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	Minute No. 
	Item 

	PART 1: PRELIMINARY MATTERS

	25/26
	WELCOME AND INTRODUCTIONS 

	
	RO opened the meeting and welcomed all present to the meeting of the Workforce and OD Committee.

	26/26
	DECLARATIONS OF INTEREST

	
	There were no additional declarations outside of those already on the Declarations of Interest Register.

	27/26
	MATTERS ARISING 

	
	There were no matters arising.

	28/26
	STAFF STORY: TRiM 

	
	The Committee RECEIVED a staff story: Minor Injury Unit (MIU). BL highlighted the following: 
BL presented an overview of the TRiM (Trauma Risk Management) service. Introduced in 2021 following the COVID‑19 pandemic, TRiM provides peer‑led support to staff exposed to potentially traumatic events and forms a key part of the Staff Wellbeing, Trauma and Accumulated Stress Pathway. It supported the Health Board’s People Strategy and wellbeing objectives and had been recognised nationally, receiving awards in 2023 and 2024. The service was delivered by a small central team and, to date, over 250 staff have been trained, supporting more than 280 incidents, with positive evaluation feedback highlighting improved support, reassurance and feelings of being valued. BL also highlighted the REACT training programme, which complements TRiM and had trained over 5,000 staff to hold psychologically informed conversations about mental health. Future plans included continued evaluation, strengthening governance arrangements and further embedding the approach across the organisation. BL concluded by introducing a staff story from CP to illustrate the impact of TRiM in practice.
CP presented a staff story drawing on her lived experience of working in healthcare and the impact of exposure to traumatic events. CP reflected on her early career in emergency care and described how certain incidents remained with staff long after shifts have ended. She spoke about the emotional impact of caring for patients who could not be saved, and the lasting effect this had on staff involved. CP explained that, while informal support and kindness from colleagues were always present, there was previously no structured process to help staff understand, normalise or process their reactions following traumatic events.
CP explained that this experience was why the introduction of TRiM resonated strongly with her when she first encountered it through the Health Board. She described TRiM as an evidence‑based, peer‑support approach originating from the armed forces, which provided staff with a shared language and framework to understand trauma. CP emphasised that TRiM was not counselling or therapy, but a structured and professional response delivered by trained peers. CP outlined how TRiM offered timely and structured support following traumatic incidents, including early planning, group and individual assessments within defined timeframes, and follow‑up conversations at later points when the initial effects may become more apparent. She explained that this approach ensured staff were supported not only immediately but also over time, once the impact had fully set in.
CP shared that, through supporting colleagues via the TRiM process, she had seen a clear positive difference in staff wellbeing. She reported that colleagues appeared more reassured, better able to make sense of their experiences, and that those requiring additional support could be identified and appropriately signposted, ensuring no one was missed. CP also reflected on the cumulative nature of trauma, particularly highlighted during the COVID‑19 pandemic.
In closing, CP emphasised that TRiM provided a consistent, evidence‑based process that reduced the risk of staff struggling in silence, supported staff wellbeing, and contributed to a compassionate and supportive organisational culture where colleagues looked out for one another.
In response to a question from AG regarding whether trauma may occur more frequently than was formally recognised, PD confirmed that this was the case. He explained that peers and managers played an important role in noticing behavioural changes that may indicate trauma and initiating supportive conversations, including signposting staff to the Wellbeing Service where appropriate.
ALF queried whether staff who experience trauma outside of work were automatically identified through TRiM, or whether they need to actively seek support through a TRiM‑trained colleague or REACT‑trained staff member. She noted that trauma can sometimes emerge or impact wellbeing over time.
PD confirmed that TRiM and the wider wellbeing pathways did support staff who had experienced non‑work‑related trauma. He provided an example of a staff member who had experienced a significant incident outside of work, resulting in sickness absence, and who was subsequently supported through the pathway and received specialist counselling and Eye Movement Desensitisation and Reprocessing (EMDR) treatment for post‑traumatic stress disorder. PD explained that the pathway included routes for both work‑related and non‑work‑related trauma.
RO added that, given the challenging environments in which staff work, it was reassuring to hear how the Health Board was supporting staff wellbeing. RO asked that the Committee’s thanks be formally recorded for CP for sharing her experience, and for PD and BL for their presentation. 

