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	For Assurance

	Report Summary; detailing any action required

	The report provides assurance and an overview of the recent work of the Clinical Outcomes and Effectiveness Group (COEG), the 2026-28 Audit Plans and includes a section on the Learning from Deaths Panel.

	Key Issues

	· Progress against identified audits for 2023-24 improved from 86% to 92% and from 29.5% to 75% for the extended 2024-26 period.

· Plans for new Assurance Responses App to support timely completion of assurance responses to key national guidance and national audit/registry publications;

· Deep dive presentations from individuals and/or Service Delivery Groups are received as required at the COEG meetings;

· The Audit Plan element of the 2026-28 Audit Programme signed off at the March 2026 meeting;

	Decision / Action required
	No

	Recommendations

	Members are asked to:

· RECEIVE FOR ASSURANCE the progress reported within all clinical audit areas since introduction of the new Clinical Audit App;

· RECEIVE FOR ASSURANCE the plans for a similar approach towards reducing the volume of outstanding assurance responses for national audit and registry publications and key national guidance;

· RECEIVE FOR ASSURANCE the achievement of improving from 29.5% to 75% completion for the extended 2024-26 Audit Programme and from 86% to 92% for 2023-24;

· RECEIVE FOR ASSURANCE the number of Level 3 Mortality Reviews closed and action taken at Morriston to improve timeliness and compliance;


CLINICAL OUTCOMES AND EFFECTIVENESS GROUP
1. INTRODUCTION

Patient outcomes and clinical effectiveness fall within the remit of the Quality and Safety Group and are operationally discharged through the Clinical Outcomes and Effectiveness Group (COEG). The COEG meets monthly, with the exception of August and December, to oversee progress across a range of key agenda items, including service group updates and focused presentations on priority areas.
The group provides assurance reports to the Quality and Safety Group and reports to the Quality and Safety Committee as required.
2. BACKGROUND

The Health Board’s hierarchy of audit activity comprises five levels, as defined within the Clinical Audit and Effectiveness Policy:

· Level 1 – Mandated national audits and registries

· Level 2 – A small number of Health Board Audit Priority Topics, supporting resident doctors and others requiring audit participation for training and appraisal

· Level 3 – Audit topics planned or triggered by the risk and assurance scores assigned at the conclusion of a previous audit cycle

· Level 4 – Audit topics scheduled for delivery by individual departments

· Level 5 – Emergent ad‑hoc audit topics required in response to arising risks or issues

Within an audit period, additional audit cycles may be triggered where outcomes are assigned higher risk or lower assurance scores by project contacts and subsequently ratified by designated Audit Leads. These additional cycles are incorporated into the audit work programme at Level 3. 
This report provides an update on progress with the delivery of projects across all levels as reviewed at the February, March and April 2026 meetings.  It also includes an update on progress against the NHS Delivery Unit and Welsh Government National Learning from Deaths Framework, which has been adopted by the Health Board to support established local processes for screening, reviewing, and responding to concerns identified by the Medical Examiners (ME) Service and/or the bereaved. 
This work forms a key component of the Health Board’s clinical outcomes assurance, enabling themes and concerns arising from mortality review data to be identified, monitored, and addressed through a customised dashboard.

3. GOVERNANCE AND RISK ISSUES

3.1
Mandated National Audits/Registries (Level 1)

All health boards are required to participate in the NHS Wales National Clinical Audit and Outcome Review Plan Annual Rolling Programme.  The list was refreshed in June 2025 and maintains the steer towards more topics running as continuous data collection.

Participation in Level 1 topics, any issues or concerns and areas of good practice feature as part of the regular Service Group presentations, allowing areas to focus time as required to support improvements.

In January 2026, a new Clinical Audit App was completed and introduced by the Clinical Audit team to complement the existing COEG dashboard and support Service Groups, Clinical Directors and Audit Leads in monitoring completion of required tasks for key agenda items.  
Following issues with case submission, regular updates on compliance with the National Audit of Care at the End of Life (NACEL) are provided by the Clinical Lead, who recently undertook a validation exercise in response to an outlier status.  The response to the status alert along with the required changes to data submitted were provided and acknowledged within the required timescale. 

