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Strategic Risk Register
April 2026 Summary
Risks Assigned to the
Quality & Safety Committee


	SRR
Ref 
	Strategic Risk
	Lead Director
	Risk Score
	Overall Assurance
	Committee Oversight[footnoteRef:1] [1:  This column indicates the Committee to which the risk is assigned, the last meeting to received it (bold) and the version of the SRR received. Entries without dates reflect Committee yet to receive the SRR. ] 


	
	
	
	Previously
	Currently
	Target
	Previously
	Currently
	

	Objective 2: Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships

	2.4
	Quality, Safety & Patient Outcomes
	EDON
	16
	16
	12
	Good
	Good
	QSC Feb 26
received Dec 25 SRR 

	2.6
	Perinatal Service 
	EDON
	16
	16
	9
	Good
	Good
	QSC Feb 26
received Dec 25 SRR 

	2.7
	Mental Health 
	COO
	16
	16
	8
	Good
	Good
	QSC Feb 26
received Dec 25 SRR 








Strategic Risk Register
April 2026 Detail


	[bookmark: _Hlk222310361]
Risk ID Number SRR 2.4
	Risk Label – Quality, Safety & Patient Outcomes
Risk Description – If we do not have robust quality governance systems and processes, use our data intelligently, and develop a strong safety culture that supports learning and improvement then this may  result in increases in avoidable harm and mortality and poorer clinical outcomes.



	Risk Score
	Consequence
	Likelihood
	Overall Score
	Trend
	Strategic Objective
	Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships

	Inherent Score
	4
	5
	20
	
	Lead Director / Risk Owner
	Executive Director of Nursing

	Current Score
	4
	4
	16
	
	Monitoring
Committee
	Quality & Safety Committee

	Target Score
	4
	3
	12
	N/A
	Risk Appetite
	T.B.C.



	Risk Score
Over Time
	Nov 2025
	Dec 2025
	Feb 2026
	Apr 2026
	
	
	
	
	
	
	
	

	
	16
	16
	16
	16
	
	
	
	
	
	
	
	



	Related Risk on Corporate Risk Register
Linked or associated risks which sit in the register immediately below the Strategic Risk Register

	Risk ID
	Description
	Score

	4
(739)
	Healthcare Acquired Infection
Risk of patients acquiring infection as a result of contact with the health care system, resulting in avoidable harm, impact on service capacity, and failure to achieve national infection reduction goals.
	20

	111

	Listening to People
If we do not listen to and act upon the issues raised by people there is a risk that matters of concern to them will continue unaddressed, resulting in dissatisfaction, the potential for poor outcomes, greater regulatory intervention and loss of public trust and confidence.
	16





	Key Controls

	Control Ref
	Control

	1
	Quality and Safety Process Framework

	2
	Annual Strategy Quality Plan

	3
	Quality Assurance Framework

	4
	Quality Impact Assessment Process



	Assurance on Control

	Control Ref
	1st Line Assurance
	2nd Line Assurance
	3rd Line Assurance
	Strength of Control

	1
	Service group quality and safety group scrutiny.
Weekly executive Quality Huddle
	Service group reporting into QSG sub-groups (PSEG, PSCG, COEG, Safeguarding, IPC, QPPB).
Service group performance reviews.
Quality dashboard reporting to QSG (monthly), reporting to QSC (bi-monthly) and Management Board (monthly)
Service group presentation at QSG (quarterly)
	A&A Review – Quality Management System
SBUHB-2324-003 (June 2024) – Reasonable Assurance
Audit Wales Structured Assessment.
	Reasonable

	2
	Reporting from action owners within annual strategic quality plan
	Quarterly reporting to QSG
Quarterly reporting to QSC and Management Board
	
	Reasonable

	3
	Quality assurance visits within service groups.
Service group AMaT scrutiny.
	Service group bi-monthly updates to PSCG.
PSCG bi-monthly reporting to QSG
Corporate Quality Assurance audit programme and reporting into PSCG.
Service group Quality Assurance Audit programmes and reporting to PSCG
	HIW reviews
Llais reviews
A&A Review – Quality Assurance
SBUHB-2425-009 (March 2025) – Limited Assurance
Independent Members’ visiting programme
	Limited 

