APPENDIX E
AUDIT TRACKER UPDATE
NWSSP AUDIT & ASSURANCE
ACTIONS CLOSED SINCE LAST REPORT

	Executive Lead – Chief Operating Officer

	SBU-2223-014
Access to Cancer Services

(COO)

Report Issued

June 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1a
	Referenced within the Cancer Programme Board (CPB) Terms of Reference is that each specialty will have an improvement trajectory, to be monitored through a Cancer Performance Group (CPG), a subgroup of the CPB. Review of CPB papers identified that it received only one performance paper in May 2022, no direct reports from the CPG, and whilst it received RS Plan delivery updates which include an overall performance figure, it has not received service level improvement plans or actions. At the June 2022 CPB meeting the ToR were approved noting the need to confirm a therapies representative, review of subsequent minutes and attendance has not confirmed that this representative has been agreed. The CPG ToR state that it is to meet on a monthly basis, but it had not met since September 2022 at the commencing of fieldwork. The ToR also includes reporting to both the Performance and Finance Committee (PFC) and the Quality and Safety Committee (QSC), whilst we have identified regular reporting to the PFC on actions relating to key tumour sites, we could not identify cancer reporting to the QSC outside of the headline performance figures within the monthly Integrated Performance Report.

Noting that performance arrangements have recently been amended, we recommend terms of reference are refreshed to reflect the roles of each group within the health board’s cancer delivery structure and associated reporting needs.
	Agreed - The Cancer Performance Group has now been reinstated and meets monthly. Terms of Reference for this Group are currently being amended to reflect the revised membership and relationship with the Cancer Programme Board.


	Terms of reference for the Cancer Programme and Improvement Group (CPIG) and Cancer Performance Group have been reviewed, updated and approved.

	
	4.1
	National Optimised Pathways (NOPs) are developed to offer consistent pathways, mapping patient routes of entry from point of suspicion to the diagnostic and treatment options available. For some specialties there can be a number of NOPs applicable related to individual tumour sites.

We reviewed the arrangements for self-assessment against the NOPs for the three services sampled and found the formality of assessment varied. Further, for Gynaecology, whilst we were informed that review against NOPs would have taken place, no formal documentation to evidence this was available.
The health board should consider establishing a standardised format to assist services in mapping services against relevant NOP to capture variances and identify potential areas of further compliance.
	Agreed - All cancer sites will be mapped against the National Optimised Pathways (NOPs) and variance to be reported through the Cancer Performance Group. The Welsh Cancer Network and the NHS Executive lead for Cancer are supporting this work across Wales
	The CPG reviews the current SCP in accordance with WG reporting criteria, utilising NHS DU dashboards, benchmarking against other Health Boards.

The NHS Executive prepared assurance report is reviewed in the Cancer Performance Group, this included discussion on any observations and recommendations made.
Monthly monitoring of two week outpatients target, 31-day decision to treat target and weekly monitoring of cellular pathology turnaround times are now in place.

	
	5.1
	We are informed that review of performance against trajectories and progress against recovery and improvement actions are regularly discussed at service level at meetings chaired by the COO and now by the Deputy COO. We were provided with evidence of meetings taking place, but these are not minuted or otherwise documented. In some cases the meetings have not met i.e. NPTS Operational Management Group (OMG), due to the transition between Service Group Directors. We have noted elsewhere that there could be enhancements to the format and formalising of recovery plans and actions. In progressing this the health board should ensure monitoring arrangement are also considered. Review of local service reporting arrangements identified regular reporting of cancer performance but content relating to actions within recovery and improvement plans was inconsistent.
The health board should consider the formality of current monitoring arrangements, both within cancer performance groups or meetings, but also outline expectations related to service group monitoring and reporting.
	Agreed - The Cancer Performance Group now receive updates for each cancer site through the Service Group. In addition, there are fortnightly meetings with those cancer sites with the lowest compliance against the Single Cancer Pathway. Formal highlight reports will be established as the means of reporting to the Cancer Performance Group, and where not already in place, action plans developed for individual cancer sites.
	An update report from each tumour site is now available for weekly scrutiny meetings.

	Executive Lead – Chief Operating Officer

	SBU-2324-012
Access to GMS

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	6.1
	The Access Commitment 2022/23 guidance notes health boards ‘should adopt a reasonable and supportive approach to access concerns.’ 

To gain a better understanding of the health boards approach to support, we sought feedback from the Practice Manager Representative who attends the Access and Sustainability Forum, and User Experience Task and Finish Group. The feedback we received highlighted there is consistent reminders to GP practices when submission deadlines are approaching and the guidance provided was useful. 

