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CORPORATE RISK REGISTER 
June 2026

RISKS ALLOCATED TO THE
PERFORMANCE & FINANCE COMMITTEE 


	[bookmark: _Hlk192658787]Datix ID Number: 1763
Date Opened:  Apr 2019
	
Date Last Reviewed: June 2026
	CRR Ref Number: 52
Risk Target Date: 31/05/2026
	Current Risk Rating
4 x 3 = 12

	Objective: People of Swansea Bay live healthier, fairer and more prosperous lives
	SRR Ref:
1.1
	Director Lead: Richard Thomas, Director of Communications and Engagement
Assuring Committee: Performance & Finance Committee 

	Risk: Impact Assessment Requirements 
The Health Board does not have sufficient skills & resource in place to undertake integrated impact assessments in line with strategic service change and policy development.

	Risk Rating
(consequence x likelihood):
Inherent: 4 x 4 = 16
Current: 4 x 3 = 12
Target: 4 x 2 = 8
	[image: ]
	Rationale for current score:
· Current lack of required skills / staff to deliver requirements across the organisation.
· Risk lowered to 12 because new Integrated Impact Assessment process developed and being tested across a range of issues and incorporated into Policy on Policies and Corporate Governance processes in line with Strategic Equity Plan..

	
	
	Rationale for target score:
· All of these areas need to have adequate resourcing and robust processes / policies in place for the organisation to make robust plans, engage public confidence and meet our statutory and public duties.  

	Controls (What is currently in place to manage the risk?)
	Further Actions (What more are we going to do to address the risk?)

	· Robust policies and processes in place for Impact Assessment and now integrated into corporate governance approach.
· EIA responsibilities incorporated into wider Integrated Impact Assessment process.
· Development of Strategic Equality Group across organisation to support processes.
	Action
	Lead
	Deadline

	· 
	Refreshed: Roll out Impact Assessment process across organisation. Integration of process into Board decision-making and corporate governance processes.
	Assistant Director of Insight, Charity & Engagement & DICE
	31/05/2026
(Risk expected to reduce to target when complete)

	Assurances (How do we know if the things we are doing are having an impact?)
Advice on Integrated Impact Assessment available across organisation supported by robust policies and procedures, overseen by Strategic Equality Group.  
Intranet page created to provide clarity on process / forms across organisation.  
	Gaps in assurance (What additional assurances should we seek?)
Participation from across organisation in Strategic Equality Group.

	Additional Comments / Progress Notes
14/05/2026: Risk reviewed & updated.





	[bookmark: _Hlk215735661]Datix ID Number: 3444 
Date Opened: June 2023
	
Date Last Reviewed: June 2026
	CRR Ref Number:  92
Risk Target Date: 30/09/2026
	Current Risk Rating
5 x 5 = 25

	Objective: The health board is a resilient, sustainable and responsible organisation
	SRR Ref:
5.1
	Director Lead: Claire Osmundsen-Little, Director of Finance and Performance
Assuring Committee: Performance & Finance Committee

	Risk: Forecast Deficit
Forecast deficit is not met due to (1) insufficient progress on run rate reduction, (2) the saving targets required across all areas are not achieved. 

	Risk Rating
(consequence x likelihood):
Inherent: 5 x 4 = 25
Current: 5 x 5 = 25
Target: 5 x 4 = 20
	[image: ]
	Rationale for current score:
· Delivery of the deficit plan is predicated on a combination of savings and run rate reductions 
· Consequence is significant as failure to deliver the plan could impact service delivery if cost reduction required later in the year
· A deficit plan is a failure to meet a statutory duty

	
	
	Rationale for target score:
· The consequence will not change given the importance of financial delivery and its relationship with the delivery of the Health Board’s recovery and sustainability plan
· Aim to reduce likelihood to 4 based on review of confidence in savings delivery at mid-year point. Further reduction to be considered at end of Q3.

	Controls (What is currently in place to manage the risk?)
	Further Actions (What more are we going to do to address the risk?)

	The Health Board is doing the following:
· Accountability Letters and Budgetary Management Framework issued to all budget holders in May 2026, which set the expectation and budget for 2026/27.
· Introduced in Q3 of 2024/25 the Health Board has put in place further oversight via the Recovery & Sustainability (R&S) Board, which reported directly to Performance & Finance Committee (PFC) and is chaired by the CEO. This Board is held bi-weekly.
· Supporting the R&S Board is the R&S Team, which since 2025/26 has dedicated resource to support the programmes of work agreed for 2026/27. In 2026/27 this has been strengthened with appointment of a Director (since April 2026) and a new Head (commenced in June 2026).
· Continued transparent exchange of position with NHS Executive & Welsh Government, with both weekly and monthly meetings with the NHS Executive.
· Standard Day 5 Finance Reports on Variable Pay, Savings Performance and Flash report published via SharePoint site.
· Variable Pay is being reported weekly to Informal Execs, alongside identification of key drivers using the core data available.
· The Health Board has continued with its strategic external partner (Deloitte) for April/May and there was a clear handover plan to support the £65m savings, between Deloitte and the Delivery Unit during May.
· Additional and enhanced reporting of assessed Savings position presented to PFC and the Board during June, with road map to 48% schemes green/amber by end Q1 and expectation 100% by end Q2
· Focus on the Group & Control work published by Welsh Government – and translated internally and Making Every £ Count and ensuring we have the governance in place to support the delivery a balanced plan.
	Action
	Lead
	Deadline

	
	Extension to commissioning of external support (Deloitte), in collaboration with Welsh Government, which commenced on 14th July 2025. Provide further support for establishment of a sustainable position into 2026/27.
	Director of Finance
	Complete (Engagement ended and handed over to internal Delivery Unit)

	
	Move to weekly reporting of the savings position from start of Q2 to support and inform on the delivery of £65m
	Director of Finance
	31/07/2026 (For implementation)

	
	Refreshed: Establishment of Delivery Unit, with dedicated Director to oversee the delivery of £65m savings required in 2026/27.
	Director of Finance
	Complete

	
	Enhanced monthly forecasting to 31st March 2027 by Service Group/Area to ensure wider financial position is assessed, this will be required on Working Day 9 each month to end financial year
	Director of Finance
	30/06/2026
Implemented

	
	Review of savings position aligned to £65m target and re-assessment of risk score.
	Director of Finance
	30/09/2026

	Assurances (How do we know if the things we are doing are having an impact?)
The Health Board financial performance is reviewed and monitored through:
· WG Monthly Monitoring Returns and letter signed by CEO and DOF
· Monthly financial performance meetings 
· Monthly performance meetings (New 2025/26)
· Performance & Finance Committee
· Independent Member briefings 
· Recovery & Sustainability Board 
· Routine reporting to Board of most recent monthly position and financial forecasts
· Weekly meetings with the NHS Executive
· Escalation Meetings with NHS Executive
· Weekly meetings with Director Finance for NHS Wales 

	Gaps in assurance (What additional assurances should we seek?)

