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	Foreword

	
Swansea Bay has a 10-year vision to be a high-quality organisation, delivering care to patients in the right place, by the right people at the right time. Clinical outcomes and effectiveness is an essential part of this as it provides an opportunity to determine if services are delivering to the right standards and where improvements can be made. The work spans a wide range of areas, including clinical audit, mortality reviews, consent training and compliance with changes to NICE (National Institute for Clinical Excellence) guidelines and forms part of the health board’s system of control and quality governance systems.  

It is important that the learning from these processes is demonstrated and shared and as such, a development this year has been the addition of lessons learned presentations to the Clinical Outcome and Effectiveness Group (COEG) agenda. When presenting the outcomes of their clinical audits, leads now include what they have learnt and the changes made as a result. The data gathered also allows us to benchmark against others. There are always opportunities to learn and develop, regardless of how well a service is working, and comparisons help us to see where we can better the outcomes and experiences of our patients and continue to develop our services to meet the needs of our population.

2023-24 saw an internal audit report on clinical audit published with a limited assurance rating. This was an opportunity to review and improve our processes to make them more robust to support the delivery of clinical audit. I am pleased to say that all recommendations were achieved by the end of the financial year, and we are already seeing results, with a timelier finalisation of the 2024-25 clinical plan, which was endorsed by the Clinical Outcome and Effectiveness Group (COEG) in March 2024. 

Over the next year, COEG will continue to monitor the delivery of the clinical audits plans from 2022-23 onwards until all audits within the plan are completed. Mortality will also become a more prominent feature as we take the opportunity to hear the learning from cases referred to service groups by the Learning from Deaths Panel for further scrutiny. This will be especially important as from September 2024, all deaths will be reviewed by the medical examiner as the process is extended to community deaths. It is important we learn from the deaths which raised concerns to ensure we are doing all we can for those at the end of their life, whether the death was expected or not.
 
I’d like to take the opportunity to thank Sharon Rağbetli and the clinical audit and effectiveness team for their continued support of clinical teams to develop and deliver the clinical audit plan as well as comply with nationally mandated audits. The team continues to find new ways of working to ensure we meet standards set both nationally and locally, with digital playing an integral part. Based on user feedback and poor compliance with completion of audit records, Microsoft Forms and SharePoint are being used to manage the 2024-25 audit plan. This change has been positively received by clinical audit leads and is resulting in higher compliance. In addition, dashboards are helping to monitor compliance for clinical audit and mortality reviews taking us further forward in supporting the delivery of the health board’s vision. 

Dr Raj Krishnan, Acting Executive Medical Director 
Chair of the Clinical Outcomes and Effectiveness Group

	1.  Report from the Clinical Audit & Effectiveness Dept.

	1.1  Clinical Outcomes & Effectiveness Group (COEG)

	
A sub-group of the Quality and Safety Group, the Clinical Outcomes and Effectiveness Group (COEG) acts on behalf of the Health Board in ensuring that appropriate systems are in place to support the undertaking of effective clinical audit projects.  Used in the right way, clinical audit can provide assurance, identify and minimise risk, waste and inefficiencies, improve the effectiveness of care pathways and the quality of patient outcomes and experience.

The COEG has a wide remit, but in relation to clinical audit it is responsible for the development and monitoring of policy and standards linked to; delivering mandated National Audit and Registry Topics, Health Board Priority Topics, Audit Plans, Mortality Reviews and the review of NICE Guidance (as it applies in Wales) and Health Technology Wales (HTW) recommendations.  
The group reports and as necessary escalates, to the Quality and Safety Committee via the Quality and Safety Group. 

	1.2  Clinical Audit & Effectiveness Policy – Audit Hierarchy

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

[image: ]
Fig 1. Hierarchy of Audit Priorities
Level 1 – Welsh Health Boards and Trusts are required to deliver on the Welsh Government (WG) mandated list of national audits, registries and studies for those topics that are relevant to the services provided.  

Level 2 – Each year a small number of Health Board Priority Audit Topics are agreed, informed by system risks, adverse patient outcomes or patient safety issues that apply to more than one service group. 

Levels 3 and 4 - Service Delivery Group and Department Levels are informed by service group risks, data generated from national audits, NICE and key guidance, themes generated via concerns and redress processes, departmental needs etc. 

Level 5 – It’s recognised that emerging issues may require conducting unplanned audits during the course of the year, in addition accommodating Medical Student projects and participation in other regional and national topics not featured at Level 1. 

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


	2.  Activity

	2.1  Digital Systems

The Audit Management and Tracking (AMaT) system remains in use within the Health Board following a successful bid for monies by the Nursing Directorate.   

Despite being the only Health Board in the UK to have successfully implemented single sign-on, positive user experience is key.  Following user feedback, the Clinical Audit team now only use AMaT in support of Level 2 topics and have reverted to SharePoint to build and monitor Audit Plans, which has resulted in improved completion rates.

The Nursing Directorate are progressing several work-streams on AMaT, along with a number of other departments within the Health Board.  

If deemed necessary, a further business case will be required to retain the AMaT system.


	2.2  Explaining figures

The figures presented in the following section and within the report were taken from the Audit Management and Tracking (AMaT) system for the remainder of the 2022/23 topics unaccounted for at publication of the last report and for the 2023/24 period.

The figures relate to Levels 3 and 4 of the Audit Hierarchy, the planned topics.

Given the relocation of services within the Service Delivery Groups during the period, no comparative data is provided at Service Group or department level.

Data is at 31st March 2024, completion figures have continued to increase since that point in time.


	2.3  Health Board Overview 2022/23 Audit Plan as of 31st March 2024

1022
Projects originally planned for the 2022/23 audit year
212
Projects
   



   
110

Projects removed/deferred to date


Projects on 2022/23 Plan


Planned projects completed to date
83


  

Projects currently past due date
19




As previously reported, the AMaT system has a specific Ward, Area and Service Module and separate resources within the Nursing Directorate dedicated to supporting training in its use and rollout.  This meant the removal of topics to be reassigned to the appropriate module.