	29/26
	WORKFORCE RISKS AND ISSUES AFFECTING NEATH PORT TALBOT/SINGLETON HOSPITAL SERVICE GROUP

	
	The Committee RECEIVED an overview report of workforce risks and issues affecting the Neath Port Talbot/Singleton Hospital Service Group which included; Staff Survey Action Plan Progress, Performance against key workforce metrics and Theatre sickness absence management. CG highlighted the following:

· The paper provided assurance on workforce performance, with a particular focus on sickness absence, theatres and staff experience;
· Early signs of improvement were noted; however, workforce unavailability continued to present a significant constraint on service delivery and financial stability;
· Total sickness absence in February 2026 was reported at 7.2%, demonstrating a slight month‑on‑month improvement;
· Long‑term sickness absence had reduced significantly and was now at its lowest level in the past 12 months;
· Mandatory training compliance remained strong at 92% overall, with all staff groups exceeding 85%, except medical staff at 80.86%, which nevertheless represents a significant improvement;
· Sustainability remained a key focus, with actual sickness absence consistently exceeding forecast levels since August 2025;
· The primary drivers of absence continue to be anxiety, stress and depression, alongside musculoskeletal conditions;
· Workforce availability was directly impacting financial performance and service resilience across several areas;
· Targeted improvement work continued within theatres, particularly at Morriston, Neath and Port Talbot sites;
· Short‑term sickness absence had increased, largely due to respiratory illness, while long‑term absence continues to reduce;
· Progress had been made through strengthened absence management arrangements, improved tracking, and clearer leadership accountability within teams;
· The Service Group had progressed from diagnostic work to co‑production on staff experience, wellbeing and retention.
· Nearly half of the theatre workforce had engaged in listening events, with both short‑term improvements implemented and longer‑term actions underway;
· All divisions had developed staff experience, wellbeing and retention plans aligned to Welsh guidance;
· Personal Development Review (PDR) compliance had improved to 82.8%, with further progress required to meet the 85% target, recognising its importance to staff wellbeing and development;
· Medical recruitment remained a significant risk, particularly within key specialities including oncology, haematology and anaesthetics;
· Workforce controls and vacancy management would require careful oversight to maintain service delivery in high‑risk areas;
· Perioperative services continued to show strong improvement and had received positive external inspection feedback;
· Staff survey participation increased significantly compared to the previous survey, although results remain below organisational ambition;
· The Service Group was using the Staff Experience and Wellbeing Retention Framework to develop divisional action plans and feedback outcomes to staff;
· Despite ongoing workforce pressures, particularly relating to availability, there was evidence of improved grip, strong governance, leadership oversight and targeted improvement actions in place.

ALF raised concerns regarding theatres performance and sickness absence, noting that although some improvement had been reported, performance remained variable rather than sustained. She queried the underlying causes, including cultural factors, the staff groups most affected, and variation between sites including Morriston, Port Talbot and Singleton. ALF also asked whether there was any correlation between sickness absence and internal issues such as dignity and respect concerns, Guardian Service referrals or complaints. She further noted that theatre utilisation issues, including late starts and early finishes, remained largely unchanged and queried whether there was greater clarity on the drivers for this. In addition, she asked whether use of the Brilliant Basics resource is monitored, including data on management access, given its potential role in supporting improved sickness absence management.

CG responded that staff feedback, particularly from Morriston theatre listening events, had highlighted issues including late finishes and staff working beyond scheduled hours. She confirmed that these themes are being addressed through targeted improvement work across theatres at Morriston, Neath and Port Talbot.
ACTION:AC

AG emphasised the importance of clearly defining and communicating workforce establishment figures, noting that a lack of clarity can undermine staff understanding and engagement with workforce targets. He highlighted the need for a consistent and shared understanding of what establishment measures represent.
CG acknowledged that there was currently a discrepancy between workforce establishment figures shown on the workforce dashboard and those reflected in the financial ledger. She confirmed that work was underway to align these measures, recognising that this issue affects workforce planning, vacancy reduction targets and service sustainability. Ceri agreed that resolving this is critical to enabling managers to deliver against agreed targets and reducing confusion.

The Committee:
· AGREED the Board be ALERTED to significant concerns about theatre performance and workforce availability, stressing the urgent need for clear baselines and aligned workforce data, and agreed these risks should be escalated to the Board given the impact on delivery and achieving agreed targets.