The health board has recommended that the case note reviews for the 2026 audit will be undertaken by a cohort of clinicians and nursing staff, with senior clinician overview to ensure quality control.
Changes in the design and approach of the National Audit of Dementia 2025-27 (NAD) have resulted in the Associate Medical Director for Professional Concerns and Quality and Safety linking in with nursing colleagues to ensure that wards will be providing the necessary data, commencing in June 2026

3.1.1  Responses to Key National Guidance and Publications  

The COEG requires assurance responses initiated by the publication of new/revised key national guidance or release of a new mandated national audit or registry report.  Once appropriate respondents have been identified, typically through Senior Team meetings, a formal response deadline of eight weeks is set. Progress against this timescale is monitored routinely, with regular follow‑up communications issued in advance of the deadline.  Any breach of the eight‑week timescale have historically been escalated by the COEG to the Quality and Safety Group, in line with the established governance route, for oversight and onward management. 
                                                                                                                    Where responses remain outstanding or incomplete following routine follow‑up, the Associate Medical Director for Professional Concerns and Quality and Safety and/or the Deputy Executive Medical Director engage directly with the relevant leads.  Table 1 below summarises current overdue responses by Service Group;

	Responses Issued/Completed
	2023/24
	2024/25

	National Audit/Registry Assurance Proforma (AP)
	33/39
	73/87

	HTW & NICE Guidance
	106/113
	61/98

	Total
	139/152 
	134/185

	Currently Escalated/New For Escalation
	Escalated
	New

	Singleton/NPT
	
	Oesophago-gastric cancer report (NOGCA / NATCAN)*** (new report out)

	(
	

	Singleton/NPT
	
	Fetal alcohol spectrum disorder


	(
	

	Singleton/NPT
	
	Overweight and obesity management*** (new response re-assigned)
	(

	

	Singleton/NPT
	
	Metastatic Breast Cancer Report 2025 (NAoMe/NATCAN)
	(

	

	Singleton/NPT
	
	Oesophago-Gastric Cancer Report 2025 (NOGCA/NATCAN)
	(

	

	Morriston
	
	Hip fracture care in 2024 (NHFD)
	(

	

	Morriston
	
	Blood sodium report (Medical and Surgical Outcome Review/NCEPOD)
	(

	

	Morriston
	
	Inpatient falls – Stepping towards improvement (NAIF/FFFAP)
	(

	


Table 1.
*NPT = Neath Port Talbot
In May 2026, a new Assurance Responses App will be introduced to support automated reminders to identified respondents and to enhance monitoring of response completion at Service Group level and by the COEG. 
At the COEG meeting in April 2026, it was agreed any historic assurance responses (those marked with *** in the table) that have not been completed will be formally stood down if there now exists a more recent update. The implementation of this will ensure duplication of work is avoided and focus is given to the most up to date current guidance. To clarify any assurance responses that have not been completed where there is no updated guidance will remain on the system and responses with be formally sought in the normal manner. This process gives assurance that all information will be captured and no assurance reports/guidance will be missed.
3.1.2 Health Technology Wales (HTW) Adoption Audit

In the February 2026 meeting the Chair shared the Health Technology Wales Adoption Audit Report 2025.  It was noted that there were a number of responses submitted indicating that the health board were not using some of the listed guidance.

As part of the response to the findings of the audit it was agreed that there would be a change in process moving forward, with any responses which indicate non-use of a guidance or recommendation reviewed by the COEG as an extra layer of scrutiny to ensure accuracy and to provide justification.

Round Three of the HTW Adoption Audit has commenced.  Fourteen responses are required.  To date, two have been submitted.  The deadline is 20th June 2026.

3.1.3 NCEPOD (National Confidential Enquiry in Patient Outcome and Death) Studies

In the last two months, Pleural Procedures closed with one clinical questionnaire outstanding for the Singleton/NPT Service Group.  Two organisational questionnaires have also completed and submitted. 

The Rib Fracture study was focused on the Morriston Service Group.  Six clinical questionnaires and the organisational questionnaire have been submitted.
All clinical and organisational questionnaires have been completed and submitted for the study into the Stabilisation of the Critically Ill Child.
3.2   Health Board Priority Topics (Level 2)

A number of topics are identified by the Executive Medical Director’s Department in order to generate data for the health board and to support healthcare professionals in training in need of a quick turnaround to evidence participation in audit and quality improvement activities.  

