APPENDIX D
AUDIT TRACKER UPDATE
NWSSP AUDIT & ASSURANCE
OVERDUE ACTIONS MEASURED AGAINST ORIGINAL AGEED

DEADLINE DATES
	Executive Lead - Chief Operating Officer

	ABM 1920-038
	Patient Environment
	Report Issued October 2019
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1
	There is no overarching Policy/Procedure in place to outline how external regulator / inspection reports are being managed across the Health Board.  As a result, audit noted that the process for managing these reports varied.

We would recommend an overarching policy/procedure for the management of all external regulator / inspection reports that will bring together the various processes currently operating for dealing with HIW, CHC, HSE and other, to ensure that any action required is appropriately managed and the HB is assured that all actions are complete and any lessons to be learned are disseminated in a timely and robust way.


	M
	An overarching policy/procedure will be developed for the management of all external regulator / inspection reports that will bring together the various processes currently operating for dealing with HIW, CHC, HSE and other, to ensure that any action required is appropriately managed and the HB is assured that all actions are complete and any lessons to be learned are disseminated in a timely and robust way. 


	31/01/2020
	June 2023: Resource issues continue to impede the production of this policy. A date of 31/07/2023 has been set for further update.
	31/07/2023

	5
	During our observation visit, we found areas that had recurring issues.

Management should consider how they address issues of custom and practice that is resulting in repeat non-compliance with policies and procedures.
	M
	The policy (ref action 1 above) will set out a process for managing repeat non-compliance with policies and procedures to identify the issues and actions required by Units / specialist corporate staff / groups / committees. 
	31/01/2020
	June 2023: Resource issues continue to impede the production of this policy. A date of 31/07/2023 has been set for further update.
	31/07/2023


	Executive Lead - Chief Operating Officer

	SBU 1920-025
	Discharge Planning (COO)
	Report Issued February 2021
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1
	All patients we reviewed had some form of clinical plan in place promptly following admission, but the detail of plans varied from ward to ward, and the clear documentation of clinical management plans with content as expected by section 7.9 of the SAFER Policy was not common.

Management should take steps to improve the consistency of practice in the documentation of clinical management plans and compliance with policy. Consideration should be given to progressing this as part of a quality audit & improvement initiative. Additionally, there may be merit in the implementation of standard template documentation to prompt key requirements.
	H
	The policy is being reviewed and revised to provide greater clarity on expectations regarding the documentation of clinical management plans and include actions to provide assurance regarding implementation.

Anticipated first draft for consultation end of February 2021.
	01/05/2021
	June 2023: Appropriate and timely discharge of patients is one of the main priorities of the HB’s 6 Goals Programme.  The HB Team is working closely with colleagues in Local Authority and within the NHS Executive to implement best practice.  A review of discharge planning has recently been completed by Audit Wales, and the report is awaited. Upon issue, this action will be reviewed/revisited and appropriately updated in light of the content of that report.
	N/A

	2
	The methods used across wards for setting EDDs was inconsistent - on some wards, EDDs were set by Ward Managers, and some by Ward clerks, but there was little evidence within patient notes of medical input in determining the EDD.

Management should take steps to ensure that the setting of the initial EDD is undertaken as part of the initial clinical management plan documentation within patient notes.
	H
	The policy is being reviewed and revised to provide greater clarity on expectations regarding the documentation of expected date of discharge within clinical management plans, and on signal.

Requirement to audit and improve recording of EDD will be included within the corporate audit tool.
	01/05/2021
	
	N/A

	3
	Testing at Ward E, Neath Port Talbot Hospital, showed that EDDs are not always set within 24 hours having identified 9 patients that did not have an EDD after being admitted between 2 to 14 days earlier.

Management should review the process for setting EDDs at Neath Port Talbot Hospital Ward E to ensure that they are set within 24 hours of admission in line with Policy
	M
	The policy is being reviewed and revised to provide greater clarity on expectations regarding the documentation of expected date of discharge within clinical management plans, and on signal.

Requirement to audit and improve recording of EDD will be included within the corporate audit tool.
	01/05/2021
	
	N/A

	4
	Several observations identified divergence from policy requirements across wards: 

· Records did not demonstrate senior medical review occurring on a daily basis. Discussion with the Senior Corporate Matron has identified that a senior review might not always be required for some patients on some wards. 

· Patients at Gorseinon and Neath Port Talbot Hospitals did not receive a daily consultant review and there were also gaps between reviews by junior doctors too, but it was considered that patients on the wards visited here did not require daily medical input. The Policy does not indicate where variation from the daily requirement would be acceptable.

· Often, the times of patient reviews recorded in notes fell after midday.

· Reviews undertaken at weekends were very inconsistent across all wards with the majority of patients not receiving a senior or junior review.

Management should consider these areas of divergence from policy. Where they are considered acceptable we would recommend policy be reviewed to accommodate them appropriately. Otherwise we would recommend action be taken to reinforce policy requirements and improve compliance.
	M
	The policy is being reviewed and revised to provide greater clarity on expectations regarding the frequency, timing and recording of senior medical review, and include actions to provide assurance regarding implementation.
	01/05/2021
	June 2023: Appropriate and timely discharge of patients is one of the main priorities of the HB’s 6 Goals Programme.  The HB Team is working closely with colleagues in Local Authority and within the NHS Executive to implement best practice.  A review of discharge planning has recently been completed by Audit Wales, and the report is awaited. Upon issue, this action will be reviewed/revisited and appropriately updated in light of the content of that report.
	N/A

	5
	Ward 8 at Singleton used a Weekend Handover Sheet which outlined the criteria for patient discharge over the weekend to enable nurse-led discharge.
Management should consider the implementation of weekend handover sheets across all wards
	L
	The standard for handover will be reflected within the revised policy version.
	01/05/2021
	
	N/A

	6
	There was non-compliance with policy in that the reason for changing the EDD was not always recorded within the Clinical Portal (or SIGNAL) which meant that it was not always possible to establish if all of the changes to the EDD were appropriate. Additionally, we noted differences between EDD dates recorded in the portal and those within SIGNAL (with one ward inputting only to SIGNAL). SIGNAL being a relatively new development is not currently covered by policy.
Management should clarify what is expected of staff in respect of populating systems with the EDD data and reasons for changes, particularly where more than one system is in operation. Awareness of expectations should be reinforced and policy updated to reflect systems in place.
	H
	The policy is being reviewed and revised to provide greater clarity on expectations regarding adjustments to EDDs, appropriate reasons for them and how these will be documented. The policy will include actions to provide assurance regarding implementation
	01/05/2021
	
	N/A

	7
	Of the 55 patients tested there were ten patients where the EDD was updated beyond a patient being medically fit for discharge with the reason being related to Social Worker, Continuing Healthcare/Funded Nursing Care applications or repatriation. These do not fall under clinical reasons for change of EDD and therefore the EDD should not have been changed. 

Five patients at Singleton Hospital were identified as being medically fit for discharge within patient notes but this was not recorded as such within the Clinical Portal or Signal and so the EDD continued to be updated.
Management should ensure all staff are trained and made aware of the appropriate reasons for updating the EDD. Consideration be given to a programme of improvement work across wards to coach staff in effective use and recording of the EDD to monitor better compliance & outcomes.
	H
	The policy is being reviewed and revised to provide greater clarity on expectations regarding adjustments to EDDs, appropriate reasons for them and how these will be documented. The policy will include actions to provide assurance regarding implementation.
	01/05/2021
	June 2023: Appropriate and timely discharge of patients is one of the main priorities of the HB’s 6 Goals Programme.  The HB Team is working closely with colleagues in Local Authority and within the NHS Executive to implement best practice.  A review of discharge planning has recently been completed by Audit Wales, and the report is awaited. Upon issue, this action will be reviewed/revisited and appropriately updated in light of the content of that report.
	N/A

	9
	The review of 69 patients found that only one patient had an EDD recorded within patient notes and this did not provide any evidence of discussion with patient, family or carers. 

Through discussion at the MDT Board Round we attended at Gorseinon, there was evidence that EDDs were being discussed with patients but that this was not sufficiently recorded within patient’s notes.

Management should ensure that EDD is discussed with patients and families and the discussion is recorded in the patient notes.

Consideration should be given to including this within a programme of improvement work across wards to coach staff in effective implementation of this aspect of discharge planning & documentation and to monitor improvements in practice.
	H
	Further engagement with Carers via Stakeholder reference group will be undertaken and a leaflet produced that outlines what communications and involvement patients and their families can expect to receive regarding the plans for their expected date of discharge.
	30/05/2021
	
	N/A

	
	
	H
	Comprehensive training and communication programme will be developed that includes communication with families and patients as part of the launch of the revised SAFER policy.
	30/09/2021
	
	N/A

	10 (I)
	Within Signal, the 'MDT d/c planning' column is utilised to record details and actions in relation to a patients discharge. There were wards at Morriston that had no comments this column in and very little detail recorded within patient’s notes.

We would recommend that the expected use of PSAG Boards (whether manual or electronic) be reinforced by management and direction be given to staff on expectations in respect of patient notes. Consideration should be given to including this within a programme of improvement work across wards to coach staff in effective implementation of this aspect of discharge planning & documentation and to monitor improvements in practice.
	H
	To be captured as a requirement within the new Audit Tools. Which will be included within the appendices to the revised policy.
	01/05/2021
	
	N/A

	11
	On ward 6 at Singleton there was evidence to suggest that arrangements for patients discharge would wait until after the patient is medically fit for discharge rather than this process being ongoing from admission.

Management should ensure that discharge planning is undertaken by ward staff from the point of admission in line with policy.
	M
	The standards will be reflected in the rewording of the revised policy
	01/05/2021
	June 2023: Appropriate and timely discharge of patients is one of the main priorities of the HB’s 6 Goals Programme.  The HB Team is working closely with colleagues in Local Authority and within the NHS Executive to implement best practice.  A review of discharge planning has recently been completed by Audit Wales, and the report is awaited. Upon issue, this action will be reviewed/revisited and appropriately updated in light of the content of that report.
	N/A

	12
	There was a low level of compliance with the Red / Green Day aspect of Policy. Two of the five wards tested at Morriston Hospital did not utilise the Red to Green columns on their PSAG Boards and the remaining three did not use them as intended, instead using them to show that a patient was Medically Fit and waiting for a process (e.g. Social Worker, CHC assessment). There was no evidence of use of Red to Green days at Singleton Hospital or NPTH.

Management should ensure that the Red to Green Days element of the policy is understood and implemented at Ward level. Consideration should be given to progress this via a quality improvement programme approach.
	M
	To be captured as a requirement within the new Audit Tools. Which will be included within the appendices to the revised policy.
	31/05/2021
	
	N/A

	13
	Staff at Singleton ward 8 highlighted that patient notes available at ward level were not comprehensive - interventions provided by staff from Therapies were held separately.
We recommend that management take steps where necessary to ensure that ward-level patient records provide a comprehensive, up-to-date account of the patient's care and steps taken to ensure a safe discharge.
	M
	Revised policy will clarify how discharge planning will be recorded following the introduction of new systems.
	01/05/2021
	
	N/A

	15
	A review of Signal at Singleton in particular, has shown that staff are populating the system with detailed patient information which is not duplicated within patient notes. Staff report the system has had a positive impact at ward levels, reducing workloads and making patient information more accessible - However, once Signal is optimised across the Health Board, it will only have capacity to store information for a maximum of 30,000 patients which translates to storing information for approximately 6 months post patient discharge. After which, all of the detailed entries within Signal will be deleted. 

