APPENDIX D
AUDIT TRACKER UPDATE
NWSSP AUDIT & ASSURANCE
OVERDUE ACTIONS MEASURED

AGAINST ORIGINALLY AGREED

DEADLINES
	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
	Milestone Target

	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
	October 2023: Continued quarterly audits and touchpoints for all wards at Morriston demonstrate consistency with clinical management planning.  In addition to this, using Signal, the OPF team are working alongside digital services to enhance the ability to report current performance using data entered at ward level - this is progressive and some data can already be accessed via a SAFER dashboard. The HB have also decided to continue to review their current Discharge policy as the All Wales solution has not transpired.  Therefore, work has already started with the Morriston OPF team to update the current policy to reflect all the changes implements since January 2023. First draft should be available for review and comment to the wider HB and partners by End of November. 
	31/12/2023

	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
	October 2023: The SAFER Dashboard for Morriston demonstrates improved compliance is sustained with EDD setting.  Predominantly set at morning Board rounds by the MDT and shared with the patient or their relatives. Signal is accessible to SDU and NPT with the same operating features.  Work to standardise the approach will begin across all sites from October 2023.  This will be reflected in the revised discharge policy. Please note the evidence for EDD setting as an MDT is within Signal not necessarily the Medical notes.
	31/12/2023

	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
	October 2023: As above, this will form part of the standardisation of practice improvement work which will be rolled out across the remaining service groups.
	31/12/2023

	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
	October 2023: This will form part of the improvement work from October.
	31/12/2023

	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
	October 2023: This action will need to be reconsidered as we progress with Criteria led discharge in Morriston as the exemplar site using SAFER as the platform to underpin the methodology.  This is in its early stages rolling out across Medicine in a controlled fashion using Signal and the template trialled in SDU as the vehicle for communicating and capturing performance against the improvement. CLD will also be reflected in the revised Discharge planning policy. 
	31/12/2023

	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
	October 2023: Signal is now the single point of data capture for EDDs at Morriston.  Any changes to EDD can be cross-referenced with information either within Signal (non-clinical) or medical and nursing records. As signal V3 also leaves an historical footprint we can capture how frequently EDDs have been changed, therefore accurate reporting is easily obtainable.
	31/12/2023

	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
	October 2023: The discharge planning policy will reflect the expectations on EDD and Red and Green setting and this will form part of the standardisation improvement work for the remaining service groups.
	31/12/2023

	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
	October 2023: This is ongoing work and will be addressed during the standardisation programme for Discharge planning.
	31/12/2023

	
	
	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
	October 2023: This is ongoing work and will be addressed during the standardisation programme for Discharge planning.
	31/12/2023

	
	
	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
	October 2023: This is ongoing work and will be addressed during the standardisation programme for Discharge planning.
	31/12/2023

	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
	October 2023: Since the completion of Phase 1 roll out of SAFER, further audits have concluded greater compliance with record keeping on Signal in Morriston particularly MDT. Please refer to Meridian audit March 2023 and further directorate level follow up audits conducted by the Optimising patient flow team.
	31/12/2023

	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
	October 2023: Singleton now hosts an elective system and therefore all patients admitted will have a definitive EDD as part of their pathway. The standardisation of the revised discharge policy will confirm this.
	31/12/2023

	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
	October 2023: This is embedded within the principles and methodology of SAFER and has formed a dominant part of the roll out programme at Morriston. This language is used at Board Rounds and the colour status is recorded in Signal during the discussion.  Note: all patients default to Red at Midnight every day on Signal V3.  This is being tested and can be revised before the next version update. This is reinforced by the continuous audit process at Phase 2.
	31/12/2023

	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
	July 2023: PT document in medical notes. OT and SW document on SIGNAL. There is opportunity for MDT documentation within WNCR
	31/12/2023

	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
	October 2023: Signal is utilised as the one version of the truth for patient flow. Any further detail regarding clinical status and detailed complexity is completed in detail across Medical records and WNCR.
	31/12/2023

	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
	October 2023: There is a national audit tool which is used at Morriston as part of our compliance audit for SAFER.


	31/12/2023


	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
	Milestone Target

	1.2
	During the course of fieldwork, we were directed to services within Mental Health and Learning Disabilities Service Group, Singleton Neath Port Talbot Service Group, and Primary Community and Therapies Service Group. As transition is an area which crosses the organisational boundaries of the health board there may be merit in identification of leads within each service group to support the health board senior lead.
The Health Board should consider identifying transition and handover leads for each Service Group
	M
	As highlighted above the arrangements for Transition and Handover need to be considered, and the importance of associating those arrangements with the appropriate clinical teams.
	30/06/2023
	October 2023: Noting the operational element to this action, implementation is currently being reviewed with the Chief Operating Officer
	31/01/2024

	2.1
	The current protocol in use by Adult Mental Health services relating to transition arrangements dates from 2017 is draft, and does not reflect regional or national guidance which now recommends transition planning beginning at an earlier stage.
Whilst progressing its review and updating of the regional transition policy, we recommend local protocol documents are developed which align to external guidance and reflect the health board’s operational and executive responsibilities.
	M
	MHLD SG has representatives at the Regional Partnership forum and will contribute to the review of the Regional Transition Policy. The current regional policy will inform the needs of a local MHLD SG Transition Policy and reflect regional and national guidance. This will be approved through MHLD SG Policy Governance Structure.
	30/06/2023
	February 2024: The policy was presented at MHLD SG Policy Review Group in November 2023 and circulated for final comments. No comments were received. The policy is due to be presented to MHLD SG QSC in February for final ratification.

	01/03/2024

	2.2
	The current protocol in use by Adult Mental Health services relating to transition arrangements dates from 2017 is draft, and does not reflect regional or national guidance which now recommends transition planning beginning at an earlier stage.
Once approved, the health board should make these documents easily available to staff.
	M
	The approved MHLD SG Transition Policy will be communicated through the MHLD SG Quality Governance Processes and saved onto COIN on the SBU HB intranet for access by all staff.
	30/06/2023
	February 2024: The policy was presented at MHLD SG Policy Review Group in November 2023 and circulated for final comments. No comments were received. The policy is due to be presented to MHLD SG QSC in February for final ratification.

	01/03/2024

	7.1
	The admissions policy includes that ward staff will be subject to enhanced DBS checks.

A staff in post list for Ward F was supplied for February 2023 containing 40 members of staff. Review of this listing identified:

• One health care support worker where no DBS check could be evidenced

• One Health care support worker where the clearance was for adults only, and not both adult and children.
Management should ensure all ward staff receive DBS checks at the appropriate level.
	M
	It is the expectation that enhanced level DBS checks are completed for all staff working with patients in MHLD SG as part of pre-employment checks. The MHLD SG will take an immediate action with workforce colleagues to review DBS status for all staff on Ward F to include the DBS requirement of working with children.
	30/06/2023
	December 2023 (KH): 74% of WF staff now have both enhanced adult & children DBS. 26% of staff are in progress to have children DBS in addition to adult DBS. This work has outlined a potential discrepancy between TRAC and HB Central DBS record. Staff pre-employment checks on TRAC confirm DBS clearance but this information has been absent for some staff on the HB central record.
	31/01/2024


	Executive Lead – Chief Operating Officer

	SBU 2223-014
	Access to Cancer Service

(COO)
	Report Issued June 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	3.1
	Review of Cancer performance papers to Performance and Finance Committee and the Board demonstrated that the health board has developed detailed actions reflecting a mix of capacity, workforce, and pathway enhancements to support SCP and waiting list recovery. In reviewing the actions, we noted opportunities to enhance and standardise their content.