	4
	QIA scrutiny within service groups’ management boards for service groups decisions
QIA scrutiny in Management Board for HB wide decisions
	Board scrutiny of QIAs
	
	Limited 

	
	Current Overall Assurance Rating
	Good



	[bookmark: _Hlk213752047]Gaps in Control and/or Assurance

	Actions to Address Gaps in Control and/or Assurance
	Lead Director
	Due Date
	Progress

	1
	Individual, team and service level understanding of the Quality Assurance Process Framework requires embedding.
	Action refreshed: QMS self-assessment undertaken and approved in QSG in April. Wider work to be undertaken as part of developing our organisational QMS to identify areas requiring strengthening across the organisation Date changed to reflect this work and the associated impact of Organising for Success
	Head of
Q & S
	31/3/2027
	On track

	2
	The Quality Strategy does not clearly align with organisational objectives, and actions within the implementation plan require review
	Action Refreshed: Quality plan on a page developed as part of the IMTP and in line with the HB organisational strategy.
	Exec Director of Planning
Head of
Q & S
	31/12/2025
Expected 31/03/2026

	Complete

	3
	Service groups need to ensure that quality assurance audits are completed regularly.
AMaT completeness at service group level requires improvement.
	Bi-monthly reporting from service groups to PSCG, as part of internal audit management actions. Service groups have developed forward plans for assurance activities and these are beginning to be reported through to PSCG.

Service group quarterly reporting to QSC has been replaced with monthly reporting to QSG on key quality and safety metrics. Assurance activities are reported into PSCG.

	Service Group Medical and Nurse Directors
	31/12/2025
Now expected 31/07/2026
	Off Track

	4
	The Quality Impact Assessment process is not fully embedded across organisation
	Action Refreshed: Board reporting template being revised to reflect the key domains of the QIA.
	Head of Corporate Governance
	28/02/2026
Now expected 31/8/2026
	Off track



	Additional Comments

	30/03/2026: Risk reviewed by Execs. Description refreshed and score confirmed. Cross-reference to new CRR111 and CRR112 risks added (CRR112 subsequently removed following de-escalation of that risk from CRR.
13/05/2026: Actions reviewed & refreshed. Update:
Controls effectiveness:
• Key controls are operating effectively, with strengthened senior clinical leadership, established perinatal governance structures, a Board reported Perinatal Committee, an agreed Independent Review action plan, and ongoing external oversight through the Oversight Panel, providing clear accountability, scrutiny and assurance of progress against recommendations.
Residual risks:
• Residual risk remains in relation to digital maternity record implementation, specifically limited national system integrations and reliance on external dependencies, which continue to create operational, safety and workforce pressures; these risks are actively managed through escalation to national digital programmes, local mitigation planning, and continued executive and Board oversight.





	Risk ID Number SRR-2.6
	Risk Label – Perinatal Service 
Risk Description – If we do not respond in a timely and effective way to the recommendations of the External Review of Maternity & Neonatal services, there is a risk that matters of concern identified within the report will not be addressed, resulting in a lack of demonstrable improvement to quality, low morale and wellbeing amongst staff (with associated implications for recruitment and retention) and a potential loss of wider public confidence in these services.



	Risk Score
	Consequence
	Likelihood
	Overall Score
	Trend
	Strategic Objective
	Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships

	Inherent Score
	4
	5
	20
	
	Lead Director / Risk Owner
	Executive Director of Nursing & Patient Experience

	Current Score
	4
	4
	16
	
	Monitoring
Committee
	Quality & Safety Committee

	Target Score
	3
	3
	9
	N/A
	Risk Appetite
	T.B.C.