It was noted that a practice management presentation provided by the health board Primary Care Manager earlier in 2023 had been positively received, and suggested that a return to face to face workshops, would benefit practices in their understanding of the upcoming contract reform changes.
The health board should consider undertaking periodic surveys of practice management groups, to seek feedback on its role in assisting practices with achievement of the standards and support with contract changes. If recurring themes emerge consideration should be given as to how these could be addressed.
	Feedback from practice managers will be gained periodically to inform communication and agenda planning at practice manager groups. This first discussion of this will be held at the next planned practice manager forums.
	It has been agreed with Practice Managers that contractual updates will be included as standing agenda items as part of the Health Board Primary Care Officer updates to the Swansea and NPT Practice Manager Forums.


	Executive Lead – Chief Operating Officer

	SBU-2223-010
Nurse Rostering

(COO)

Report Issued

May 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	2.1
	We reviewed the first and second level approval for 12 rosters against the roster deadlines to confirm timely approval of rosters

• Four of the first level approvals missed the deadlines and

• Nine of the second level approvals missed the deadlines.

Rosters should be approved in line with the deadlines set out in the roster calendar.
	Agreed. Reminders will be issued to ensure rosters are approved within the required timescales.
	Morriston: Reminders about the importance of timely roster approval have been issued to all Ward Managers. This is also covered in all roster performance meeting. Complete
NPTSSG: Monthly roster scrutiny and sign off meetings in place led by HON's to ensure timely production of rosters. Complete
PCT: We are seeing continued improvement with our E Roster approval compliance. The first and second line approval dates form part of the Roster Scrutiny Process. Reminders are also sent to responsible leads via corp. nursing to us and assurance requested for areas where there are missed approval dates. Complete
MHLD: Achieving good compliance on a consistent basis following the move over to Healthroster. In the past 12 months we have extended our focus to include community services and have continued to see increased compliance. We monitor approval compliance via Corporate Nursing Reports on a weekly basis and the latest report demonstrates that only 6 rosters remain unapproved (1 of which is an inpatient area) and 4 rosters first level approved only (all community) – this is against a total roster count of 112 rosters. Complete


	Executive Lead – Director of Corporate Governance

	SBU-2223-003
Q&S Governance Framework

Report Issued

May 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	4.1
	Minutes of the November and December 2022 Quality Management System Task & Finish Group meetings include discussion of Service Group quality governance arrangements, and the need for alignment. At the final Task & Finish group meeting held in March 2023, each Service Group provided a progress update, and meeting minutes reflect that there remained some inconsistencies in approach across Service Groups. An action was raised that structures be mapped in a consistent format, and a ‘house style’ reporting format be considered.
Noting the Quality Management System Task & Finish Group has now been stood down, a further presentation of Service Group quality management arrangements should be added to the Quality and Safety Group work programme to confirm consistent mapping has taken place.
	Agreed. Presentation to confirm mirroring arrangements within service groups to be presented to Quality Management Board.
	At the request of the Health Board, Audit Wales has commenced a review of quality management arrangements across Service Groups, which is currently ongoing. Actions will be agreed to address any issues/recommendations arising from this work, with completion monitored and recorded via established governance processes. Based on the foregoing, it is recommended that this action now be closed.

	SBU-2223-001
Risk Management & Assurance

Report Issued

July 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	The Standard Operating Procedure (SOP), in place to support the Board Assurance Framework (BAF), was last updated in November 2019. Management have advised that noting the revisions that have been made to the health board’s approach and working practices to both risk management and the BAF, the SOP is in the process of being rewritten but has yet to be presented to an appropriate forum for consideration.
The refresh to the SOP, that supports the BAF, should be finalised and approved at an appropriate forum.
	Agreed.
	The BAF User Guide has been completed. It has been presented at Exec Team and Risk Management Group, and circulated to all Directors, Executive Directors and relevant members of their Teams


	Executive Lead – Director of Digital

	SBU-2223-024
Clinical Systems Implementation

Benefits Realisation 
Report Issued

June 2023

Assurance Rating

Substantial
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	Upon completion of a project, control is passed to the service department. We note that some benefits may take several months post implementation to be realised. The framework is unclear over how the Benefits Team will engage with the department to monitor the on-going realisation of benefits of the project post implementation. There is an expectation the receiving department will self-monitor the realisation.

The benefits framework should ensure that tracking of benefits is maintained post implementation, with regular engagement and reporting of benefits.
	Digital services believe that the tracking of benefits post implementation/ transition to service are predominately the responsibility of the service/system owner. However, Digital Services will add the process for the ongoing tracking of benefits from digital solutions to the agenda for the Digital SDG meetings to agree how this process can be enhanced/supported. This could include the introduction of Digital Services Business Partners to work with SDGs on ongoing benefits realisation (subject to availability of funding/resources).
	The date tags for each of the projects has now been embedded within the Benefits Framework which will trigger when the benefits realisation with the benefits owner in the service is required to be revisited.