It is noted that the introduction of electronic nursing notes will overcome some of the above, however this system only includes entries from Nurses and assessments undertaken

Management should review the arrangements for documenting patient records to ensure that a full patient history is maintained post discharge
	H
	This identified risk will be escalated to the Signal User Group and any unresolved risk assessed and added to the corporate risk register for monitoring until action is identified to resolve it.
	31/03/2021
	
	N/A

	16
	Discussion with management following issue of the draft version of this audit report has identified an additional action to improve the system design – the addition of an audit tool to provide management assurance regarding the implementation of revised policy.

Earlier points have recommended consideration should be given to progressing as part of a quality audit & improvement initiative.
	M
	Development of a new Corporate Audit Management Tool, and standard operating procedure outlining the roles, responsibilities and expectations (including frequency) for service group audit of compliance, and to identify improvements and actions relating to the discharge policy.

	31/03/2021
	
	N/A


	Executive Lead – Chief Operating Officer

	SBU 2223-015
	Transition from CAMHS to AMHS (COO)
	Report Issued May 2023
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	6.1a
	The admissions policy includes ‘All staff on Ward F will receive Safeguarding Children training - Level 2. Ward Manager, Clinical Leads… will undergo Safeguarding Children level 3’.

Our review of records and discussion with the Ward Manager confirms that currently staff are only undertaking Level 1 training.
Management should ensure that Ward F Staff undertake Safeguarding Children Training Level 2 to ensure compliance with the admissions policy.

	H
	The MHLD SG has systems in place to report and monitor compliance against all aspects of safeguarding training through its Quality and Safety Governance processes and into the HB Safeguarding Committee. Immediate action will be taken to improve specific safeguarding children training for Ward F in line with its Policy on the Emergency Admission of Young People (16 – 18 yrs) to Adult Mental Health Wards (2020).
	31/05/2023
	None Received
	

	6.1b
	Mandatory and Statutory training reports distributed within the Service Group to managers for information have been enhanced from a ward/service overall total to now include breakdown to individual staff member. However, these reports only indicate training compliance, and not date of expiry. Including the date of expiry could assist managers in prioritising those staff most overdue.
To assist in ongoing monitoring training compliance reports should include expiration dates to assist in addressing those areas longest overdue.
	H
	The electronic staff record (ESR) system provides an alert to staff when they fall out of compliance with safeguarding e learning modules. Face to face safeguarding training is uploaded onto ESR by the training facilitators. The MHLD SG will need to work with the ESR team to establish if current reporting can include expiry date or whether an alternative system needs to be developed with digital intelligence colleagues.
	31/05/2023
	None Received
	


	Executive Lead – Director of Corporate Governance

	SBU 2122-017
	Safety Notices & Alerts
	Report Issued June 2022
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1.1a
	Review of the process document highlighted that the required document review date has since passed (23rd November 2021). The current version of the document holds a number of blank areas, including author job title, approved by, and publication date. We were informed that the review commenced in January 2022 and remains ongoing at the time of fieldwork.
The main SOP: Safety Notices and Important Documents Management Procedure should be reviewed updated, and contain standard elements such as author, approval and publication date. It should also be ensured that it is subject to an annual review going forward
	M
	The Safety Notices and Important Documents Management Procedure document will be reviewed and updated, and incorporate detail of the author and approval date. Once approved, the document will be subject to review in line with the Health Board’s Policy on Policies.
	30/09/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	1.1b
	The latest version of the overarching SOP, Safety Notices and Important Documents Management Procedure was formally approved on 10th December 2020 by the ‘Once for Wales Risk Management System Implementation Group / User Group’. There is no evidence that the SOP has been approved in line with the ‘Policy for the management of health board wide policies procedures and other written control documents’ requirements.

The process document should be subject to formal governance approval at an appropriate group which contains Executive Director membership
	M
	The updated document will be submitted to the Management Board for approval.
	31/10/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	1.1c
	The SOP does not include reference to an overall lead Executive for alerts and notices, this reflects a lack of single point of ownership within the health board for the process as a whole as responsibilities sit across a number of directorates and specialist areas.

The health board should identify a lead Executive Director for notices and alerts, and this should be reflected within the SOP.
	M
	As part of the update process referred to above, discussions will be held to consider a lead Executive Director with overall responsibility for the safety notices and alerts process.
	31/10/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	1.1d
	We found that in some places the main SOP used alerts and notices as synonyms rather than containing clear definitions, which may result in lack of clarity for readers.

In addition, alerts and notices should be clearly defined and differentiated within the SOP
	M
	The various types of alerts and notices covered by the Procedure will be clearly identified, defined and differentiated as part of the update process.

	31/10/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	1.1e
	Review of the SOP content identified that it includes listing of 15 different types of alerts. Section 6 of the SOP requires that the ‘Responsible Persons’ for each alert develop local arrangements to be outlined in their own SOP. However, seven out of 15 alert types were not supported by any process documentation. We were informed that two of the SOPs, for Estates and Facilities alerts and notices, and CMOs, are currently under development.

We also note that the overarching SOP requires that each Service Group should have its own SOP, to reflect local arrangements to support distribution and management of alerts/notices. Our review of these Service Group SOPs found that three of them have not been reviewed for a number of years and varied in level of detail and content. In addition, we were informed that the combined SOP for Singleton Neath Port Talbot remains under development.
In line with the requirements of the overarching SOP, appropriate SOPs should be developed at the Service Group level and for each alert type where required. These SOPs should be subject to regular review and formal approval.
	M
	Service Group and/or Department level Procedures will be updated and/or developed as appropriate in tandem with the above.
	31/10/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	2.1a
	We selected a sample of 30 notices and alerts and found that, with the exception of one MDA, all were recorded in Datix. We found that alerts and notices have been entered within the Datix system in a timely manner, although our testing revealed that completion deadlines, in line with the timeframes required e.g. by WG, were not formally set within the system.

We recommend that formal deadlines are set, to complete the necessary actions in relation to safety notices and alerts. These deadlines must be in line with the specifications stated in the safety notices and alerts and, if there is no such specification, then the deadline should be formally set by the relevant Level 0 Responsible Person.
	H
	Deadlines for action will be set and communicated for each safety alert and notice received by the health board.
	30/09/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	2.1b
	Review of Datix identified that only 195 of the 964 alerts and notices between 1st April 2019 to 1st April 2022 were recorded as closed in the system. In addition, we selected a sample of 30 alerts and notices for confirmation that they had been distributed and actioned, and found the following:
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Patient Safety Alerts (PSAs) within 3-4
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(EFAs/EFNs)
Chief Medical Officer letters N/A
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We also recommend that compliance with actions be proactively monitored, evidenced and the related audit trail is maintained to support the completion of actions.
	H
	Detail regarding monitoring and reporting requirements, together with the management trail to be maintained and retained in respect of compliance with required actions will be set out in the relevant Procedure document(s)
	31/10/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	3.1
	Distribution lists are in place to cascade alerts and notices through the health board. We tested two distribution lists in Datix and found that appropriate levels of representation were included. The main SOP requires that the distribution lists are subject to a review. However, we found no evidence that the distribution lists were circulated (as minimum annually) to the Service Group Directors for confirmation or amendment changes.

The health board SOP does not require identification of any substitutes or alternative contacts for level 0 and 1. As such, there is a risk that safety notices and alerts may not get recorded in Datix or cascaded further within the health board.

The distribution list should be subject to regular reviews, and these reviews should be formally evidenced. We also recommend that substitutes are formally identified for level 0 Responsible Person.
	M
	Distribution lists will be subject to regular review. Detail regarding timeframes, together with the management trail to be maintained and retained to evidence checks undertaken will be set out in the relevant Procedure document(s). All Level 0 Responsible Persons will be asked to nominate deputies to act in their absence.
	30/09/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	3.2a
	The health board’s overarching SOP sets out the arrangements for communicating alerts and notices, cascading information from the Responsible Person (level 0) down to Ward and Departmental Managers (level 3), although the responsibilities for level 3 are not directly outlined. 

As would be expected, given the wide range of notice and alerts, the Responsible Persons are drawn from a number of directorates and specialist areas. Despite this, the SOP does not make a reference to individual Executive Director roles and responsibilities.
We also recommend that roles and responsibilities are clearly defined in the main SOP, including for Executive Director and Level 3 (Service Group).
	M
	This will be actioned as part of the document review and update process.
	31/10/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	3.2b
	We found other SOP (Morriston Service Group and the combined MDAs, Local Safety Notices (LSNs) and Local Security Alerts (LSAs) SOP) included references to level 4 cascading but the documents did not define roles and responsibilities to this level.
Where additional levels are used in the Service Group SOPs, these should be clearly defined accordingly.
	M
	This will be actioned as part of the update and/or development of Service Group and/or Department level Procedures.
	31/10/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	4.1a
	Overall, we note that no Key Performance Indicators (KPIs) had been set, monitored and reported across the various areas. As such, there is risk that the quality of the monitoring may not be sufficient and/or consistent across the different types of alerts/notices.
A more robust monitoring and reporting process should be put in place, including setting up KPIs for each alert type, and monitoring them, especially in the compliance area.
	M
	Monitoring and reporting processes, including the setting of any relevant KPI, will be set out with the relevant procedure documents as part of the update and development process.
	31/10/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	4.1b
	The current main SOP does not explicitly state how issues related to safety notices and alerts should be escalated.
A formal escalation route should be established and formally documented.
	M
	Details of escalation processes will be set out within the relevant procedure documents as part of the update and development process
	31/10/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023

	5.1
	While the current processes at the health board aim to reach compliance in relation to all safety notices and alerts, once the adequate status is achieved and compliance is established, no further check or reporting takes place. As a result, the health board does not actively monitor on-going compliance with the safety alerts and notices.
Management should consider how on-going compliance related to safety notices and alerts can be assured, such as inclusion of alerts and notices within any internal quality assurance inspections.
	M
	Systems and processes capable of providing assurance in respect of compliance with safety notices and alerts at both a Service Group and Corporate level will be developed and documented as part of the Procedure review and update process.
	31/10/2022
	December 2022: Work is currently being undertaken to explore the development of an all-Wales alert module which would incorporate a central receipt and distribution process. As such, it is vital that any local systems and processes put in place dovetail effectively with the output from this exercise. Work to address this recommendation will therefore take place alongside, and in tandem with the development of the new all-Wales process. 
June 2023: The first meeting of the pilot of the O4W Alerts Module was held in June 2023. SBU are one of the organisations that will be undertaking the pilot. The pilot aims to identify any immediate improvements that can be made to processes via the new module and reporting system, and identify potential further improvements to the module itself. The deadline has been extended provisionally to the end of September. A date of 30/09/2023 has been set for further update.
	30/09/2023


	Executive Lead – Director of Corporate Governance

	SBU 2122-008
	Standards of Business Conduct Declarations
	Report Issued July 2022
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1.1
	There is no set process which allows the Corporate Governance Team to be certain that all required declarations have been made, in so far as that is possible, and to identify missing declarations. We note that plans remain for the declarations form to be electronic, where the data can be held centrally.
Management should determine and implement a solution to ensure the completeness and accuracy of declarations of interest, including nil returns.
	M
	Quarterly reminders are sent to the corporate and service group leads to cascade within their teams to remind staff of their responsibilities to declare interests. In addition, declarations of interest and secondary employment are to be created as competencies within the statutory and mandatory training section of ESR with all employees required to complete these once a year and confirm that they have read the standards of business conduct policy.
	30/11/2022
	June: Discussions are continuing with the learning and organisation development (OD) team which has confirmed that it is possible to add the statutory and mandatory competencies on ESR statements, which require staff to confirm they are aware of the standards of business conduct and if they have any declarations/secondary jobs to declare. However, advice and support is needed on a national level to determine the best way to do this to ensure staff compliance. Absences mean the expertise within the health board to carry out this work is currently unavailable and alternative solutions are being sought. A date of 30/09/2023 has been set for further update.
	30/09/2023

	2.1
	A previous version of the handbook was considered during the audit. A more recent version has since been published and does now reference the standards of business conduct.