	30/26
	PERSISTENT RECRUITMENT AND RETENTION CHALLENGES STAFF WITHIN THE DISTRICT NURSING

	
	The Committee RECEIVED an update on persistent recruitment and retention challenges staff within the District Nursing. 
RO welcomed ED and explained that the item followed discussions in other forums regarding challenges in recruiting to district nursing and the impact on discharge of clinically optimised patients due to limited community support.
ED acknowledged that recruitment and retention challenges within district nursing were longstanding and reflect national pressures affecting community nursing services. She advised that the report outlines both national and local actions being taken. ED further explained that delays in discharge cannot be addressed by district nursing alone and required a whole‑system approach, including effective fast‑track pathways, virtual wards, Acute Community Teams (ACTs), admission avoidance initiatives and work to reduce length of stay.
ED highlighted the following:
· The paper provided an update on the district nursing service, including current staffing levels, workforce pressures and actions taken over the past 12–24 months;
· Variable pay usage within district nursing remained low at 2.8 WTE per week, although further improvements are required.
· Targeted scrutiny was in place to reduce variable pay, particularly bank usage, through a cluster‑by‑cluster workforce efficiency approach;
· Sickness absence had reduced to 10.6%, representing a 1.6% improvement since January, and continues to trend downward;
· Six months previously, sickness absence had reached levels as high as 20%, driven by long‑term sickness and workplace stress;
· Improvements were attributed to enhanced communication, staff engagement and listening events;
· Significant reductions in sickness absence had been seen in Bay and Avon clusters, which previously had the highest rates;
· Leadership development and improved communication had been key factors in driving this improvement;
· The Community Services Review, initially focused on district nursing and encompassed Community Resource Teams (CRT), Acute Community Teams (ACT), virtual wards and specialist palliative care;
· Strengthened cluster MDT working, leadership development and enhanced community pathways were expected to support seamless step‑up and step‑down care, admission avoidance and reduced length of stay.
RO queried whether the detailed sickness absence deep dives within district nursing had identified any new or unexpected issues, and whether these had been helpful in informing the actions taken to reduce sickness absence. She noted that, while the downward trend was encouraging, there remained a need to sustain improvement given the financial position and the requirement to reduce variable pay.
ED responded that the deep dives had been valuable. She introduced RG, who had led much of the detailed work alongside the service. ED explained that while some causes of sickness absence were already suspected, including stress, workload and staffing pressures, the deep dives and conversations with Band seven team leaders provided a much clearer and more nuanced understanding of cluster‑specific pressures. These discussions confirmed that challenges varied significantly across clusters and enabled more targeted interventions.
ML reflected that the improvements demonstrated the importance of psychological safety, highlighting that where staff feel safe, supported and trusted, sickness absence reduces. He suggested that this work should be followed up, sustained and shared more widely through organisational learning mechanisms to spread good practice.

RG added that district nursing had experienced a high turnover of Band six and Band seven managers in recent years, largely due to retirements. She advised that this had resulted in a cohort of newer leaders who required support, which had been addressed through the introduction of targeted leadership development programmes over the last 12 months.
The Committee:
· Were ASSURED by the update on persistent recruitment and retention challenges staff within the District Nursing and felt encouraged by the progress reported.

	[bookmark: _Hlk118376192]31/26
	WORKFORCE RISKS AND ISSUES AFFECTING THE MENTAL HEALTH AND LEARNING DISABILITIES SERVICE GROUP