The health board should agree a format for the development of cancer recovery plans to ensure clarity of timescale and ownership, and consistency of approach.
	H
	Agreed - Formal action plans in a standard format will be introduced and monitored through the monthly Cancer Performance Group meeting.
	31/07/2023
	October 2023: Formal action plans now reviewed at Cancer Performance Group meetings. A formal report mechanism (highlight report) will be established for future meetings. 
February 2024: Formal actions are in place on Teams channel.
	31/03/2024

	6.1
	We reviewed the frequency and content of cancer performance reports provided to Management Board, Performance and Finance Committee, and the Board. We note that whilst detail is provided on current actions, papers do not include detail of the status of previous actions, their completeness or whether outlined gains were realised. Our request for evidence of action progress or completion highlighted a number where evidence of actions was not provided by the service.
Cancer performance reports should include updates on progress or completeness of previously reported actions.
	M
	Agreed - The format of reports presented to the Management Board and Performance and Finance Committee will be reviewed to ensure they include progress and completeness of previously reported actions.
	30/09/2023
	February 2024: Formal reports are present to Management Board on P&F Committee on at least a quarterly basis
	31/03/2024

	7.1
	Cancer Waiting Times – Standards and Escalation Policy has been developed by the Cancer Information Team to reference the responsibilities of those involved within pathway reporting. Following review of National Optimal Pathways, a number of timescales have been identified relating to diagnostics and pathology results. The document was due for review in July 2022, and discussion with the Cancer Information and Performance Manager indicated intention is to undertake a review of escalation triggers as some are currently not feasible within current pressures.
While recognising the initial targets for escalation reflect good practice, noting current pressures and the need for consistency of approach, we would support the review of the current document, and follow up review at an appropriate period.
	M
	Agreed - A review of the Cancer Waiting Times – Standards and Escalation Policy will be undertaken and presented to the Cancer Performance Group for ratification with an identified review period.
	30/09/2023
	December 2023: The revised Cancer Standards and Escalation policy is tabled for the January Cancer Performance Group meeting.
	31/01/2024


	Executive Lead - Chief Operating Officer

	SBU-2223-011
	Continuing Care (COO)
	Report Issued July 2023
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	2.2
	The principles of S2.46 of the Continuing Healthcare, The National Framework for Implementation in Wales (the Framework) state that the health board is ‘…responsible for ensuring consistency in the application of the Continuing NHS Healthcare National Framework…’. Review of the NCCD for the sampled service groups noted that processes for assessments, approvals and input onto the NCCD are not consistently applied. There is disparity in the processes followed between each of the service groups reviewed.
The Health Board should review its processes and procedures at service group level to consider where efficiencies can be made and processes streamlined, whilst remaining compliant with the National Framework.
	H
	The Health Board has engaged the National Collaborative Commissioning Unit (NCCU) to support improvements to its Continuing Healthcare (CHC) and Complex Care (CC) commissioning arrangements. Work around streamlining procedures and policies will feature as part of those developments.
	31/01/2024
	February 2024: The Health Boards Complex care Review Board is still ongoing. Still not concluded the work which will be presented to the HB Management Board upon completion.
	31/03/2024

	2.3
	We acknowledge that the arrangements for CHC within the service groups reviewed are well established at the health board. Roles and responsibilities appear to be well understood within each service group; however, understanding of the same from one service group to another is not well known. Service groups are working in silos.

Service groups should consider collaborating to understand the wider challenges in terms of CHC issues at the health board.
	H
	The NCCU have supported the engagement with other service groups and as a result work streams which include coproduction of procedures and policies are being taken forward through this work.
	30/11/2023
	February 2024: The Health Boards Complex care Review Board is still ongoing. Still not concluded the work which will be presented to the HB Management Board upon completion.
	31/03/2024

	3.1
	The Terms of Reference for the Primary Community and Therapies scrutiny panel became due for review in March 2023
Terms of reference for the Primary Community and Therapies scrutiny panel shall be reviewed and updated.
	L
	The terms of reference are being reviewed in line with the recommendations received from the NCCU.
	31/12/2023
	No update received.
	

	4.1
	We recognise that for high-cost cases there is a paucity of provision within the locality. This situation may contribute to increasing costs and delays noting the lack of alternatives locally. Challenges regarding the commissioning processes have recently been reported (March 2023) at the MH&LD monthly updates to both the Service Groups’ Weekly Business meeting and Mgmt Bd. The Continuing Healthcare / Continuing Care Position Statement (August 2022) echoed the challenges with commissioning at the health board. As noted elsewhere, a Commissioning Continuing Healthcare review is also underway at the health board.
The actions being taken to address the challenges around commissioning of CHC packages shall continue to be monitored and managed to ensure that value for money is being gained and efficiencies can be sought where possible.
	M
	The service groups will engage with the NCCU to produce a health board wide commissioning approach to CHC packages of care.
	30/11/2023
	February 2024: The Health Boards Complex care Review Board is still ongoing. Still not concluded the work which will be presented to the HB Management Board upon completion. The MH and LD Service continue to monitor all cases through its Complex Case Panel for increases in individual packages of care.
	31/03/2024


	Executive Lead - Chief Operating Officer

	SBU-2324-014
	Stroke Action Plan
	Report Issued October 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	We reviewed the most recent Stroke Delivery Action Plan at the time of our review, being as at July 2023 and found the following:

· Lead responsibility not detailed for two actions (17: HASU and 18: AMSR)

· Due date not consistently completed
· Progress/Remarks column includes only brief narrative updates.
· RAG status does not align with ‘standard’ RAG rating. Further, the coloured status does not always align to the ‘due date’ as per the plan.
· Actions 1-13, which appear to be changes to current practices, did not include anything specifically in respect of costs/budget.
· The ability to escalate is limited as there are no defined performance measures/targets assigned to the individual actions.
· Insufficient information provided for four actions around expected benefits. 
The Stroke Action Plan should be updated to address the above.
	M
	The Stroke Action Plan will be updated as detailed above and presented to the Stroke Delivery in January for approval and monitoring.
	31/12/2023
	Work on updating the action plan is ongoing, with a revised document being presented to the February 2024 meeting of the Stroke Delivery Board for comment.
	31/03/2024

	3.1
	Papers to the Performance and Finance Committee do not include performance against the National Standards targets. Review has confirmed that for the most critical pathway, being the ‘72 hours Stroke Pathway’, the Health Board only met one of the national standards targets for Urgent intervention or Urgent assessment.
The health board should include the National Standards target in its reporting against the stroke quality improvement measures.
	L
	The performance reports presented to the Performance and Finance Committee will be amended to reflect the National Standard targets.
	31/12/2023
	Performance reporting to the Stroke Delivery Group Board now includes the National Standards Targets. Going forward, these will also be included in updates to the Performance & Finance Committee.
	31/03/2024


	Executive Lead - Chief Operating Officer

	SBU-2324-012
	Access to GMS
	Report Issued October 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	The Access and Sustainability Forum terms of reference are currently undergoing annual review. In review of agendas, papers, and minutes for the period March 2022 – June 2023 we were able to confirm active monitoring of performance, but were unable to identify reporting relating to those objectives aligned to review of Cluster IMTP themes, good practice and sharing of learning. The introduction of Accelerated Cluster Development and Pan Cluster Planning groups has resulted in alternative routes by which themes and local needs are identified, and has resulted in wider consideration of alignment between cluster, health board and regional priorities.
The ongoing review of the Access and Sustainability Forum terms of reference should include consideration of its objectives to confirm they remain relevant.
	M
	A review of the Forum Terms of Reference has commenced including consideration of its objectives. A revised draft of TOR, which will be reviewed and developed virtually will then be discussed/ratified at the next meeting of the Forum which is held Quarterly.
	31/12/2023
	TOR discussed at December meeting, further review and amendments agreed to be ratified at next meeting in March 2024.
	31/03/2024

	1.2
	The reporting arrangements of the Access and Sustainability Forum ToR reference the Primary and Community Board, and Quality and Safety Forum which have been superseded. The ASF ToR does not include reference to Board Committee reporting, noting that the Primary and Community Board will inform the health board.
Management should review and update the reporting requirements of the Access and Sustainability Forum.
	M
	A review of the reporting requirements will be undertaken and included in the revised TORs. TORs to be ratified at the next meeting of the Forum which is held Quarterly.
	31/12/2023
	TOR discussed at December meeting, further review and amendments agreed to be ratified at next meeting in March 2024.
	31/03/2024

	2.1
	Access and Sustainability Forum membership broadly aligns with that outlined within the 2019 Standards guidance, and includes and practice management representation. The practice management representative is the Chair of the Swansea Practice Manager group, and his attendance was on behalf of Swansea practices only. Currently, Neath Port Talbot practice managers are not represented within the Forum. Additionally, we noted no attendance from Cluster Leads despite their inclusion within the current membership.
The health board should review the current forum membership, and consider mechanisms to ensure equitable representation.
	M
	The membership will be considered in line with the review of the objectives of the Forum and updated in the revised TORs. TORs to be ratified at the next meeting of the Forum which is held Quarterly.
	31/12/2023
	TOR discussed at December meeting, further review and amendments agreed to be ratified at next meeting in March 2024.
	31/12/2024

	5.2
	In April 2023, the User Experience Task and Finish group (UETFG) agreed to provide individual extracts from the CHC/Llais mystery shopper surveys, published in February 2023, to the 18 practices who had featured under the categories of: 

• longest time to answer;

• requiring multiple calls to contact; and

• no answer. 

Subsequent UETFG meetings received initial responses to the findings from 14 of these practices. Additional actions were raised to confirm telephone access hours, or additional steps being taken by practices to address long waits for a small number of responses received. The responses were reviewed and further clarification was sought in relation to a small number of those. 

