38% reported in February - April 2025

	
	Patients waiting for a NOUS and non-cardiac MRI to be waiting less than 8 weeks and maintained for 3 months.
	84.15%
	80% (85%)
	99.93%
	98.92%
	Yes, above target June 2024 - August 2025.

	
	Number of patients delayed by 100% for their follow up appointment in three consecutive months and maintained for 3 months (Based on the November 2023 baseline.)
	41727
	25626 (12% reduction vs November 2024 baseline)
	100%
	+12.17%
	No, recent increases noted - best performing month was January 2025 with a 6.7% reduction.

	
	Patients waiting for therapies to be waiting less than 14 weeks and maintained for 3 months.
	96.60%
	85% (90%)
	100%
	100%
	Yes, performance in excess of de-escalation criteria June 2024 - August 2025.

	
	Continuous improvement towards 75% of all open outpatient pathways waiting less than 26 weeks. (Added 2025)
	 
	75%
	 
	72.86%
	No - new measure not yet met.

	
	Open pathways to be waiting less than 36 weeks and maintained for 3 months. (Added 2025)
	 
	80%
	 
	73.18%
	No - new measure not yet met.

	
	Open Outpatient pathways to be waiting less than 26 weeks and maintained for 3 months. (Added 2025)
	 
	75%
	 
	72.86%
	No - new measure not yet met.

	
	Patients waiting for a diagnostic test to be waiting less than 8 weeks and maintained for 3 months. (Added 2025)
	 
	85%
	 
	81.31%
	No - new measure not yet met.

	
	Assessment of health board response and handling of concerns, complaints, incidents and patient experience feedback related to Planned Care. (Added 2025)
	Not reported
	Not reported - see Key Finding 2

	Cancer
	Performance maintained for 3 months against the Single Cancer Pathway (SCP) target.
	57%
	60%
	59%
	61%
	The 60% performance target has been achieved on six separate occasions: June 2024, November 2024, December 2024, March 2025, April 2025, and July 2025. However, these instances were not sustained over the required three-month periods, and therefore do not meet the de-escalation criteria. 

	HCAI
	Stabilisation of the increased trajectory of cases of HCAI and evidence of continuous improvement accompanied by a strong QI approach and plan that has oversight and monitoring by board Quality Safety (Q&S) Committee and Board.
	 
 
Reported ‘Embedded Quality Improvement approach in this area, monitored closely via Q&S Committee and Board.’
	N/a

	
	The health board to have a clear improvement plan based on a root cause analysis to address the issue of hospital onset HCAIs.
	 
 
Reported as ‘in place’
	Actions reported through Escalation and Oversight report.

	
	C-Diff: reduce the number of hospital onset infections by 40% and maintain for 3 months (from a baseline of the average number of cases in quarter 3 of 10 cases to no more than 6 per month)
	10 (per month)
	6< (Reduce by 40%)
	9
	9
	No, only May 2025 under target, has been as high as 19 in October 2024 and January 2025.

	
	Staph aureus: reduce the number of hospital onset infections by 25% and maintain for 3 months (from a baseline of the average number of cases in quarter 3 of 4 cases to no more than 3 per month)
	4 (per month)
	3< (Reduce by 25%)
	4
	4
	No, only September 2024 & March 2025 under target, has been as high as 8 in August 2024 and July 2025.

	
	E-coli: reduce the number of hospital onset infections by 20% and maintain for 3 months (from a baseline of the average number of cases in quarter 3 of 5 cases to no more than 4 per month)
	5 (per month)
	4< (Reduce by 20%)
	6
	5
	No, only September 2024 under target, and has been as high as 9 in January 2025 and July 2025

	
	Klebsiella: reduce the number of hospital onset infections by 10% and maintain for 3 months based on 2017/18 figures (baseline – 54 cases in 2017/18, reduce to average of at most 4 per month)
	4 (per month)
	4< (Reduce by 10%)
	6
	5
	No, only November 2024 and February 2025 under target, with 7 reported in June 2025.

	CAMHS
	Local Primary Mental Health Support Service (LPMHSS) mental health assessments undertaken within 28 days from the date of receipt of referral.
	56.40%
	80%
	62%
	81%[3]
	Yes, although periods under target (January, February, March, May 2025)

	
	Therapeutic interventions started within 28 days following an assessment by LPMHSS. 
	95%
	65% (70%)
	100%
	53%
	Yes, but not since March 2025

	
	Health board residents in receipt of secondary mental health services who have a valid care and treatment plan. 
	92%
	80% (85%)
	100%
	93%
	Yes (May 2024 onwards).

	
	Demonstrate a prompt response to any Health Inspectorate Wales inspections, concerns, incidents, never-events, coroners requests and regulation 28s.
	Not reported
	Not reported - see Key Finding 2

	
	Improved patient and family feedback
	Not reported
	





[bookmark: _Toc211856091]Appendix C: Assurance Opinion & Prioritisation of Findings
Assurance Opinion                                                         	Disclaimer
	[image: ]
	Substantial
	Few matters require attention and are compliance or advisory in nature. 
Low impact on residual risk exposure.
	
	This audit report has been prepared for internal use only. Audit and Assurance Services reports are prepared, in accordance with the agreed audit brief, and the Audit Charter as approved by the Audit Committee.
Audit reports are prepared by the staff of the NHS Wales Audit and Assurance Services and addressed to Independent Members or officers including those designated as Accountable Officer. They are prepared for the sole use of the Swansea Bay University Health Board and no responsibility is taken by the Audit and Assurance Services Internal Auditors to any director or officer in their individual capacity, or to any third party. 
The report is based on the review work undertaken and is not necessarily a complete statement of all weaknesses that exist or potential improvements.  Whilst every care has been taken to ensure that the information provided in this report is as accurate as possible, no complete guarantee or warranty can be given with regard to the advice and information contained. 
Our work does not provide absolute assurance that material errors, loss or fraud do not exist. Responsibility for a sound system of internal controls and the prevention and detection of fraud and other irregularities rests with management of the Swansea Bay University Health Board.  Work performed by internal audit should not be relied upon to identify all strengths and weaknesses in internal controls, or all circumstances of fraud or irregularity. Effective and timely implementation of recommendations is important for the development and maintenance of a reliable internal control system.
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	Reasonable
	Some matters require management attention in control design or compliance. 
Low to moderate impact on residual risk exposure until resolved.
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	Limited
	More significant matters require management attention.
Moderate impact on residual risk exposure until resolved.
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	Unsatisfactory
	Action is required to address the whole control framework in this area.
High impact on residual risk exposure until resolved.
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	Advisory
	Given to reviews and support provided to management which form part of the internal audit plan, to which the assurance definitions are not appropriate.
These reviews are still relevant to the evidence base upon which the overall opinion is formed.
	
	


	Prioritisation of Findings
	
	Public Sector Internal Audit Standards

	Priority
	Explanation
	
	[image: ]Audit work undertaken by NHS Wales Audit and Assurance Services conforms with the International Standards for the Professional Practice of Internal Auditing and associated Public Sector Internal Audit Standards as validated through the external quality assessment undertaken by the Chartered Institute of Public Finance & Accountancy in April 2023. 

	High
	Significant risk to achievement of a system objective OR evidence present of material loss, error, or misstatement. Poor system design OR widespread non-compliance.
	
	

	Medium
	Some risk to achievement of a system objective. Minor weakness in system design OR limited non-compliance.
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