A small number of topics (5) had been deferred to the 2023/24 plans and 44 were removed (see 2.9).  


2.4  Health Board Overview 2023/24 Audit Plan as of 31st March 2024

1082
Projects originally planned for the 2023/24 audit year
157
Projects
   



   
49

Projects removed/deferred to date


Projects on 2023/24 Plan


Planned projects completed to date
42


  

Projects currently past due date
59







	2.5  Governance

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

The Audit Management and Tracking (AMaT) system was used for the 2023/24 audit year.  Moving into the new audit year, based on user feedback and issues in timely logging of outcomes and actions, the team will retain use of AMaT for Level 2 topics only.  SharePoint and Microsoft Forms will replace AMaT for the creation and monitoring of plans, the outcomes and resulting actions (Levels 3 and 4). Emergent necessary topics, Medical Student projects and additional regional and national topics (Level 5) not listed on the Level 1 Welsh Government programme will be accommodated in the same way.


	2.6  Re-audit

18 of the topics listed on the plans were clearly labelled as re-audit cycles.  Like other elements, the hope is that the information on this section will be more complete in future years, supported by the registration system.   


	2.7  NICE and Health Technology (HTW) Guidance & Recommendations

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

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


	2.8  National Audit/Registry Published Reports

	
For the 2023/24 period, 40 assurance proformas were issued following publication of national audit/registry reports.  At the end of the audit year, 8 remained outstanding and in progress.

The COEG monitors timeliness of responses, escalating issues to the Quality Safety Group as required for support in attaining the required information.


	2.9  Deferred/Removed Projects

In total 5 projects have been deferred and incorporated into the relevant future plans based on indicated timescales.

In the 44 cases where topics were removed, this number includes a large number of End of Life projects removed on the basis of insufficient detail and unrealistic levels of activity for a half audit year.

	2.10  Completed Projects

At the end of the audit year, 39% of the remaining confirmed planned projects (Level 3 and 4) from the report period were identified as complete.  In line with previous audit years, this figure will likely increase over the coming months.  The current completion rate for the 2022/23 audit plan year is at 81%.


	2.11 Service Group and Department Breakdown 

Table 1 provides an overview of progress with the 2022/23 Audit Plans across the Service Delivery Groups and Table 2 provides the same information for the 2023/24 Plan (both as at 1st April 2024);

	2022/23 Audit Plan
	Completed
	Deferred
	Removed

	Mental Health and Learning Disabilities
	12 (100%)
	1
	1

	Morriston
	47 (81%)
	19
	24

	Primary, Community and Therapies
	10 (91%)
	4
	21

	Singleton and Neath Port Talbot
	13 (65%)
	12
	7

	Totals
	82 (81%)
	36
	53


Table 1.


The CAED and the COEG now tracks all Audit Plans to their conclusion.  

	2023/24 Audit Plan
	Completed
	Deferred
	Removed

	Mental Health and Learning Disabilities
	6 (40%)
	-
	1

	Morriston
	19 (33%)
	3
	4

	Primary, Community and Therapies
	10 (53%)
	-
	3

	Singleton and Neath Port Talbot
	7 (41%)
	2
	36

	Totals
	42 (39%)
	5
	44


Table 2.

At the end of the audit year, significantly fewer topics were deferred for the 2023/24 period in comparison to 2022/23.  Reasons for deferring and removing 2023/24 topics are described within the report.


	3. Project Summaries 

The following section provides details on the delivery of Audit Plans for the 2023/24 audit year to date, split into Service Delivery Groups (Level 3) and Departments (Level 4).  Having already reported on the figures and drivers for the planned 2022/23 topics in the last report, any additional completions received since that date as reflected in 2.11, Table 1., are summarised in Appendix 1.

Assurance/Risk Matrix scores were completed by individuals on completion of the outcomes and action planning information on the AMaT System.  Due to some changes in the scoring categories in-year, we absorbed Moderate in Minor for 3 topics.

For the 2024/25 Audit Year we will align with the Assurance/Risk matrix in use on the Health Boards Risk Register

This section will also include a brief summary of any additional, emergent topics added in-year (Level 5).


	3.1  Mental Health & Learning Disabilities

	3.1.1 Total Planned Activity 


	Adult Mental Health
	1

	All Service Areas
	2

	Mental Health & Learning Disabilities
	9

	Forensic (SSL)
	1

	Older People’s Mental Health 
	2


Total projects currently on Plan (Levels 3 & 4)
15







	3.1.2 Principle Project Drivers – Completed Planned Topics (n=6)


	5


	Forensic
	1

	Mental Health & Learning Disabilities
	3

	Older People’s Mental Health 
	1


Compliance with standards/ guidance/best practice



















	


	Mental Health & Learning Disabilities
	1


Additional national/ Multi-centre audit project
1








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



	Mental Health & Learning Disabilities
	2

	Older People’s Mental Health 
	1


Ad-hoc topics added in audit year (Level 5) national/ Multi-centre audit project
3





The additional topics were authorised by the Audit Lead on the basis of organisational changes, supplementary data for a national audit and at the request of a consultant.

	3.1.4 Removed and Deferred Projects 

MH&LD removed 1 topic from the 2023/24 Audit Plan “Improving Documentation Efficiently on the Inpatient Unit” on the basis that the project contact left the Health Board.  

At the end of the audit year no 2023/24 planned topics had been deferred to a later Plan and no further 2022/23 topics have either been removed or deferred.