Declarations of interest and secondary employment are to be created as competencies within the statutory and mandatory training section of ESR with all employees required to complete these once a year as well as confirm that they have read the standards of business conduct policy. This will be part of the check-box on the checklist for completion of mandatory training.
The revised staff handbook should be finalised and circulated to staff. The handbook should contain a checklist which requires completion by new starters and countersignature by the line manager, intended to ensure the initial declarations are received and submitted to the Corporate Governance Team within a specified time from the commencement of their employment.
	M
	A previous version of the handbook was considered during the audit. A more recent version has since been published and does now reference the standards of business conduct.

Declarations of interest and secondary employment are to be created as competencies within the statutory and mandatory training section of ESR with all employees required to complete these once a year as well as confirm that they have read the standards of business conduct policy. This will be part of the check-box on the checklist for completion of mandatory training.
	30/11/2022
	June: Discussions are continuing with the learning and organisation development (OD) team which has confirmed that it is possible to add the statutory and mandatory competencies on ESR statements, which require staff to confirm they are aware of the standards of business conduct and if they have any declarations/secondary jobs to declare. However, advice and support is needed on a national level to determine the best way to do this to ensure staff compliance. Absences mean the expertise within the health board to carry out this work is currently unavailable and alternative solutions are being sought. A date of 30/09/2023 has been set for further update.
	30/09/2023


	Executive Lead – Director of Digital

	SBU 2021-029
	Digital Technology

Control & Risk Assessment
	Report Issued January 2021
	Assurance Rating – N/A

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	8
	There has been no full assessment of what skills are held within digital services and the skills and resource needed to support the organisation and implement the Digital Strategy. Consequently, there has been no identification of the skills gap and no development of a structured staff development plan in order to close the gap. Without this development plan in place digital services may struggle to implement the strategy.

A full assessment of the current skills within digital services, alongside the required resource and skills for the Digital Strategy should be undertaken. Once the gaps in skills have been identified a formal plan to upskill staff should be developed.
	L
	The PADR process is used to identify individual training requirements but it is recognised that there isn’t a holistic overview of current/future gaps in expertise/knowledge. Digital Services will work with Workforce to identify and implement an approach to identify the skill gap within the directorate. Once identified a plan to upskill staff as required will be developed.
	28/02/2022
	February 2023: The findings of the National Digital Skills Assessment are due to be reported to WG in March 23 and will not be released to Health Boards until this has happened. Following this Digital Services will use the findings to build a SBUHB Digital service workforce plan with appropriate support from SBU Workforce. This is now likely to be completed in Dec 2023.
	31/12/2023

	SBU-2122-005
	Network & Information Systems (NIS) Directive
	Report Issued April 2022
	Assurance Rating – Reasonable

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1
	Our review highlighted that records of discussions and supporting information provided to the CRU have not been captured and maintained throughout the self-assessment process. Several instances of question marks were noted within the final CAF where clarification was sought from the CRU, however, the CAF was not then updated accordingly.

Management should ensure that records of discussions and information provided to and from the CRU are captured for future annual self-assessments.
	M
	Agreed. This will be discussed at the next CRU assessment (tbc). Audit notes are normally recorded by the auditor and a suitable mechanism will be agreed with the CRU for example if via Teams then these will be recorded.
	31/12/2023
	January 2023: There hasn't been another audit to action this. A date of 30/06/2023 has been set for further update
	30/06/2023


	Executive Lead – Director of Digital

	SBU 2223-023
	Information Governance
	Report Issued November 2022
	Assurance Rating – Limited

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1.1
	The continuing trend of increasing and more complex requests and requirements, in addition to the lack of adequate resources within the IG Team, has led to weaknesses. There is a growing challenge to maintain compliance with legislative responsibilities across multiple areas, such as DPIAs and SARs, as evidenced by the rise in numbers of breaches, incidents, and complaints. We were informed that staff within the department have a substantial workload and are working longer than their contracted hours in order to deliver the current service. A full assessment of the resources available to undertake all legal duties is required to enable effective gap analysis, upon which capacity and resilience can be measured.
Management should ensure that a full review of current resources, how resource is used and time required to complete all legislative duties is undertaken, to identify gaps and risk areas upon which capacity and resilience can be measured. Particular attention should be given to the current trend in SAR requests and consideration should be given to recruiting an appropriate SARs Lead to raise current low compliance levels and mitigate risks of further serious incidents and breaches.
	H
	Active resource management continues within the IG Team to effectively prioritise and allocate available resources to the work areas at highest risk of non-compliance with legislative requirements. We have requested recommendations from Internal Audit on examples of good practice already used across NHS Wales that could be considered for adoption as appropriate. 
The on-going monitoring of resources and the continued marked increase in demand for IG advice and support has highlighted risk areas in DPIAs and SARs. Management has considered the additional resource needed for SARs and the requirement for a SAR Lead has been included in previous financial plans for the IMTP. Recruitment is subject to funding being made available and we will continue to pursue this additional resource as recommended.
	31/03/2023
	May 2023: Monies have been identified to recruit for a new Band 7 Information Governance Manager to lead on SARs. This will take 3-6 months to put in place and all possible mitigations are taking place in the interim period to manage the ongoing risk. Date of 31/08/2023 set for update on position regarding recruitment.
	31/08/2023

	2.1
	Whilst there is a process for handling SARs in relation to the acute health record and the health board is currently complying with the requirement to provide information in a timely manner, review of IG update papers to the IGG highlighted inconsistent application of this process.  There is currently no formal health-board wide policy or process for effectively managing SARs.

The team has seen a 2000% increase in hours spent on SAR support over the last 2 years, with both volume and complexity of requests increasing. In the same timeframe, there has been a rise in the number of breaches and complaints regarding the health board’s SAR management, including 4 ICO reportable breaches, 12 non-ICO reportable breaches, and 18 complaints, of which 10 were reported to the ICO by the complainant.
Recognising the actions to be undertaken by the recently established SAR Task and Finish Group, management should ensure that the work is progressed urgently to develop a robust health-board wide policy on handling SARs, to mitigate the current high risk of ICO breaches and serious incidents.
	H
	An over-arching organisational wide policy to support the compliant and effective management of SARs across the Health Board will be developed, as previously outlined by the SAR T&F Group. The policy will be written by April 2023 with approval then sought via the usual Health Board processes.
	30/04/2023
	May 2023: An organisation-wide SAR Policy has been drafted and is currently going through internal review, before following the Health Board’s approval process. Date of 31/07/2023 set for further update.
	31/07/2023


	Executive Lead – Director of Finance

	ABM 1920-007
	Capital Systems

Financial Safeguarding
	Report Issued November 2019
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	2
	Failure to comply with SO’s/SFI’s and Local Framework requirements in respect of: 

· Failure to use formal contracts (as opposed to simple orders) for procurements in excess of £25,000 [this is regardless of whether they are on a framework or not]
· Failure to undertake financial vetting for new contracts/procurements in excess of £25,000

· Failure to apply Standards of Business Conduct requirements in respect of the completion of Declarations of Interest

Local Framework Procedures and SFI/SOs should be reviewed, and updated where appropriate, to reflect the Estates Department’s requirements.
	M
	Discussions will be initiated with the Director of Corporate Governance and the Assistant Director of Strategy – Capital to ensure that all procedural requirements are fit for purpose (e.g. SO/SFI and Local Framework Protocols).
	01/01/2020
	June 2023: Management are currently in the process of tendering for the provision of an induction software/management system, and are exploring the possibility of utilising functionality within such a system to confirm CHAS accreditation. This would provide a more streamlined approach, and may achieve overall cost savings. The tender process will be completed by 18th August 2023, at which point a decision will be made to either utilise this approach (if available) or to engage directly with CHAS.  Dependent on the outcome of the above, all relevant procedures (SOs/SFIs etc.) will be reviewed and updated to reflect the necessary changes to the governance procedures. A date of 30/09/2023 has been set for further update.
	31/09/2023

	13
	No documented procedures in place for the management of Estates Stores.

Formal procedures should be developed and implemented for the management of Estates stores (in accordance with SFIs).
	H
	Agreed.

Appropriate procedures will be implemented and management will undertake periodic checks/audits to ensure compliance.
	01/01/2020
	June 2023: The Assistant Director of Estates has approached NWSSP Procurement colleagues and the Head of Support Services in order to identify any further good practice already in place with regard to stores systems and processes. The Assistant Director of Estates will then combine any good practice identified with the findings of this review, and produce a SOP document for the management of Estates Stores. A date of 31/07/2023 has been set for further update.
	31/07/2023

	14
	Issues which reduced the effectiveness of intended controls, and SFI breaches were noted, including:

· No annual stocktake at Morriston

· Singleton stocktake not independently verified

· ‘Not stock’ items on shelves at both stores, but not recorded on Planet FM

Stores practices should be reviewed and enhanced in line with audit findings and SFI requirements.
	H
	Agreed.

Appropriate procedures will be implemented and management will undertake periodic checks/audits to ensure compliance.
	01/01/2020
	June 2023: The Assistant Director of Estates has approached NWSSP Procurement colleagues and the Head of Support Services in order to identify any further good practice already in place with regard to stores systems and processes. The Assistant Director of Estates will then combine any good practice identified with the findings of this review, and produce a SOP document for the management of Estates Stores. A date of 31/07/2023 has been set for further update.
	31/07/2023


	Executive Lead – Director of Finance

	SBU 2223-016
	Health & Safety
	Report Issued September 2022
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1.2

(b)
	The Policy includes that Service Directors will ensure there are ‘appropriate arrangements within their areas of the organisation.’ The health board is currently establishing arrangements in place for Service Groups operating across multiple community sites.
Once site leads have been identified for all premises this information should be shared with the HSC and arrangements made for this information to be accessible to relevant staff.
	M
	Once the service group provides the information, this will be shared with the HSC, it is worth noting that the only area not covered to date is Primary Care, so this information is already available for three out of the four service groups.
	30/11/2022
	June 23: This was raised at the PCTSG Health & Safety meeting in June 2023. It has been agreed to pilot a multi-use site (Cimla). A site meeting has been set up for July to outline what is expected of the various site occupants. The outcome from any learning will be captured prior to rolling out throughout the PCTSG estate. Target roll out Sept 23.
	30/09/2023

	2.1
	Review of the HSC terms of reference (ToR) and its work programme identified topics and subject areas listed within the ToR which do not explicitly feature within the work programme in their own right. We note for a number of these the intention is that assurance will be provided through deep dives undertaken at the Health and Safety Operational Group (HSOG) and reported through the subsequent ‘Key Issues’ Report. Whilst there is evidence to support this process in operation, we would note that the frequency of HSOG meetings does mean there could be substantial time gaps between reporting. Review of HSC agendas and papers also identified a gap where the HSC has received no information related to patient falls/patient manual handling.
If there is continued use of the subject specific HSOG deep dives for assurance then consideration should be given to periodic updates on topics which the HSOG will not be addressing within a 12-month period. This could perhaps feature through an end of year deep dive reflection/assessment.
	M
	Deep dives are being carried out as outlined in the forward plan, there is also evidence that topics have been changed when specific areas have been raised.