	Risk Score
Over Time
	Nov 2025
	Dec 2025
	Feb 2026
	Apr 2026
	
	
	
	
	
	
	
	

	
	16
	16
	16
	16
	
	
	
	
	
	
	
	



	Related Risk on Corporate Risk Register
Linked or associated risks which sit in the register immediately below the Strategic Risk Register

	Risk ID
	Description
	Score

	
	
	



	Key Controls

	Control Ref
	Control

	1
	Appointment of new leadership roles (e.g., Clinical Director of Midwifery, Clinical Director of Womens Health, Associated Service Group Director, Associate Service Group Medical Director, Service Group Medical Director)

	2
	Establishment of a Perinatal Committee and enhanced governance structures. 

	3
	Implementation of a maternity and neonatal dashboard for real-time monitoring 

	4
	All-Wales MEWS tool has been implemented to identify and escalate deteriorating condition of pregnant women.

	5
	All Clinical Maternity staff attend Infant Fetal Surveillance training annually

	6
	Engagement with families through Maternity and Neonates Voices Partnership and community outreach.

	7
	Womens Experience Specialist Midwife role is in place to support wider engagement with women, families and the community. 

	8
	Forward Audit Plan in place (this will be revised in view of the Independent Review report recommendations to ensure the ongoing assessment of implementation and impact continues throughout the year.)

	9
	Publication of a clear, time-bound action plan addressing all review recommendations (due Nov 2025 – see Actions) with regular progress updates reported to the Perinatal Committee.

	10
	Recruitment of a Project Manager to support and oversee the action plan and evidence base to demonstrate implementation and delivery of the report recommendations.

	11
	Ongoing support from the Chair and Oversight Panel members of the external review for 18 months to provide assurance and scrutiny in relation to actions and recommendations




	Assurance on Control

	Control Ref
	1st Line Assurance
	2nd Line Assurance
	3rd Line Assurance
	Strength of Control

	4,5,6,7
	Perinatal dashboard for real time data monitoring by the Division and Service Group of key performance metrics along with exceptions from the perinatal assurance group.
	Board oversight of service improvement using agreed outcome, process and experience measures via the Perinatal Committee – Chairs report presented at Board level meetings.
	Chair and Oversight Panel members of the external review for 18 months to provide assurance and scrutiny in relation to progress in addressing actions and recommendations.
	Reasonable

	8
	Elements of Forward Audit Plan are reviewed at Perinatal Assurance Group. 
	Elements of Forward Audit Plan is reviewed at Perinatal Committee and overview is maintained at COEG (and monitored by WG).
	Chair and Oversight Panel members of the external review for 18 months to provide assurance and scrutiny in relation to progress in addressing actions and recommendations.
	Limited

	5
	Reporting of compliance rate for completion of annual Infant Fetal Surveillance training by clinical Maternity staff at Perinatal Committee. 
	Board oversight of service improvement using agreed outcome, process and experience measures via the Perinatal Committee – Chairs report presented at Board level meetings.
	Chair and Oversight Panel members of the external review for 18 months to provide assurance and scrutiny in relation to progress in addressing actions and recommendations.
	Reasonable

	
	Current Overall Assurance Rating

	Good



	Gaps in Control and/or Assurance

	Actions to Address Gaps in Control and/or Assurance
	Lead Director
	Due Date
	Progress

	1
	Consolidation of actions for oversight. 
	Development and approval of an action plan to deliver recommended improvements required by the Independent Review.
	Executive Director of Nursing & Patient Experience
	30/11/2025
	In Progress
Expected completion date
30/07/2026

	2
	Improvement to triage access arrangements.
	Development of business case and improvement programme objectives to implement a 24-hour Triage line.
	Clinical Director of Midwifery, Clinical Director for Women’s health
	31/03/2026
	Complete

	3
	Gap analysis against national standard.
	Benchmark local service provision against the Perinatal Engagement Framework for Wales.
	Clinical Director of Midwifery
	31/12/2025
	Completed

	4
	Improvements to record-keeping arrangements.
	Launch of Digital Maternity Electronic Record.
	Clinical Director of Midwifery
	31/03/2026
	In progress Expected completion
19/05/2026



	Additional Comments

	30/03/2026: Risk reviewed by Execs. Risk retained on SRR and score confirmed.
13/05/2026: Actions reviewed and progress updated.








	[bookmark: _Hlk222311332]Risk ID Number
SRR 2.7
	Risk Label – Mental Health 
Risk Description – If we do not organise ourselves effectively, and secure and direct sufficient resource and effort to priority areas set out within our mental health and learning disability transformation plan, then there is a risk that we will not transform our environments and the delivery of care sufficiently and in a timely way in line with the recommendations of the mental health transformation plan and in line with the All-Wales Strategy for Mental Health & Wellbeing. This may result in poor patient experience, outcomes and at worst incidents of avoidable harm.