	Additional Comments / Progress Notes
29/05/2026: Updated plan submitted to Welsh Government aligned to the latest savings position and the outcomes from Board Development of 18 May 
12/06/2026: First submission of forecasts for 2026/27, with further work required to ensure this becomes a drum beat through 2026/27
23/06/2026: Update to In-Committee Performance & Finance Committee (PFC) on journey to reach £65m through Q1 and Q2 to provide greater oversight and assurance
30/06/2026: Resubmission of the plan based on the work presented to PFC 23/06/26 and discussed at Board on 25/06/26.
06/07/2026: Re-assessed target score and timescales associated with actions and anticipated controls impact.
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	[bookmark: _Hlk215735705][bookmark: _Hlk192584807][bookmark: _Hlk219212333]Datix ID Number: 3448
Date Opened: June 2024
	
Date Last Reviewed: June 2026
	CRR Ref Number: 93
Risk Target Date: 31/03/2027
	Current Risk Rating
4 x 3 = 12

	Objective: The health board is a resilient, sustainable and responsible organisation
	SRR Ref:
5.1
	Director Lead: Claire Osmundsen-Little, Director of Finance and Performance
Assuring Committee: Performance & Finance Committee

	Risk: Reduced Capital Funds
Reduced National NHS funds available for major capital schemes requiring a restricted Capital Plan for 2026/27.

	Risk Rating
(consequence x likelihood):
Inherent: 5 x 4 = 20
Current: 4 x 3 = 12
Target: 5 x 1 = 5
	[image: ]

	Rationale for current score:
· The Health Board has received a 12.3% uplift to its opening discretionary capital allocation for 2026/27 of £15.6m and £29.6m for approved capital schemes within the All-Wales Capital Programme.
· The funding available within the Capital Resource Limit (CRL) will not meet the demands for capital investment. Discretionary capital is deployed to replace ageing medical devices & equipment; to address backlog maintenance of premises; and to support small scale, non-National service improvements with capital investments
· The outcome of the 2024 national capital prioritisation exercise means some major capital scheme business cases are on hold. A number of high-risk priority schemes will require funding support from WG, including estate stabilization for the Cefn Coed site and in particular Acute Adult Mental Health In-patients services.
· Whilst the current requests for replacement of medical equipment and digital devices/network are not causing concern due to the substantial end of year slippage funding received from Welsh Government in 2025-26, there are likely to be more requests for estates backlog maintenance beyond the initial resources.
· Potential consequences of this risk are the inability to achieve the ambitions set out within health board plans; the potential failure of ageing equipment leading to service disruption; the exposure to potential environmental health & safety risks.

	
	
	Rationale for target score:
The target score expresses the aspiration of the health board for addressing this risk. The target dates indicated in the actions below reflects the point at which the current actions are anticipated to reduce the risk, though knowledge of the actual funding available is required to reduce it further and this is not available until some months into the financial year.





	[bookmark: _Hlk215735732]Controls (What is currently in place to manage the risk?)
	Further Actions (What more are we going to do to address the risk?)

	The Health Board is doing the following:
· Regular dialogue with Welsh Government regarding capital requirements.
· Clear communication and reporting of the capital position, the risks and limitations.
· Close management of all schemes to ensure slippage is understood along with the impact on service.
· Routine (monthly) review and flexing of plan as spending is committed through the year.  Routine monitoring processes identify any potential slippage and will deploy this on risk-based basis.
· Clear prioritisation of any new requirements recognising the current constraints.
· Bi-monthly examination of the specific prioritisation and phasing of capital investment to meet health board objectives through the Executive Capital Management Group.
· Maintenance of list of risks through the Capitalisation Prioritisation Group to facilitate timely action should additional WG funding become available later in the year.
	Action
	Lead
	Deadline

	
	WG request for submission of bids to support possible additional capital funding in 2026/27 in backlog maintenance for Estates and Digital
	Assistant Director of Finance (Strategy & Planning)
	26/06/2026
Complete

	
	Fix in-year CRL position with Welsh Government.
	Assistant Director of Finance (Strategy & Planning)
	30/10/2026

	
	Agreement of business case process and funding envelope with Welsh Government for estate stabilisation for the Cefn Coed site and in particular Acute Adult Mental Health In-patients services.

	Assistant Director of Finance (Strategy & Planning)
	31/07/2026

	Assurances (How do we know if the things we are doing are having an impact?)
The Health Board capital position is reviewed and monitored through:
· Quarterly capital prioritisation group 
· Performance & Finance Committee quarterly finance report
· Capital, Land and Assets Sub-Committee of the Performance & Finance Committee 
· Capital & Estates Board
· Executive Capital Management Group
· Monthly Monitoring Returns to Welsh Government.
	Gaps in assurance (What additional assurances should we seek?)
· Reporting on impact of constraints to the capital programme on service delivery.
· Does the Capital & Estates departments have sufficient staff to undertake major capital build and estates backlog maintenance projects to make the best use of available Welsh Government funding through the Targeted Estates Fund (TEF)
· Whether any planned spend on major estates backlog maintenance projects should be reassessed pending the outcome of our Clinical Services Plan ‘Transforming for the Future’

	Additional Comments / Progress Notes
13/05/2026: Risk reviewed & updated. 
Actions closed – i) Routine review and flexing of plan as spending is committed through the year. Routine monitoring processes will identify any potential slippage and will deploy this on risk based basis.  ii) Examine the specific prioritisation and phasing of capital investment to meet health board objectives through the Executive Capital Management Group.  iii) Maintenance of risks through the Capitalisation Prioritisation Group should additional WG funding become available later in the year.





	[bookmark: _Hlk195701018]
Datix ID Number: 3571
Date Opened: October 2023
	
Date Last Reviewed: June 2026
	CRR Ref Number: 96
Risk Target Date: 31/03/2027
	Current Risk Rating
4 x 5 = 20

	Objective: The health board is a resilient, financially sustainable and responsible organisation
	SRR Ref:
5.1
	Director Lead: Marie Davies, Director of Planning, Partnerships & Performance
Assuring Committee: Performance & Finance Committee  

	Risk: Failure to Develop an Approvable IMTP (statutory compliance) 
If we fail to have an approvable Integrated Medium-Term Plan (IMTP) for 2027/28 then we will not meet our statutory duty to break even and may lose public confidence.

	Risk Rating
(consequence x likelihood):
Inherent: 4 x 5 = 20
Current: 4 x 5 = 20
Target: 4 x 2 = 8
	[image: ]
	Rationale for current score:
The Health Board does not have a WG approved IMTP and has been placed in enhanced monitoring for Finance, Strategy and Planning following the inability of the Health Board to submit a balanced IMTP since March 2023. Given the All-Wales financial context, the Health Board was not able to submit an IMTP in March 2026. It has instead developed an Annual Plan 26/27 set in a three-year context. 

	
	
	Rationale for target score:
The target remains to develop a financially balanced IMTP so that we meet our statutory duties.

	Controls (What are we currently doing about the risk?)
	Mitigating actions (What more should we do?)