The group tested the option of undertaking two deep dives per meeting and it was agreed by the group that due to the amount of work to undertake the deep dives, that one is sufficient. The point raised by audit can be addressed by reviewing the exception reporting template to capture specific areas. This will be put to the next HSOG meeting in November 2022.
	31/12/2022
	June 2023: Following the stepping down of the Health & Safety Committee, the Health & Safety Operational Group (HSOG) Key Issues Report will now be received by the Quality & Safety Committee. This Key Issues Report details any Deep Dive reviews undertaken during the reporting period. An updated exception reporting template has been developed for Service Groups to report into HSOG in order to assist with this. Going forward, the forward plan of Deep Dives will form a standing agenda item on the HSOG Key Issues Report to the Q&S Committee. The deadline for this action has been extended in line with the Q&S Committee meeting calendar. A date of 30/09/2023 has been set for further update.
	30/09/2023

	4.1

(a)
	Estates provide a report to each HSOG which provides updates against several areas such as medical gases, waste, electrical services, ventilation, and fire amongst others. The report is narrative and does not include reference to KPIs. We also note where action plans are referenced, copies are not included, which could make subsequent tracking difficult.

Review of content did not identify reference to Estates & Facilities Alerts and Notifications received or compliance against these.
The format of reporting provided from Estates services to HSOG should be reviewed and consideration given to modifying the format away from narrative updates to align with agreed Key Performance Indicators, group operation and progress against action plans, and alerts and notifications (where appropriate).
	M
	The exception reporting provided by estates is being reviewed and will be updated ready for the next HSOG meeting in November 2022.
	30/11/2022
	June 2023: Further review and update is being undertaken to ensure that appropriate information relating to Estates KPIs is being captured. The deadline for this action has been extended in line with the Health & Safety Ops Group meeting calendar. Estates reports will be received by the Performance & Finance Committee from July 2023. A date of 31/08/2023 has been set for further update.
	30/09/2023

	7.1
	A business case has been developed as part of the review of the health board’s health and safety resource and department structure. We were provided with the latest version, dated May 2021, which includes a number of new posts. Updates provided to the HSC in April and July 2022 included that resource was being appointed when available, with two fire safety officers appointed in early 2022 and the intention was to appoint to a number of other posts through 2022/23 and 2023/24. At the time of fieldwork, the previous Assistant Director of Health and Safety had taken up a new post within the health board as Assistant Director of Strategy (Capital), whilst continuing to fulfil health and safety responsibilities until arrangements regarding a replacement are confirmed.
The health board should review and update the health and safety team resource business case to reflect the current and intended structure. This should include arrangements to support the long-term leadership of the health and safety function through the appointment of a substantive Assistant Director.
	M
	This has and is continually being reviewed, with some recruitment already taking place and/or in progress. Two fire safety advisers were appointed in Jan/Feb 2022, with interviews taken place in July/August for one health and safety advisor and one manual handling trainer/advisor, with expected commencement dates in September/October 2022. Further appointments will be phased in over the next 12 – 18 months to increase the level of resources.
	31/12/2022
	June 2023: Work to finalise the structure is currently ongoing. Four additional posts already funded and recruited to, with corresponding reduction in Risk Register rating. Formal OCP to restructure health and safety department under development. Engagement to commence in August 2023. A date of 31/08/2023 has been set for further update.
	31/08/2023

	8.1
	Key Performance Indicators were approved by the HSC in July 2021 and shared at HSOG. We have been unable to identify any further KPI papers at HSC or HSOG. We reviewed papers submitted to HSOG by Service Groups, Estates and the Health and Safety Team, to identify if the KPIs featured within ongoing standard reporting noting the following:

· Incident reporting – exception reports include information on numbers and themes but not the KPIs which is timeliness of entry onto Datix.
· RIDDOR – report provided by Health and Safety Team to HSOG, but not by Service Group.
· Induction – Service Groups provide training information, but not induction figures as outlined by KPIs.
· Health and Safety training – Compliance reported in required areas.
· Health and Safety audits – audit programme not in place.
· Fire – Information from Fire Safety group includes risk assessments but not the other 7 KPIs.
· Manual Handing – no information for KPIs.
· Water Management/Asbestos/Fixed Wiring/Gas Safety – no related KPI performance information within Estate’s reporting. 

Noting the varying sources required to populate the wide ranging KPIs and the gaps identified above, it is unclear at what levels they are to be reported and monitored.
	H
	KPI report to be developed to provide a clear focal point for discussion with leads identified to provide routine monitoring.

Incidents are reported by each of the SGs, with an overall report submitted by the Head of H&S. 

RIDDOR’s are recorded by the service groups, with the main RIDDOR report produced by the health & safety team as outlined. All identified RIDDOR’s are recorded and discussed at the HSOG. 

Health Board inductions have changed during the pandemic, with more concentration on the local induction and mandatory training and will work with service groups to see how this is captured. 

All SGs and support services provide training figures with the exception of Estates. This is being addressed as an overall review of the exception reporting template takes place and there will be a specific template for Estates to capture information. 

H&S audits have not commenced, this is due to resources and will be addressed once appropriate resources are in place as outlined on the plan. 

The HSOG and the HSC receive the minutes from the Fire Safety group, will review to see if an exception or key issues report would better address areas raised by audit. 

MH training is reported in general. Will look to include MH coaches and any audits/inspections that have taken place going forward. 

The reporting of estates KPI’s is being reviewed and an updated version will be produced in time for the November HSOG meeting ahead of determining the final KPI model by 31st December 2022.
	31/12/2022
	June 2023: Updated exception reports now have a section specifically for KPIs for the Service Groups. Further review and update is being undertaken to ensure that appropriate information relating to Estates KPIs is being captured. The deadline for this action has been extended in line with the Q&S Committee meeting calendar. A date of 30/09/2023 has been set for further update.
	30/09/2023

	9.1
	Priority two within the Strategic Action Plan outlines steps towards the development of training to support managers within the health board. Milestones include:

1. Identify appropriate managers to undertake IOSH Managing Safely or equivalent.
2. Identify course provider or develop internally.
3. Schedule initial dates for pilot course completion. This potentially will be 10-year programme. 

During fieldwork we were informed that there has been consideration of the method of programme delivery, including review of training provided by neighbouring health boards. However, identification of managers remained outstanding outside of links to specific bandings and we note there is opportunity to link this to the identification of site leads currently being progressed by the health board
The health board should undertake an assessment to ensure there is identification of managers, and those with health and safety responsibilities for specific sites, to ensure the rapid progression of training once the course and its delivery method are agreed.
	M
	The Health Board have commissioned a course for the Executive team and these are scheduled for 14th & 16th September 2022.
	30/09/2022
	June 2023: There has been a slight delay in piloting the health & safety programme for managers. It is now anticipated to commence in Q2 2023/24. There is also a delay in the development of the online version being developed by CTMUHB. Once available, this will be adopted and implemented and recorded on ESR. New target date 30/09/2023. A date of 30/09/2023 has been set for further update.
	30/09/2023


	Executive Lead – Director of Finance

	SBU-2021-004
	Health & Safety Framework

Follow Up
	Report Issued January 2021
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	6(i)
	Review of the health boards health & safety intranet page confirmed that content and links had not been updated to be consistent with approved policies published on the health board main policies page (i.e. some out of date policies were accessible via this route e.g. lone working). Whilst this is the case updates policies can be found within the Corporate policy library.
Management should undertake a review of all Health & Safety intranet pages to ensure they are refreshed to reflect the latest information and policies or links to the main corporate policy page so that alignment is ensured.
	M
	The health & safety webpage has been reviewed by the Assistant Director of Health & Safety, and a request has been made to update the webpage and remove the policy links and to insert:
To access the latest versions of health and safety policies use this link:
http://howis.wales.nhs.uk/sites3/documentmap.cfm?search=true&metatype=&filetype=&libraryid=14715&keywords=&orgid=743&go=FindJust 
Waiting for confirmation that this has been completed
	31/01/2021
	October 2022 – Development of the revised Health & Safety pages for the new Health Board intranet site continues, with Manual Handling pages now live. It is anticipated that this work will be completed by the end of the financial year.
June 2023: The target date has slipped due to resources. Recruitment for an administration post is targeted for Q2 2023/23. Once that individual commences, they will assist the Head of Health & Safety and the Health & Safety Advisor develop the new intranet site, with an overall link to Health and Safety and the specialist areas listed under health and safety. Target date to commence development is September 2023. A date of 30/09/2023 has been set for further update
	30/09/2023


	SBU 1819-038
	Strategy & Planning Directorate
	Report Issued October 2018
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	2(i)
	Most staff had objectives set for 2017/18. However, the objectives provided for Estates supporting managers related to delivery in 2015 & 2016. Additionally, whilst Capital Planning staff had objectives which included delivery in 2017/18, for some there were also objectives with delivery dates in preceding years - suggesting objectives had not been refreshed annually

We would recommend that Capital Planning & Estates refresh objectives annually, setting new targets for the year(s) ahead.
	M
	PADRs will be held with all staff to set objectives and targets
	21/12/2018
	September 2022: Whilst progress has been made, overall performance in respect of the completion of PADR reviews has been adversely effected by staffing/resource issues within the Department (vacancies and sickness absence). Following appointment to key vacancies, it is anticipated that 100% compliance in respect of the completion of PADR reviews will be achieved by the end of the financial year.
	31/03/2023


	Executive Lead – Director of Finance

	SBU–2021-043
	Integrated Care Fund

Banker Role
	Report Issued June 2021
	Assurance Rating – N/A

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1(b)
	The West Glamorgan Regional Partnership 'Integrated Care Fund Written Agreement 2019/20 - 2020/21' details the following: “11.3 Financial management of the ICF Fund will be subject to compliance with SBUHB Standing Order Schedule 6 Standing Financial Instructions.”

