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	Purpose of the Report
	For Assurance
	Report Summary; detailing any action required

	Following review by the Mortuary Management Team, both the David Fuller Independent Inquiry the Ockenden Review Post-Death Care Chapter have identified common themes relating to Governance & Oversight, Dignity of the deceased, Traceability, Workforce Competency, Communication with the bereaved and Regulatory Compliance. Key improvement opportunities arising from Ockenden report, relevant to Swansea Bay University Health Board have been identified and align closely with existing Human Tissue Authority (HTA) standards, governance arrangements and actions arising from the Fuller Inquiry.


	Key Issues

	· Both National Inquiries identified failures of Governance, Oversight, Communication and Organisational learning associated with Post-Death Care Pathways.
· Review of the Ockenden Report has identified Mortuary improvement priorities relating to Dignity, Storage of the deceased, Traceability, Bereavement support, Communication pathways, Workforce competency and Governance.
· Existing Mortuary Governance arrangements provide assurance against many recommendations contained within both reports.
· Further work will focus on evidencing compliance, strengthening quality assurance systems and embedding organisational learning across Mortuary post-death care pathways.

	Decision / Action required
	No

	Recommendations

	The Quality & Safety Committee is requested to:
1. Receive the report for assurance.
2. Note the findings and recommendations arising from the David Fuller Independent Inquiry and the Ockenden Review Post-Death Care Chapter.
3. Take assurance that the Mortuary Management Team has reviewed the relevant findings and identified the key improvement priorities applicable to local services.
4. Note that many identified improvement themes are already reflected within existing Mortuary Governance and Human Tissue Authority compliance arrangements.
5. Support ongoing implementation, monitoring and reporting of improvement actions through established governance structures.



Mortuary Services Assurance Report: David Fuller Independent Inquiry: Phase 2 and response to Ockenden Review (Post-Death Care Chapter)

1. INTRODUCTION
This report provides assurance regarding Swansea Bay University Health Board's consideration of the findings arising from the David Fuller Independent Inquiry and the Ockenden Review Post-Death Care Chapter. Both reports have significant relevance to Mortuary Services, Bereavement Services and wider Post-Death Care pathways and have been reviewed to identify areas requiring continued improvement, assurance and oversight.

2. BACKGROUND
The David Fuller Independent Inquiry, phase one published in 2023 and phase two published in July 2025, examined the safeguarding of deceased individuals and concluded that arrangements across the health and death care sectors required strengthening to protect the security, dignity and integrity of the deceased. Recommendations focused upon governance, access control, security systems, oversight, auditing, workforce regulation and accountability.

The Ockenden Review, published in June 2026, examined maternity and post-death care failings at Nottingham University Hospitals NHS Trust. The review identified significant concerns relating to mortuary practices, dignity of the deceased, bereavement care, governance, communication, traceability, body storage, workforce competency and regulatory compliance.

Although the circumstances of the inquiries differ, both identified common themes that are directly relevant to Health Board Mortuary and Post-death Care Services including:
· Protection of the dignity of the deceased.
· Safe and secure mortuary environments.
· Robust identification and traceability systems.
· Effective Governance and Leadership.
· Requirement for strong incident reporting and organisational learning processes.
· Compassionate communication with bereaved families.
· Workforce competency and training.
· Human Tissue Authority compliance and regulatory assurance

3. GOVERNANCE AND RISK ISSUES
The principal risks identified within the Fuller Inquiry and Ockenden Review include:

· Failure to maintain the dignity and respect of deceased individuals.
· Identification and traceability failures.
· Weak governance and accountability arrangements.
· Inadequate incident investigation, reporting and organisational learning.
· Poor communication with bereaved families.
· Failure to comply with Human Tissue Authority standards.
· Workforce competency and training gaps.
· Reputational damage resulting from service failures.

Following a review of the reports by Swansea Bay Mortuary Services, it was identified that a number of mitigations were already in place prior to publication the reports, which provides assurance that the risk of similar issues occurring within Swansea Bay is low. These include:  
· Strengthened assurance through both internal and regionally aligned HTA governance and reporting structures – providing clear lines of accountability and reporting
· Enhanced mortuary security access control systems including complete review, audit and restriction of mortuary access
· Routine mortuary security (security access systems & CCTV) audits at all mortuary sites 
· Revised swipe card access protocols – mortuary management control and oversight
· Regional HTA Designated Individual appointed
· Technically trained Regional Mortuary Manager appointed
· Two Regional Lead Anatomical Pathology Technologists appointed
· Ongoing regular review of mortuary risks and mitigation measures
· Reinforced principle of deceased to be treated with same respect and care as living patients – standardisation of procedures across all sites with implementation of equitable porter training at all unlicenced sites.

One immediate action was taken to response to a recommendation within Phase 1 of the David Fuller Independent Inquiry:
· Recommendation 9 - must install CCTV cameras in the mortuary, including the post-mortem room, to monitor the security of the deceased and safeguard their privacy and dignity.  Enhanced Mortuary CCTV coverage implemented at Morriston Mortuary providing comprehensive monitoring of all key areas involved with the management of deceased patient.  