	· As per the Welsh Government de-escalation criteria for Strategy and Planning, work is well underway to update the Health Board’s clinical services strategic plan. 
· The Health Board has refreshed and published its Organisational Strategy
· As per the Welsh Government de-escalation criteria for Strategy and Planning, work has been undertaken to assess the Health Board against the planning maturity matrix and develop an action plan in response. This has been reported via the Board Planning & Partnerships formal report and feedback from Welsh Government in February 2026 reflected the “positive improvement journey” and agreed with the Health Board’s scoring.
· Delivery of financial recovery, productivity and sustainability actions through agreed Recovery and Sustainability plans owned by executive and programme leads is reported to the Recovery and Sustainability Board. 
· Delivery of transformation, redesign and major change actions through approved System Programme Plans are monitored through the System Programme Boards.
· Delivery of operational and service level actions through Service Delivery Groups as part of normal business activity will be monitored through the Monthly Performance Reviews and Integrated Performance Reporting 
· The Annual Plan Oversight Group has been superseded by the Integrated Planning and Performance Review Meeting which takes on a quarterly basis and is chaired by the CEO with the purpose of providing formal management oversight to the delivery of the Annual Plan, and to act as a forum for future planning discussions.
· The process for development of the 2026/27 plan focussed on developing the total savings opportunities pipeline.
· A process for Development of the Annual Plan 2027/28 has been approved by the Exec Board 22.04.26
· Plan development will continue to be subject to robust challenge and scrutiny through regular briefings to Independent Members, Performance and Finance Committee (now meeting twice a month, once informally and once formally) and with detailed oversight from the Board itself.
· An updated Annual Plan 206/27 was re-submitted to Welsh Government on 30.06.26, which includes a trajectory to deliver a balanced financial plan by March 28, and strengthened process for delivery and execution of a total savings pipeline and associated delivery plans
	Action
	Lead
	Deadline

	
	Refresh Clinical Services Strategic Plan
	Executive Director of Planning, Partnerships & Performance/ Medical Director
	30/11/2026

	
	Establishment of the ‘Delivery Unit’
	Director of Delivery
	30/06/2026
Complete

	
	Re-submit Annual Plan 26/27
	Executive Director of Planning, Partnerships & Performance
	30/06/2026
Complete

	
	Delivery of Annual plan 26/27
	Executive Director of Planning, Partnerships & Performance
	31/03/2027

	Assurances (How do we know if the things we are doing are having an impact?)
· The strength of the plan is demonstrated by delivery which is monitored through the System Transformation Boards, Recovery & Sustainability Board and The Service Delivery Group Monthly Performance Reviews and Integrated Performance Report.
· Improvement in planning will be reflected in the 2026 self-assessment against the WG Planning Maturity Matrix.
	Gaps in assurance (What additional assurances should we seek?)


	Additional Comments / Progress Notes
30/06/2026: Controls & actions updated



	[bookmark: _Hlk219212911][bookmark: _Hlk222304736][bookmark: _Hlk215736341]Datix ID Number: TBC
Date Opened: October 2025
	
Date Last Reviewed: June 2026
	CRR Ref Number: 106
Risk Target Date: N/A
	Current Risk Rating:
4 x 5 = 20

	Objective: The health board is a resilient, sustainable and responsible organisation
	SRR Ref:
N/A
	Director Lead: Marie Davies, Director of Planning, Partnerships & Performance
Assuring Committee: Performance & Finance Committee

	Risk: Emissions Reduction 
If we do not identify funding and implement appropriate actions effectively and in a timely way, there is a risk that the Health Board will not achieve the emissions reduction targets set by Welsh Government which could result in failure and potential reputational damage in the eyes of Welsh Government and the wider public.

	Risk Rating
(consequence x likelihood):
Inherent: 4 x 5 = 20
Current: 4 x 5 = 20
Target: 4 x 5 = 20
	[image: ]
	Rationale for current score:
Consequence: 4 – based on Governance and Assurance domain outcome of: Low performance rating (low confidence of external stakeholders and Welsh Government connected to potential delay slippage/delay in delivery of targets)
Likelihood: 5 – The 2025 target has been missed, see ‘Targets explained’ in ‘Additional comments’. This makes achieving the 2030 target less likely.

	
	
	Rationale for target score:
Likelihood: 5 - Funding is not available and updated Decarbonisation Strategic Delivery Plan (DSDP) was not costed, passing unknown costs onto the Health Board to implement. Revised DSDP still has a majority focus on buildings without allocated funding to enable. Revised DSDP still has a majority focus on buildings without allocated funding to enable.

	Controls (What is currently in place to manage the risk?)
	Further Actions (What more are we going to do to address the risk?)

	· Board leadership is provided by the Executive Director of Planning and Partnerships. There is a supporting governance structure in place. 
· There is a Climate Action Plan (CAP) 2026-2030, approved 27 February 2026. 
· Implementation is managed by the action’s owners through their local arrangements. Assurance is brought to the quarterly Sustainable Swansea Bay Steering Group meeting. Support is available to the action owners from the Sustainability Team and through a quarterly Climate Knowledge Exchange.
· Measures required to achieve emissions reduction objectives are integrated into other strategies and plans, including Estates Strategy; IMTP; Quality Strategy; Sustainable Travel Strategy; Healthy & Sustainable Catering Strategy; Value Based Healthcare Strategy, People Strategy; Population Health Strategy.
· The organisation’s carbon emissions is one of the Health Board’s strategic indicators.
· The Health Board’s Green Group provides a forum for sharing across services and to learn from other case studies in Wales.
· Climate change & decarbonisation is a component part of the prioritisation for Capital Projects across NHS Wales organisations.
· Currently building in climate and sustainability into the Clinical Services Plan.
· Health Board takes part of the wider Welsh Government Health and Social Care Climate Emergency Programme governance through membership and participation on:
· Buildings, Estates, Land Use Planning Programme Board – 1 member
· Transport and Procurement Programme Board – 1 member
· Approach to Healthcare Programme Board – 2 members
· Adaptation Programme Board – 2 members
· Community of Experts – 4 members
· Adaptation Accelerator Programme – 2 members
· The Health Board has contracted three ‘Sustainability Clinical Leads’ including an ED (Emergency Department) Consultant, a Consultant Anaesthetist, and NAU (Neurology Ambulatory Unit) Manager. They are driving sustainable healthcare work in the health board including Green ED, Greener Theatres, Green Group and other initiatives as well as wider NHS Wales and Royal College networks.
· Participation on the Public Services Boards in Swansea and Neath Port Talbot sharing best practice and investigating opportunities for collaboration.
· Appropriate lead within the CAP will meet with potential funders and partners, and ongoing sourcing of funding / collaboration opportunities identified
	NHS Wales Shared Services Partnership led: Working with suppliers on carbon reduction plans. NWSSP require any contract over £5 million have a Carbon Reduction Plan, that can then provide a more accurate emissions factor supporting calculation. Furthermore, there is a Health Board responsibility not to over purchase items and ensure stock is utilised prior to reorder to remove any waste/expiry of dates.
	Director of Planning, Partnerships & Performance
(SRO, but action led by NWSSP)
	2030

	
	Currently building in climate and sustainability into the Clinical Services Plan.
	Assistant Director of Planning & Partnerships

	TBC – CSP completion timeline

	Assurances (How do we know if the things we are doing are having an impact?
	Gaps in assurance (What additional assurances should we seek?)