	Risk Score
	Consequence
	Likelihood
	Overall Score
	Trend
	Strategic Objective
	Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships

	Inherent Score
	4
	5
	20
	
	Lead Director / Risk Owner
	Chief Operating Officer

	Current Score
	4
	4
	16
	
	Monitoring
Committee
	Quality & Safety Committee and MH and LD Transformation Program Board

	Target Score
	4
	2
	8
	N/A
	Risk Appetite
	T.B.C.

	Risk Score
Over Time
	Nov 2025
	Dec 2025
	Feb 2026
	Apr 2026
	
	
	
	
	
	
	
	

	
	16
	16
	16
	16
	
	
	
	
	
	
	
	



	Related Risk on Corporate Risk Register
Linked or associated risks which sit in the register immediately below the Strategic Risk Register

	Risk ID
	Description
	Score

	114
	Mental Health & Learning Disabilities Staffing
If workforce shortages and fragility persist across Mental Health and Learning Disabilities services (vacancies, sickness, turnover, reliance on temporary staff and insufficient skill mix), then services will be unable to deliver safe staffing and consistent therapeutic input across community, crisis and inpatient pathways. This may lead to avoidable harm (including self-harm/suicide risk), increased restrictive practice, delayed access and extended length of stay, deteriorating staff wellbeing and retention, failure to meet national quality expectations and performance standards, and increased regulatory, financial and reputational impact.
	20

	115
	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.

	20





	Key Controls

	Control Ref
	Control

	1
	Programme in place, with Chief Operating Officer (COO) as nominated Senior Responsible Officer (SRO), with formally agreed Project Initiation Documentation.

	2
	Programme Board with formal terms of reference (TOR), chaired by COO, reports periodically to Board / Quality & Safety Committee

	3
	Programme structure incorporates workstream groups to address; information; quality & safety; service redesign; workforce; estates. Each has TOR and reports to the Driver Group (see below).

	4
	External expert engaged to challenge & support the Service Group

	5
	There is a Driver Group, chaired by the independent expert, to oversee the workstream groups, provide challenge, and report into the Programme Board.

	6
	Key quality indicators have been identified aligned to improvements required

	7
	Engagement & partnership involvement has been strengthened, particularly in respect of modernisation & redesign workstreams.

	8
	Communication & activities relating to transformation feed into weekly MHLD management team and divisional meetings, and MHLD management board meeting (which includes partner agencies and service users).

	9
	Regular engagement sessions with staff.




	Assurance on Control

	Control Ref
	1st Line Assurance
	2nd Line Assurance
	3rd Line Assurance
	Strength of Control

	1
	Highlight reports are submitted to the monthly Programme Board meeting from each of the workstreams to maintain oversight of progress against delivery plans 
	Regular updates are provided to Executive Team meetings via the SRO
	All workstreams are chaired by a Health Board Executive or a nominated deputy
	Substantial

	2
	Updates from each workstream provided to the monthly Driver Group meetings, which are chaired by the Independent Expert and facilitate discussion for a collaborative approach
	
	
	Reasonable

	3
	Quality and Safety workstream overseeing work to ensure recommendations from HIW and external inspection reports are embedded into improvement plans
	Formal reporting of progress made against recommendations submitted to HIW directly and via IQPD process with NHS P&I team.
	
	Substantial

	4
	Dedicated workstream established for Engagement and Communications to ensure coproduction and collaboration
	
	
	Reasonable

	
	Current Overall Assurance Rating
	 Good 



	Gaps in Control and/or Assurance

	Actions to Address Gaps in Control and/or Assurance
	Lead Director
	Due Date
	Progress

	1
	Leadership 

	Leadership is identified as influencing engagement, motivation and decision making in developing a strategy and implementation plan from the work within the Transformation Program. This needs to be at all levels of the organisation to influence such significant change across a service.
	All Executives & Service Group Directors
	Action subject to review by Lead
	

	2
	Review of actions for oversight as the Transformation Program continues to progress.

	Development and approval of an implementation plan to deliver recommended improvements required by the MH Transformation Program which incorporates the NHS PI Adult MH Review.
	All Executives & Service Group Directors
	Action subject to review by Lead
	



	Additional Comments

	30/03/2026: Risk reviewed by Exec Team on 30/03/2026. Risk retained on SRR and score confirmed. Risk CRR69 flagged for de-escalation in CRR following Exec team discussion. Reference removed from this SRR entry.