	3.1.5 Completed Projects and Summaries – Audit Plan topics (Level 3 & 4)


	Forensic (SSL)
	1

	Mental Health & Learning Disabilities
	4

	Older People’s Mental Health 
	1


Planned projects completed within the audit year

6






Brief summaries of completed topics are listed below;


	Forensic

	Clinical Supervision Caswell Clinic.  Engagement in clinical supervision across the service fell significantly below Royal College of Psychiatry standards and those of other professional bodies.  The audit revealed variety in how data relating to clinical supervision attendance is recorded.  Where clinical managerial supervision was provided by the same supervisor it was not always clear which had been provided within a supervision session.  Some access issues identified.  Limited Assurance and Low Risk recorded.  Department has scheduled re-audit.
	6

	Mental Health and Learning Disabilities

	Current Young/Early Onset Dementia Pre and Post-Diagnostic Services.  Development of a specific pathway for this cohort of patients taking into account the Royal College of Psychiatrists information from 2018, Presentation measured against NICE guidelines and Matrics Cymru recommendations.  Significant Assurance and Low Risk.  
	4

	Compliance with Physical Health Monitoring Forms for In-patients Prescribed Anti-psychotics.  In assessing against COIN guidelines on prescribing and monitoring for oral anti-psychotics gaps within local policy were highlighted.  A number of recommendations have resulted to improve GP physical health monitoring, appropriate referral of eligible patients and communication to GPs following patient discharge from Community Mental Health Team.  Limited Assurance and Moderate Risk.  Department reports topics covered already feature on Risk Register.  Re-audit triggered by assurance/risk score.
	9

	Prospective Screening for Dementia in Adults with Downs Syndrome in Cardiff.  In assessing against British Psychological Society guidelines, the project found that the team are starting to screen more.  However, by extrapolation from GP responses, there are still more than 1000 people in Cardiff missing-out on screening, as they are not listed on the supporting database.  Advice sought on prospective screening from the Welsh Working Group for Dementia.  Limited Assurance and Low Risk score. 
	6

	MHM (Wales) Care and Treatment Plan National Audit.  In comparing practice against NICE and other key national guidance, key learning points included that for CTPs some outcomes are service focussed and prescriptive and others not set to be reviewed for a year.  Refresher training on the recovery ethos may be of some value to ensure service user if a partner in person centred goals.  This would also help with discussing discharge earlier.  Significant Assurance and Minor Risk scores trigger a re-audit.  
	6

	Older People’s Mental Health Services

	Post Diagnostic Support Offered Following a Diagnosis of Dementia.  Measured against NICE and other key guidance, results found that the majority of information (verbal/written) offered to patients. Some gaps with information on emotional support contact details, how dementia affects driving, physical health and psychoeducation training.  Where diagnosis was not shared with the patient themselves it wasn’t clear if this was due to family preference or lack of capacity. Significant Assurance, No Risk recorded.  Department scheduled re-audit.
	2

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

	
	Level of Risk

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

	Very limited (4)
	4
	8
	12
	16

	Limited (3)
	3
	6
	9
	12

	Significant (2)
	2
	4
	6
	8

	Full (1)
	1
	2
	3
	4




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











	3.2  Morriston

	3.1.1 Planned Activity

57


Total projects currently on Plan (Levels 3 & 4)


	Anaesthetics
	1

	Burns & Plastic Surgery
	8

	Cardiology
	9

	Cardiothoracic
	5

	Emergency Department
	10

	ENT
	5

	General Surgery
	2

	ICU
	7

	Orthopaedics
	2

	Radiology
	3

	Renal 
	4

	Stroke
	1

















	3.1.2 Principle Project Drivers – Completed Planned Topics (n=19)



Compliance with standards/   guidance/best practice
8?

	Cardiothoracic
	1

	Emergency Department
	2

	ENT
	1

	ICU
	3

	Renal
	1











Re-Audit
6?

	Anaesthetics
	1

	Burns & Plastic Surgery
	2

	Cardiology
	1

	Cardiothoracic
	1

	ICU
	1



















1

Baseline

	Emergency Department
	1









Additional national/ Multi-centre topic
3

	General Surgery
	1

	Renal
	2









Medical Examiner Concerns/Comments
1

	Stroke
	1







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



	All Areas
	1

	Burns and Plastic Surgery
	5

	Cardiology
	1

	ENT
	2

	Emergency Department
	3

	ICU
	3

	Maxillofacial
	1

	Orthopaedics
	2

	Renal
	2


Projects added in-year (Level 5)
20?













A topic in all areas to improve compliance with mandatory and statutory training compliance was introduced in-year.

Of the 5 additions from Burns and Plastic Surgery, 1 was to participate in a multi-centre project, 1 Medical Student project, 2 service improvements and 1 topic was initiated in response to an increase in complications.

The cardiology project was approved at the request of the consultant.

1 of the 2 ENT additions was to participate in a multi-centre project.  The other was in response to discussions on an issue in the clinical governance meeting.

1 Emergency Department ad-hoc project was initiated to improve service provision, another was in response to an incident and the remaining topic was listed to develop a care pathway.

2 additional regional/national studies were identified in-year within ICU and 1 unplanned service evaluation was required.

The Maxillofacial Department registered a project to address compliance with a specialist care pathway.

The Audit Lead for Orthopaedics approved an additional local topic to complete the audit cycle on prescribing guidelines and 1 further project was added to ensure participation in a new regional project.

The 2 Renal projects added in-year were generated by the data submitted to the Renal Registry, indicating performance was outside of confidence limits.

	3.1.4 Removed and Deferred Projects 


	2022/23 Plan
	Deferred
	Removed

	All
	-
	1

	Anaesthetics
	1
	-

	Cardiology
	3
	6

	Cardiothoracic
	2
	2

	Diabetology
	-
	2

	Emergency Dept
	6
	22

	Neurology
	-
	1

	Orthopaedics
	-
	1

	2023/24 Plan
	Deferred
	Removed

	Burns & Plastics
	-
	1

	Cardiothoracic
	3
	-

	Emergency Dept
	-
	1

	ICU
	-
	1

	Renal
	-
	1


Projects removed/deferred from original 2022/23 Plan
47











Projects removed/deferred from original 2023/24 Plan
7











A topic on infection control due to be addressed in all areas was subsequently removed from the 2022/23 plan when other work-streams replaced the need for an audit cycle.

As reported in 2022/23, 20 of the Emergency department topics that were removed were signposted to the Ward, Area, Service module of the AMaT system.  A further 2 topics were removed from the 2022/23 

From the 2023/24 audit plan Pinnaplasty Outcomes in Burns and Plastics was removed as no longer needed by the Audit Lead.  