The group has not met in July or August 2023, and at date of fieldwork there remained responses outstanding from four practices.
Once all returns have been received, the health board should review to identify any areas of good practice. This could be triangulated against any themes which emerge from the reflective reports received from practices in support of their 2022/2023 Access Commitment evidence submissions.
	M
	A report will be presented to the next Access and Sustainability Forum sharing themes and good practice and to agree the mechanism for sharing more widely.
	31/12/2023
	In progress. Deferred to March 2024 meeting.
	31/03/2024

	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
	Milestone Target

	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
	December 2023: A copy of the draft process was presented to the November 2023 meeting of the Patient Safety & Compliance Group, where comments were invited. These will be considered once received, and an update document will be brought to the February 2024 meeting of the Group.
February 2024: The updated draft document has been provided to members of the Service Group Q&S Groups for final comment.
	31/03/2024

	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
	December 2023: A copy of the draft process was presented to the November 2023 meeting of the Patient Safety & Compliance Group, where comments were invited. These will be considered once received, and an update document will be brought to the February 2024 meeting of the Group.
February 2024: The updated draft document has been provided to members of the Service Group Q&S Groups for final comment.
	31/03/2024


	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
	Milestone Target

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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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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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	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
	Workload/Resource issues have hampered progress with the revised SOP. Work is ongoing.
	31/03/2024

	SBU-2223-025
	Follow Up Review
	Report Issued July 2023
	Reasonable Assurance

	1.2
	We previously highlighted that the tracker could be extended to capture recommendations from other assurance providers/inspection bodies, including Healthcare Inspectorate Wales, Counter Fraud and the Health and Safety Executive, and note that this was also raised by Audit Wales in their recent Structured Assessment report.
The health board should ensure appropriate oversight of recommendations raised by other external inspection and review bodies.
	M
	The Health Board intend to use AMaT to monitor recommendations raised by other external inspection and review bodies.
	31/10/2023
	The adoption/implementation of the AMaT system has been hampered by significant staffing/resource issues within the department. Work is currently ongoing in order to identify additional appropriate resource to take this forward.
	31/03/2024


	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
	Milestone Target

	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
	The Interim Head of Corporate Governance has arranged to meet with the Associate Head of Workforce Systems, Analytics & Insight to discuss progressing this issue.
	31/03/2024

	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
	The Interim Head of Corporate Governance has arranged to meet with the Associate Head of Workforce Systems, Analytics & Insight to discuss progressing this issue.
	31/03/2024


	Executive Lead – Director of Digital

	SBU 2223-017
	End of Life Care (DOD)
	Report Issued June 2023
	Assurance Rating – Reasonable

	Rec

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

Update/Comment
	Milestone Target

	2.1a
	A dashboard was developed by the Quality Information Manager in October 2022, which includes metrics for the health board as a whole and each of the service groups individually. However, the dashboard does not include metrics around performance against the five priorities for care for the last days of life.
The EOLC Action Plan should include a cross reference to the NACEL audit, to demonstrate the linkage between the NACEL findings and the health board’s local action plan.
	M
	Identify gaps in existing data which are required to align our measures to the five priorities of care and NACEL action plan
	31/07/2023
	A working group has been established and has started to work with palliative care staff to identify and develop a plan to address gaps. The working group consists of staff from Digital Intelligence, Digital Transformation, Digital applications, and Palliative Care
	31/01/2024

	
	
	M
	Present plan to Quality Priority Programme Board with timescales for implementation of measures
	30/09/2023
	No Update Received.
	N/A

	SBU 2324-019
	Technical Resilience
	Report Issued November 2023
	Assurance Rating – Reasonable

	Rec

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

Update/Comment
	Milestone Target

	2.1
	There is extensive use of virtualisation software in order to provide resilience, with VMWare in use and VSphere high availability being operational. We note that VSphere Fault Tolerance (which provides continuous availability for applications) is not in use however, and this could be enabled to provide additional resilience for critical systems. In addition, consideration should be given to using Vcenter Site Recovery Manager to automate disaster recovery.
Consideration should be given to expanding the use of VMware tools such as Fault Tolerance and Site Recovery Manager
	L
	Digital Services will discuss with Dell experts to understand whether this can improve resilience with consideration given on potential limitations due to the current network configuration i.e. lack of layer 2 availability between data centres.
	30/11/2023
	Meeting taken place with Dell. A full rollout of VMWare Fault Tolerance would require significant capital investment (duplicate existing services). Agreed to test the technology on a development server as proof of concept to potentially look at priority critical systems. This is planned for end of April 2024 due to workloads. Looking to increase resilience with layer 2 capability as part of capital investment.
	30/04/2024

	3.1
	There is no structured process for testing the resilience of the infrastructure or applications in order to ensure it functions as anticipated, and there has been no full testing of the resilience of the digital provision as a whole which would ensure that all services could be brought back, or re-provisioned from an alternative site within the timeframes defined in the service catalogue. There is no structured process for testing the resilience of the infrastructure or applications in order to ensure it functions as anticipated, and there has been no full testing of the resilience of the digital provision as a whole which would ensure that all services could be brought back, or re-provisioned from an alternative site within the timeframes defined in the service catalogue.
Disaster recovery plans and resilience should be subject to periodic testing. This should be a documented process in order to demonstrate the ability of Digital Services to re-provide services.
	H
	Recovery happens regularly as part of routine work as noted in the audit including testing for Signal, Swansea Bay Clinical Portal and SQL cluster failovers. We will assess the feasibility of implementing periodic testing including resource requirements and impact to services to inform a way forward.  
	31/01/2024
	Due to existing operational pressures, this will be assessed in the new financial year.
	30/06/2024

	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
	Milestone Target

	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
	This is a stores procedure we shared in the January Estates Board and managers were given time to comment.  A revised draft was shared as part of the February 2024 meeting and manages have been given time for any final comments, following which the procedure will be adopted. A date of 31/03/2024 has been set for further update (LJC)
	31/03/2024

	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
	This is a stores procedure we shared in the January Estates Board and managers were given time to comment.  A revised draft was shared as part of the February 2024 meeting and manages have been given time for any final comments, following which the procedure will be adopted. A date of 31/03/2024 has been set for further update (LJC)
	31/03/2024

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

	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
	The department have improved compliance with the completion of PADR's.  The last reported figure was 84.09%. A date of 31/03/2024 has been set for further update confirming that objectives are being refreshed as part of the PADR process, with new targets being set for the year(s) ahead
	31/03/2024


	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
	Milestone Target

	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
	December 2023: The establishment of appropriate arrangements for the reporting and wider management of the action plans has been limited due to resource constraints within the team. Interviews took place for the vacant Waste Officer post during December, but no successful appointment was made. Management will now meet again in January 2024 in order to discuss how best to address this action.

February 2024: The department tried once again to recruit this position unsuccessfully.  Permission has now been sought to offer acting up opportunities within the department, which will allow some staff that do not have all the experience and qualifications required for the post to apply and for the department to treat it as a development opportunity for staff. It is hoped that the advert will go out by the end of February 2024, and as this is an internal appointment process, to have someone in place by early April 2024.
	31/05/2024

	SBU-2324-006
	Commissioning LTA Contracts
	Report Issued August 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	5.1
	The Performance and Finance Committee (PFC) receive updates on LTA performance as part of the Finance Reports. The update provided to PFC in March 2023 included a table detailing the performance of contracts commissioned by Swansea Bay as at Month 9.  As at the date of reporting, the final outturn position had yet to be reported.

The health board should ensure that the final outturn position, including any financial and performance variance is reported to the Performance and Finance Committee.
	M
	Agreed that the final outturn position, including any financial and performance variance should be reported to the Performance and Finance Committee.
	30/11/2023
	December 2023: Regular updates continue to be provided to the Performance & Finance Committee throughout the year. The final outturn position will not be available until after the end of the financial year. 
	31/05/2024


	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
	Milestone Target

	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
	The Health and Safety Policy has been updated to strengthen the roles and responsibilities and was approved by the Quality & Safety Committee in September 2023. The sections specific to this are: 7.5.2 and 7.6. The Service Group Directors are responsible for their sites and are responsible delegating/identifying designated persons/job roles for groups and or single sites/departments. A date of 31/03/2024 has been set for further update in respect of confirming the identification of site leads and the reporting of the same to the Quality & Safety Committee
	31/03/2024

	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
	The Health and Safety Committee has been stood down, with the HSOG now reporting to the Quality & Safety Committee. The HSOG ToR have been reviewed, updated to incorporate these changes. The service group exception reports cover various topics, with a specific section (10) covering any other issues that have not been covered in sections 1 - 9. This is then captured in the key issues report submitted to Q&S committee. A date of 31/03/2024 has been set for further update in respect of confirming the ongoing reporting of the forward plan of deep dives to the Quality & Safety Committee, duly updated to reflect progress and changes.
	31/03/2024

	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
	Managing safely or equivalent level of course aimed at managers/supervisors is in progress, with the aim to have the first pilot in place by December 2022, with the intention of commencement of full roll out of this course in 2023.