Key / Convention / Glossary

	Strength of Control
	
	Level of Overall Assurance

	Substantial – The identified control(s) provide a strong mechanism for controlling the risk. Few matters require attention, which are advisory or compliance in nature.
	
	Significant – Key governance, risk management and control processes in place provide significant assurance that the risk(s) is/are being managed effectively. Evidence demonstrates that systems and processes are being consistently applied and implemented. Outcomes are consistently achieved across all relevant areas.

	Reasonable – The identified control(s) provide a reasonable mechanism for controlling the risk, albeit there is scope to strengthen this further. Some matters require management attention in control design or compliance.
	
	Good - Key governance, risk management and control processes in place provide a good level of assurance that the risk(s) is/are being managed effectively. Evidence is available to demonstrate that systems and processes are generally being applied and implemented, but no across all relevant areas. Outcomes are generally achieved, but with inconsistences in some areas. 

	Limited – The identified control(s) provide only limited/partial mechanisms for controlling the risk. There are notable weaknesses which require management attention. 
	
	Moderate – Key governance, risk management and control processes in place provide moderate assurance that the risk(s) is/are being managed effectively. Evidence is available to demonstrate that systems and processes are being applied, but is insufficient to demonstrate implementation across all relevant areas. There is some evidence that outcomes are being achieved, but this is inconsistent and/or there are risks to current performance.

	Unsatisfactory – The identified control(s) is/are not effective in providing a mechanism for controlling the risk. Action is required to address the whole control framework in this area. 
	
	Weak – Key governance, risk management and control processes in place provide only weak assurance that the risk(s) is/are being managed effectively. There is only limited evidence available that systems and processes are being applied or implemented.




	Lines of Assurance

	First - This is the internal control environment put in place by Managers. It will typically include reports which detail their plans, performance monitoring data, and the results of local checks and reviews of controls within departments performing relevant day-to-day operational activities. Examples would include:
· Results of compliance reviews undertaken within Departments/Functions, and reported to senior management
· Progress and/or performance reports received by SDG Boards / Committee Sub-Groups

	Second – This level of assurance is often referred to as organisational oversight. It is typically provided by Health Board corporate departments and functions which do not directly manage or deliver specific services, but which oversee and report on how controls are operating, thus providing a greater separation from day-to-day management.  Typically, this level of assurance is typically provided to the Board or one of its committees (which allows Independent Members to bring an additional level of challenge and scrutiny), as well as to senior management groups (e.g., Management Board). Examples would include:
· Reports on the results of Infection Control Audits undertaken by the IP&C Team
· Reports on Fire Safety Audits
· Progress and/or performance reports received by the Board or one of its committees

	Third – This is independent assurance, which typically comes from outside the organisation. Examples would include reports received from:
· NWSSP Audit & Assurance
· Audit Wales
· Healthcare Inspectorate Wales
· Llais
· Royal colleges



	Glossary of Register Fields & Their Use

	Table / Field 
	Considerations for completion

	Key Controls
	What key controls/systems/processes/governance mechanisms do we already have in place to manage this risk?

	Assurance on Control
	What information do we have about the adequacy, effectiveness and application of each of our controls, where is it coming from, and what is it telling us?

	Current Overall Assurance Rating
	The Lead Director and/or nominated representative should state the overall level of assurance that can be taken and given regarding the effective management of this risk, having considered all of the information available regarding the adequacy, effectiveness and application of each of the controls in place, and any gaps identified. A convention is provided.

	Gaps in Control and/or Assurance
	Do we require further assurance that the key controls / systems / processes / governance mechanisms we have in place are working effectively?
What more do we need to do to control this risk, that we are not already doing?

	Actions to Address Gaps in Control and/or Assurance
	What are we going to do, by when, to further manage and mitigate this risk?
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