Our sample testing identified three items, relating to a larger "data-load" for payment to care homes for which there was no recorded of authorisation by an approved health board officer prior to funds being released. The payment was processed on the basis of the approval of the expenditure amount received from the Transformation Office only. As such, the wider data-load did not receive approval within the health board by an authorised signatory to satisfy its Standing Financial Instructions (SFI’s).
Additionally, we identified two payments for which the invoices that included them had been approved by a named authorised signatory, however, both invoices were over £25k in total and the authoriser only had an authorisation limit up to £25k for the GL code. As such, these invoices were not appropriately authorised in line with the health board’s SFIs. (These invoices comprised a number of schemes for reimbursement, including the two non-ICF funded schemes 4CAB and 5CA referred to earlier.)
Management should consider producing an internal document detailing the process of managing the ICF fund to ensure that it complies with the written agreement.
	L
	The health board is reviewing how ICF funds are managed within the overall governance structure of the health board and the new process will be documented.
	31/12/2021
	June 2022: We have had a number of meetings within the Finance Function in the last 2-3 months. At the last meeting in May it was noted that the wider RIF/ICF process was under review within RPB. Therefore, agreed we would await publication of this information to ensure any changes proposed are aligned to the wider work. Waiting outcome of response. Chased for response 22/6/22. Therefore deadline for completed needs to be moved to end August 2022.
Aug 2022 Governance work being undertaken by the RPB still not completed and shared with HB. Therefore item remains outstanding at the end of August.
October 2022: A Financial Control Procedure (FCP) has been drafted, and is currently undergoing quality assurance review within the Finance Directorate. It is anticipated that this will be brought to the January 2023 meeting of the Audit Committee.
	31/01/2023


	Executive Lead – Director of Finance

	SBU-1920-009
	Control of Contractors
	Report Issued March 2020
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	2
	There was no evidence available to demonstrate that competency vetting had been undertaken, or details of insurances obtained, for eight out of 14 contractors reviewed, primarily those who:

· Were engaged by NWSSP Procurement via Multiquote with Estates input

· Regularly-used contractors appointed to delivery sub-£5K orders

All contractors should be appropriately vetted for health and safety competency and insurance arrangements prior to appointment. Evidence should be retained of checks made
	H
	Agreed. The University Health Board, in conjunction with NWSSP: Procurement Services are looking at accreditation systems that will provide this level of assurance, for example CHAS (the Contractors Health & Safety Assessment Scheme).


	31/07/2021
	June 2023: Management are currently in the process of tendering for the provision of an induction software/management system, and are exploring the possibility of utilising functionality within such a system to confirm CHAS accreditation. This would be a more streamlined approach, and may achieve overall cost savings. The tender process will be complete by 18th August 2023, at which point a decision will be made to either utilise this approach (if available), or to engage directly with CHAS. Date of 18/08/2023 set for further update
	18/08/2023


	5(a)
	The UHB’s last in-house audit of induction compliance undertaken at the time of audit fieldwork (dated March 2018) (see also finding 8), which identified that on average 36% of contractors/operatives (at the Morriston & Singleton sites), who had signed in to work on site during March 2018 had not received an induction. 

Whilst management advised that improvements had been made following those results, a follow-up audit had not been undertaken by the UHB at the time of this review, to determine current compliance rates. 

Subsequent to the conclusion of the audit fieldwork (January 2020), a new in-house audit of induction compliance rates was undertaken by the Estates team. This audit found reduced compliance from that previously reported.

Contractors/operatives should not be allowed to commence work on site without having received an induction.
	H
	Agreed. Estates Managers will be reminded of the need to ensure all contractors have received appropriate induction.
	21/04/2021
	June 2023: A permanent Health & Safety Officer has now been appointed, and is due to take up position by the end of June 2023. Some induction sessions have been delivered by the Temporary Health & Safety Officer in the interim. In addition, management are currently in the process of tendering for the provision of an induction software/management system, which will allow inductions to be undertaken remotely. A new audit procedure is also being implemented. Suggest that a date of 30/09/2023 is set for further review in order evidence the impact of the newly appointed Health & Safety Officer, and to allow for the completion of the tender process.
	30/09/2023

	8
	The Estates department undertakes periodic in-house contractor compliance audits, as part of the ISO14001 environmental standard process (as opposed to being specifically for health and safety/contractor monitoring purposes). An in-house audit was last carried out in March 2018 (whilst scheduled annually, an audit had not yet been undertaken in 2019 at the time of audit fieldwork in September 2019). Upon review, it was found that these in-house exercises focused on only two areas in relation to contractor management.
Estates in-house contractor management audit processes should be reviewed and enhanced to ensure:

· The audit scope represents an appropriate range of HSE and UHB Policy requirements;

· Audits are undertaken more frequently, to provide ongoing assurance of compliance throughout the year;

· Results are reported to relevant forums/committees for scrutiny and action (e.g. Estates Board/H&S Committee).
	M
	Agreed. An audit was completed in December/January and will be repeated 6 monthly and reported to Senior Team. 

The reporting to the H&S Committee will be the responsibility of the Head of Health & Safety.
	31/07/2021
	June 2023: Whilst audits have been undertaken, the scope of the audits still needs to be reviewed. Currently, the audits are undertaken as part of the department’s ISO14001 accreditation. The department have now developed a new audit procedure, which will be shared with NWSSP Audit & Assurance colleagues for their review and comment. A date of 31/07/2023 has been set for further update
	31/07/2023


	Executive Lead – Director of Finance

	SBU 2021-008
	Water Safety
	Report Issued June 2021
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	8(a)
	The Water Safety Plan documents the training requirements for key officers, including the requirement for training to be refreshed at least every three years.

Training was in date for the current Responsible Persons and Authorised Persons. However, training for Competent Persons (Estates Officers) was out of date with the last training recorded as February 2017.

Management advised that the provision of the required face-to-face training had not been possible due to COVID restrictions.
It is acknowledged that some Authorised Persons training has now been arranged (noting this takes place offsite); but securing on-site training (for Competent Persons) remains difficult.

It was noted that whilst a training matrix for Estates officers was held for those working at the Singleton estate, the same was not evidenced for the Morriston estate.

Training should be updated for relevant staff as soon as possible, COVID restrictions permitting
	M
	Agreed. Training will be updated as soon as possible.

	31/07/2021
	Follow-up: Estates Assurance (SSU-SBUHB-2122-004): Outstanding

The Water Safety Plan includes two appendices relevant to training [1] Training Matrix and [2] Training Status. However there is no evidence of update reporting being provided to the Water Safety Management Committee or the Health & Safety Operational Sub Group; Water Safety Management to confirm the status of training provision for relevant staff, as per the recommendation. Training should be updated for relevant staff as soon as possible.

August 2022: The Assistant Director of Estates, Morriston Estates Manager, the Singleton Estates Manager and one of the Estates Officers at Singleton have all completed refresher training. The Health Board will now seek to commission training for CP as it becomes available.

September 2022: On-site awareness training for Competent Persons has commenced and is ongoing. It is envisaged that all required water safety training will be delivered/refreshed by the end of December 2022.
February 2023: Recommendation remains as overdue. Whilst the RP details have now been updated, details of training for Estates Managers / Officers was not evident as required at the last update of the tracker. A separate meeting will be held to determine a way in which to fully address the detail of the agreed recommendation. Date of 31/03/2023 set for further update
	31/03/2023

	8(b)
	The Water Safety Plan documents the training requirements for key officers, including the requirement for training to be refreshed at least every three years.

Training was in date for the current Responsible Persons and Authorised Persons. However, training for Competent Persons (Estates Officers) was out of date with the last training recorded as February 2017.

Management advised that the provision of the required face-to-face training had not been possible due to COVID restrictions.
It is acknowledged that some Authorised Persons training has now been arranged (noting this takes place offsite); but securing on-site training (for Competent Persons) remains difficult.

It was noted that whilst a training matrix for Estates officers was held for those working at the Singleton estate, the same was not evidenced for the Morriston estate.

Training requirements and compliance should be captured in a training matrix, for all staff with water safety responsibilities (including both Estates and departmental / ward staff) (O).
	M
	Agreed. The required detail will be incorporated into the Water Safety Plan.
	30/07/2021
	Follow-up: Estates Assurance (SSU-SBUHB-2122-004): Outstanding

The Water Safety Plan includes two appendices relevant to training [1] Training Matrix and [2] Training Status. However there is no evidence of update reporting being provided to the Water Safety Management Committee or the Health & Safety Operational Sub Group; Water Safety Management to confirm the status of training provision for relevant staff, as per the recommendation. Training requirements, and compliance, should be captured in a training matrix for all staff with water safety responsibilities (including both Estates and Departmental/Ward staff).
June 2023: A new Matrix has been developed, which will be shared with NWSSP Audit & Assurance colleagues for review and comment. A date of 31/07/2023 has been set for further update.
	31/07/2023

	Executive Lead – Director of Finance

	SBU 1920-016
	Procurement

No PO – No Pay
	Report Issued December 2019
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1
	The Service Level Agreement between SBU and NWSSP for the provision of procurement services was inconsistent with those relating to other NWSSP function, and not as clear on the respective roles & responsibilities of each.

We would recommend that the Health Board liaise with colleagues in the NWSSP to enhance the clarity of its SLA to ensure roles & responsibilities are clear.
	M
	It is noted that the SLA for the provision of Procurement Services by NWSSP to SBU requires more clarity with regard to respective roles and responsibilities of each organisation. The relationship between both parties has developed significantly since the introduction of a shared service model but this has not been reflected formally through the SLA.

The SBU Head of Accounting and the NWSSP SBU Head of Procurement will meet in January 2020 to discuss and agree the respective roles and responsibilities for each organisation. This will be reviewed and approved by the SBU Director of Finance and the NWSSP Director of Procurement Services with an updated agreement in situ by the end of March 2020
	31/03/2020
	June 2023: NWSSP colleagues have confirmed that the deployment of the National Operating Model has commenced, and is currently ongoing. It is still the intention to review and revise SLAs once the deployment process is complete. A date of 31/08/2023 has been set for further update.
	31/08/2023


	Executive Lead – Director of Finance

	SSU-SBU 2122-005
	Waste Management
	Report Issued February 2022
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1
	Whilst the waste policy was found to be generally comprehensive and in accordance with the guidance provided by WHTM 07-01 (6.4), it was noted that some areas had not been incorporated.                                     The policy was supported by a series of procedural guides reflecting the current WHTM 07-01. Whilst comprehensive, these were last updated in 2015 and therefore required review to ensure information remains relevant to current UHB operations.

It was further noted that the UHB’s intranet site contained some out-of-date and superseded policy and procedural documents, which should be removed.
a) At the date of the next review of the Waste Management Policy, it should be ensured that all key elements of WHTM 07-01 guidance, and enhanced information regarding governance and training arrangements, are incorporated.

b) Waste management procedures (UHB-wide) should be reviewed and updated where necessary, via an appropriate forum(s).

c) Out-of-date policy / procedural documents published online should be removed.
	M
	a) Agreed. We will incorporate the suggested elements at the date of the next review.
b) Agreed. Work has now commenced on the review of the procedures. Initially, we are targeting those areas where issues in compliance have been identified. There needs to be a wider consolidation of all waste procedures across the UHB to ensure consistency in the approach.
c) Agreed. We will ensure superseded documents are removed from the intranet. B and C to be completed by the end of June 2022
	30/06/2022
	June 2023: The review of Waste Management Procedures which support the Waste Management Policy is now complete. The Policy itself has also been re-written, and will go to the next meeting of the Health & Safety Ops Group, before being taken to the Quality & Safety Committee for approval. A date of 30/09/2023 set for further update, in line with the Q&S Committee meeting calendar
	30/09/2023

	4
	It was confirmed during the site visit to Morriston Hospital (see MA5), that the public / general staff areas observed (main entrances, visitor waiting rooms, staff rest areas, canteens) provided domestic waste bins for disposal of general waste, including masks. In the clinical areas observed, only orange (infectious waste) bins were provided. Management confirmed that the UHB does not currently use the offensive (tiger stripe) waste stream in its hospitals, therefore, is unable to comply with the current guidance.
Management should report the costs/benefits of the introduction of the offensive (tiger stripe) waste stream to an appropriate forum/department (e.g. Infection Control), for onward consideration of the matter outside Estates.  
	M
	Agreed. This will initially be reported to the Director of Finance & Performance, and then to the Operational Service Group Boards.
	31/03/2022
	October 2022: A draft report has been prepared, and is currently with the Assistant Director of Estates.
December 2022: The Assistant Director of Estates has discussed the draft report with the Director of Finance & Performance, however further work is required. A date of 31/01/2023 has been set for further update.