Dates will be published and the overall duration to capture identified staffing groups will depend on the number of courses and attendances at each course per week, with the commencement of a health and safety advisor post in September/October increasing the resources to help support this.
	31/03/2023
	Health and Safety training for managers/supervisors commenced in 2023 following an initial pilot in June 2023. This is being rolled out and delivered through Teams to enable wider attendance on a module based approach. A paper on the setting out the approach to rolling out this training, and detailing those areas which are being prioritised over the next 18-24 months, will be taken to the Health & Safety Operational Group.
	31/03/2024

	SBU-2223-011
	Continuing Healthcare
	Report Issued July 2023
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.2
	There are several policies / procedures in place that link to CHC including Financial Control Procedure (FCP) 14: Non-Pay Expenditure. However, we note that it required review in 2020/21.
FCP 14: Non-Pay Expenditure should be reviewed and updated.
	H
	The review of Financial Control Procedures (FCP) is scheduled for Audit Committee in November.
	30/11/2023
	This Financial Control Procedure is scheduled to be reviewed/updated during Quarter 4 2023/24. 
	31/03/2024


	Executive Lead – Director of Finance

	SBU 2223-003
	Swansea Wellness Centre
	Report Issued July 2023
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	An appropriate governance structure had been defined at the project, with a Project Team reporting to the Project Board. However the following points were noted.

• Management advised that sensitive discussions took place outside of the Project Board noting the presence of the development partner at the forum. However, these discussions were not formalised.

• The project has been subject to significant changes in design and capital cost from the options approved within the SOC. Further, concerns surrounding revenue affordability have not been appropriately considered. The Project Board should ensure such matters are subject to appropriate monitoring and control, with escalation to higher forums if the project moves significantly outside previously agreed parameters.

• Whilst the terms of reference determined the Project Board would meet bi-monthly, we would consider monthly meetings more appropriate for a project of this size. The project board met only intermittently during 2022.
A review should be undertaken to ensure that Governance arrangements are fit for purpose (to take the project forward) including adequacy of the following: 

• Levels of scrutiny / challenge applied at key stages;

• The membership, role and remit of the Project Board e.g. to include “UHB in private” and “open” sessions;

• The robust monitoring and reporting of capital and revenue affordability and associated implications / actions, to support ongoing decision making (see MA4);

• Timeliness of reporting / escalation of key matters outside the Project Board’s delegated remit (see MA7);

• The role and remit of the Project Team; and

• Frequency of meetings to facilitate appropriate governance and oversight. 

Any changes resulting from the review should be reflected in an updated Terms of Reference.
	H
	Agreed. A review of the project governance arrangements will be undertaken. 

The frequency of Project Board meetings during 2022 was a decision made by the SRO, recognising routine meetings would not be an effective use of senior members’ time, until outputs were ready for review and decisions needed to be made. Recognising the presence of the HB’s external development partner on the Project Board, it was also not possible to channel all discussions and decision making through this forum – leading to discussions taking place via other channels. 

We agree a review of Project Board arrangements would be beneficial, and also recognise the benefit of considering a revised format of meetings where external partners are present for part of the session, e.g. part A/B, to allow for internal discussions to take place in confidence.
	31/07/2023
	The Director of Finance/SRO met with the Director of Strategy to review existing schedule of accommodation (7-8 storey build) and feel that this is required to accommodate the correct services to support a city centre wellness facility. The Director of finance is waiting for a follow up meeting with the CEO of Coastal Housing Association to understand their commercial apatite to take the project forward. This will build on the information/work completed to date, therefore, RIBA stage 2 current information will be included within the outline business case, following Welsh Government approval.  All actions outlined initially will be picked up and addressed through the project board as and when the project receives funding approval. 
	30/04/2024

	1.2
	The Project Director did not attend the Project Team meetings during 2022. Whilst understanding the Chair role was delegated to the Associate Group Service Director, the project governance documents were not updated to reflect this.
Terms of Reference should be updated to reflect the intended Project Team Membership (including the role of the Chair)
	L
	Agreed, the Project Team's membership and terms of reference will be reviewed.
	31/08/2023
	The Director of Finance/SRO met with the Director of Strategy to review existing schedule of accommodation (7-8 storey build) and feel that this is required to accommodate the correct services to support a city centre wellness facility. The Director of finance is waiting for a follow up meeting with the CEO of Coastal Housing Association to understand their commercial apatite to take the project forward. This will build on the information/work completed to date, therefore, RIBA stage 2 current information will be included within the outline business case, following Welsh Government approval.  All actions outlined initially will be picked up and addressed through the project board as and when the project receives funding approval. 
	30/04/2024

	2.1
	Noting the intermittent nature of project governance arrangements during 2022, routine progress reports were not provided by the external advisers (with only two identified: January ‘22 and May ‘22). 

Progress reports are important to ensure the Project Board is appropriately sighted on the progress of project activity led / coordinated by the external advisers. Even where the Project Board does not meet as scheduled, reports can be circulated to members for information, scrutiny and decision-making. 

We also sought to evidence whether the Project Board was appropriately sighted on the total expenditure position against the agreed funding position, inclusive of UHB directly controlled expenditure. Whilst we evidenced communication between the Associate Director, Operations (Primary Care) and Project Team members, emphasising the importance of understanding the implications of additional adviser costs against the original allocations, the Project Board were not sighted (during the period reviewed – 2022) on these matters, to inform decision-making.
The Project Board should receive routine progress reports from both the external adviser and the UHB Project Team, including a clearly stated cost position of project funding expended against agreed objectives.
	M
	The Project Board should receive routine progress reports from both the external adviser and the UHB Project Team, including a clearly stated cost position of project funding expended against agreed objectives.
	31/08/2023
	The Director of Finance/SRO met with the Director of Strategy to review existing schedule of accommodation (7-8 storey build) and feel that this is required to accommodate the correct services to support a city centre wellness facility. The Director of finance is waiting for a follow up meeting with the CEO of Coastal Housing Association to understand their commercial apatite to take the project forward. This will build on the information/work completed to date, therefore, RIBA stage 2 current information will be included within the outline business case, following Welsh Government approval.  All actions outlined initially will be picked up and addressed through the project board as and when the project receives funding approval. 
	30/04/2024

	3.1
	Welsh Government granted project funding of £1.190m in January 2020, for the development of the Outline Business Case (OBC).

At the time of the audit, this funding had been fully allocated in the payment of the Developer and their appointed team of advisers. Noting that during 2022, design activity was paused and re-performed, agreed funding had been fully expended ahead of achievement of the UHB’s objectives for these monies. We had not evidenced the reporting of the funding/expenditure position to Project Board, to inform decision making in relation to the re-design.

Noting the project is currently paused again, whilst the UHB considers its options for taking the project forward with a potential revised service model, there is currently no agreed funding with which to deliver any further design development or finalise the OBC.
Prior to any further commitments being made to the Developer and their appointed design team:

• The UHB will develop a robust estimate of all additional costs required to deliver the OBC to WG; and

• Associated source/s of additional cost funding will be confirmed i.e. Discretionary Capital / alternative funding streams or additional funding request to WG.
	H
	Agreed. The Chief Executive has agreed the new service model for the Wellbeing Centre, and we are currently awaiting a decision from the external development partner to confirm whether they wish to continue the partnership with a reduced scheme. Once confirmed, we will ensure the above is actioned before any further commitments are made.

A meeting is being scheduled for July 2023 with the actions to be determined following that meeting.
	31/08/2023
	The Director of Finance/SRO met with the Director of Strategy to review existing schedule of accommodation (7-8 storey build) and feel that this is required to accommodate the correct services to support a city centre wellness facility. The Director of finance is waiting for a follow up meeting with the CEO of Coastal Housing Association to understand their commercial apatite to take the project forward. This will build on the information/work completed to date, therefore, RIBA stage 2 current information will be included within the outline business case, following Welsh Government approval.  All actions outlined initially will be picked up and addressed through the project board as and when the project receives funding approval. 
	30/04/2024

	4.1
	The project was subject to a Welsh Government Gateway Review in November 2021, which reported an Amber/Red rating, highlighting concerns in relation to the project’s revenue affordability.

In early 2022, the Chief Executive instructed a ‘rapid review’ of the project, to reduce the floors and bring down the revenue gap. Following a consideration of options, the Project Board and Chief Executive approved the progression of a reduced scheme, with a 6-storey design. This re-design was developed during 2022 through the RIBA Stage-2 process. 