The Sepsis and Meningitis in Children topic was removed by the Emergency Department on the basis that it was a better fit for Paediatrics.

Full details on rationale for the Clinical Frailty in ICU topic were not provided and the topic was subsequently removed by the Audit Lead.  

The Renal Audit Lead removed Prevalent Dialysis and Incident Dialysis from the plan following withdrawal of the audit standard by the Welsh Kidney Network.

3 Cardiothoracic projects have been deferred to the 2024/25 Plan period by the Audit Lead to keep the 2023/24 numbers more manageable.








	3.1.5 Completed Projects and Summaries

19


Planned projects completed within the audit year


	Anaesthetics
	1

	Burns & Plastic Surgery
	2

	Cardiology
	1

	Cardiothoracic
	2

	ENT
	1

	Emergency Department
	3

	General Surgery
	1

	ICU
	4

	Renal 
	3

	Stroke
	1















Summaries of the outcomes from the completed projects are listed below for information;


	Anaesthetics

	Obstetric Anaesthetic Chart Improvement – Re-Audit.  In comparing charts from 2022 and 2023 post action, a number of improvements  noted and no areas significantly worse than the 2022 cycle.  Areas to improve on prior to further re-audit include documentation on level of supervision, patient temperature and antacid prophylaxis.  Significant Assurance and Low Risk documented.  Department scheduled re-audit, also triggered by assurance/risk score.
	4

	Burns & Plastics

	Timing and Quality of Electronic Discharge Summaries – Re-Audit.  Since the second cycle, discharge summary completion rates have improved overall although not currently meeting the standard of 100%.  Interventions such as reminders, posters and SHO targeted DALS completion sessions have improved completion rates significantly.  Measured against NICE and Care Quality Commission guidelines.  Significant Assurance and No Risk.
	2

	Paediatric Burns Safeguarding – Re-Audit. Burn Tool Score calculated and completed in 85%.  Only 9% of Burn tools fully completed, largely due to the Child Protection, Referrals and Outcomes Sections not being fully completed.  Changes to tool and integration into clerking booklet.  Monitored against national standards.  Full Assurance and Moderate Risk reported.  Department reports added to Risk Register.  Department scheduled re-audit.
	3

	Cardiothoracic Surgery

	Quality Improvement Project on Cardiothoracic Multidisciplinary Team – Re-Audit (3rd Cycle).  Looking into the data collected on all patients who underwent coronary Artery Bypass Graft surgery during the audit period against joint Society guidelines, results showed that the percentages of patients discharged home with the correct medication are not meeting standards.  Recommendations and actions in place to improve current practice. Significant Assurance and Minor Risk.  Department reports added to Risk Register.  Department scheduled re-audit, also triggered by assurance/risk score.

	6

	Welsh Discharge Medications following Coronary Artery Bypass Graft Surgery.  Looking in to the data collected on all patients undergoing Coronary Artery Bypass Graft surgery against national guidance for the audit period the audit revealed that percentages of patients discharged home with the right medication are not meetings the standards.  Recommendations and actions in place to improve practice prior to re-audit.  Significant Assurance and Low Risk. Department scheduled re-audit, also triggered by assurance/risk score.
	4

	Discharge Medications following Coronary Artery Bypass Graft Surgery – Re-Audit.  In assessing against national standards the re-audit identified that we are 100% compliant with anti-platelets and there had been improvement in use of statins, B-blockers and ACE inhibitors.  Overall results are improved.  All patients with impaired LV function prescribed ACE inhibitors.  Full Assurance and No Risk.
	1

	Emergency Department

	Mental Health – Royal College of Emergency Medicine National Audit.  Key principles from the audit are timely and complete mental health triage for people presenting following an episode of self-harm, to include assessment of risk, clerking and assessment by Liaison Psychiatry in parallel with the medical assessment unless there is a reason not to.  Despite clear efforts, we are consistently not delivering in these areas at present.  Presentation to the Clinical Outcomes and Effectiveness Group resulted in commencement of a project to explore the potential to develop a more appropriate pathway of care prior to re-audit.  Limited Assurance and Minor Risk.  Department has scheduled re-audit (also triggered by assurance/risk score).
	9

	Renal Colic.  In measuring against Royal College of Emergency Medicine guidelines, the project found 97% of CT scans performed within 24 hours of presentation. Room for improvement with prescription of analgesia to meet NICE guidelines. Good performance reported for surgical review of patients and room for improvement with alternative plans, serum calcium and serum urate testing in the Emergency Department along with documentation of dietary advice provided.  Significant Assurance and Low Risk.  Re-audit planned by department.
	4

	Spontaneous Pneumothorax in Adults.  Audit of patients presenting with possible spontaneous pneumothorax (symptoms of chest pain, difficulty in breathing, tightness in chest, cyanosis, severe tachycardia or fast heart rate).  Education required on documenting advice provided.  81% of patients given follow up appointment, with 40% ≤4 weeks, 22% ≤6 weeks and all patients by 3 months.  Limited Assurance and Low Risk assigned.  Department indicates added to Risk register and re-audit planned, also triggered by assurance/risk score.
	6

	ENT

	Oxygen Prescribing.  Currently not hitting the target of 100% with only 25% success rate in the adult population and 0% in children.  Poor performance likely linked to high turnover of patients with a short stay and lack of knowledge on the importance of the issue and in the case of paediatric patients, not knowing where to find it on the charts.  Education to take place prior to re-audit.  Limited Assurance and Minor Risk.  Department indicates added to Risk Register and scheduled for re-audit, also triggered by assurance/risk score.
	9

	General Surgery

	Multicentre Audit of Anticoagulation Practice Post Proliferative Vitreoretinopathy (PVR).  Participation in project in UK Centres following PVR resection during pancreatectomy.  Formal publication of results awaited.  Locally Full Assurance and No Risk recorded.  Department has scheduled re-audit.
	1