	
	The Committee RECEIVED the Workforce Risks and Issues Affecting the Mental Health and Learning Disabilities Service Group. DN highlighted the following: 
· DN advised that the Committee had received a comprehensive workforce report, routinely presented to the Senior Management Team, and highlighted that pages 10–11 addressed the questions raised on workforce risk;
· Recent Health Board recruitment process issues, including advertising and recruitment systems, have largely been resolved and are now back in place, with limited impact on additional clinical services vacancy levels;
· Previous concerns relating to Band two and Band three vacancies had been addressed, with Health Board‑wide advertising processes re‑established and a significant number of posts progressing through vacancy panels;
· Workforce risks remained a significant element of the risk profile, with 16 of the 20 highest risks relating to workforce pressures;
· Assurance was provided through the Mental Health Transformation Programme, which included a dedicated workforce workstream;
· Nurse Staffing Act principles had been used as a baseline assessment approach for mental health and learning disability services;
· A workforce business case, specifically focused on nursing establishments, was being submitted to the Transformation Board and would progress to the Performance and Finance Committee;
· Variable pay usage was closely linked to current baseline establishments and sickness absence levels;
· Medical workforce data showed 18 WTE vacancies, of which:
· 8 posts relate to agency‑filled medical roles (reflecting a reduction in agency usage);
· 10 posts were covered by NHS locums, ensuring service continuity;
· All middle‑grade and consultant vacancies had been advertised; with a reduction to seven agency roles expected next month;
· Significant progress had been made in reducing nursing agency usage, now at just over seven WTE across the service group, with agency used only as a last resort;
· Bank usage remained relatively static but had reduced by 20% in the past month;
· Improvements are attributed to workforce streamlining, overseas recruitment, and newly qualified staff becoming fully integrated into the workforce;
· The main drivers of variable pay usage remain:
· Ward acuity (50%), and
· Sickness absence (29%).

ER explained that, from a nursing and midwifery perspective, the relevant Act did not explicitly address mental health settings. She advised that work had been undertaken to apply the principles of the Act through an establishment review based on what was considered appropriate for mental health nursing. ER noted that such a review had not previously been undertaken within mental health services and that current establishments were largely historic and do not adequately reflect patient acuity across adult and older people’s mental health services. ER further advised that the review had applied the same level of professional scrutiny, confirmation and challenge as used in other ward areas. As a first phase, the focus had been on the most acute wards and older people’s wards. She highlighted that acuity in these areas had increased significantly and that services were frequently required to meet patient needs with variable staffing. The intention was to substantiate staffing levels based on the evidence now available, with proposals to increase establishments to meet known need. ER clarified that the forthcoming paper was a substantiation exercise grounded in established methodology rather than a traditional business case.

RO welcomed the forthcoming paper, noting that it would provide much‑needed baseline information on appropriate nursing establishments. She acknowledged that, while acuity would always fluctuate, the review would address a current gap in understanding regarding what staffing levels should appropriately be.

DN confirmed the data presented within the report, referring members to the tables highlighting areas of concern, including links between sickness absence, leadership gaps and compliance with Personal Appraisal and Development Review (PADRs) and sickness policy requirements. He explained that this intelligence was being addressed through sickness summits alongside reviews of statutory and mandatory training and PADR compliance. DN highlighted that some wards, including Ward F, had experienced prolonged periods without senior clinical leadership, which had impacted compliance levels. He advised that a newly appointed Band seven and a new Lead Nurse had recently been put in post and early feedback had identified issues now being addressed. He emphasised that actions were targeted and focused on strengthening leadership in areas of highest concern.
The Committee:
· Were ASSURED by the Workforce Risks and Issues Affecting the Mental Health and Learning Disabilities Service Group paper. 

	32/26
	DIRECTOR OF WORKFORCE AND OD REPORT

	
	The Committee RECEIVED the Director of Workforce and OD report which included; The Pay Agenda: NHS Wales Position and Next Steps, (Planned Activity Rate) PAR – correlation analysis between sickness absence and additional hours, Welsh language assurance report on employee practises (recruitment, interviews and training) and Line management responsibility regarding reasonable adjustments.
RO noted that TR was unable to attend. It was proposed that the report be taken as read, with members invited to raise any questions or comments. RO raised a query in relation to PAR, asking whether the organisation would be aware if staff were undertaking bank work in other health boards and whether this could have an impact on sickness levels.
EO explained that staff were advised to declare any secondary employment; however, the organisation is reliant on individuals to disclose this information. Current systems do not allow visibility of staff working across other health boards. Based on available information, EO advised that this was not considered a significant issue locally, though she acknowledged that full assurance could not be provided without all‑Wales visibility. She confirmed that PAR refers to the Planned Activity Rate, which was a mechanism introduced to support COVID recovery activity.
The Committee:
· ACCEPTED the Director of Workforce and OD report.