	31/03/2023

	5
	Whilst some examples of good practice in waste minimisation were provided by management, it was not evident that a UHB-wide critical review has been undertaken in recent years.
A critical review of waste volumes and types across the UHB should be presented to the Sustainable Swansea Bay forum (or appropriate alternative), to identify potential for waste minimisation in line with WHTM 07-01(5.3).
	L
	Agreed. We recognise the benefits of such an exercise, but the ability to facilitate the same sits outside Estates – recognising that key parties would include e.g. NWSSP Procurement Services and Infection Control. We will present the option (of e.g. a review of the largest consumable items within the UHB), and provide a critical review of 2021/22 data, to the Sustainable Swansea Bay forum for consideration by the relevant parties.
	30/04/2022
	June 2023: A critical review of waste volumes and types across the UHB has been undertaken. This Involved Strategy, Procurement and Estates colleagues, and followed an exercise undertaken by Procurement to identify our most purchased items. A further paper will now be shared with the Sustainable Swansea Bay Forum at its July 2023 meeting, in order to inform the development of a Health Board-wide strategy/plan. A date of 31/07/2023 has been set for further update.
	31/07/2023

	6
	A process of action tracking and reporting was not evidenced for Pre-Acceptance audit non-conformities.
a) Recommendations / non-conformities arising from Pre-Acceptance audits should be monitored via the central tracker.

b) Pre-Acceptance audit non-conformities, and progress towards actioning the same, should be reported to a relevant forum/s (e.g. Estates Board / Hospital Management Boards).
	M
	a) Agreed, we will prepare a RAG-rated summary log of all audit findings.

b) Agreed. Recognising that Morriston has recently established a Management Board (with the same anticipated for Singleton), the presentation of relevant audit findings could be directed to these forums (rather than the Estates Board, which only has the ability to influence Estates issues), to enable appropriate oversight and action by the relevant responsible officers (i.e. ultimately the Service Directors).  The Assistant Director of Operations (Estates) will liaise with the Service Directors to confirm how they wish for relevant issues to be reported.  Where pre-acceptance audit findings relate to Estates, these will be incorporated into the existing Environmental Report.

It is also noted that Estates are in the process of developing a Compliance Manager post, which would play a key role going forward in the monitoring of audit recommendations.
	31/01/2022
	September 2022: The ability to progress this action has been hindered by staffing/resource issues within the Department. Following the next Pre-Acceptance audits, which are due in November/December 2022, a dedicated Tracker will be put in place to deal with any recommendations/non-conformities highlighted. This will then be reported to the Estates Board, and periodically return for update and progress monitoring. It will also made available to the Sustainable Swansea Bay Forum. 

October 2022: It has now been confirmed that the Pre Accept Hazardous Waste audits will actually take place in January 2023.

December 2022: Tracker developed. Monthly Estates Board paper now a standing agenda item – will include nonconformities from Pre-acceptance audits.
	31/03/2023


	Executive Lead – Director of Finance

	SBU 2122-003
	Financial Reporting & Monitoring
	Report Issued May 2022
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	3
	Our review of Financial Control Procedure 6 - Budgetary Control Procedures noted that this document was last updated in November 2019 and was due for review in 2020/21. A paper taken to Audit Committee in November indicates review of these procedures was planned for quarter 4. We also recognise that the document is currently undergoing national review and recognise the impact of COVID-19
FCP 6 - Budgetary Control Procedures should be updated to reflect current working practices
	L
	Noted. Agreed the FCP6 needs to be updated and aim for completion during Q2
	30/09/2022
	October 2022: The review/rewrite has commenced, however it has not been possible to complete this by the originally agreed deadline due to the volume of work involved. It is anticipated that this will now be completed by the end of the calendar year.
	31/12/2022

	5
	The manual non-pay listing has approximately 280 employees that are able to authorise payments without a purchase order.

We recommend a wider review of this listing is undertaken, to assess the need for this number of authorisers given the NHS Wales ‘No PO, No Pay’ policy.
	L
	Noted. Agreed to be reviewed in Q3.


	31/12/2022
	June 2022: This is to be consider by the Group under point 4 – as to whether this action fits within the remit of the TOR. Update to be provided following first meeting in July. 
August 2022: Agreed this will be pick up as part of the Work stream outlined in the point above and will be part of the work programme. However timescales for completion may vary as the programme develops.
	

	6
	Authorised signatory listings are maintained in relation to the Oracle system as well as for manual non-pay transactions. Monthly checks are undertaken against ESR records to ensure leavers are removed from the approval hierarchy. Periodic checks are also undertaken at a Service Group level, although the frequency and formality vary.

As part of our review, we undertook a comparison of the arrangements in place at a sample of other health boards. This determined that annual confirmation checks are circulated to Service Groups to ensure that the authorised signatories listing is complete and that cost centres and approval limits are appropriate.
We recommend that this good practice annual confirmation check is completed across all Service Groups and corporate delegates and that a central listing is maintained by the Finance Team.
	L
	Noted and agreed. A list per Service Group/Directorate will be issued annually for review by Service Group Directors and the tier below to include FBP.
	31/07/2022
	October 2022: Due to the ongoing organisational/structural changes resulting from implementation of AMSR, it has been agreed that it would be more beneficial to delay the introduction of this process until that implementation is complete, and a more stable structure is in place. As such, it is envisaged that the first of these annual checks will be completed by the end of the financial year.
	31/03/2022


	Executive Lead – Director of Workforce & Organisational Development

	SBU 1920-042
	Disclosure & Barring Service

(DBS) Checks
	Report Issued January 2020
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	2
	The WODC action plan has an action to “Commence roll out of DBS plan” but no milestones or target date for its completion. There is a lack of quantitative detail in the high-level WODC action plan updates.  Progress reported to WODC through the action plan does not include key information such as the number of DBS checks that have been completed against those required, the numbers in progress, or are yet to be started.  

We recommend that:

i) Additional milestones and a target completion date be agreed for the completion of DBS clearance of staff currently employed but not previously checked.

ii) Future reporting to WODC record progress against these milestones/targets including clear quantitative information such as:

· the number of DBS checks that are required;

· have been completed;

· are in progress;

· or are yet to be started. 
	H
	i) Additional milestones and a target completion date has been agreed for the completion of DBS clearance of staff currently employed but not previously checked for end of March 2020. Documentation will be reviewed and amended in line with recommendations. 

ii) Future reporting to WODC will record progress against these milestones/targets including clear quantitative information such as the number of DBS checks that are required; have been completed; are in progress; or are yet to be started. 
	28/02/2020
	June 2023: Management are currently undertaking a Health Board-wide review of approach to dealing with required historic DBS checks, recognising that for new staff DBS checks are applied where appropriate. An option appraisal is in the process of being drafted for review by the Director of Workforce & OD in the first instance, and agreement on the preferred option will be subject to the Health Board’s normal governance processes. Once the final agreed option has been identified, appropriate reporting will be put in place, which will include key clear miles stones and quantitative information to facilitate monitoring of progress. A date of 31/07/2023 has been set for further update.
	31/07/2023


	Executive Lead – Executive Director of Nursing & Patient Experience

	ABM 1920-025
	Discharge Planning

(DoN)
	Report Issued February 2021
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	9

iii
	The review of 69 patients found that only one patient had an EDD recorded within patient notes and this did not provide any evidence of discussion with patient, family or carers. 

Through discussion at the MDT Board Round we attended at Gorseinon, there was evidence that EDDs were being discussed with patients but that this was not sufficiently recorded within patient’s notes.
Management should ensure that EDD is discussed with patients and families and the discussion is recorded in the patient notes. Consideration should be given to including this within a programme of improvement work across wards to coach staff in effective implementation of this aspect of discharge planning & documentation and to monitor improvements in practice.
	H
	The all wales newly developed and piloted digital clinical risk assessments includes Expected date of discharge and will be rolled out across the health Board – this will improve recording of EDD and engagement with families and carers.
	31/03/2022
	January 2023: Safer, D2RA and home first policy has now been circulated for each unit to implement via their own leads on all sites. The policy was sent out from WG following the launch event in December 2022. All acute sites are implementing their training plans over next few weeks to ensure SAFER is rolled out and embedded into the daily ward culture. Signal version 2 has been updated to capture all relevant information to include EDD’s, Completion of all the information via signal has much improved since last audit was undertaken. Version 3 of signal will be launched March 2023.
June 2023: Appropriate and timely discharge of patients is one of the main priorities of the HB’s 6 Goals Programme.  The HB Team is working closely with colleagues in Local Authority and within the NHS Executive to implement best practice.  A review of discharge planning has recently been completed by Audit Wales, and the report is awaited. Upon issue, this action will be reviewed/revisited and appropriately updated in light of the content of that report.


	N/A


	Executive Lead – Executive Director of Nursing & Patient Experience

	SBU 2021-027
	Safeguarding
	Report Issued June 2021
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	3
	We note that the health board has developed a Quality & Safety Dashboard, which provides a tool for corporate/service group triangulation & oversight of key incident levels at ward and hospital level.

Management indicated that when the safeguarding module of Datix is implemented, safeguarding cases will also be included in the dashboard. The dashboard does not currently include workforce issues.
Management should consider the development of monitoring information further to triangulate data on concerns with workforce matters such as grievances, suspensions, and sickness absence to provide broader indication of service areas with potential safety and safeguarding risks. Consideration should be given to how the review of this can be best implemented and demonstrated. This recommendation may require action outside the corporate safeguarding team.
	L
	• The Head of Nursing has emailed the Head of Patient Experience, Risk & Legal Services and the Head of Quality & Safety, Corporate Nursing to arrange to meet and discuss the recommendation

• Safeguarding module on Datix work is progressing, there is no date as yet for the completion of

this work
	01/09/2021
	Undated: The Safeguarding module on Datix work is progressing, led by NST, PHW and the NHS Wales Shared Services Partnership, there is no date as yet for the completion of this work.
August 2021: This work is still ongoing with no completion date yet

December 2021: The Safeguarding module is to be piloted by Hywel Dda UHB in the New year. 

Based on the above, deadline has been extended to 30/04/2022 for further update 
February 2022: The work is still ongoing, with no completion date.