	Intensive Care

	Improving Use of the Clinical Frailty Score (CFS).  In reviewing the number of patients admitted over the age of 65 with CFS recorded in the admission clerking, the project found that only 20% of cases were completed.  The impact of education around the importance of recognising and documenting frailty and the effect on prognosis and outcomes will be assessed via re-audit.  Limited Assurance and Low Risk recorded.  Department has scheduled re-audit.
	6

	Optimising Outcomes for Out of Hospital Cardiac Arrest Patients.  The audit has provided a basis for the creation of an updated post-resuscitation guideline by which in-hospital and out of hospital cardiac arrests will be managed.  Data will be re-audited against the newer guidelines to assess compliance and highlight any further areas for improvement.  Limited Assurance and Moderate Risk.  Department unsure if topic already on Risk Register, but have scheduled re-audit (also triggered by assurance/risk score).
	9

	Screening for Delirium Using Confusion Assessment Method (CAM)-ICU Tool.  Delirium is the most common manifestation of brain dysfunction in critically ill patients.  Use of the CAM-ICU Tool is recommended by NICE and FICM.  The project increased the use of the delirium screening too from less than 4% to 44%.  Discussion at departmental meeting to agree strategies for further improving compliance prior to re-audit.  Significant Assurance and Minor Risk.  Department indicates added to risk register and scheduled for re-audit (also triggered by assurance/risk score).
	6

	Use of Ulcer Prophylaxis.  In identifying current prescribing practice for ulcer prophylaxis and making comparisons with current evidence, results indicated that the project fully achieved the standards or criteria measured.  Update of local guidance to reflect practice and latest evidence discussed with the departmental lead.  Full Assurance and Low Risk.
	2

	Renal

	Peritoneal Dialysis – Peritonitis and Access.  The audit identified that for the relevant cohort for 2021 and 2022 peritonitis rates were within acceptable standards when compared to recommendations. Two of three criteria listed as achieved. Culture negative rates higher than acceptable.  Meeting with microbiology to discuss.  Tube patency is lower than excepted.  As a new audit standard, we await comparative data from other Welsh sites to inform action prior to re-audit.  Significant Assurance and Low Risk.  Department have scheduled re-audit, also triggered by assurance/risk score.
	4

	Prevention of Bloodstream Infections in Patients Undergoing Haemodialysis – Multi-Centre.  Bloodstream infections are an important cause of hospitalisation, morbidity and mortality in patients receiving haemodialysis.  The majority of these infections occur in patients dialyzing with central vein catheters (dialysis lines).  The project concluded that MRSA rates were improving and MSSA rates were static.  Very Limited Assurance and Major Risk documented.  Department indicates added to Risk Register, re-audit triggered by assurance/risk score.
	16

	Welsh Kidney Network Annual Audit.  In assessing performance for the Annual Welsh Kidney Network Audit tube patency in 2022 was 88%, exceeding the required 80% and early infection at 4.3% in line with standards indicating <5%.  Full Assurance and No Risk.



	1

	Stroke

	Improving Compliance with Nasogastric (NG) Decision tool and Multidisciplinary Team Documentation.  Medical Examiner review highlighted concerns re poor documentation on NG feeding and the decisions on re-insertions when NG displaced.  The project helped to improve documentation from a baseline of 0% to 80%.  Now consistently higher.  Time taken from decision making to insertion has improved.  Full Assurance and Minor Risk.  Department has scheduled re-audit.
	3

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

	
	Level of Risk

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

	Very limited (4)
	4
	8
	12
	16

	Limited (3)
	3
	6
	9
	12

	Significant (2)
	2
	4
	6
	8

	Full (1)
	1
	2
	3
	4




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














	3.3  Primary, Community Care & Therapies

	3.3.1 Planned Activity 

17


Projects currently on Plan (Levels 3 & 4)


	Audiology
	1

	Community Dental Services
	1

	Dental Practices
	1

	Dietetics
	2

	General Practitioners
	1

	GMS
	1

	Health Visiting
	2

	Occupational Therapy
	5

	Restorative Dentistry
	1

	Sexual Health
	1

	Therapies
	1


















	3.3.2 Principle Project Drivers – Completed Planned Topics (n=10)

5?


Compliance with standards/ guidelines/ best practice

	Dental Practices
	1

	Occupational Therapy
	4





1?


Baseline

	Sexual Health
	1





2?


Re-Audit

	Audiology
	1

	Community Dental Services
	1





1


Questionnaire
Questionnaire

	Occupational Therapy
	1





1


Service Improvement
Questionnaire

	Restorative Dentistry
	1










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

4


Projects added in-year (Level 5)

	Audiology
	1

	Dental Practices
	1

	Occupational Therapy
	1

	Sexual Health
	1








Audiology added a topic following identification of standard for service provision.

The Dental Practices addition was a national audit and service requirement measuring against NICE guidelines.

Occupational Therapy required trainees to complete an audit on screening guidelines to benchmark performance against other sites.

Sexual Health undertook an ad-hoc project to support commissioning of services.


	3.3.4 Removed and Deferred Projects

3??


Projects removed/deferred                            in-year

	District Nursing
	1

	Occupational Therapy
	1

	Physiotherapy
	1







Infection Control in the District Nurse Wound Clinic was removed from the plan and redirected to the Ward, Area and Service Module now in use by nursing colleagues.

The Occupational Therapy Elective Hip Replacement topic was removed by the Audit Lead on the basis that it was not a clinical audit.

The Specialist Palliative Physiotherapy project was removed due to staffing issues.

At time of writing, no 2023/24 planned topics have been deferred to a later Plan.
 