	33/26
	ORGANISED FOR SUCCESS PROGRAMME

	
	The Committee RECEIVED the Organised for Success Programme report which included an update on the Delivery Unit. ML presented the report. 
· A concise update was provided, focusing on the key areas relevant to the Committee:
· Phase One – Stage C (Delivery Unit), and
· Phase Two – Stage F (Leadership Model), with Phase One addressed first.
· For the Delivery Unit (Phase One), it was reported that:
· Recruitment has been successfully completed to two of the three key senior posts.
· The appointments made support the mobilisation and progression of the Delivery Unit.
· It was noted that:
· A recent executive and Service Group Director session took place to realign senior roles and clarify the purpose of the Delivery Unit.
· This session helped establish shared understanding of roles, responsibilities and expectations ahead of the leadership model being implemented.
· Phase One work includes:
· Initial mobilisation of existing teams into the Delivery Unit.
· Transition of these teams into five defined functions to lead early delivery activity.
· It was highlighted that Phase Two will focus on:
· The longer‑term structure and operation of the Delivery Unit.
· Its positioning within the organisation and how it will link with Care Groups and Corporate Functions.
RO queried whether staff who may transition into the Delivery Unit would be leaving their existing roles behind, whether those roles would need to be backfilled, or whether the work would remain the same. She sought clarity on whether tangible benefit would be achieved through moving staff into the Delivery Unit.
ML explained that some individuals who completed the survey currently held dual roles, for example combining programme management with clinical responsibilities. He advised that Phase One was focused on establishing the core Delivery Unit to drive initial delivery, while Phase Two would address the longer‑term positioning of staff who undertake dual functions, including how and where they sit within the future structure. ML clarified that a key objective of the Delivery Unit was to ensure a single methodology and consistent way of working across the organisation. He noted that, while there was significant capability and capacity within teams, this work was currently undertaken using different processes, documentation and methodologies, which limited the organisation’s ability to use data consistently. He advised that some staff may remain within Care Groups in clinical roles but work closely with the Delivery Unit to ensure alignment and consistency of approach.
RO raised a query regarding the role and positioning of deputy roles within the proposed structure, noting that this was referenced within the report but lacked clarity.
ML explained that work on deputy roles had been led by TR and acknowledged that the current deputy structure was not clear or consistent across the executive team. He advised that some Executive Directors had deputies while others did not, resulting in a lack of equity. He confirmed that this work was focused initially on executive deputies, with an intended completion date of 30 June, but acknowledged that progress had been impacted by recent changes to the executive structure. He undertook to work with TR to bring clearer proposals back to the Committee at a future meeting.
The Committee:
· Were advised on the current position and proposed timescales. The Committee agreed to accept the update.

	34/26
	STRATEGIC WORKFORCE PLAN OVERVIEW AND PROGRESS

	
	The Committee RECEIVED the Strategic workforce plan overview and progress update. SV highlighted the following:    
· The purpose of presenting the paper to the Workforce & OD Committee was to provide sight of the figures contained within the Minimum Data Set (MDS);
· It was confirmed that these figures, contained towards the end of the report, were submitted to Welsh Government and Health Education and Improvement Wales (HEIW) at the end of March as part of the annual planning cycle;
· It was highlighted that, for the first time, the MDS reflects agreed planning assumptions, including: 
· A 5% workforce reduction,
· Reductions in sickness absence, and
· Staff turnover remaining broadly stable.
RO noted reservations about the organisation’s ability to deliver the planned 5% reduction over the next three years, particularly in light of earlier discussion on the Neath Port Talbot and Singleton report. She acknowledged that the figures were required as part of the submission process, welcomed alignment with agreed planning assumptions, and confirmed that the Committee’s reservations regarding deliverability should be noted.
The Committee:
· ACKNOWLEDGED the content and progress but did not explicitly record that assurance was taken from the report.