The Project Board did not meet from July 2022 onwards whilst the re-design was being progressed, and progress reporting from advisers has been minimal throughout 2022. We have not therefore evidenced the reporting or monitoring of emerging capital or revenue costs at Project Board level during the re-design process, to inform ongoing decision-making. 

In October 2022, the Chief Executive requested a more significant review of the service model for the Swansea Wellness Centre, potentially leading to a smaller offering on the Swansea site, in conjunction with potential other developments across the region, and with greater Local Authority engagement. 

We recognise that the concerns raised at both pauses were valid. However, significant additional costs have been incurred in the re-design work undertaken following the first pause, we did not evidence the ongoing monitoring of emerging scheme revenue costs during this period, by the Project Board, to ensure the direction remained viable.
Noting the themes identified during this report, a review should be undertaken to ensure that Governance arrangements are fit for purpose (to take the project forward)
	H
	Agreed. We recognise the benefit of a review of governance arrangements to take the project forward as per MA1.
	31/08/2023
	The Director of Finance/SRO met with the Director of Strategy to review existing schedule of accommodation (7-8 storey build) and feel that this is required to accommodate the correct services to support a city centre wellness facility. The Director of finance is waiting for a follow up meeting with the CEO of Coastal Housing Association to understand their commercial apatite to take the project forward. This will build on the information/work completed to date, therefore, RIBA stage 2 current information will be included within the outline business case, following Welsh Government approval.  All actions outlined initially will be picked up and addressed through the project board as and when the project receives funding approval. 
	30/04/2024

	6.1
	The UHB has been invoiced on a periodic basis by the Developer, to reimburse the project management and design development costs incurred from the appointed advisers, plus Developer management fees, in the development of the scheme.

 To improve clarity in charging, the UHB requested the Developer provide supporting invoices from each adviser to support the costs incurred. However, it is noted these adviser invoices have not typically included any break-down / supporting detail of the costs charged.

 To ensure the UHB can undertake appropriate checks as to the reasonableness of the costs incurred against the agreed fee schedules, prior to making payment, it would be expected that advisers provide detail as to the outputs / activities completed in each period.
Adviser invoices should be supported by resource / output schedules clearly demonstrating the make-up of costs claimed, to be spot checked periodically by the UHB prior to payment.
	M
	Agreed. We will review invoicing processes to date and ensure sufficient information is provided with any future charges.
	30/09/2023
	The Director of Finance/SRO met with the Director of Strategy to review existing schedule of accommodation (7-8 storey build) and feel that this is required to accommodate the correct services to support a city centre wellness facility. The Director of finance is waiting for a follow up meeting with the CEO of Coastal Housing Association to understand their commercial apatite to take the project forward. This will build on the information/work completed to date, therefore, RIBA stage 2 current information will be included within the outline business case, following Welsh Government approval.  All actions outlined initially will be picked up and addressed through the project board as and when the project receives funding approval. 
	30/04/2024

	7.1
	The Strategic Outline Case (SOC) was approved by the UHB in March 2019, and presented a range of options for development of the Swansea Wellness Centre.

In developing the Outline Business Case (OBC), whilst the strategic drivers and case for change remained unchanged, further options appraisal activity saw an increased service scope towards the “Do Maximum” option, along with a site change. The changes necessitated an increased building size and associated increase in capital costs to those initially outlined within the SOC.

The draft OBC (not yet finalised), stated these changes were discussed and agreed with Welsh Government, and had the support of the Project Board and Health Board. However, we have not evidenced the escalation of these changes to the Board for awareness/approval. The Project Board meeting of June 2021 did acknowledge the changes from the SOC position (with a forecast project cost of £29m at this time) and concluded the Board should be advised; however this does not appear to have been actioned. 

Whilst acknowledging the SOC is only intended to present a high-level estimate of potential costs, with options firmed up and costed during OBC stage, we consider that the significantly increasing capital costs should have been escalated by the Project Board to an appropriate level within the UHB (e.g. Committee/Board), for scrutiny and approval of the scheme’s affordability, before progressing further with design development activities (and incurring the associated costs).
Significant design changes or design issues (e.g. scope creep) which materially impact on project affordability should be approved by an appropriate forum in accordance with SOs/SFIs/Scheme of Delegation.
	H
	Agreed. In line with the agreed review of Project Board arrangements at MA1 and wider governance effectiveness at MA4, we will ensure the delegated authority of the Project Board is clearly determined and agreed, including when matters should be escalated above the Project Board’s authority.
	31/08/2023
	The Director of Finance/SRO met with the Director of Strategy to review existing schedule of accommodation (7-8 storey build) and feel that this is required to accommodate the correct services to support a city centre wellness facility. The Director of finance is waiting for a follow up meeting with the CEO of Coastal Housing Association to understand their commercial apatite to take the project forward. This will build on the information/work completed to date, therefore, RIBA stage 2 current information will be included within the outline business case, following Welsh Government approval.  All actions outlined initially will be picked up and addressed through the project board as and when the project receives funding approval. 
	30/04/2024


	Executive Lead – Director of Finance

	SBU-2324-009
	Savings Programme
	Report Issued October 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	The draft ‘CIP Policy, Approach, Process and Governance’ guidance document provides a detailed overview of the savings framework and utilises project management templates. Once the Savings Project Management Office (PMO) is at full complement, there are plans for them to become more involved in reducing budget spend (run rate) as well as continuing to support cash-releasing savings. Further guidance will also be needed to detail the roles and responsibilities of the finance business partners alongside the PMO and provide clarity when savings should be placed on the master tracker and removed from the operational budget.  There is nothing documented to confirm the escalation process for any under-achievement of savings to ensure a consistent approach is applied.
The existing draft guidance should be reviewed to ensure it clearly outlines: 

· Roles and Responsibilities (particularly between the Finance Business Partners and the PMO)

· Documentation to be used within the savings process to ensure that key elements are included, e.g. impact, risks, success measures, timescales, etc.
· Process to be followed (when, to whom and actions to be taken) where savings are not being achieved in line with target timescales.
	M
	Agreed. The CIP Guidance Document is currently under review, and the roles and responsibilities of the PMO will be clearly defined. The governance of escalation will also be clear on non-achievement of CIPs. The aim is for this new approach to be in place for the start of the 2024/25 financial year.
	31/01/2024


	Work is underway but the final publication will be linked to the governance documentation on the Financial Plan. There are 2 key documents:

1) Budget Management Process and
2) Accountability Letters.

Both documents will be finalised and issued for approval by PFC and Board at the end of March. They will be issued in April. Therefore recommend that that deadline is extended to May 2024.
	31/05/2024

	4.1
	Review of a sample of savings schemes submitted for financial year 2023/24 identified that inconsistent savings documentation is utilised with only two savings plans (Digital Services (mobile phone contract renewal) and MHLD (Section 117 cases)) being supplied.
Consistent savings documentation should be developed to take account of when a project management approach is not needed. These should use SMART criteria to define success and provide realistic timescales for delivery.
	M
	Agreed.

(1) We are working on refining a formal consistent record of savings but noting the Trackers are set based on the core requirement of WG and monthly reporting which is dictated to Health Boards. Therefore, there are elements of the process which cannot be changed. 

(2) The revised CIP Guidance Document will also support the overview on enhancing the calculation, assessment and approval of schemes.
	31/01/2024
	
	31/05/2024

	4.2
	Review of a sample of savings schemes submitted for financial year 2023/24 identified that there was no evidence to support the calculation, assessment, and approval of the savings schemes
The validation of the assessment and approval of savings schemes should be recorded.
	M
	Agreed. The CIP Guidance Document will make it clear the governance will be in place so Service Groups and Directorates will have a formal recording of approval of Savings Schemes.
	31/01/2024
	
	31/05/2024


	Executive Lead – Director of Finance

	SBU-2324-002
	Estates Condition
	Report Issued October 2023
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	5.1
	In presenting the Estates Strategy to the Board, the covering report highlighted the following:

“There is also a need to develop a clear supportive Long Term Financial Model for the revenue support needed for the Clinical Service plan and the Estates Strategy. This would be a plan set out across the 10 years of the Strategy.”
The UHB's stated objective "to develop a long-term financial model for the revenue support needed for the Estates Strategy" is supported by Audit as a key priority for the UHB to provide assurance to the Board that the Estates Strategy can be supported. A clear timeline should be determined for undertaking this exercise, with progress monitored at a relevant forum.