	· Annual carbon emissions data: This is reported to Welsh government annually, based on a financial year. There are three emissions measures reported. The Health Board has some success in meeting the target for Scope 1 and 2 emissions, but the scope 3 emissions are off target. See Additional Comments at foot of this template for definition of measures and performance figures.
· CAP Delivery Plan & RAID (Risks Actions Issues & Decisions) log:  Implementation of the CAP is reviewed and updated quarterly as an assurance element to SSBSG. 
· DSDP Delivery Plan & RAID log: Implementation of the Decarbonisation Strategic Delivery Plan (DSDP) is reviewed and updated quarterly as an assurance element to SSBS. DSDP elements are amber/red due to external constraints, particularly around funding. 
· DSDP reporting and benchmarking: DCR process replaced by DSDP reporting, with bi-annual the 1st report focuses on a deep dive into 4 initiatives, risks, and issues. The format of the second report has not been confirmed. The first report on the updated DSDP was approved by Management Board in March 2026, recognising red and amber risks – predominantly due to funding.
· Benchmarking: An annual review is undertaken within SBU against progress in the wider health sector and other relevant developments in sustainability and climate related work. This highlights that the Health Board is aware of work, but it can be hard to replicate. This will be partially addressed through the established Sustainable Healthcare Working Group. 
· Annual CAP reporting: Progress report and assurance to Welsh Government around local Health Board actions as detailed in the CAP being undertaken in addition to those in the DSDP. This report is not required in 2025/26.
· NWSSP internal audit review: Audit conducted for period Sep-23 to Apr-24 reported with ‘Limited assurance’ due to Welsh Government not having any dedicated funding stream. This risk has been continuously reflected in the DCR reporting process to WG. In addition, periodic updates are provided internally to the Head of Compliance which informs reporting to Audit Committee. Other Health Boards, bar Powys, also received a ‘Limited Assurance’.
	· Source of emissions: The Health Board has made significant reductions on the emissions from the Estates with the RE:Fit programme and development of the solar farm powering Morriston Hospital. However, most Health Board emissions are indirect, predominantly from the Supply Chain, and harder to reduce.
· Funding stream: The SBU Climate Action Plan (CAP) has been developed to be achievable cost neutrally. 
However, the NHS Wales Decarbonisation Strategic Delivery Plan (DSDP), published in 2021, was developed by the Carbon Trust and directly targets emissions from buildings. However, suitable resource to implement the actions was not provided by Welsh Government or NHS Wales to support delivery of the plan. There is an expectation that additional funding be absorbed into Health Board financial plans. This is not feasible, recognising decarbonising buildings costs more than £60 million. 


	Additional Comments: Targets Explained:
Public Sector Emissions Reporting:
Annual carbon emissions reporting to Welsh Government calculating emissions associated with Health Board Activities (based on financial year).
• Scope 1: Direct emissions from owned or controlled sources including natural gas, fleet, fluorinated gases and anaesthetic gases
• Scope 2: Indirect emissions from the purchase and use of electricity
• Scope 3: All other indirect emissions that occur in the upstream and downstream activities of an organisation this includes supply chain, business travel, commuting, waste, water, and processes associated with electrical distribution and extracting fossil fuels.
Context: Climate Emergency was declared by Welsh Government in 2019, leading to the Net Zero Wales ambition for the Welsh public sector to collectively reach net zero by 2030. In response NHS Wales developed a ‘Decarbonisation Strategic Delivery Plan (DSDP)’ (published in 2021). 
The Health Board has some success in meeting the target for Scope 1 and 2 emissions, largely driven by the development of the solar farm and Re:Fit energy efficiency programme managed by Estates. This is despite new categories being added since establishment of the baseline including kerosene, fluorinated gases and anaesthetic gases. A total of 79% of the Health Board’s emissions are part of the supply chain – emissions reductions in this space will be dependent on suppliers actively working on reducing their own emissions and sharing this information with the Health Board. NWSSP is leading on this with all contracts over £5million requiring a carbon reduction plan. 
Annual carbon emissions data is reported to Welsh government annually, based on a financial year. This calculates emissions associated with health board activities (and so reflects outcome of activities aimed at managing risks to delivery). Most recent performance (2024/25) against WG revised 2018/19 baseline is:
	Scope
	2018/19* (tCO2e)
	2024/25 (tCO2e)
	% difference

	1
	Direct emissions from owned or controlled sources incl. natural gas, gas oil, kerosene, fleet, fluorinated gases, anesthetic gases
	26,123.40
	23,433.44
	
-10.30

	2
	Indirect emissions from the purchase/use of electricity incl. grid electricity
	
	
	

	3
	All other indirect emissions (up/downstream) incl. supply chain, commuting, homeworking, business travel, water, waste, well to tank and transmission and distribution (grid)
	110,063.30
	150,792.27
	
+37.01

	Total
	136,186.70
	174,225.71
	+27.93


*Readjusted baseline from WG, based on the change in footprint: ABMU to SBU

Increases in 2024/25 were mostly from:
· Natural Gas: Number of cold weather days and increase in natural gas used to heat
· Oil: Oil leak and refill od tank required
· F—gas: F-gas accidental release at Morriston and system requiring refill
· Supply chain: Change in emissions factors for the supply chain and revised methodology by NWSSP
· Commuting: Increase in number of staff, this utilises a Welsh Government estimation from the number of staff in the Health Board
· Homeworking: New category, not included prior to 2024/25, utilises an estimate similar to commuting utilising a Welsh Government estimation from the number of staff in the Health Board
Emissions calculations do not take into account the level of service intensity/capacity delivered by the Health Board. 

2025 target, -16% emissions reduction across NHS Wales: Target was passed in 2025 with emissions across NHS Wales increasing by over 20% - as reported in the BBC. There has been no communication from Welsh Government on this. However, this doesn’t take into consideration the different data sources from the baseline to now, improved data efficiency, or increases in services provided/footfall. 
28/04/2026: Risk reviewed & updated.
20/05/2026: No further updates.