Presentations on each of the Level 2 topics are scheduled into the COEG meetings regularly.  Recently, the focus for the Clinical Audit team has been on completing the new Clinical Audit App to support review of the Audit Plans for 2026-28.  
The majority of topics are under review.  Changes to the tool for Care at the End of Life are being considered by the Lead to focus on community cases following the National Audit moving to continuous data collection.  Decision Making and Consent is paused until the re-launch of the exercise in relation to Procedure Specific Consent Forms which will be agreed at the upcoming SBUHB Decision Making and Consent Group meeting in June 2026.  Cognitive Impairment is paused while the new approach towards the National Audit of Dementia runs over the Summer.  Use of Chaperones will be revisited later in the year.  Antimicrobial Stewardship with a focus on Hospital Acquired Pneumonia is underway, with recent correspondence issued from the Morriston Service Group encouraging participation in the audit.  Figure 1 provides the current position on all topics;
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Figure 1.

3.3   Service Delivery Group and Department Plans (Level 3 and Level 4)

Service Delivery Groups now present on a number of key agenda items on a rota basis using a uniform template.  Supported by the COEG dashboard and the new Clinical Audit App, Service Groups are now able to delve deeper into areas requiring mitigation to meet expectations in both the audit levels and assurance responses.

The position on the 2024-26 clinical audit programme has strengthened considerably, with clear improvements in governance, oversight, and delivery. Backlogs have been reduced, long‑standing historic audits have been resolved where no longer required, and completion processes have been tightened to ensure audits are formally closed once outcomes are reviewed. 
Engagement with audit leads has improved significantly, supported by direct follow‑up and clearer accountability. The introduction of the new Clinical Audit App has been a major enabler, improving usability, visibility, and ownership for audit leads. Feedback indicates that the system is easier to navigate, less overwhelming, and better aligned to individual roles, supporting more timely review and decision‑making. 
The 2026-28 Audit Plans (Appendix 1.) were reviewed and signed off by the COEG at the March 2026 meeting, ready for launch on 1st April 2026.  It was noted that creation of the plans had been more controlled, with clearer scrutiny of proposals, improved alignment to risk, and stronger oversight of audits that must be retained and delivered for assurance purposes.
With the known requirements and planned activity now set out, any additional audit topics added for the period will be absorbed as part of the wider Audit Programme for 2026-28.  These will either be triggered by risk assurance scores of 12 or above assigned to a closed audit cycle, or be newly identified and necessary additions e.g. for participation in any regional/national studies not listed at Level 1, emergent necessary topics to address concerns or an outlier status alert etc.  Additions will be quantified in future reports.

Figure 2 below provides an overview of the current status of recent audit programmes;

	Current Status of Recent Audit Programmes

2023/24

2024-26

@ 24/25

@ 25/26

@ 26/27

@ 25/26

@ 26/27

39%
86%
92%
25%
75%



Figure 2.

It is reassuring that the transition between the legacy and new systems has resulted in minimal disruption. The longer‑term priority remains the establishment of effective and timely oversight of planned activity and triggered re‑audit cycles, to ensure that they are delivered as intended.

3.4 Deep Dives to COEG

Audit leads are invited to COEG meetings to provide focus presentations and updates on topics which support learning for the organisation and/or require improvement in service delivery.  For the February, March and April 2026 meetings, these focus presentations were;

· Interventions Not Normally Undertaken (INNU) Policy.  The presentation focused on clarifying the purpose and application of INNU and the shift towards an Evidence‑Based Interventions (EBI) approach within Swansea Bay UHB. Participants highlighted opportunities to use local data and exemption coding more effectively, alongside the need for clearer, more systematic governance and improved awareness among services. Concerns were raised about how interventions undertaken outside NICE guidance are identified and monitored.  There was acknowledgement of ongoing work to develop a consistent all‑Wales policy and criteria, which is expected to support greater clarity, consistency, and alignment.  Overall, the discussion recognised the need for clearer processes, improved communication, and a culture shift towards evidence‑based decision‑making. 
In summary INNU policies primarily improve value and clinical appropriateness, with financial benefits arising through reduced low-value activity and better use of constrained NHS resources. Savings are often cash-releasing only in the long term, but immediate gains are mainly efficiency-based.  COEG will receive an update in September meeting and six monthly thereafter. 
· The Group received an update on the findings of the UK Upper Gastrointestinal (GI) Bleeding Audit 2022. Nationally, the audit highlighted increasing patient age, comorbidity, anticoagulant use and chronic liver disease, alongside improvements in re‑bleeding rates and endoscopic therapy. Local interpretation was limited by historical data constraints; however, the audit identified delays to endoscopy and incomplete risk stratification in 2022, reflecting the service model at that time. Members were advised that significant service redesign has since been implemented, resulting in a strengthened GI bleeding service, now regarded as one of the strongest in Wales. Mortality remains high but is in line with national experience and reflective of the complexity of the patient cohort.
· The update on the National Audit of Care at the End of Life (NACEL) highlighted variation in performance across sites, with Morriston above the national average in several domains, while Singleton and Neath Port Talbot were below in areas including communication, care planning and spiritual support. Later recognition of dying and poor documentation were also identified as key issues. Upcoming public reporting and ongoing audit activity were noted. Overall, the discussion emphasised the need to improve early recognition, documentation, and advance care planning.