	H
	Agreed. We will provide periodic reports to the Board/Committee outlining the key activities delivered within available funding (e.g. EFAB, discretionary capital, All-Wales Capital), and also highlight what could not be delivered, and the associated residual highest risks to the estate that may impact business continuity. The existing annual capital programme report to the Board could be an appropriate vehicle for this.
	30/11/2023
	The Estates Strategy highlights the opportunities associated with developing / maintaining the existing estate in line with the clinical service plan. The 10 year strategy has been developed and presented to the Welsh Government asking the question what will the long term finance model look like going forward and could we use the MIMS model or another form of PFI. This is regularly discussed at the WG monthly CRM,s. A risk assessed approach has been undertaken in order to try and deliver the strategy with limited funding coming forward from the WG.
	31/03/2024

	5.2
	We are advised a detailed resource analysis of existing and required maintenance staff has not been undertaken to assess whether a sufficient maintenance regime can be delivered to support the current estate, or support the ambitions of the Estates Strategy.
To support 5.1, a full review should be undertaken of the Estates workforce to analyse the current position in terms of capability and capacity.
	M
	Agreed
	31/12/2024
	Estates are now linking up with HR Workforce to identify the skill gaps required when advertising and attracting trades / non trade’s personnel and are keen to explore the opportunities that could come from the workforce being made redundant at TATA Steel.
	31/03/2024

	5.4
	This report presents the UHB and All-Wales comparators for maintenance expenditure on the estate: with the UHB spending slightly above the All-Wales average in 2021/22 (based on the latest reported EFPMS data). 

When this was correlated against an increasing estates backlog position, it indicated that the UHB was unlikely to see significant progress in reducing the backlog in the short to medium term. Also, any new or refurbished estate is likely to deteriorate in the future without a change in the level of investment. An inadequate maintenance resource can contribute to an increasing backlog position, i.e. reduced ability to address reactive and planned maintenance.
Any resource gap both in terms of ability to maintain the current estate and ability to support delivery of the Estates Strategy should be determined, and reported to an appropriate forum.
	M
	Agreed. Following the standing down of the Health & Safety Committee, we now report Estates matters to the Performance & Finance Committee. Following an initial report in August 2023, the Committee has requested the inclusion of more statistical data. This will include maintenance compliance data. The results of the above review into future requirements will also be taken to this Committee.
	31/12/2023
	No update received.
	


	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
	Milestone Target

	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
	The finalisation of the option appraisal continues to be taken forward by the Assistant Director of Workforce & OD, however progress has been hampered by the need to divert resources as a result of recent industrial action. 
	31/03/2024


	Executive Lead – Director of Workforce & Organisational Development

	SBU-2324-021
	Sickness Absence Management
	Report Issued October 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	We note the investment made by the health board into the early interventions, the training that has been provided to equip managers and mental health champions; and the recognition received through the shortlisting for the NHS Wales Awards 2023. However, the last evaluation of the Wellbeing Service reflected data to September 2022. This analysis was presented to both the Workforce & Digital Committee (June 2022) and Board (March 2023). No further evaluation has been formally reported, although we do acknowledge that there have been resource capacity issues within the team.
We recommend that the health board replicates its assessment (using current data) of the Occupational Health and Staff Health & Wellbeing Services available including and the effectiveness of the services received by staff; and report to an appropriate forum.
	M
	Evaluation of Occupational Health and Staff Wellbeing service data, outcome data and qualitative data to be undertaken and reported to WODD Committee/WODD Development Delivery Group.
	31/01/2024
	No update received
	

	5.1
	The Service Groups have all implemented an Improvement Plan to help lower sickness rates, with most Service Groups having subsidiary improvement plans in hot spot areas.

It was noted that although the improvement plans are discussed, there is no formal reporting on progress against the plans.
Service Groups should look to report on progress against the improvement plans to ensure that actions are being appropriately implemented with focus on responsibilities, goals and deadlines to ensure the plans are having the desired impact in improving attendance at work.
	M
	Implement appropriate reporting to Service Group triumvirate meetings
	31/01/2024
	No update received
	


	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
	Milestone Target

	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
	December 2023: A workshop was planned in Autumn 2023 but the group is without Chair or Vice Chair currently. Agreement has been reached to establish a stipend for these roles to reflect the time commitment involved. These posts will be appointed to in Q4 & annual reports from 2022-23 and 2023-24 will then be submitted to the Health Board in May 2024.
	31/05/2024

	SBU-2223-003
	Quality & Safety

Governance Framework (DoICE)
	Report Issued May 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	7.1
	As part of engagement with the national groups overseeing implementation of the two duties, the health board has returned status updates which RAG rates readiness against a set of road map milestones. 

We reviewed the road map update returned in March 2023, and were able to verify updates provided for key areas, with the exception of the development of a communications plan. The road map outlines expectation that there should be a ‘Mechanism and publication schedule / plan in place for sharing Duty of Quality progress information externally’ and ‘All staff are aware of key Duty of Quality messages tailored to their organisation’ 

The accompanying paper to the Quality Strategy, presented to the board in January 2023, included a target date of 31 March 2023 for the development of the communications plan. The quality management system ‘stock take’ paper in March noted a plan had been developed, but no copy could be provided when requested.
The health board should develop a Duty of Quality communications plan to ensure there is a structured approach to raising awareness both internally and externally of key actions and impacts from the implementation of the duty. Following development, the plan should be shared at an appropriate forum.
	M
	Agreed. Development of a Duty of Quality communication plan, to include the requirements of ‘Always on’ reporting.
	30/09/2023
	The Director of Insight, Communication and Engagement has reported issues in terms of the resource available to take forward this action. A further update has been requested.
	31/03/2024


	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
	Milestone Target

	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
	The Corporate Safeguarding Administrative Team continues to work with the Digital Team to progress Safeguarding Dashboards, relating to the HB Safeguarding activity and this work is ongoing. HDUHB continue to pilot the Once for Wales Datix Safeguarding module, feedback in relation to this is expected later this year. 
	31/03/2024

	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
	Milestone Target

	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.
	31/01/2024


	Executive Lead – Executive Director of Nursing & Patient Experience

	SBU-2223-010
	Nurse Rostering
	Report Issued May 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	The Nursing and Midwifery Rostering Policy (Policy ID: HB70) was issued in April 2017, revised in December 2019 with a next review date of December 2022, which has been missed. The policy was the same policy in place at the date of our previous review, which was produced and approved when e-rostering had not been fully rolled-out in the health board. As such, some appendices and reporting arrangements do not reflect current practices. However, we acknowledge that there is clear and concise guidance notes available to staff on how complete and manage the rosters on HealthRoster. 

Whilst the level of scrutiny of rosters was found to be robust. There is an inconsistent approach to roster scrutiny across the service groups. Any update to the Policy should detail the expectation or accurately reflect the current process for scrutiny and reporting (including European Working Time Directive) of the rosters across the service groups and centrally.
The policy should be reviewed and updated, as a matter of priority, to reflect the current practices in respect of rostering.
	M
	Agreed. Acknowledge that the policy is out of date but also recognise with more workforce moving onto rosters (including medical and therapies) there is a need for a multi-disciplinary policy to be developed. In the development of this policy, we will ensure that there is a specific section on nurse rosters and, within this, include the required arrangements for roster scrutiny.
	31/10/2023
	December 2023: The review of the policy is ongoing. It is intended that a draft revised document will be prepared for circulation in January 2024.
	31/01/2024

	SBU-2223-017
	End of Life Care

DoN
	Report Issued June 2023
	Reasonable Assurance

	2.1b
	As part of the 2020-21 NACEL audit, the health board reported on the Part B pro-forma that action was required on ‘Establishing baseline of need and performance measures to understand current position around supporting care in the last year of life’. 