	3.3.5 Completed Projects and Summaries

10


Planned projects completed within the audit year


	Audiology
	1

	Dental Services
	2

	Occupational Therapy
	5

	Restorative Dentistry
	1

	Sexual Health
	1








Brief summaries of completed topics are listed overleaf;

	Audiology

	Implantable Device (Cochlear Implant) – Patient Identification and Outcomes – Re-Audit.  The percentage of patients whose audiograms met the criteria for a Cochlear Implant assessment referral and had the option discussed and documented was low at 19%.  A number of potential solutions and discussions identified prior to re-audit.  Limited Assurance with Minor Risk.  Department reports added to Risk Register and has scheduled re-audit (also triggered by assurance/risk score).
	9

	Dental

	Use of Flumazenil in SBUHB – Re-Audit.  Use of Flumazenil is infrequent.  Increased patient complexity reported and increased use of oromucosal techniques.  Future audit to differentiate between healthy but anxious patients and patient with learning or medical complexities and method of sedation.  Work around documentation of dosage in departmental log-book.  Significant Assurance and Low Risk.  Department scheduled re-audit and triggered by assurance/risk score.
	4

	LocSSIP Use.  In checking use of Local Safety Standards for Invasive Procedures in use for all dental extractions, the audit revealed that compliance was 81.3%.  Discussions to be held to improve this prior to re-audit.  Full Assurance and No Risk recorded.
	1

	Occupational Therapy

	ALAC Childrens Reviews – Meeting Standards for Children with Upper Limb Difference.  Change in practice significantly improved the number of children with upper limb difference receiving two reviews a year as per the standard set, ensuring parents/guardians are aware that they can access the service at any time for the full range of services offered.  More than 50% of children underwent two reviews.  Ongoing work to promote accessing reviews.  Welsh Government guidelines used.  Full Assurance, Low Risk. 
	2

	Observations and Staff Engagement with Patients Presenting with Cognitive Impairments.  In measuring against NICE QS184 there was a clear need for further education and training for the multi-disciplinary team (MDT) to understand what enhanced observation is and how to correctly complete the paperwork.  Need to empower the MDT to complete activities that are more meaningful for patients with dementia/cognitive impairment to ensure their stay in hospital is limited and patients are not deconditioned.  Limited Assurance and Low Risk. Department scheduled re-audit.
	6

	Compliance with NICE Guidelines for Myalgic Encephalomyelitis (ME)/Chronic Fatigue Syndrome (CFS).  In measuring against NICE guidelines for ME/CFS the Occupational Therapy Service are providing a holistic assessment and are confident to offer interventions aligned to the recommendations.  Some areas for improvement have been noted and more established pathways in the absence of a specialist service would support this, along with improved completion of assessments and information gathering on checklists. Significant Assurance and No Risk.
	2

	Management of Zone V-VI Extensor Tendon Repairs.  British Association of Hand Therapists standards from 2022 not yet adopted by the service resulting in poor compliance with patients being seen by a Hand Therapist within 7 days.  However, good compliance with local guidelines for patients being seen within 3 weeks (79%). Low numbers of patients requiring referral for secondary hand surgery.  Discussion regarding next steps.  Limited Assurance and Low Risk.  
	6

	Trauma and Orthopaedic Occupational Therapy Hospital Discharges.  81% compliant with NICE guidelines.  Audit suggested a delay in discharge planning due to lack of documentation.  OT role and purpose pf referral lacks clarity. Lack of written documentation around discussions and expectations.  Good practice with collaborative working.  Need more documentation around contact with families/carers.  Significant Assurance and No Risk.  
	2

	Restorative Dentistry

	Improving Staff Access to the Medical Emergency Equipment.  Initial results revealed an issue with a time delay in retrieving the correct medical emergency equipment, which was then improved following staff training and a change in location of the equipment.  Full Assurance recorded with Minor Risk.  Department has scheduled re-audit.
	3

	Sexual Health

	HIV Annual Checks – Impact of New Specialist Role ME/CFS.  In reviewing compliance with patients receiving all annual checks in this baseline cycle service gaps were noted.  Clinical Nurse Specialist to compile new proformas and staff to be trained accordingly prior to re-audit.  Very Limited Assurance with Low Risk.  Department have scheduled re-audit (also triggered by assurance/risk score).
	8

	
Assurance/Risk Matrix scores completed on completion of the outcomes and action planning information on the AMaT System are illustrated within the project summaries and below;

		
	Level of Risk

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

	Very limited (4)
	4
	8
	12
	16

	Limited (3)
	3
	6
	9
	12

	Significant (2)
	2
	4
	6
	8

	Full (1)
	1
	2
	3
	4



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




	3.4  Singleton & Neath Port Talbot

	3.4.1 Planned Activity 

19


Total projects currently on Plan (Levels 3 & 4)


	Cellular Pathology
	3

	Community Paediatrics
	6

	Elderly Medicine
	1

	Endocrinology
	1

	Obstetrics
	4

	Oncology
	2

	Ophthalmology
	2





	3.4.2 Principle Project Drivers – Completed Planned Topics (n=7)

3?


Compliance with standards/ guidelines/best practice


	Cellular Pathology
	2

	Community Paediatrics
	1




2


Questionnaire


	Community Paediatrics
	1

	Endocrinology
	1




2


Re-Audit



	Elderly Medicine
	1

	Obstetrics
	1






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

11?


Projects added in-year (Level 5)


	Community Paediatrics
	1

	Elderly Medicine
	2

	Obstetrics
	1

	Oncology
	7







Community Paediatrics added a topic to streamline and update available guidance in support a care pathway.

An Elderly Medicine topic was initiated to identify any training needs and the other at the request of the consultant.

Obstetrics undertook an ad-hoc project to check compliance with a care pathway.

The Oncology Audit Lead approved 7 topics to support planning, quality improvement, compliance with standards, service redesign and benchmarking performance.


	3.4.4 Removed and Deferred Projects

38


Projects removed in-year


	Cellular Pathology
	2

	End of Life Care
	32

	Obstetrics
	2

	Oncology
	2







The Cellular Pathology Sentinel Nodes in Melanoma topic was removed due to staffing issues and Microscopic Colitis was removed as unnecessary by the Audit Lead.

32 projects from End of Life Care were removed with the agreement of the Clinical Outcomes and Effectiveness Group on the basis that full details were not provided and the excessive number listed for the audit half-year.