[bookmark: _Hlk219212974][bookmark: _Hlk222304805]

	Datix ID Number: TBC
Date Opened: October 2025
	
Date Last Reviewed: June 2026
	CRR Ref Number: 107 
Risk Target Date: N/A
	Current Risk Rating:
5 x 4 = 20

	Objective: The health board is a resilient, sustainable and responsible organisation
	SRR Ref:
N/A
	Director Lead: Marie Davies, Director of Planning, Partnerships & Performance
Assuring Committee: Performance & Finance Committee

	Risk: Emergency Preparedness, Resilience and Response, (EPRR) and Recovery
If the health board lacks adequate and effective emergency preparedness, planning, response and recovery at both corporate and operational levels, there is a risk that it may not be able to respond and recover promptly, efficiently, or effectively to a major incident, business continuity, or critical incident. This could lead to: Negative impacts on patient care delivery in both acute and non-acute settings; Potential harm or injury to patients and/or staff; Non-compliance with statutory obligations under the Civil Contingencies Act 2004; Legal actions and financial penalties; Reputational damage and diminished public trust.

	Risk Rating
(consequence x likelihood):
Inherent: 5 x 5 = 25
Current: 5 x 4 = 20
Target: 5 x 4 = 20
	[image: ]
	Rationale for current score:
The current score is aligned with the Wales Risk and Preparedness Register and reflects the Health Board’s compliance with statutory obligations under the Civil Contingencies Act and NHS Wales EPRR standards. It also considers assurance processes in place, including regular audits, training compliance, and business continuity planning. These controls provide a robust framework for preparedness; however, residual risk remains due to external dependencies, inter-agency coordination challenges, supply chain vulnerabilities, and the evolving nature of threats such as cyber incidents, climate-related events, and public health emergencies.  It also aligns with the EPRR risk register, including the risk linked to EPRR resource (there is a team of 2 to coordinate resilience across the health board).

	
	
	Rationale for target score:
The target score reflects the ongoing nature of the actions and control measures required to strengthen organisational resilience. These activities, such as maintaining EPRR training compliance, strengthening governance structures, robust risk and lessons management and embedding business continuity arrangements across services, are essential to sustaining current levels of preparedness. Without these controls in place, the current risk score would escalate to 25.

Maintaining the current risk score depends on the continued implementation of these measures, alongside improvements in interoperability with partner agencies, enhanced assurance processes, and investment in key risk mitigation areas including cyber security, supply‑chain resilience, utilities resilience, and climate‑adaptation planning. This ongoing programme of work supports effective preparedness, coordinated response, and timely recovery during major incidents or emergencies, ensuring alignment with national standards and statutory requirements.
While a reduced target score is not indicated the organisation remains committed to continuous improvement through regular exercising and testing of plans, applying lessons identified from incidents, and sustained engagement with internal and external stakeholders. These ongoing activities ensure resilience remains dynamic and responsive to evolving risks.

	[bookmark: _Hlk218244584]Controls (What is currently in place to manage the risk?)
	Further Actions (What more are we going to do to address the risk?)

	· There is an Executive Director nominated as lead for Civil Contingences (the Director of Planning, Partnerships & Performance).
· A comprehensive business continuity management (BCM) process is in place, allowing services to assess and manage risks across the five key business continuity (BC) areas (premises, people, service, utilities, and supplies) and implement suitable mitigations. The BC framework serves as a guide for departments to develop their own specific BC procedures. 
· An overarching Strategic BC Procedure outlines the management processes, escalation protocols, and response structures to ensure effective command, control, and coordination during a significant disruption. In addition, each Service Delivery Group has an overarching Tactical BC Procedure outlining the tactical management processes, escalation protocols and response structures for effective command and control and coordination.
· A Emergency Preparedness, Resilience, and Response (EPRR) strategy and program is in place to oversee and ensure enhanced assessment, preparedness, prevention, response, and recovery strategies. These aim to ensure there is the capacity and capability to be resilient, prepared and for staff to have the right skills and to have the correct plans to safely and effectively respond and recover from emergencies. This has been shaped by consideration of lessons identified from previous emergency incidents and exercises; the management of shared risks; and the impacts outlined in the EPRR risk and preparedness register.
· The organisation has fully established emergency preparedness, resilience, and response (EPRR) measures, with the EPRR work and training programs aligned to meet Civil Contingency statutory requirements. Oversight is provided by the EPRR Oversight Group.
· A range of emergency response protocols, including a major incident procedure, has been developed. To support, there is a suite of emergency procedures at national and regional levels to address and mitigate national, regional, and local risks as effectively as possible. These risks are identified in the Health Board EPRR Risk and Preparedness register and aligned to National Risk Register, Wales Risk and Preparedness Register, Local Resilience Forum (LRF) Community Risk Register, and respective local authority risk registers.
· The Health Board actively participates in the NHS Executive Health Emergency Planning Advisory group and its sub-groups, which provide a platform for discussing and advancing NHS emergency preparedness and planning policies. Additionally, the HB is involved in the Wales Resilience Partnership Group and South Wales Local Resilience Forum and contributes to various pan-Wales/regional groups. The Health Board works closely with local partners and is a member of both Neath Port Talbot and Swansea Local Authority risk groups.
· The HB EPRR arrangements are aligned to the HB Strategic vision and objectives. EPRR not only helps the HB to comply with the legal requirements but also reinforces the delivery of high-quality, safe, and equitable services, as well as supports the long-term sustainability and resilience of the organisation.
· There is a holistic approach to building, strengthening, and maintaining the EPRR work programme with consideration to leadership and governance (and ensuring these are up to date to ensure clear accountability), training and workforce development, scenario planning and exercises, risk management, community engagement and continuous improvement, including the conduct of regular audits and assurance checks against NHS Wales EPRR standards. This allows delivery of care to be of high quality, efficient, resilient, and adaptable during times of crisis.
· Exercising & Continuous Improvement: Scheduling regular internal training and exercises simulations; capturing lessons identified from incidents and exercises and integration into plans.
	Amended: Training & Competency:
⦁ Ensure full compliance with EPRR training requirements for all relevant staff.
⦁ Refresher training and scenario-based learning for key roles. There is a relentless drive to ensure there is 100% compliance for Gold and Silver Command training, currently this target has not been met despite a number of training sessions offered. This has been escalated vai SDG Directors and Executive Board. Furthermore, completion of this training has been included as a recommendation as essential in the recent debrief report following 3 episodes of declared business continuity incidents due to operational pressures.
	Executive Director of Planning and Partnerships
	31/03/2026
date extended to 31/07/2026

	
	Amended: Business Continuity Management:
⦁ Embed and test business continuity plans across all critical services.
⦁ Ensure plans include critical resilience and alternative arrangements.
This target has not been met despite additional training and support. An extension has been offered for full completion by 30.04.26. This has been escalated via the SDG Directors and Executive Board. Furthermore, completion of service business continuity procedures has been included as a recommendation in the recent debrief report following 3 episodes of declared business continuity incidents due to operational pressures. During disruption, it is essential that services can remain to function.
	Executive Director of Planning and Partnerships
	31/03/2026
date extended to 31/07/2026

	
	HB National Power Outage (NPO) Framework:
Support Estates Directorate to develop a HB wide NPO Framework
The draft Framework, now termed loss of utilities, is complete and will be discussed for approval in the HB EPRR Oversight Group; 07.05.26 and will be submitted to Executive Board and Health Board for approval.
	Executive Directors of Planning and Partnerships / Finance
	30/07/2026

	Assurances (How do we know if the things we are doing are having an impact?
	Gaps in assurance (What additional assurances should we seek?)