A dashboard was developed by the Quality Information Manager in October 2022, which includes metrics for the health board as a whole and each of the service groups individually. Review of the performance dashboard identified that it currently contains a series of graphs which show the trajectories over time. There is an absence of specific targets and expectations against which performance can be measured.
The health board should develop performance measures that are aligned to the five priorities of care and the NACEL Action Plan. Baseline positions and performance targets/timescales should be defined within the performance measures.
	M
	Establishment of baseline within one month of measures being available (availability of measures is subject to a separate piece of work being overseen by the Director of Digital).
	30/11/2023
	There has been progress made with the Quality & Safety Dashboard for some of the available measures, 2 measures have now been validated and used for reporting. Work is continuing between our teams to work through some of the data issues with other available measures. Mortality Dashboard will host more detail on the available measures, development still needs to take place with discussions with Digital Intelligence ongoing. Discussions with Digital to understand potential of systems and development of further measures going forward. With plans to align these developments into the 2024/25 Annual Plan.
	31/03/2024


	Executive Lead – Executive Director of Nursing & Patient Experience

	SBU-2223-003
	Q&S Governance Framework

DoN
	Report Issued May 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	6.1a
	The Patient Safety and Compliance Group includes ward assurance visits as a standing agenda item, and we note in March 2023 it received an update summary on action status from assurance visits undertaken in 2022. The update indicated further information on action completion was required for the majority of visits undertaken, a number of which have been impacted by organisational changes.
Whilst ward assurance visits are included as a standing item on the PSCG agenda, there should be an assurance programme implemented to effectively manage completeness of agreed actions.
	M
	Agreed. Tracking system for assurance visits to be approved by the PSCG.
	31/08/2023
	Band 5 Project Lead for Assurance will take up post on the 19.2.24.
	31/052024

	6.1b
	The SOP and guidance document relating to the Quality Assurance Framework dates from 2019, and so there is scope to update this to reflect developments and additions to the toolkits, and clarify requirements for reporting on action completeness.
The QAF SOP and guidance document should be updated to reflect the new toolkits, and include detail on organisational reporting and follow up requirements.
	M
	Agreed. Revised guidance to be presented to the QSG following approval by the PSCG.
	31/08/2023
	New appointment of Band 5 Project support who will be leading on the Assurance Framework and support the move to AMaT to gain further assurance in relation to action updates. Toolkits being updated to ensure compliance with the Duty of Quality Standards.
	31/05/2024


	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
	Milestone Target

	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
	There has been no further progress on this issue.  The current mitigation of using the NIF team to support the situation continues.  An all-Wales approach is being examined as part of the development of the national immunisation support infrastructure but timescales for implementation are not clear.
	31/03/2024

	Executive Lead – Director of Strategy

	SBU-2324-006
	Commissioning LTA Contracts

DoS
	Report Issued August 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	3.1
	Performance reporting is achieved through the half year and end of year Commissioning & Contracting reports presented to Management Board. Noting the detail included in the monitoring returns prepared, there is an opportunity for the health board to enhance the level of reporting.
The health board should review the content of the Commissioning & Contracting reports produced and enhance the performance detail reported.
	M
	Additional elements to the reporting will be included such as over/underperformance and areas of significant under delivery, with a view to triangulate with the waiting times.
	30/11/2023
	The half year report in Oct-23 was stood-down and as most of the work programme was covered by the Commissioning & Contracting Oversight Group (CCOG) highlight report for Management Board.  The end of year report which is due in May-24 will contain over/under performance against contracts and enhanced waiting times information.  Commissioning Team now have a programme of work in place to review monthly commissioner LTA activity and RTT reports which will feed into the end of year report.  The Commissioning Team are also validating the data to ensure that the activity reporting is accurate. Use of the planned care dashboard is also being considered as a platform for improved visibility of commissioner activity and trend analysis.
	31/05/2024

	SBU-2223-011
	Continuing Healthcare

DoS
	Report Issued July 2023
	Limited Assurance

	1.1
	The health board is required to comply with Continuing Healthcare, The National Framework for Implementation in Wales (the Framework). Whilst management explained the requirements of the Framework are adhered to, formal, written policies and procedures outlining the processes to be followed for evaluating CHC packages (e.g. undertaking assessments and the approval process by panel) are not in place at a local level and across the whole of the health board.
The health board should develop formal procedures clarifying how its service groups will meet the Framework requirements for CHC cases.
	H
	Management Board approved engaging the National Commissioning Collaborative Unit (NCCU) to work with the health board to plan the transition to a centralised CHC commissioning model to include clarifying responsibilities of service groups in meeting Framework requirements.
	30/11/2023
	December 2023: Draft Specification for a Centralised CHC Commissioning Function approved by Management Board Nov 2023. 12 month transition plan in development. The Specification recommends adoption of new processes to deliver the National CHC Framework. Writing and adoption timeframes for new procedures are being included in the transition plan. In the interim Service Groups continue to comply with and be responsible for demonstrating compliance with the National CHC Framework.
	31/03/2024

	2.1
	The Framework states that ‘Each LHB must identify a named Executive, at director level, who is responsible for monitoring performance and maintaining strategic oversight’. This is not explicitly stated anywhere, noting the lack of a formal policy at the health board, and is contrary to the arrangements noted at other NHS Wales organisations, where officers such as Head of Long Term Care and Lead Nurse for CHC and FNC are named.
The health board should review its current structure to consider the appropriateness of arrangements for strategic oversight for CHC.
	H
	The NCCU scope to work with the health board to plan the transition to a centralised CHC commissioning model includes review of strategic oversight structures.
	30/11/2023
	December 2023: Draft Specification for a Centralised CHC Commissioning Function approved by Management Board Nov 2023, includes recommendations to improve oversight and governance arrangements. Writing and adoption timeframes for new arrangements are being included in a 12 month transition plan. In the interim Service Group remain responsible for reporting to Service Group and Corporate Governance groups. 
	31/03/2024


	Executive Lead – Director of Therapies & Health Sciences

	SBU-2223-017
	End of Life Care (DoTHS)
	Report Issued June 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	The health board has recently developed an EOLC action plan which details a total of 18 actions. It is noted that the action plan has yet to be formally approved. We were advised by management that it has been shared with the Service Groups, in the first instance, for their review and consideration.
Following consideration by the Service Groups, in line with other health board quality priorities, the action plan should be approved by an appropriate forum with ongoing updates of progress against target to the same.
	M
	Agreed. Review of existing action plans to ensure that it is cross-referenced to the revised goals, methods and outcomes of the NACEL audit and has clear achievable actions with realistic timescales, presented to QP Programme Board
	30/09/2023
	The Head of Compliance is currently working with the Quality Improvement Information Manager to update the position in respect of the EOLC Action Plan. 
	31/03/2024

	1.2a
	Eight of the actions contained within the action plan had a due date before our date of fieldwork completion. However, only one of these had been completed, with the remaining seven recorded as either ongoing (6 instances) or not started (1 instance, relating to the development of a digital solution for which management are awaiting engagement from the Digital team).
Management should review the ‘due dates’ within the action plan to ensure they are achievable and managed appropriately.
	M
	Agreed. Review of existing action plans to ensure that it is cross-referenced to the revised goals, methods and outcomes of the NACEL audit and has clear achievable actions with realistic timescales, presented to QP Programme Board
	30/09/2023
	The Head of Compliance is currently working with the Quality Improvement Information Manager to update the position in respect of the EOLC Action Plan.
	31/03/2024


	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
	Milestone Target

	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
	The SharePoint list is integrated with Power BI and Power Automate which allows live reporting via a dashboard and reminder / chase up emails to be automatically sent out to identified respondents with the appropriate Service Delivery Group Medical Director copied in.  The link to the Power BI dashboard was shared with Service Delivery Group Medical Directors and allows them to filter down to their Service Delivery Group to review real time data such as overall compliance, total responses issued, outstanding responses and details of completed responses. Nominated responders who have not completed the response form within 8 weeks of first contact are reported as part of the standing agenda item at the next COEG meeting and is escalated to the QSGG and the Quality and Safety Committee. Exceptions are recorded in the notes (e.g staff absence, change of nominated respondent etc). Frequency of reporting to Quality and Safety Committee has now moved to bi-monthly with the next report due January 2024, the November 2023 report was focused solely on Learning from Deaths Panel.
	31/01/2024

	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
	The SharePoint list is integrated with Power BI and Power Automate which allows live reporting via a dashboard and reminder / chase up emails to be automatically sent out to identified respondents with the appropriate Service Delivery Group Medical Director copied in.  The link to the Power BI dashboard was shared with Service Delivery Group Medical Directors and allows them to filter down to their Service Delivery Group to review real time data such as overall compliance, total responses issued, outstanding responses and details of completed responses. Nominated responders who have not completed the response form within 8 weeks of first contact are reported as part of the standing agenda item at the next COEG meeting and is escalated to the QSGG and the Quality and Safety Committee. Exceptions are recorded in the notes (e.g staff absence, change of nominated respondent etc). Frequency of reporting to Quality and Safety Committee has now moved to bi-monthly with the next report due January 2024, the November 2023 report was focused solely on Learning from Deaths Panel.
	31/01/2024

	5.1
	The health board maintains a ‘master spreadsheet’ or tracker for monitoring and managing NICE Guidance publications. We consider that the inclusion of the following details at the master spreadsheet would enhance the monitoring arrangements at the health board: 