April 2022: Hywel Dda continue to pilot this work and no further update at this stage. Based on the foregoing, deadline has been extended to 30/06/2022 for further update

August 2022: Hywel Dda UHB area are continuing with the pilot of the Safeguarding Datix module. Progress and feedback from this pilot will be reported to the all Wales Network meeting, chaired by the National Safeguarding Team, Public Health Wales.
December 2022: There is still no date for the launch of the Safeguarding module in Datix. The date for the commencement of the pilot with the local authority is to be confirmed. Date set of 31/03/2023 for further update.
February 2023: It is hoped that HDUHB will provide an update at the next Network meeting but the pilot with Local Authority has been delayed.
	31/03/2023


	Executive Lead – Executive Director of Nursing & Patient Experience

	SBU 2122-023
	Mental Health

Legislative Compliance
	Report Issued February 2022
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1.1
	Reports presented to the MHL Committee provide a broad coverage of compliance against legislation. We recognise that some sections within legislation do not place statutory duties on health boards and that reporting is undertaken by exception, however assurance on the completeness of compliance cannot be demonstrated in the absence of a compliance map.
We recommend that an exercise is undertaken to map the legislation and/or the Codes of Practice to the arrangements the health board has in place, in order to provide assurance on compliance against legislation, that arrangements are monitored and that there are no omissions.
	M
	An exercise will be undertaken to match the legislation and/or the Code of Practice to the regular reports made to the Mental Health Legislative Committee.
	30/04/2022
	April 2023

MHA: Assurance has been received from the Mental Health Act Department Manager, regarding compliance with the reporting requirements stipulated in the Code of Practice to the Mental Health Act.
MHM: MHM compliance reports are completed and submitted on a monthly basis to WG, in addition to quarterly performance management meetings with WG Delivery Unit. Any gaps in compliance monitoring/reports would be highlighted and addressed as part of this process.
MCA: The mapping process has commenced as part of an overall review/restructure process following confirmation from UK Government that LPS will not be implemented in the life of this parliament. The mapping will cover MCA, related Code of Practice and the Health & Care Standards. It is anticipated that this will be completed by the end of July. A date of 31/07/2023 has been set for further update.
	31/07/2023

	2.2
	As reported to the MHL Committee, there have been 3 invalid detentions identified by the MHA Team in the first half of this financial year. We note that there is no formal MHA training provided to staff within the MHLD service group on a cyclical basis but that guidance in relation to form completion is available within patient dashboards.

A review of service group performance reports taken to Safeguarding Committee has shown inconsistent levels of reporting of MCA and DoLS training and that in some instances, compliance is measured against all staff while some training is specific to certain staff levels. There was one report that did not record compliance against MCA and DoLS training. We recognise that this finding has wider implications across the health board and is not specific to MCA and DoLS
Consideration should be given to undertake service group training needs analysis to establish which staff levels require which level of training, in order to effectively manage compliance across the health board.
	H
	The Learning & Development team will put processes in place to ensure that the training available is targeted at the correct staff groups.
	30/04/2022
	June 2023: Review of invalid detentions identified issues regarding errors in paperwork. Training Needs Assessment has commenced and is ongoing. Date of 31/07/2023 set for further update
	31/07/2023


	Executive Lead – Executive Director of Nursing & Patient Experience

	SBU 2122-002
	Quality & Safety Framework
	Report Issued January 2022
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1.2
	The health board has an agreed Quality and Safety Process Framework (QSPF). We note that whilst the QSPF was approved, it was shortly before the onset of the first wave of the COVID-19 pandemic. Whilst necessarily focussing on the operational pressures which followed, there is little evidence to support that there has been any further implementation of the framework beyond the establishment of the QSGG. A number of key steps included within an improvement plan were not progressed including:

· Creation of an ‘iHub’ to support trend analysis and support quality improvement initiatives.
· Mapping of reporting groups and subgroups to support the Quality and Safety Governance Group (QSGG).
· Mapping of Executive Directors reporting portfolios.
· Establishment of a QSGG business cycle/work programme.
· QSGG Subgroups and Service Group quality and safety groups to amend terms of reference to reflect the QSPF process.

Additionally, the QSPF will now need refreshing to consider the impact of Covid-19, the health board’s new Quality Priorities, and the recently issued national Quality and Safety Framework.
In refreshing the QSPF, the health board should consider developing an action plan to support the implementation of a new framework, to be monitored at QSGG and QSC periodically
	H
	The work programmes of the Q&SGG and Q&S Committee will be amended to include a review of the implementation of the framework (as a minimum three times a year)
	01/05/2022
	February 2022: Quality Strategy approved by the Board in January 2023. Implementation framework under development
	30/05/2023


	Executive Lead – Director of Public Health

	SBU 1819-012
	Vaccination & Immunisation
	Report Issued August 2018
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	4(b)
	The May ChIG meeting discussed data quality issues in respect of immunisation records used for a GP cluster pilot.  The Health Boards Primary Care Clinical member indicated in the preceding meeting that a review in her own practice had highlighted data cleansing issues.

We would recommend cleansing of records within Primary Care be progressed via inclusion in the ChIG immunisation plan.
	M
	The process of data cleansing in primary care would impact on the child health department, as previous work undertaken has demonstrated that in many instances the information held on the child health system is also incorrect.  Our plan is therefore to build a business case for resources to carry out data cleansing for the current back log of data, with a view of undertaking regular data cleansing to avoid discrepancies between Primary Care and Child Health records and ensure confidence that COVER data is an accurate reflection of our current performance. This business case will be presented to the Investment and Benefits group for consideration, following the next SIG meeting in September

	04/09/2018
	Vaccinations & Immunisation Follow Up (SBU-2021-014) – Partially Implemented

We note that additional resources were not secured immediately following the last audit to assist in clearing the data input backlog and additional on-going data cleansing. An SBAR paper had been completed but it is not clear following changes in key management positions that the paper progressed any further towards a decision. 

Discussions with the Service Group Manager, Children's Service Group and the ChIG Chair informed us that there had been some recent ad-hoc validation of GP and Child Health records to support data quality but that it was not yet and embedded process. We note that the draft ChIG 2020 Plan includes the intention to undertake quarterly data cleansing exercises between GP and Child Health records assisted by Health Visitors.

The recommendation should remain open until the ChIG plan is approved and the routine data quality cleansing process is confirmed as implemented at SIG
	30/06/2023


	Executive Lead – Director of Strategy

	
	Decarbonisation
	Report Issued October 2022
	Assurance Rating – N/A

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	2
	Duties should be defined and accepted for key positions.
	L
	The DIG ToRs will be refreshed at next review with duties of key members
	30/04/2023
	June 2023: The TOR has been reviewed and updated, and will be taken to the June 2023 meeting of the DIG for approval.
	31/07/2023


	Executive Lead – Director of Insight, Communication & Engagement

	SBU-2223-006
	Stakeholder Communication & Engagement
	Report Issued August 2022
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	3
	We noted that in order to operate effective health board oversight of the full range of engagement work provided by the Stakeholder Reference Group (SRG), the Group provides an annual report to the Board of its activities and work in the year. The last such report was made to cover the group’s work of 2018/19.
We recommend that the SRG resume its annual reporting to the health board to restore full oversight over its activities and work.
	M
	A workshop is planned in Autumn 2022 to restart the work of the SRG and an annual report will therefore be prepared in line with the agreed timescale for the Health Board in May 2023.
	31/05/2023
	None Received
	N/A


	Executive Lead – Executive Medical Director

	SBU 2122-017
	NICE Guidance
	Report Issued May 2022
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	2.2
	During the audit, we selected a random sample of NICE Guidance publications to determine how they had been considered at service group level in line with the SOP. We requested evidence to demonstrate how each NICE Guidance publication had been reviewed for implementation and how the responses had been collated for reporting to COEG. However, we received limited responses and evidence to substantiate the process followed.
Updates on NICE Guidance should be provided in a timely manner by Service Group Medical Directors or nominated responders.
	H
	The Internal Audit Report and required actions will be shared with the Group members at the next available meeting on 13th May 2022. Service Delivery Group MDs will be reminded of their responsibilities to the Group.

	31/05/2022
	March 2023: The NICE Guidance is disseminated via AMaT, with COEG monitoring the compliance on a monthly basis. It is only partially complete, as it is a recently commenced process. Date of 30/06/2023 set for further update
	30/06/2023

	2.3
	Despite the lack of evidence provided, the Service Group Medical Director (SGMD) for Mental Health and Learning Disabilities advised that NICE Guidance should be added to the Quality and Safety Group agenda for action. Audits against NICE Guidance would be managed by the Clinical Audit subgroup and reported to the Mental Health and Learning Disabilities Quality and Safety Group. 

Similarly, the SGMD for Neath Port Talbot and Singleton Service Group advised that NICE Guidance and other technology appraisals are disseminated to the relevant divisions and are subject to departmental audits as appropriate. The SGMDs were unable to offer evidence that NICE guidance had been considered by the Service Group and that guidance had been adopted, or that there was a clear rationale for not adopting. However, they planned to have NICE Guidance as a standing agenda item at their Service Group Quality and Safety meeting to monitor going forward.
Consideration should be given to include NICE Guidance, and other relevant standards, as a standard agenda item at Service Group Quality and Safety meetings.

	H
	The Internal Audit Report and required actions will be shared with the Group members at the next available meeting on 13th May 2022. Service Delivery Group MDs will be reminded of their responsibilities to the Group.
Service Delivery Group MDs will be asked to progress the action point and report progress.
	31/05/2022
	March 2023: The NICE Guidance is disseminated via AMaT, with COEG monitoring the compliance on a monthly basis. It is only partially complete, as it is a recently commenced process. Date of 30/06/2023 set for further update
	30/06/2023

	Executive Lead – Executive Medical Director

	SBU 2021-026
	WHO Surgical Safety Checklist

Follow Up
	Report Issued April 2021
	Limited Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	3
	During the review, we were provided with an email sent from the EMD to the Director of Digital requesting assistance in finding further ways to analyse the TOMS data and exploring the feasibility of providing further data to units. 

While there was no response recorded to this original request, the Director of Digital described to us the data currently available to units. This did not provide the further analysis required to investigate previous points raised. It was agreed that this action would be taken forward.
Management should undertake further analysis and clinical scrutiny of TOMS data in relation to the timing of WHO Checklist completion. It may be useful to focus audits.
	M
	Discussion with Theatre management leads and IT have confirmed that the completion data held in TOMS is designed to be completed retrospectively rather than during the WHO checklist process to ensure staff are focussed on effective communication. This means that any timing data will not reflect actual data collection, making any analysis of this data unreliable.

Discussed with Internal Audit and the limitations of TOMS data agreed.

No further analysis of TOMS data planned. Compliance will be measured by in theatre audits of practice.
	23/04/2021
	June 2023: The Clinical Director for Theatres has been asked to convene a group of clinicians to review and revise current processes. The process was delayed due to the national launch of NatSSIPS2 in April and it is currently in process. A date of 30/09/2023 has been set for further update. 
	30/09/2023

	6
	On review of the letter issued by the Executive Medical Director to the Units it notes under action point 4:

 ‘Please ensure that compliance data and observational audit outcomes are included as a standard item on your agenda for your Delivery Unit Quality and Safety meetings. It would also be appropriate for you to ensure that key Directorates within your Units also have audits of WHO Checklist compliance on their own Quality & Safety meeting agendas regularly.’

As part of the follow up, we reviewed the Unit Quality & Safety minutes and papers for each of the units to ensure that regular updates on TOMs data and WHO Checklist compliance audits have been issued to the groups for assurance. The following was noted:

Singleton Delivery Unit - The Unit’s Quality & Safety Group papers from March 2020 to December 2020 were supplied for review. On review of the minutes and papers, no review data or WHO Checklist compliance audit outcomes were identified during this period. 

Morriston Delivery Unit - Quality & Safety Unit papers for 2019/20 and 2020/21 were supplied for review. No compliance data or observational audit outcomes were identified within notes of the meetings between October 2019 and November 2020. 