•     Wrong Tooth Extraction Review. The review was undertaken to validate national reporting and assess local identification and learning processes following higher reporting rates. Ten potential cases were identified between 2021 and 2025, representing a very low overall incidence. Some variation against national reporting criteria was noted. Key themes included risks associated with split care pathways and communication or documentation failures, while no incidents occurred where the same clinician prescribed and carried out treatment. Actions include strengthening communication between services, improving orthodontic and paediatric pathways, and reinforcing documentation standards. Overall, the discussion provided reassurance on low incidence and robust safety processes, while highlighting the need to improve communication, manage split pathway risks, and support consistent national reporting and shared learning.
•     The Primary Care, Communities and Therapies Service Delivery Group Update outlined current audit activity and forward planning, with good progress noted in the Community Podiatry Wound Clinic audit, including improved referral triage and integration with primary care services. Audit performance at levels three and four was reviewed, with a number of audits closed, some partially completed and others carried forward into the 2026/2028 plan due to higher risk scores. Health Board priorities including cognitive impairment, chaperone guidance and DNACPR (do not attempt cardiopulmonary resuscitation) were discussed, alongside ongoing training and policy review for community settings. Mortality review themes highlighted concerns around documentation, communication and advance care planning. Overall, the update provided assurance of active governance processes while recognising ongoing challenges relating to documentation quality, system processes and capacity.

•     The Singleton and Neath Port Talbot Service Delivery Group Update outlined national audit performance and clinical audit activity, noting challenges due to limited administrative support impacting timely submission of national returns. Performance varied across audits, with positive performance in early inflammatory arthritis referral times, but ongoing challenges in treatment initiation due to workforce pressures, and continued gaps against national benchmarks for hip fracture care. Some national audit submissions were incomplete due to data and classification issues. Clinical audit activity and forward planning were reviewed with no significant concerns identified. Overall, the discussion highlighted the need to strengthen audit infrastructure, improve data processes, and address capacity constraints impacting performance and reporting.
3.5 Mortality and Medical Examiner (ME) Service Reviews

Reviews are now undertaken for deaths within Primary Care and the Community setting.  The Learning from Deaths Panel is chaired by the Associate Medical Director for Professional Concerns and Quality and Safety and meets on a weekly basis to review and consider ME referrals that are received. In addition, the dashboards for Mortality and End of Life are reviewed on a monthly basis to identify any outlier areas. Specialities identified as outliers will be asked to investigate and present their findings at the next COEG meeting. Updates are provided to the COEG regarding progress with reviews, themes generated and compliments received.   
The COEG summary presentation template for use by the Service Delivery Groups takes into account the cases referred to the area for further investigation and associated actions.

The Once for Wales DATIX Module to support Medical Examiners Reviews remains in development.  Locally data is supported by a SharePoint site feeding into a dashboard created by Digital Services.

For January to April 2026, a total of 879 deaths were recorded across the Health Board, with 382 cases referred from the Medical Examiner Service for mortality review. The majority of referrals were managed at Level 1, with 360 cases closed (94%) and a small proportion escalated for panel review (22 cases; 6%).
Recurring themes across the four months related to time delay from death to Medical Certificate Cause of Death issued, communication with patients and families, quality of clinical documentation and record‑keeping, and DNACPR forms not countersigned. Identified themes are discussed at COEG with senior leaders from all Service Groups in attendance and is subsequently disseminated within the Service Groups to ensure alignment, awareness and appropriate actions across services.
Continued focus is required to sustain progress, particularly in higher‑volume areas. At Morriston, areas have been instructed to review and close cases by the Service Delivery Group Medical Director, undertaking any necessary action(s).
Level 3 Proportionate Investigation has been split into three sub-sections;
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      Figure 3.
Table 2 below shows the current position for outstanding Level 3 actions across Health Board services and the Welsh Ambulance Service Trust (WAST), with additional progress to be reported at a later date following scrutiny of returns submitted during a period of annual leave.  Less than 10% of all outstanding actions relate to proportionate investigation at Level 3c;
	Rolling Total of Outstanding Level 3 Actions (Over 6 weeks) for the period January to 20th May 2026 – Current Position