	35/26
	VARIABLE PAY, PAY PLAN OVERVIEW AND PROGRESS

	
	The Committee RECIEVED the Variable, pay plan overview and progress update. EO highlighted the following: 
· It was proposed that the paper be taken as read, noting that it was a routine report provided to the Committee to give an update on any developments;
· It was acknowledged that the organisation continued to face a challenging position in relation to reducing variable pay.
ALF raised a general concern that recruitment caps and the drive to reduce variable pay may be resulting in staff at Bands six to nine undertaking administrative duties to maintain service continuity. She noted that, where administrative roles could not be replaced, this may be drawing clinical staff away from patient‑facing activity and could impact service delivery, for example reducing patient capacity within therapy services.
EO acknowledged that there were known pressures in some areas arising from these constraints. She advised that work was underway with affected services to develop robust workforce plans and replacement strategies, with the aim of reducing reliance on variable pay while implementing more sustainable long‑term solutions. She also confirmed that the variable pay reduction plan was being managed separately from turnover, headcount reduction and the previously referenced 5% workforce reduction. EO further advised that there was clear internal understanding of the required trajectories, although these remain challenging. She undertook to ensure that future Workforce & OD Committee reports articulate this more clearly to provide stronger assurance to members, while acknowledging that some of the targets set are ambitious and will require significant progress.
RO noted that the Committee had previously attended the Workforce Panel and observed the scrutiny applied at that level. However, she highlighted that members had not yet observed the level of scrutiny below this and asked whether arrangements could be made for Committee members to be invited to attend a session to better understand how posts are reviewed in practice. She also sought clarification on the report reference to a proposed reduction in variable pay of 50%, equivalent to approximately 300 whole time equivalents.
ACTION: EO
EO advised that she would need to confirm the figures outside of the meeting. She noted that some progress had been made, particularly within medical staffing, but acknowledged that reductions had not yet reached the desired level and that the 50% target is ambitious. She committed to confirming the variable pay reduction achieved over the past 12–15 months.
The Committee:
· AGREED to take advice at this stage, noting that further updates and assurance would be sought as the work progresses due to its significance for organisational recovery and sustainability.

	36/26
	2025 STAFF SURVEY 

	
	The Committee RECIEVED the 2025 Staff Survey results. JL highlighted the following:  
· Since publication of the paper, 922 open‑text comments had been received, which further supplement and supported the findings outlined;
· Survey response rates increased by 6% compared to 2024; however, overall engagement remains below the national average of 30%, highlighting the need to further improve participation;
· The Health Board engagement score reduced slightly from 71.2 to 70.3, reflecting both local pressures and a wider national downward trend;
·  Engagement levels remained below the NHS Wales average, underscoring the impact of ongoing operational and financial challenges;
· Key strengths were identified, including: 
· Consistently high levels of compassionate patient care.
· Strong and positive team working.
· Continued improvement in local line management behaviours, with more staff feeling supported, valued and encouraged.
· Areas of concern were also highlighted, including: 
· Deterioration in perceptions of staffing levels and workload.
· Fewer than one in three staff feeling there are sufficient colleagues to undertake work safely and effectively.
· Reduced confidence in access to appropriate equipment.
· Negative impacts on staff wellbeing, reflected in open‑text responses.
· Engagement and organisational trust have declined, with fewer staff indicating they would recommend the organisation as a place to work, feel proud to work for the Health Board, or look forward to coming to work;
· Confidence in involvement in decision‑making about change has reduced to 44.1%;
· Cultural safety and inclusion remain significant risk areas, with declining scores relating to equality, respect and belonging, alongside continued reports of harassment, discrimination and unwanted sexual behaviours;
· Three priority areas for focus in 2026–27 were identified: 
· Nurturing healthy working environments by addressing workload and staffing perceptions.
· Rebuilding engagement and trust through meaningful involvement in change.
· Strengthening compassionate, inclusive and psychologically safe cultures where staff feel safe to speak up.
· It was noted that further work had been agreed with the Board and Trade Union partners via the Health Board Partnership Forum, with the aim of developing a coordinated, Health Board‑wide action plan.

RK commented that the response rate still represented less than half of the potential respondents and offered this as an observation.
JL acknowledged the point, confirming that work had already been undertaken to increase engagement. She advised that collaboration had taken place with colleagues this year, including sponsorship to provide incentives such as refreshments, use of iPads and staffed stands, which had contributed to improved uptake. JL noted that there was further work to do and confirmed that feedback would be sought from vaccination colleagues to understand uptake levels, including whether barriers such as resistance or apathy were factors.
SV highlighted that a number of concerns had been expressed during the meeting regarding the organisation’s ability to meet agreed targets. Responding to earlier comments about staff working harder or undertaking multiple roles, she emphasised that this is not the intended direction of travel. SV explained that the Delivery Unit was a key enabler and would act as the organisation’s engine for change and transformation, supporting Care Groups once new structures were embedded. She stressed that the focus was on transforming services and streamlining processes, rather than increasing workload, and that the next phase involved doing things differently rather than continuing to operate as before.
The Committee:
· Were ADVISED of the 2025 Staff Survey results.