NPTH Delivery Unit - As noted in objective 5b, the NPT Unit has issued regular updates on WHO Checklist compliance audits to the Q&S Improvement Group. 
As indicated in the Executive Medical Director’s letter, assurance regarding TOMS compliance data and observational audit outcomes should be reported periodically to service group Quality & Safety groups and discussed at appropriate Directorate meetings.
	M
	Unit medical directors have been reminded to ensure that the results of LocSSIPs (including the WHO) checks should be included in unit quality and safety meetings.

(See recommendation 3 in relation to TOMS data)
	30/06/2021
	August 2022: Executive Medical Director has written to all service groups requesting that TOMS compliance data are standing items on the agenda at Service Group Q&S meetings on a quarterly basis, beginning in September 2022 and that the discussions will be reflected. EMD has ask Service Group MDs to ensure that the same compliance data are discussed at monthly directorate meetings in relevant specialties (SGMDs to communicate to relevant directorates in their service group). Deadline: October 2022.
June 2023: The Clinical Director for Theatres has been asked to convene a group of clinicians to review and revise current processes. The process was delayed due to the national launch of NaTSSIPS2 in April and is currently in process. A date of 30/09/2023 has been asset for further update.
	30/09/2023

	7
	On completion of the previous review, the Executive Medical Director contacted the Director of Nursing & Patient Experience at the time suggesting that the checklist audit outcomes be issued to the Quality & Safety Forum (now the Quality & Safety Governance Group) on a bi-annual basis. No reports on this were evident in papers of the Quality & Safety Forum / Quality & Safety Governance Group from September 2019 – January 2021.

A paper to the QSC in February 2020 set out intended improvements to governance arrangements. These included the establishment of a Clinical Outcomes and Effectiveness Group (COEG), which would be a sub-group of the corporate Quality and Safety Governance Group. The onset of the pandemic has delayed progress on actions intended. In particular, at the outset of the review the Assistant Medical Director informed us that the COEG was still forming and not yet operating fully, so the intended route for assurance to the Quality & Safety Governance Group was not yet in place.
We would recommend that a reporting line for corporate assurance on WHO Checklist compliance be implemented.
	H
	Review of LocSSIPs audits will be undertaken at COEG and both Unit/Board Q&S groups. 

Both groups have been informed of this requirement and have agreed to require reports.
	30/06/2021
	August 2022 (RE): COEG to receive monthly exception reports on actions being taken and improvements in compliance. Deadline October 2022.
June 2023: The Clinical Director for Theatres has been asked to convene a group of clinicians to review and revise current processes. The process was delayed due to the national launch of NaTSSIPS2 in April and is currently in process. A date of 30/09/2023 has been asset for further update.
	30/09/2023


	Executive Lead – Executive Medical Director

	SBU-2223-019
	Controlled Drugs
	Report Issued November 2022
	Reasonable Assurance

	Rec

Ref
	Findings & Recommendation
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Revised Deadline

	1.1a
	For a sample of CD orders, order and register documents were examined for compliance with requirements. This highlighted instances where:

· the order had been raised and received by the same individual;
· the ward signature in the ‘Received by’ section of the order slip was illegible or absent
· the delivery bag seal number was absent from the orders’ entry in the ward/theatre CD register;
· the signature in the order entry section of the ward/theatre CD register was illegible; and
· the second (witness) signature section on the CD register was illegible.

Further testing identified instances where ward signatures in the register dispensing entries were illegible
We recommend that these exceptions are addressed and that rules requiring double signatories for all CD register movements are applied without exception (signatures should always be accompanied by printed names in order that they may clearly identify the individual signing).
	M
	Where exceptions have been noted to Health Board policy/SOPs, the Service Group Controlled Drug Lead will direct the Service Group’s response to this recommendation. This will include as a minimum:

· Making all staff involved in the management of controlled drugs aware of these findings in order to help staff reflect on current practice.
· Drawing staff attention to the Health Board’s controlled drug policy and in particular the relevant sections relating to this recommendation, with the aim of improving adherence to policy requirements.
· Ensuring performance relating to this recommendation is re-audited by the Service Group within 6 weeks to provide the Service Group, the Executive team and the Controlled Drug Accountable Officer with the necessary assurance that mitigating action has been successful and that practice is fully compliant with policy.
· Ensuring that the findings and recommendation are discussed at the relevant Service Group controlled drug governance and quality & safety forums together with the outcome of mitigating actions.
	06/01/2023
	June 2023: Upon completion of policy changes outlined below regarding receipt of CDs, Service Group CD Leads will be asked to communicate these updates to all relevant staff together with the need to ensure legibility of signatures (e.g. accompanied by printed names). Confirmed with Internal Audit colleagues that the requirement to enter the delivery bag seal number in the CD register is not a policy requirement. Whilst Internal Audit colleagues have suggested that this requirement is included in policy going forward it was been decided by the CDAO (following advice from acute site pharmacy leads) that this is not required - The rationale being that the delivery bag seal number is recorded in the CD order book and the CD order number from this book is recorded in the CD register, so an audit trail already exists. Implementation and re-audit plans as outlined below.
	31/10/2023

	1.1b
	We also noted that some of the wards/ theatres sampled recorded a second (witness) signature in the ‘Received by’ section of order slips. Whilst this is not at present a requirement stated in the policy or procedure documentation, the health board should consider introducing into the CD order documentation this good practice step to strengthen further the existing controls.
We recommend that the health board consider introducing the requirement to provide a second (witness) signature on CD order stationery to strengthen further the existing controls.
	M
	The Controlled Drug Accountable Officer will work with Service Group Controlled Drug Leads to review controlled drug policy in respect of witness signatures for the receiving of CDs and for existing controls in place.
	31/03/2023
	June 2023: Paper written outlining proposed CD policy changes with regard to witness signatures on CD receipt (attached). Paper to be taken to Service Group CD forums, Q&S meeting and, if approved, to Policy group for approval to update CD policy. Once approved, the change will be implemented across the Health Board (Planned for Sep/Oct 2023) and change audited six months after.
	31/10/2023

	2.1
	Testing confirmed that hospital pharmacy teams were conducting and documenting periodic CD audits; however instances were noted where Pharmacy CD balance checks had not been evidenced in the ward / theatre CD register (six of eight cases).
We recommend that hospital pharmacy team CD balance checks are recorded on the individual drug pages of the CD registers and in the Pharmacy CD dashboard tool for all audits undertaken. The latter should then be used to support a more formal management review of the audit findings, the results of which could be shared with stakeholders across the health board.
	M
	Pharmacy Leads will work with Service Group Controlled Drug Leads to ensure as a minimum:

• All staff involved in the joint controlled drug checks are made aware of these findings in order to help staff reflect on current practice.

• Staff are made aware of the requirements around undertaking the joint controlled drug checks, including appropriate recording of such checks.

• The results of such audits are being captured and acted upon accordingly to improve controlled drug governance.

• Ensuring performance relating to these recommendations is re-audited by pharmacy leads and the Service Group following the next scheduled joint CD checks, to provide the Chief Pharmacist, the Service Group, the Executive team and the Controlled Drug Accountable Officer with the necessary assurance that mitigating action has been successful.

• Ensuring that these findings and recommendations are discussed at the relevant Pharmacy and Service Group controlled drug governance and quality & safety forums together with the outcome of mitigating actions.
	31/03/2023
	June 2023: Paper written outlining changes to pharmacy CD audit form, making the processes outlined by the audit committee more prescriptive. Once agreed by pharmacy leads, this audit form will be added to the CD policy and shared with relevant staff. Compliance will be re-audited 6-9 months after change is made. Service Group CD Leads will be asked to ensure the results of the audits captured in the dashboard are reviewed and acted upon accordingly.
	31/10/2023

	2.2
	In a broader sample of pharmacy CD audits, we noted some instances where documentary records were not retained to support that the audit and balance check had been undertaken.
Pharmacy should retain original audit documentation for all audits they perform in order that they are available for examination in the event of enquiry.
	M
	Pharmacy Leads will work with Service Group Controlled Drug Leads to ensure as a minimum:

• All staff involved in the joint controlled drug checks are made aware of these findings in order to help staff reflect on current practice.

• Staff are made aware of the requirements around undertaking the joint controlled drug checks, including appropriate recording of such checks.

• The results of such audits are being captured and acted upon accordingly to improve controlled drug governance.

• Ensuring performance relating to these recommendations is re-audited by pharmacy leads and the Service Group following the next scheduled joint CD checks, to provide the Chief Pharmacist, the Service Group, the Executive team and the Controlled Drug Accountable Officer with the necessary assurance that mitigating action has been successful.

• Ensuring that these findings and recommendations are discussed at the relevant Pharmacy and Service Group controlled drug governance and quality & safety forums together with the outcome of mitigating actions.
	31/03/2023
	June 2023: Paper written outlining changes to pharmacy CD audit form, making the processes outlined by the audit committee more prescriptive. Once agreed by pharmacy leads, this audit form will be added to the CD policy and shared with relevant staff. Compliance will be re-audited 6-9 months after change is made. Service Group CD Leads will be asked to ensure the results of the audits captured in the dashboard are reviewed and acted upon accordingly.
	31/10/2023

	3.1
	CDMAPS are not routinely reviewed and updated at CD management group / Quality & Safety meetings by all Service groups.

· Mental Health & Learning Difficulties: actions were not dated and there were many of amber status denoting that they were not completed.
· Singleton / NPT: the document has a narrative format without clear actions or target dates so it wasn’t possible to determine status of the former.
· Morriston: the latest revision of the CDMAP was dated April 2022 and we noted actions of the action plan largely completed, excepting three where revised target dates had expired (implementing a comprehensive training programme, structured review of the CD “Potential Diversion” Log, developing and implementing a comprehensive performance monitoring framework.)
We recommend that all Service Groups review and update their CDMAP action plans to give clarity over those actions that are outstanding, their significance rating and target dates for completion and going forward, that these should be monitored and updated at each of the respective Service Group CD management group review meetings.
	M
	The Service Group Controlled Drug Lead will direct the Service Group’s response to these recommendations. This will include as a minimum:

· Ensuring that the Service Group reviews their Controlled Drug Management & Assurance Plan (CDMAP) in line with these recommendations.
· Discussing the Service Group’s updated CDMAP, or latest draft if ongoing, at the Service Group Controlled Drug Lead/Controlled Drug Accountable Officer biannual meeting in late November/early December 2022, to provide the Controlled Drug Accountable Officer with the necessary assurance that mitigating action has been successful.
· Ensuring that these findings and recommendations are discussed at the relevant Service Group controlled drug governance and quality & safety forums, together with the outcome of mitigating actions.
	06/01/2023
	June 2023: Service Group CD Leads will be reminded to review their Service Group CD MAPs in line with these recommendations.
	31/07/2023

	3.2
	There is no evidence that CDMAP scopes have been reviewed against legislation to ensure all key aspects are covered (an action raised in our previous advisory review).
CDMAPs scope should be reviewed against current legislation to ensure that all key aspects are covered, and against the findings reported in this audit and updated where necessary.
	H
	See 3.1 Above
	06/01/2023
	June 2023: Service Group CD Leads will be reminded to review their Service Group CD MAP in line with these recommendations. Updates to CD MAPs around issues requiring policy/audit review outlined above will be delayed until policy/audit amendments are in place.
	31/07/2023