The Obstetrics “Birth By” Initiative project needed to be removed due to staffing issues.
The Timing for Commencement of SACT in Oncology project was covered off in 2022/23 and was removed as a duplicate in 2023/24.

The Obstetrics project on Induction of Labour was deferred to the 2024/25 Plan due to competing priorities.

The Re-audit of Time Interval between RT Planning Scan and MRI for Localisation has been deferred to the 2025/26 Audit Plan due to a delay with funding.



	3.4.5 Completed Projects and Summaries

7


Planned projects completed within the audit year


	Cellular Pathology
	2

	Community Paediatrics
	2

	Elderly Medicine
	1

	Endocrinology
	1

	Obstetrics
	1








Brief outlines of the completed projects are listed below;


	Cellular Pathology

	Cytology and Histology Correlation in Thyroid Pathology.  In determining the rate of malignancy for each category and calculating the prediction of malignancy and positive predictive values, the audit showed that there was 100% compliance in both areas.  Full Assurance and No Risk. Department scheduled re-audit.
	1

	Duodenal Biopsy Audit.  In assessing compliance with British Society of Gastroenterology guidelines for sampling duodenal mucosa to exclude coeliac disease and Pathologist reporting of duodenal intra-epithelial lymphocytosis the audit demonstrated there is room for improvement.  Standardisation of biopsy protocols across the Health Board recommended. Limited Assurance and Major Risk. Department scheduled re-audit and triggered by assurance/risk score.
	12

	Community Paediatrics

	Autism in Children/Young People – Early Years Neurodevelopmental Pathway in Under 5’s.  In checking compliance against NICE guidelines, the audit identified that we are able to start assessment within 3 months in only 2% of referrals and no patients received a 6-week follow up review.  It was felt that these two criteria were unrealistic.  Overall, we are doing well against measures.  Administrative processes could be improved. Work is ongoing aiming for a more efficient service. Significant Assurance, No Risk. Department scheduled re-audit.
	2

	Family and Professional Experience of Early Years Neurodevelopmental Pathway .  Questionnaires issued to parents of children with an Autism Spectrum Disorder diagnosis and clinicians. Small numbers returned.  Overall good level of satisfaction from parents and carers.  Some areas for improvement.  Significant Assurance, No Risk. Department scheduled re-audit.
	2

	Elderly Medicine

	Do Not Attempt Resuscitation for Medically Optimized Patients.  The quality improvement project concluded that there was a 7% improvement in DNACPR to appropriate medical patients was reached after the second audit cycle.  Adequate efforts made to contact those important to the patients to update in patient’s last days of life to discuss ceiling of care.  Documented evidence of escalation plans from medical team put in place for patients approaching end of life pathway.  Significant Assurance and No Risk.
	2

	Endocrinology

	Patient Experience in Diabetes Management.  In evaluating experience of diabetes care as an in-patient, glucose monitoring and timing of medications in addition to independence of self-management the project resulted in recommendations for increased training.  Significant Assurance and No Risk.  Department have scheduled re-audit.
	2

	Obstetrics

	Handover on Central Delivery Suite (CDS) – Re-Audit.  Handovers, both written and verbal need to have recommendations according to SBAR document.  When discussion patients for elective surgery or awaiting transfer to CDS need detail, not just number of cases.  Safety briefs and neonatal status part of handover.  Limited Assurance and Low Risk.  Department scheduled re-audit and triggered by scores.
	6

	
Assurance/Risk Matrix scores completed on completion of the outcomes and action planning information on the AMaT System are illustrated within the project summaries and below;
	
	Level of Risk

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

	Very limited (4)
	4
	8
	12
	16

	Limited (3)
	3
	6
	9
	12

	Significant (2)
	2
	4
	6
	8

	Full (1)
	1
	2
	3
	4




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




	4.  Mortality 

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

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

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

4.1 Medical Examiner Service and Mortality Reviews

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

4.1.1 Status of Referrals

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


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

The LFD have started to identify themes from the ME reviews and improvement work will commence on these once the dashboards are fully developed.

[image: ]
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4.1.2  Deaths and Referrals 2023/24

For the 2023/24 audit year, the table below provides an overview of the activity in terms of number of deaths per month versus number of referrals received from the ME Service.

	Service Delivery Group/Site
	Number of Deaths
	Number of Medical Examiner Referrals Received

	Morriston
	2009
	852

	Singleton / Neath Port Talbot
	195
	83

	Mental Health
	12
	7

	Tonna
	4
	1

	Gorseinon
	9
	5

	Primary Care (Community)
	51
	31

	Other Health Board’s
	
	17

	
	
	

	Total
	2280
	996




	

It should be noted, that the number of referrals received within any given month could be generated from different time-periods, depending upon any delays within the ME Service.

Cases can be referred where death has actually occurred within other Health Boards but there are queries in relation to care provided to the patient by SBUHB at some point in time.

The LFD review the themes generated and report them to the COEG meetings.  The illustration below lists the top five themes for the report period.

These themes feature on the dashboard and in time, the Service Delivery Groups will be able to drill down into the detail to inform discussions and drive improvements.
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Appendix 1.  Summary of 2022/23 Planned Topics Completed in the 2023/24 Audit Year 
	Assurance/Risk Matrix scores were completed by individuals as part of the summary of outcomes and key learning points, prior to approval by the Audit Leads for agreement of actions and closure.