	37/26
	INTERNAL AUDIT REPORT

	
	The Committee RECEIVED the Internal Audit report - Update on the actions and completion of Medical Study Leave. RK highlighted the following: 
· The management response identified seven key findings, previously shared with the Audit Committee in November;
· Five findings had been closed following the submission of supporting evidence to the compliance team;
· The remaining two findings required policy changes and were on track to be completed by December;
· One area of limited assurance related to the absence of a formal reporting framework for oversight of medical study leave at local, executive or Board committee level;
· This had now been addressed, with medical study leave established as a standing agenda item at the bi‑monthly Medical Workforce Group;
· Reports covering activity, trends and themes would be reviewed at each meeting and summarised for the Workforce & OD Committee;
· Actions completed include: 
· Updating the HEIW code system to ensure final approvals sit with the Medical Director’s Department.
· Introducing a standard operating procedure for the appeals process.
· Issuing reminders to doctors on selecting the correct study leave course codes.
· Work was underway to refresh the Medical Study Leave Policy in full, not solely to address audit findings;
· It was intended that the updated policy would be reviewed and completed with the Local Negotiating Committee and Trade Unions by October.
RO thanked RK, no questions were raised.
 The Committee:
· TOOK ASSURANCE from the Internal Audit report on progress made.

	38/26
	LEAD PROGRAMME SIX MONTHLY REVIEW 

	
	The Committee RECEIVED the LEAD Programme six monthly review. JL highlighted the following: 
· The programme was developed following a review of previous leadership offers and is: 
· Flexible and behaviour‑based,
· Open to all levels of leadership, including aspiring leaders,
· Aligned with organisational values, the People Strategy and the national focus on compassionate and inclusive leadership.
· Demand for the programme had been strong since launch, with 275 applications received by March, representing engagement from all Service Groups;
· Highest uptake was reported from Mental Health and Learning Disabilities, Primary Care, Community and Therapies, and Morriston;
· Attendance levels had averaged around 70%, with some variability during winter pressures, attributed to operational constraints rather than disengagement;
· Many participants who deferred attendance had rebooked onto later cohorts, indicating sustained commitment;
· Learner feedback had been consistently positive, with high evaluation scores;
· Participants reported feeling psychologically safe, more confident and motivated, with greater clarity in their leadership roles and ability to apply learning in practice;
· The programme was well positioned to evolve, aligning with the emerging national leadership and management framework;
· LEAD would also respond to NHS Staff Survey themes, particularly communication, team climate and psychological safety;
· Links would continue to be strengthened with quality improvement, coaching and mentoring offers across the Health Board;
· No significant risks were identified; the programme was delivered within existing resources with no financial implications;
· Next steps included strengthening collaboration with HR colleagues and Trade Union partners to further promote and embed the programme.
JL advised that quality improvement projects delivered as part of the programme were presented on day three. She invited members to attend these sessions should they wish to view the outputs.
RO welcomed the positive outcomes, expressed interest in attending a future session and requested that dates be shared. She also queried whether peer groups formed through the programme were being supported to continue beyond the formal sessions, noting the value of ongoing peer support outside line management arrangements. JL confirmed that cohorts were generally kept together to promote peer learning and networking, which was a key design feature supported through face‑to‑face delivery. She advised that flexibility was applied where necessary due to operational pressures, while maintaining a safe and supportive learning environment.
The Committee: 
· TOOK ASSURANCE from the LEAD Programme six monthly review.