No further actions were required in response to the Ockenden Review.

Work is ongoing to complete the Gap Analysis of Phase 2 of the Fuller Inquiry after which the report will be finalised by Mortuary Service Management Team. However, it must be highlighted that there are recommendations and findings for NHS organisations which sit outside of the mortuary service and these therefore must be assessed and actioned by leaders from other care groups and services within the organisation. 

However, these arrangements provide assurance that risks associated with post-death care within Mortuary Services are appropriately managed and monitored. This work has been undertaken and reported on a regional basis through the Regional HTA Assurance Group (appendix one), which monitors delivery of any action required,

4.  OPEN AUDIT RECOMMENDATIONS 
Improvement actions identified through local reviews and governance processes will continue to be monitored through established HTA governance and quality assurance arrangements.

5. FINANCIAL IMPLICATIONS
Most improvements identified align with existing governance, quality and compliance programmes. Potential future financial implications may include:
· Additional mortuary storage and freezer capacity as part of future capacity planning.
· Continued investment in security and access control systems.
· Workforce development to support enhanced competency and training requirements.
· Enhanced audit and quality assurance systems.
· Service developments arising from all future national guidance or regulatory requirements.

6. RECOMMENDATION
The Quality & Safety Committee is requested to:
1. Receive the report for assurance.
2. Note the findings and recommendations arising from the David Fuller Independent Inquiry and the Ockenden Review Post-Death Care Chapter.
3. Take assurance that the Mortuary Management Team has reviewed the relevant findings and identified the key improvement priorities applicable to local services.
4. Note that many identified improvement themes are already reflected within existing Mortuary Governance and Human Tissue Authority compliance arrangements.
5. Support ongoing implementation, monitoring and reporting of improvement actions through established governance structures.


	Governance and Assurance

	Strategic Objectives

	Strategic Objectives
(please choose which is impacted)
	People of Swansea Bay live healthier, fairer and more prosperous lives
	☐
	
	Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships  
	☒
	
	Care is delivered in partnership with our communities in safe and appropriate setting, supported by innovation
	☒
	
	The health board is a great place to work where staff feel valued and work together towards a common goal
	☒
	
	The health board is a resilient, sustainable and responsible organisation
	☒
	Health and Care Standards

	Standards (please choose which applies)
	Safe Care
	☒
	
	Timely Care
	☐
	
	Effective Care
	☒
	
	Efficient Care
	☐
	
	Equitable care
	☒
	
	Person-centred Care
	☒
	
	Staff and Resources
	☒
	Enablers (please choose which applies)
	Whole Systems Approach
	☒
	
	Leadership
	☒
	
	Workforce
	☒
	
	Culture
	☒
	
	Information 
	☒
	
	Learning, Improvement and Research
	☒
	Quality, Safety and Patient Experience

	The recommendations arising from both reviews support improvements in the dignity and care of deceased patients, bereavement support, communication with families, governance arrangements, organisational learning and regulatory compliance. Continued implementation of identified improvements will strengthen patient safety, family experience, public confidence and assurance regarding compliance with Human Tissue Authority standards.

	Financial Implications

	HTA state that any deceased being stored for over 30 days must be transferred from refrigerated to freezer storage. There is currently no suitable Freezer space at Swansea.

In the immediate term there is therefore a requirement to introduce Bariatric freezer spaces into the mortuaries at Swansea. Ideally this would be at Morriston. Several options are currently being explored with a number of different companies involved. Cost is likely to be in the region of £100,000 and will be pursued via the capital route.



	Legal Implications (including equality and diversity assessment)

	The report relates to compliance with Human Tissue Authority standards, statutory responsibilities relating to the care of the deceased, information governance requirements and organisational governance obligations. Lessons arising from both reports support compliance with these duties.
The Ockenden Review also highlights the importance of accommodating cultural, religious and individual family needs within bereavement and post-death care pathways. No adverse equality impacts have been identified.


	Staffing Implications

	The findings support continued investment in workforce development, competency assessment, bereavement awareness and communication training and organisational learning. Future National developments relating to professional regulation of Anatomical Pathology Technologists may require consideration within workforce planning processes.


	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	Implementation of learning from both reviews supports prevention of harm, improved patient and family experience, enhanced organisational resilience, strengthened governance and sustainable quality improvement. The proposed approach aligns with the Well-being of Future Generations (Wales) Act by promoting prevention, collaboration, integration, involvement and long-term improvement across post-death care services.


	Report History

	Regional HTA Assurance Group – David Fuller Independent Inquiry Phase 2 (2025).

	Appendices

	
Appendix 1 - SBAR Report: 12.12.2025 – Regional HTA Assurance Group: David Fuller Independent Inquiry – Phase 2

The below reports can be found in the reading room via Admin Control. 

Independent inquiry into the issues raised by the David Fuller Case: Phase 1 Report: 
Phase 2 Report
The Ockenden Report: Post-Death Care Chapter:
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