	· The EPRR Strategy Group is responsible for overseeing the strategy and implementation of the EPRR work plan. It operates under the coordination of the corporate Strategy Directorate, with the programme focused on achieving Civil Contingency responsibilities, conducting thorough risk assessments, and facilitating training, exercises, and lessons learned. A digital dashboard is in place to support the monitoring of the EPRR work programme.
· The HB delivers various exercises to test the effectiveness of current arrangements and response procedures and key training programmes. A comprehensive HB training and exercise strategy is established, covering operational, tactical, and strategic response levels.
· Local procedures (including Major Incident and Emergency Response procedures) are regularly reviewed to incorporate the latest UK and national guidance, as well as lessons identified from actual events. Following each live incident, a debrief is conducted, and the findings are documented in the SBUHB lessons identified register.
· As part of the EPRR Work Programme and within the Digital Dashboard, the EPRR Strategy Group monitors and ensures that all business continuity procedures are kept up to date. Identified gaps in business continuity management are taken forward by the respective Service Delivery Group and cross cutting services EPRR
· The EPRR Strategy Group oversees the HB EPRR risk register, which includes the necessary mitigations for consequence management. This informs the EPRR work programme and training and exercising strategy.
· Risks associated with health included in the Wales Risk and Preparedness Register are included on the South Wales Local Resilience Forum Risk Register and the specific health risks are discussed in the Loal Resilience Health Group. This work informs multi-agency, regional resilience, and response arrangements.
· The EPRR Strategy Group currently provides annual updates to the Management Board, with a summary to the Health Board. This includes presenting the Major Incident Procedures, which are reviewed each year, submitting the NHS Executive Annual Report for approval, and offering a comprehensive EPRR update. The update covers challenges, achievements, and other emergency response arrangements.
· The six statutory duties shape the overarching EPRR work programme, with progress monitored through the Digital Dashboard and discussed at the EPRR Strategy Group. Indicator of achievement of 2025/26 objective is: As a Category 1 Responder organisation under the Civil Contingencies Act 2004, HB meets the six statutory duties. Assurance of this is provided through the NHS Executive Annual Report, which is signed by the HB CEO and presented to the Management Board. The report also includes an update on the delivery of the HB EPRR work programme.
· Business Continuity audit report 
· Additionally, to support the HB EPRR Training and Exercising Strategy, HB takes every opportunity to participate in national and regional exercises. These exercises are then discussed in the various resilience forums, as mentioned earlier.

	· EPRR is a corporate function and must be recognised as a vital, cross-cutting service to ensure EPRR considerations are integrated into all HB operations. Progress is being made in this area, but further work is needed. Service Delivery Groups must designate appropriate managerial resources to take on EPRR responsibilities within their respective services. These individuals should have the necessary seniority to make decisions and drive the required work programme forward. Additionally, EPRR mapping has been undertaken for the HB Strategic vision and objectives evidencing where HB-wide work programmes need to incorporate resilience, with EPRR clearly defined as a critical pillar in supporting these efforts. However, further clarity is needed regarding the specific gaps or challenges hindering the full integration and effectiveness of EPRR within these processes.

	Additional Comments / Progress Notes
27/04/2026: Risk reviewed and progress against actions recorded narratively above.
20/05/2026: No further updates.






	Datix ID Number: TBC
Date Opened: Mar 2026
	
Date Last Reviewed: June 2026 
	CRR Ref Number: 109
Risk Target Date: TBC
	Current Risk Rating
4 x 3 = 12

	Objective: Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships
	SRR Ref:
2.8
	Director Lead: Deb Lewis, Chief Operating Officer
Assuring Committee: Performance & Finance Committee

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

	Risk Rating
(consequence x likelihood):
Inherent: 4 x 4 = 16
Current: 4 x 3 = 12
Target: 4 x 2 = 8
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	Rationale for current score:
· The cessation of additional activity for Diagnostics combined with the residual downstream impact of high levels of insourced outpatient activity in 26/27 has resulted in increased numbers of patients waiting over 8 weeks for diagnostic test.
· The cessation of additional treatment activity for long waiting patients has resulted in a forecasted position of 850 patients >104 weeks at end of March 2027. This is a deterioration from the current position of zero.

	
	
	Rationale for target score:
· Welsh Government has recently announced its intention to make additional investment available nationally to support improvements in diagnostic and treatment access. Swansea Bay has already undertaken detailed planning to identify where additional capacity could be deployed most effectively, particularly in those areas experiencing the greatest demand and longest waits, and is well placed to mobilise this should funding be confirmed. Target score reflects this opportunity for improvement but is dependent upon confirmation of funding allocation.

	Controls (What is currently in place to manage the risk?)
	Further Actions (What more are we going to do to address the risk?)

	· Specialty level capacity and demand models set out the baseline capacity and identify solutions to bridge the gap in 2025/26. 
· Planned care trajectories have been developed (and shared with Welsh Government).
· Processes are in place to monitor performance against those trajectories internally (and with Welsh Government as part of Targeted Intervention).
· There is focused intervention within the 10 specialties with the longest waits to support delivery.
· Long waiting patients are outsourced to the independent sector, where it is appropriate to do so.
· Additional activity is being delivered on weekends (via insourcing), which is working towards reducing the wait for outpatient appointment to below 26 weeks.
· There is ongoing internal and external validation of waiting lists
· All long waiting patients receive clinical reviews to ascertain continued need for surgery.
· Complaints and concerns in respect of waiting times are monitored to identify issues and trends.
· A Planned Care Programme Board and the associated transformation programmes are in place across outpatients and theatres to develop services.

	Action
	Lead
	Deadline

	
	In light of WG announcement of additional funds to support planned care this year, recovery bids for both Diagnostics and Planned Care to clear 8 week and 104 week backlogs have been prepared. These will be ready for submission once bidding process becomes clear.
	Chief Operating Officer / Assistant Director of Ops Planned Care & Cancer
	TBC

	
	
	
	

	Assurances (How do we know if the things we are doing are having an impact?)
· A Targeted Intervention (TI) dashboard presents live data on performance to support monitoring by COO, performance and operational teams. 
· Weekly monitoring meetings chaired by the Assistant Director of Performance review/monitor progress against delivery plans.
· Updates on metrics such as validation, clinical reviews, complaints & concerns are fed into Planned Care Board. 
· There are highlight reports that go to Planned Care Board on each of the programme streams.
	Gaps in assurance (What additional assurances should we seek?)
There is scope to improve assurance that Health Board processes are optimised.

	Additional Comments / Progress Notes
30/03/2026: Risk transferred from former Strategic Risk Register Entry following Exec Team discussion.
Action completed - The Clinical Committee which has been set up to support the Planned Care & Cancer Board (PCCB) will ask clinical leads from each of the services managed under the PCCB to review their arrangements against ‘optimal practice’ as determined by the national Clinical Implementation Network (CIN) and to present their findings to the PCCB.
12/06/26: In absence of substantive COO, the Service Group Director (NPTSSG) and Assistant Director (Planned Care & Cancer) are reviewing risk in June (this will be reflected in July CRR).