	
	Morriston
	Singleton/ NPT
	Mental Health & Learning Disabilities
	Primary, Community Care & Therapies
	Corporate
	WAST
	Total

	3b
	52
	9
	1
	6
	4
	1
	73

	3c
	5
	2
	-
	1
	-
	-
	8

	
	57
	11
	1
	7
	4
	1
	81


Table 2.
4.  OPEN AUDIT RECOMMENDATIONS 
There is currently only one open internal audit action and this relates to mortality reviews. The recommendation required the learning and action plans to be taken through appropriate forums within the service groups. While mortality review is featured on the agendas of the quality and safety groups (or equivalent), ensuring the learning and action plans are being considered is currently a work in progress to triangulate the evidence and identify any gaps.  
5. FINANCIAL IMPLICATIONS

There are no financial implications relating to this report. 

6. RECOMMENDATIONS
Members are asked to:

· RECEIVE FOR ASSURANCE the progress reported within all clinical audit areas since introduction of the new Clinical Audit App;

· RECEIVE FOR ASSURANCE the plans for a similar approach towards reducing the volume of outstanding assurance responses for national audit and registry publications and key national guidance;

· RECEIVE FOR ASSURANCE the achievement of improving from 29.5% to 75% completion for the extended 2024-26 Audit Programme and from 86% to 92% for 2023-24;

· RECEIVE FOR ASSURANCE the number of Level 3 Mortality Reviews closed and action taken at Morriston to improve timeliness and compliance;
	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

	Submission of data to national topics allows benchmarking performance for quality, safety and patient experience, while the appropriate identification and planning of necessary local priorities can support improvements and provide assurance.  The Learning from Deaths approach supports learning to ensure patients at the end of life and their loved ones, have the best possible experience.

	Financial Implications

	None.

	Legal Implications (including equality and diversity assessment)

	None.

	Staffing Implications

	None.

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

	Continue to embed appropriate prioritisation of audit activities while balancing the need to meet requirements placed on doctors and healthcare professionals in training.  Generating themes and learning from deaths contributes towards striving to give patients at the end of their life and their loved ones, the best possible experience.

	Report History

	Bi-annual.

	Appendices

	Appendix 1.  2026-28 Confirmed Audit Plan (Contributing Specialties)


Appendix 1 – 2026-28 Confirmed Audit Plan (Contributing Specialties)
	Mental Health and Learning Disabilities

	Live
	13

	Adult Mental Health
	4

	Community Drugs and Alcohol Team
	3

	Liaison Psychiatry Team
	1

	Mental Health and Learning Disabilities
	2

	Perinatal Mental Health
	1

	Psychiatry
	2

	Morriston

	Live
	52

	Anaesthetics
	1

	Burns & Plastics
	5

	Cardiology
	2

	Cardiothoracic Surgery
	2

	Cellular Pathology
	3

	Emergency Department
	2

	Ears Nose and Throat
	3

	Gastroenterology
	1

	General Surgery
	9

	Intensive Care Unit
	13

	Neurology
	3

	Radiology
	1

	Renal
	3

	Respiratory Medicine
	1

	Spinal Surgery
	1

	Trauma and Orthopaedics
	1

	Vascular Surgery
	1

	Outcomes pending sign off
	1

	Burns & Plastics
	1

	Primary, Community Care and Therapies

	Live
	12

	Audiology
	3

	Cardiac Rehabilitation
	1

	Dental Teaching Unit
	1

	Home Enteral Feeding
	1

	Occupational Therapy
	2

	Other
	2

	Speech and Language Therapy 
	2

	Singleton Neath Port Talbot

	Live
	23

	Community Paediatrics
	2

	Dermatology
	1

	General Paediatrics
	3

	Gynaecology
	2

	Major Trauma
	1

	Microbiology
	1

	Obstetrics
	1

	Obstetrics and Gynaecology
	2

	Oncology
	5

	Ophthalmology
	2

	Other
	1

	Paediatric Palliative Care
	1

	Trauma and Orthopaedics
	1
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