	
	Level of Risk

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

	Very limited (4)
	4
	8
	12
	16

	Limited (3)
	3
	6
	9
	12

	Significant (2)
	2
	4
	6
	8

	Full (1)
	1
	2
	3
	4




	Mental Health & Learning Disabilities

	Adult Mental Health

	POMH-UK QIP Topic 14c: Prescribing for Substance Misuse.  Equipment for breath alcohol measurement as part of the initial assessment useful in acute adult wards for patients who are intoxicated but may not be alcohol dependent.  Documented Wernike’s encephalopathy assessment required in non-specialist wards.  Full Assurance, Low Risk recorded.
	2

	Prescribing of Anti-psychotic Medication.  National audit topic aligned to mental health prescribing priorities.  Full Assurance, Low Risk recorded.
	2

	POMH-UK QIP Topic  21a: Use of Melatonin.  National project.  No concerns generated from local data, standards met.  Full Assurance, No Risk recorded.
	1

	POMH-UK QIP Topic  19b: Prescribing for Depression.  National project.  The audit did not capture any patients prescribed Dosulepin, Trimipramine or Liothyronine, more specific audit around these prescriptions needed.  Limited Assurance, Moderate Risk recorded.
	9

	Mental Health and Learning Disabilities

	Audit of High Dose Anti-psychotic Prescribing and Monitoring.  The project highlighted the need for documentation, education and Policy around HMD.  A number of recommendations were passed on to Pharmacy and local management for action.  Full Assurance, Low Risk recorded.
	2

	Older People’s Mental Health Services

	Quality Improvement Initiative – Setting up Anti-psychotic Medication Review and Clinic.  It was clear from the initial small sample taken that we were not adhering to NICE and Maudsley Guidelines and from the subsequent audit that there had been some improvement.  A discussion took place between doctors and the Secondary Care Team Leader.  Significant Assurance, Minor Risk recorded.
	6

	Morriston

	Anaesthetics

	Paediatric Starvation Times.  Data highlights that there is a positive trajectory in perceived and actual clear fluid fasting times towards our goal of sips ‘til send”.  Ongoing work surrounding guideline updates. Significant Assurance was recorded with No Risk.
	2

	Cardiothoracic Surgery

	QiP on Local Cardiothoracic Multidisciplinary Team. Assessment of compliance with multidisciplinary meetings against Joint Society Guidelines found performance was in line with the guidance. Full Assurance and No Risk.  
	1

	Diabetology

	Central Hypothyroidism Related to Anti-psychotic and Anti-depressant Medications.  The study strongly suggests isolated central hypothyroidism, in the absence of other pituitary hormone dysfunction or visual field defect, does not require further investigation.  No patients found to have any clinically significant pathology or pituitary imaging.  65% taking psychotropic medications. Full Assurance and No Risk.  
	1

	Diabetes Foot Risk Assessments.  The audit found that few diabetic patients receive a foot assessment on admission.  Although interventions to improve compliance significantly increased the number of patients receiving this, two-thirds continued not to have a foot assessment on admission requiring further education and awareness raising.  Limited Assurance and Moderate Risk.  
	9

	Emergency Department

	Asthma.  The project concluded that treatment provided to adult asthma patients in the Emergency Department was up to the mark although follow-up advice provided to the patients could be improved, re-audit scheduled.  Significant Assurance was achieved and Low Risk was assigned.
	4

	Cognitive Impairment in Older People.  Morriston Emergency Department is only screening around 50% of elderly patients appropriately for cognitive impairment.  The use of a patient bundle greatly increases the identification of patients.  Assessments of a patient’s cognition not being shared with GPs and carers.  Very Limited Assurance and Minor Risk.
	12

	Fractured Neck of Femur.  On comparing Morriston Emergency Department results with the Royal college of Emergency medicine national audit, we have exceeded or met the majority of the target guidance. Significant Assurance and No Risk.
	2

	Urology

	Assessing Fatigue after Robotic-prostatectomy.  Presented at the Welsh Urological Society conference data showed that 23% of patients reported fatigue at 3 months, greater than the target of 15%.  Further study in prospective patients needed.  The project closed with Limited Assurance and No Risk.
	3

	BAUS Ureteruc Injury Audit.  A small number of cases were added to those of 78 Units across the UK.  27 Units reported no ureteric injuries during the audit period.  Locally Full Assurance and No Risk.
	1

	Primary, Community Care & Therapies

	Audiology

	Management of Tinnitus.  All areas audited were achieved for Audiology when measured against NICE NG155. which provides recommendations for the management of tinnitus.  Full Assurance rating assigned with No Risk.
	1

	Podiatry

	Audit of Podiatry Nail Surgery – Surgical postoperative Review Pilot.  5/9 criteria were marked as achieved.  All patients attending have a completed questionnaire and all patient outcomes managed safely with no concerns.  High DNA rate reported.  Limited Assurance recorded with No Risk.
	3

	Defensive Documentation.  Baseline audit undertaken.  Results gave limited assurance that all the agreed criteria set out in health records were completed.  Results and action plans shared with Podiatrists with re-audit scheduled for 2024.  Limited Assurance recorded with Moderate Risk.
	9

	Singleton & Neath Port Talbot

	Oncology

	Adjuvant Colon Cancer Re-audit.  The percentage of patients receiving chemotherapy within 8 weeks of surgery has improved but further action is required and re-audit is scheduled.  Limited Assurance assigned with Minor Risk.
	9

	QiP – Emergency Radiotherapy Pathway.  Ongoing topic to improve service provision.  Recent launch of Acute Oncology Service Medical Unit on Ward 12 will help cover the care of patients who are with us for the day on a 2treat and return” basis.  This will incorporate physiotherapy input. Significant Assurance assigned with Low Risk.
	4

	Radical Radiotherapy Targets.  Audited for a year, it remains an ongoing project and is reported monthly at the Radiotherapy Management meeting where results are discussed.  The issues highlighted from this report remain on the risk register. Limited Assurance assigned with Low Risk.
	6

	Renal UK Data Audit.  There are now a number of limes of treatment available to renal cancer patients but the reality is that the majority only receive 1 or 2 treatment lines.  IMDC prognostic risk groups are still valid in the immunotherapy era.  A significant group of patients in this cohort did not receive immunotherapy at any stage.  These patients should receive the most appropriate efficacious treatment as first lime therapy across all IMDC groups Significant Assurance assigned with Minor Risk.
	6

	Timing for Commencement of SACT.  Improvement in the number of days patients are waiting to have EGFR tests done in Nuclear Medicine following introduction of patient priority stickers on referral forms, with a reduction of approximately 8 days. Actions agreed.  Significant Assurance assigned with Moderate Risk.
	6
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