	Datix ID Number: TBC
Date Opened: Mar 2026
	
Date Last Reviewed: June 2026 
	CRR Ref Number: 110
Risk Target Date: TBC
	Current Risk Rating
5 x 4 = 20

	Objective: Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships
	SRR Ref:
2.8
	Director Lead: Deb Lewis, Chief Operating Officer
Assuring Committee: Performance & Finance Committee

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

	Risk Rating
(consequence x likelihood):
Inherent: 5 x 5 = 25
Current: 5 x 4 = 20
Target: 4 x 3 = 12
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	Rationale for current score:
· Most recent SCP performance at 56% against target of 75%.

	
	
	Rationale for target score:
· Reflects requirement to improve performance in line with WG expectation.

	Controls (What is currently in place to manage the risk?)
	Further Actions (What more are we going to do to address the risk?)

	· Processes are in place to manage each individual case on the Single Cancer Pathway (SCP), with enhanced monitoring & weekly monitoring of action plans for top 6 tumour sites.
· Initiatives are in place to protect surgical capacity to support Single Cancer Pathways.
· Performance discussions by tumour-site focus on compliance with the following targets:
· First outpatient appointment by Day 10
· Deliver a decision to treat (DTT) by day 31
· Outsourcing solutions are in place to support pathology turnaround times for urgent suspect cancer. 
· The COO is leading targeted discussions with most pressurised tumour sites to understand barriers to complying with national optimal pathways for cancer 
· Cancer improvement group meets monthly.
	Action
	Lead
	Deadline

	
	Operational Delivery plan for submitted trajectory to 76% SCP compliance by March 2027 tabled for Executive Board
	COO
	24/06/2026

	
	
	
	

	Assurances (How do we know if the things we are doing are having an impact?)
· A Targeted Intervention (TI) dashboard presents live data on performance to support monitoring at tumour site and health board scrutiny meetings.
· Weekly Targeted Intervention monitoring meetings chaired by Cancer Services to review compliance with the 62 day pathway and track backlog volumes.
· Bi-weekly Cancer meetings chaired by the Deputy Chief Operating Officer review NOP adherence and delivery of 62 day target
· Planned Care & Cancer Board chaired by COO reviews Cancer Performance information.
	Gaps in assurance (What additional assurances should we seek?)
Assurance of optimal effectiveness of control arrangements.

	Additional Comments / Progress Notes
30/03/2026: Risk transferred from former Strategic Risk Register Entry following Exec Team discussion.
Action completed - New Assistant Director of Operations is reviewing governance arrangements and their operation to ensure they perform optimally.
12/06/26 in absence of substantive COO, the Service Group Director (NPTSSG) and Assistant Director (Planned Care & Cancer) are reviewing risk in June.




	Datix ID Number: TBC
Date Opened:  April 2026
	
Date Last Reviewed: June 2026
	HBR Ref Number: 115
Risk Target Date: TBC
	Current Risk Rating
5 x 4 = 20

	Objective: Care is delivered in partnership with our communities in safe and appropriate settings, supported by innovation
	SRR Ref:
2.7, 3.2
	Director Lead: Claire Osmundsen-Little, Director of Finance
Supporting Director(s): Deb Lewis, Chief Operating Officer and Liz Rix, Executive Director of Nursing
Assuring Committee: Performance & Finance Committee
Committee for Information: Quality & Safety 

	Risk: Mental Health & Learning Disabilities Estate
If the condition, configuration and security of the mental health inpatient, crisis and community estate (including ligature risks, blind spots, backlog maintenance, ageing infrastructure, water/heating/ventilation vulnerabilities and inadequate seclusion and Section 136 facilities) cannot be stabilised and improved at pace, then the Health Board may be unable to provide safe, therapeutic and dignified care. This may result in serious harm or death (including self-harm/suicide risk), increased violence/aggression and restrictive practice, service disruption or temporary closure/decant due to infrastructure failure, failure to meet statutory health & safety requirements, national standards and HIW expectations, and significant regulatory, financial and reputational impact.

	Risk Rating
(consequence x likelihood):
Inherent: 5 x 5 = 25 
Current: 5 x 4 = 20
Target: 5 x 3 = 15
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	Rationale for current score:
Current score reflects that significant environmental hazards and infrastructure fragility remain across parts of the MH estate (including ligature and observation challenges, inadequate therapeutic space and privacy, and maintenance/security concerns). While interim controls reduce risk, incidents and near misses remain likely and the residual consequence is major given the patient cohort and potential for serious harm and regulatory action.
Inherent Risk: 5 x 5 = 25 (Catastrophic consequence; Likelihood is expected without controls due to known high-risk environments and infrastructure vulnerabilities).
Current Risk: 5 x 4 = 20 (Catastrophic consequence; Likelihood reduced but probable due to residual ligature/observation risks, security incidents and backlog maintenance despite mitigations).

	
	
	Rationale for target score:
Target score assumes delivery of an agreed estates stabilisation plan (including highest-risk ligature and observation mitigations), improved security arrangements, and implementation of an interim reconfiguration/decant solution while the long-term reprovision business case progresses. Consequence remains major due to inherent clinical risk, but likelihood reduces to possible as environmental hazards and infrastructure failure risk reduce.
Target Risk: 5 x 3 = 15 (Catastrophic consequence; Likelihood reduction to possible once stabilisation works and interim/long-term solutions materially reduce environmental hazards and business continuity risk).




	Controls (What is currently in place to manage the risk?)
	Further Actions (What more are we going to do to address the risk?)

	· Environmental and ligature risk assessments/audits with prioritised mitigation actions (including observation and practice controls where estates fixes are not immediately possible), with site-level action tracking.
· Estates maintenance response, backlog maintenance prioritisation and statutory compliance processes for the MHLD estate, with escalation of critical infrastructure defects (water/heating/ventilation/electrical) and infection prevention considerations.
· Additional controls include: security measures and incident response (e.g., access control, management of break-ins); seclusion/Section 136 governance and compliance monitoring; quality and safety walkarounds; and transformation programme estates workstream governance and options appraisal for interim/long-term solutions.
	Action
	Lead
	Deadline

	· 
	Deliver an MHLD inpatient, crisis & community estates stabilisation plan focused on highest-risk ligature / observation hazards, sanitation, privacy/dignity and therapeutic environment improvements, with funded milestones and weekly oversight.
	Interim ED Finance / COO (MH&LD)
	30/09/2026

	· 
	Implement a violence reduction, restrictive practice reduction and staff safety plan in inpatient, crisis and community settings (training compliance, de-escalation capability, incident learning and environmental mitigations).
	ED Nursing / MH&LD Service Group
	31/12/2026

	· 
	Complete options appraisal and decision on interim reconfiguration/decant (including Section 136/crisis suite and compliant seclusion provision), with patient experience, equality, workforce and business continuity impacts explicitly assessed.
	Interim ED Capital & Estates / COO (MH&LD) / ED Planning
	31/12/2026

	· 
	Implement an estates business continuity and security resilience plan for MHLD sites (priority utilities, fire/water ingress mitigation, access control, anti-intrusion measures and tested decant/contingency arrangements).
	Assistant Director Estates / Local Security Management / COO (MH&LD)
	31/03/2027

	Assurances (How do we know if the things we are doing are having an impact?)
· Environmental risk assurance: routine ligature/environmental audit compliance, actions closed on time, and independent validation/walkaround assurance for highest-risk areas.
· Quality and safety intelligence linked to environment: incidents/near misses (self-harm, violence/aggression, restrictive practice), HIW feedback, complaints/patient experience themes and staff safety metrics, triangulated with estates defects and security incidents.