1) Details of the lead individual(s) (nominated responder) responsible for ‘championing’ the NICE Guidance publication;
2) Confirmation of whether or not the NICE Guidance publication has been adopted and the date this was completed;
3) Justification is documented when it is determined that NICE Guidance will not be adopted; and
4) Measures that have been taken to ensure compliance with the guidance.
The health board should consider enhancing the level of detail captured on the tracker to strengthen arrangements to manage and monitor compliance.
	M
	The Health Board will explore what options are available to capture additional detail within the digital AMaT software and will implement where this is possible; if there are constraints to the level of detail that it’s possible to capture, these constraints will be reported through COEG and consideration given whether an alternative can be used.
	01/10/2022
	The SharePoint list is integrated with Power BI and Power Automate which allows live reporting via a dashboard and reminder / chase up emails to be automatically sent out to identified respondents with the appropriate Service Delivery Group Medical Director copied in.  The link to the Power BI dashboard was shared with Service Delivery Group Medical Directors and allows them to filter down to their Service Delivery Group to review real time data such as overall compliance, total responses issued, outstanding responses and details of completed responses. Nominated responders who have not completed the response form within 8 weeks of first contact are reported as part of the standing agenda item at the next COEG meeting and is escalated to the QSGG and the Quality and Safety Committee. Exceptions are recorded in the notes (e.g staff absence, change of nominated respondent etc). Frequency of reporting to Quality and Safety Committee has now moved to bi-monthly with the next report due January 2024, the November 2023 report was focused solely on Learning from Deaths Panel.
	31/01/2024

	5.2
	A separate tracker is presented and discussed at the COEG meetings. It is a dynamic document and only contains NICE Guidance that is currently under review and consideration. Once COEG is satisfied, based on responses provided from the Service Groups that guidance has been considered appropriately, the item is removed from the tracker. There is therefore an absence of a mechanism to demonstrate ongoing compliance with the guidance.

Since July 2021, updates on NICE Guidance have been provided to the Quality Safety Governance Group, mainly via the ‘COEG outstanding responses to national guidance’ paper. At the July 2021 QSGG meeting, the percentage of responses received for newly published NICE Guidance was reported at 22.2%, with a small improvement to 27.3% noted in September 2021. This snapshot of ‘responses received’ is not evident at every COEG and QSGG meeting. However, whilst it is considered a useful tool to highlight the level of engagement within the health board, there is a lack of detail and clarity regarding the content of the responses in order to confirm that the NICE Guidance has been adopted by the health board and is being complied with.
The tracker should be presented at COEG to allow senior management to seek assurances that NICE Guidance has been implemented as appropriate. Issues identified should be escalated to QSGG and the Quality and Safety Committee.
	M
	The data available on the AMaT system will be collated as a regular report for COEG.
	01/10/2022
	The SharePoint list is integrated with Power BI and Power Automate which allows live reporting via a dashboard and reminder / chase up emails to be automatically sent out to identified respondents with the appropriate Service Delivery Group Medical Director copied in.  The link to the Power BI dashboard was shared with Service Delivery Group Medical Directors and allows them to filter down to their Service Delivery Group to review real time data such as overall compliance, total responses issued, outstanding responses and details of completed responses. Nominated responders who have not completed the response form within 8 weeks of first contact are reported as part of the standing agenda item at the next COEG meeting and is escalated to the QSGG and the Quality and Safety Committee. Exceptions are recorded in the notes (e.g staff absence, change of nominated respondent etc). Frequency of reporting to Quality and Safety Committee has now moved to bi-monthly with the next report due January 2024, the November 2023 report was focused solely on Learning from Deaths Panel.
	31/01/2024


	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
	Milestone Target

	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 - Q&S 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 Oct. 2019 and Nov. 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.
	H
	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
	Plans in place for the presentation of WHO and LocSSIPS audit to COEG in early 2024. The latter is being effectively rolled out.
	31/03/2024

	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
	Plans in place for the presentation of WHO and LocSSIPS audit to COEG in early 2024. The latter is being effectively rolled out.
	31/03/2024


	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
	Milestone Target

	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
	Further Action Required (SGs) - Remind staff of the policy requirement that, 'Whenever possible, different persons should be responsible for the requisitioning & receipt of CDs'

Inform and educate staff about the change to HB CD Policy requiring 2 signatories for the receipt of CD stock and how this is to be undertaken (utilise the awareness raising poster developed)

Remind staff of the importance of ensuring all signatories can be easily identified (printed names should accompany signatures)

Further Action Required (Pharm) - For the purposes of general awareness, inform  staff about the change to HB CD Policy requiring 2 signatories for the receipt of CD stock and how this will be undertaken (utilise the awareness raising poster developed)

Remind staff of the importance of ensuring all signatories can be easily identified (printed names should accompany signatures)
	31/03/2024

	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
	See 1.1a Above.
	31/03/2024

	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
	Further Action by SGs – Ensure all relevant staff are aware of the updated audit form and follow the requirements stated within.
Ensure the Service Group use the audit data stored in the electronic CD dashboard to support a more formal management review of the audit findings, sharing the results with stakeholders
Further Action by Pharm - Ensure all relevant staff are aware of the updated audit form and follow the requirements stated within.
	31/03/2024

	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
	See 2.1 above.
	31/03/2024

	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.
	H
	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
	Action required by Service Groups:

· Service Groups to review and update their CDMAP action plans to give clarity over those actions that are outstanding, their significance rating and target dates for completion.
· Service Groups to ensure that going forward their CDMAPs are monitored and updated at each of the respective Service Group CD management group review meetings.
	31/03/2024

	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
	In addition to review against current legislation noted in the audit recommendations, Service Groups will now be able to add the changes described above to their CDMAPs to support implementation and monitoring.
Action required by SGs - Service Groups to review their CDMAP scope against current legislation to ensure that all key aspects are covered

Service Groups to review their CDMAP against the findings reported in this audit and actions described above and update where necessary.
	31/03/2024

	Executive Lead – Executive Medical Director

	SBU-2223-014
	Access to Cancer Services (EMD)
	Report Issued June 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1b
	At the time of fieldwork, the Executive Medical Director remained the lead Executive for Cancer. Minutes of the March 2023 CPB meeting included that following the appointment of a substantive Chief Operating Officer there would be need for discussion on the future of the meeting, and how cancer is managed within the health board. Review of CPB agendas and minutes for the period May 2022 – March 2023 identified that four meetings had been stood down or cancelled, and the April 2023 meeting deferred. Review of minutes also confirmed that the August 2022 and March 2023 meetings were not quorate, with the CPB approving two business cases at the August meeting.
Meetings should be held in accordance with the terms of reference with decisions made only when there is appropriate representation.
	H
	Agreed - The Terms of Reference for the Cancer Performance Group will define its quoracy
	30/09/2023
	December 2023: Terms of Reference for the Cancer Performance & Improvement Group (CPIG) will be presented to the March 2024 meeting for approval. Meetings will subsequently be held in line with those Terms of Reference.
	30/04/2024


	Executive Lead – Executive Medical Director

	SBU-2324-014
	Primary Care Antimicrobial Prescribing
	Report Issued October 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	The PCTSG Improvement Plan for 2023/24 has retained the targeted work with 4C outlier practices, alongside the inclusion of two new actions relating to reducing prescribing for four Urinary Tract Infections (UTI) medications, and reductions in repeat antibiotic prescribing. Whilst these new targets can be linked to carrying forward the work of an established UTI task and finish group, and an indicator within the health boards prescribing management scheme, we note the 2023/24 plan does not include set reduction targets for either, and they do not align with National Prescribing Indicators.
PCT Improvement Plan actions should include measurable targets to allow for monitoring of progress and identification of underperformance.
	M
	PCTSG improvement plan will be updated to include measurable targets.
	31/12/2023
	No update received.
	

	1.2
	Whilst the PCTSG 2023/24 Improvement Plan contains actions assigned to the Antimicrobial Pharmacist Team, the senior risk owner for antimicrobial stewardship is listed as ‘tbc’.
The PCT Improvement Plan should be updated to include a senior risk owner for antimicrobial stewardship actions.
	M
	Senior risk owner will be assigned from PCT to each action.
	31/12/2023
	No update received.
	

	4.1
	Antimicrobial Stewardship Group (ASG) meeting minutes outline intention to review and refresh the Antimicrobial Stewardship Framework (ASF), which will contain actions to further develop strategic leadership, include service group delivery programmes, and the monitoring of these. At the date of fieldwork, closing the framework remained under development.

There is no requirement for reporting progress of actions, from the PCT Group to the ASG, relating to antimicrobial activities within PCTSG Improvement Plans.
Antimicrobial Stewardship Framework content should be updated and where possible there should be alignment between the actions listed and those within the PCTSG Improvement Plans relating to antimicrobial stewardship.
	M
	The review of the Antimicrobial Stewardship Framework is now underway and an updated draft for agreement will be presented at the next ASG in December. Service Groups have been asked to submit individual actions for exclusions aligned to their individual challenges and priorities. This will allow PCTSG to align actions with their HCAI improvement plan.
	31/12/2023
	The ASF has been rebranded to the work programme for the ASG. It is currently in draft and due to be agreed at the ASG on 11th March 2024.
	31/03/2024