	39/26
	HEIW QA VISIT REPORT

	
	The Committee RECEIVED the HEIW QA visit report. RK highlighted the following:
· It was noted that the paper related to General Internal Medicine and was being presented jointly, with cover provided in the absence of a colleague;
· Members were provided with background on the role of Health Inspectorate Wales (HIW) in reviewing medical training programmes against national standards;
· Where concerns were identified, HIW may undertake a targeted quality visit, informed by risk scoring;
· Following each visit, a report was issued setting out recommendations, with services required to develop an action plan ahead of any revisit;
· These reports and associated action plans were shared with the Committee to provide assurance that concerns were being addressed;
· Progress against actions was monitored through the HEIW risk report, which was presented to the Committee on a bi‑annual basis;
· It was noted that the specific Internal Medicine visit took place in January, and that higher‑risk areas were closely monitored to ensure action plans are actively progressed and risk scores reduced;
BD highlighted the following: 
· General Internal Medicine was currently subject to targeted visits due to a risk score of six (medium risk);
· The most recent HIW/HEIW visit took place on 26 January;
· Following the visit, there was no immediate change to the risk score;
· At a subsequent risk register review meeting between the Faculty team and HEIW, it was agreed that the risk score should be reduced to five (low risk) based on progress made;
· The full visit report and action plan are provided at Appendices one and two;
· Key improvements noted included: 
· Enhanced induction arrangements. Improvements in clinical supervision.
· Establishment of an effective forum to support communication between resident doctors and Directorate clinical leads.
· Improved clinic access for some grades of resident doctors.
· It was noted that dual‑training resident doctors had experienced some impact on specialty training opportunities due to general internal medicine rota commitments;
· Key recommendations include: 
· Reviewing acute medical unit admission processes to ensure referrals are appropriate, effectively triaged and clearly communicated to the on‑call registrar.
· Ensuring medical trainees can access sufficient clinics to meet curriculum requirements without relying on educational development time.
· Strengthening handover processes between Same Day Emergency Care and the Medical Admissions Unit in line with GMC standards.
· HEIW was expected to revisit the service in approximately six months.
RO noted that the reduction in risk score from six (medium) to five (low) appeared significant and queried whether there was limited distinction between the two levels.
BD confirmed that the risk scoring framework was narrow and could appear somewhat arbitrary but advised that HEIW was satisfied with the progress made and had therefore agreed to reduce the score to low risk.
RO asked when the next HEIW visit was expected. BD advised that a revisit was anticipated in early summer, likely June or July.
RO also raised concerns regarding the referral pathway from Same Day Emergency Care to the Acute Medical Unit, noting previous issues with adherence. 
BD confirmed that work was underway to strengthen and streamline this pathway and expressed confidence that improvements would be evident at the next visit.
RK advised that services with a risk score of six or above were closely monitored through the Medical Workforce Group to ensure actions were implemented and governance oversight maintained. He added that resident doctor forums had been established to proactively identify and address issues, acknowledging current pressures while emphasising a proactive approach to supporting resident doctors.

The Committee: 
· TOOK ASSURANCE from the HEIW QA visit report.

	
	FOR INFORMATION 

	40/26
	THERAPIES AND HEALTH SCIENCE GROUP REPORT

	
	The paper was received and noted.

	41/24
	MEDICAL WORKFORCE GROUP REPORT

	
	The paper was received and noted.

	42/26
	NURSING AND MIDWIFERY BOARD REPORT

	
	The paper was received and noted.

	43/26
	MINUTES OF PREVIOUS MEETING

	
	The minutes of the meeting held on 23 of February 2026 were RECIEVED and CONFIRMED as a true and accurate record. 

	44/26
	COMMITTEE LOG

	
	The Committee log was RECIEVED and CONFIRMED. 

	45/26
	COMMITTEE CYCLE OF BUSINESS 

	
	The Committee received and agreed the Committee Cycle of Business.

	46/26
	ITEMS FOR REFERRAL TO OTHER COMMITTEES 

	
	None.

	47/26
	MEETING EFFECTIVENESS

	
	PD observed that the meeting had been particularly constructive, with a strong and consistent focus on cultural change, leadership and addressing complex issues that may previously have lacked a clear methodological approach. He highlighted the importance of staff health and wellbeing as integral to recovery, sustainability and wider organisational challenges, and welcomed the positive changes discussed.
RO thanked PD and agreed that cultural change was critical to achieving long‑term sustainability. She acknowledged the breadth of work underway in this area and noted that while progress takes time, it was encouraging to see positive developments that should deliver benefits in the coming years. 

	48/26
	ANY OTHER BUSINESS

	
	There was not any other business. 

	49/26
	DATE OF NEXT MEETING

	The next Workforce and OD Committee was confirmed as: Tuesday, 16th June 2026
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