	Gaps in assurance (What additional assurances should we seek?)
· Board-level assurance is required that (1) the highest-risk environmental hazards are identified consistently and reduced in a measurable way; (2) there is a clear, costed and deliverable stabilisation plan to bridge to an interim and long-term solution; and (3) the risk of service disruption from infrastructure failure (utilities, flooding/water ingress, fire safety, security) is understood and controlled. Independent assurance should evidence impact, not only activity (e.g., reduction in ligature risks, fewer environmental-driven incidents, improved privacy/dignity and therapeutic space, and improved HIW compliance at across sites.

	Additional Comments / Progress Notes
06/05/2026: This risk captures the compounding quality, safety and business continuity threat created by the condition, configuration and security of the MHLD estate and the dependency on stabilisation works and interim/long-term reprovision. 
13/05/2026: Risk agreed by Executive Board and current score of 20 indicated.
18/06/2026: Paper being presented to the Capital Management Group on 01/072026, to highlight the proposed service requirements for LD and consolidation in to two units, to support the service.
02/07/2026: Design completed for the seclusion / section 136 suite together with WG funding. Currently reviewing a test to fit for alternative location from NPT Hospital. Completion Dec 2026.





	Datix ID Number: TBC
Date Opened:  April 2026
	
Date Last Reviewed: June 2026
	CRR Ref Number: 117
Risk Target Date: 31/03/2027
	Current Risk Rating
4 x 5 = 20

	Objective: Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships
	SRR Ref:
2.8
	Director Lead: Deb Lewis, Chief Operating Officer
Assuring Committee: Performance & Finance Committee
Committee for Information: Quality & Safety Committee 

	Risk: Access to timely Urgent & Emergency Care
Because of insufficient system-wide capacity, workforce constraints, and flow challenges across urgent, emergency, and community pathways, there is a risk that patients experience excessive delays in the Emergency Department and ambulance handovers (including breaches of 12-hour ED waits and 45-minute handover expectations), resulting in overcrowding, increased risk of patient harm, deterioration, compromised quality of care, and poor patient and staff experience.

	Risk Rating
(consequence x likelihood):
Inherent: 5 x 5 = 25
Current: 4 x 5 = 20
Target: 3 x 4 = 12
	
	Rationale for current score:
Consequence: Major due to risk of harm associated with prolonged ED waits and ambulance handover delays. Patients being cared for in non-designated clinical environments.
Likelihood: Expected due to persistent system pressures and frequent breaches of performance standards.

	
	
	Rationale for target score:
Consequence reduced through improved system flow, alternative pathways, and workforce optimisation. Access to timely care in appropriate clinical environments.
Likelihood is probable due to ongoing demand pressures but reduced severity and frequency of extreme delays.

	Controls (What is currently in place to manage the risk?)
	Further Actions (What more are we going to do to address the risk?)

	· Daily Director-led system safety huddles with system wide representation to maintain oversight of system pressures, patient access to UEC services and any risk that may impact service delivery, to support tactical decision making
· National escalation framework reporting and Integrated UEC dashboard 
· UEC Programme Board governance and performance oversight 
· Surge capacity and temporary workforce measures in place
· Management of clinically optimised patients and discharge processes 
· Operational flow dashboards 
· 24/7 escalation via Silver and Gold command structures for ambulance handover delays 
· Board-level monitoring of ambulance handover performance
· Joint action plan in place with WAST to deliver Handover 45 ( 80% 07:00-19:00 hrs July 1st to Sept 1st 26, 95 % September onwards)
· Launched UEC SPOA with Clinical Conversation before Conveyance aimed at demand management and patient redirection.
· Deployed Ambulance Flow co-ordinators to manage the escalation pathway for Handover 45.

	Action
	Lead
	Deadline

	· 
	Strengthen ambulance handover improvement plan to achieve 45-minute compliance including Discharge Lounge expansion, deployment of Ambulance Flow co-ordinators.
	Interim Assistant Director Ops: UEC
	Complete

	· 
	Ringfence community slots to support admission avoidance from SPOA and Frailty Assessment 
	Nurse Director PCCT
	Complete

	· 
	Improve discharge pathways and reduce clinically optimised patients – see also CRR 80
	Interim Assistant Director Ops: UEC / Nurse Director PCCT
	End March 27

	· 
	Enhance real-time digital flow and escalation dashboards 
	Director of Delivery
	End August 26

	Assurances (How do we know if the things we are doing are having an impact?)
· Daily monitoring of ED waits, ambulance handovers, bed occupancy and escalation status. 
· Routine reporting to UEC Programme Board, Performance & Finance Committee and Quality & Safety Committee. 
· External assurance via HIW and Audit Wales reviews.
	Gaps in assurance (What additional assurances should we seek?)
· Limited evidence of sustained improvement in ED waits and ambulance handover performance across all sites and time periods. 
· Limited reduction in the number of clinically optimised patients to enable flow.

	Additional Comments / Progress Notes
The delivery of timely access to urgent and emergency care, ambulance handover and 12-hour performance is reliant on system flow – see CRR 80 actions.








Risk Score Calculation

For each risk identified, the LIKELIHOOD & CONSEQUENCE mechanism will be utilised.  Essentially this examines each of the risks and attempts to assess the likelihood of the event occurring (PROBABILITY) and the effect it could have on the Health Board (IMPACT).  This process ensures that the Health Board will be focusing on those risks which require immediate attention rather than spending time on areas which are, relatively, a lower priority.
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Risk Score	45839	45870	45901	45931	45962	45992	46023	46054	46082	46113	46143	46174	20	20	20	Target Score	45839	45870	45901	45931	45962	45992	46023	46054	46082	46113	46143	46174	12	12	12	
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Risk Matrix

CONSEQUENCE (**) 1 - Rare 2 - Unlikely 3 - Possible 4 - Probable 5 - Expected

1 - Negligible 1 2 3 4 5

2 - Minor 2 4 6 8 10

3 - Moderate 3 6 9 12 15

4 - Major 4 8 12 16 20

5 - Catastrophic 5 10 15 20 25

LIKELIHOOD (*)
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