	
	2
	There is some monitoring of the use of information systems, although we note this is not a formal structured process with associated reporting.

A formal process for monitoring the uptake and use of implemented digital systems should be established, with reporting that demonstrates that uptake is improved where appropriate.
	Digital services believe that the tracking of user adoption post implementation/ transition to service are predominately the responsibility of the service/system owner. This process is currently supported through user groups etc. However, Digital Services will add the process for the ongoing tracking of user adoption from of solutions to the agenda for the Digital SDG meetings to agree how this process can be enhanced/supported. This could include the introduction of Digital Services Business Partners to work with SDGs on ongoing user adoption of digital solutions (subject to availability of funding/resources).
	It has been requested that a standing agenda item be placed on the Digital SDG meetings around benefits and how systems are being embedded. As an example this has worked well with MH by highlighting an issue around embedding in ways of working following an implementation and enabled this to be raised at the SDG meeting and dealt with.  This will continue to be followed up at these meetings.  

	SBU-2324-019
Technical Resilience 
Report Issued

November 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	4.1(a)
	The Business Continuity Plan (BCP) includes planning for loss of server rooms, although we note that there is limited detail for this, with an instruction to “…use other rooms to relocate DR equipment”. We also note that as failover is not automatic, there is a need to readdress the network; however, this is not clear within the BCP. As such, there is no formal Disaster Recovery (DR) plan that sets out exactly what will be done in the event of a major failure of service

We also note that whilst the key information is in place to enable recovery of individual services, the use of this in a disaster scenario relies in the user knowing where the information is and how to use it. We note that DR plans may need to be invoked late at night, by an individual who may not be familiar with the service. Whilst Digital Services operate an on call rota, and if necessary will declare an incident in order to bring key individuals on site, the current DR planning may lead to delays in service restoration.
A more structured disaster recovery plan should be defined that builds on the information already available.
	Costs to implement an automated failover between Morriston and NPT data centres will be obtained and consideration given based on costs and criticality for local systems including options for cloud hosting
	Layer 2 functionality procured and will be implemented in the next financial year. Automated failover discussed with Dell but due to VMWare being bought out by Broadcom, there is no procurement route. Therefore any solution will require an amount of manual intervention.


	Executive Lead – Director of Digital

	SBU-2223-021
Cyber Security

Report Issued

January 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.3
	Using risk to manage necessary improvements means that planned timeframes for the delivery of activities may not be clearly defined. 

Risks have an applied score and, once assessed, will remain on the risk register until it is mitigated. This could become de-facto acceptance with potential mitigating improvements being repeatedly delayed, postponed, or reprioritised.

The different levels of detail on the different risk registers can mean the risk group meeting does not have the full information on a specific system issue.

Lessons learned from recent cyber incidents suggest that the majority of recovery time objective (RTO) and recovery point objective (RPO) in use are unrealistic and cannot be achieved. This means that all system specific resilience and disaster recovery plans should be reviewed and updated.
The impact of any risk materialisation needs fuller consideration, especially if it is to be accepted. These impacts need to be fully communicated to all user groups, so they can fully update any resilience and continuity plans. This should include realistic assessment of what can be achieved with respect to RTO and RPO.
	Risks should be aligned with Services in the Service Catalogue, which should all have RTO and RPOs. These should then be clearly communicated to Service Owners.
	RTO & RPO have been entered into the Service Catalogue by the Head of Infrastructure Servers and Clients.


	Executive Lead – Director of Finance

	SBU-2021-043
Integrated Care Fund

Banker Role 
Report Issued

June 2021
Assurance Rating

N/A

	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

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

Our sample testing identified three items, relating to a larger "data-load" for payment to care homes for which there was no recorded of authorisation by an approved health board officer prior to funds being released. The payment was processed on the basis of the approval of the expenditure amount received from the Transformation Office only. As such, the wider data-load did not receive approval within the health board by an authorised signatory to satisfy its Standing Financial Instructions (SFI’s).
Additionally, we identified two payments for which the invoices that included them had been approved by a named authorised signatory, however, both invoices were over £25k in total and the authoriser only had an authorisation limit up to £25k for the GL code. As such, these invoices were not appropriately authorised in line with the health board’s SFIs. (These invoices comprised a number of schemes for reimbursement, including the two non-ICF funded schemes 4CAB and 5CA referred to earlier.)
Management should consider producing an internal document detailing the process of managing the ICF fund to ensure that it complies with the written agreement.
	The health board is reviewing how ICF funds are managed within the overall governance structure of the health board and the new process will be documented.
	A FCP has been drafted to support the wider management of RIF funding. The Financial Control Procedure was approved at the January 2024 meeting of the Audit Committee.


	Executive Lead – Director of Finance

	SBU-2021-007
Control of Contractors
Report Issued

April 2021

Assurance Rating

Limited

	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

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

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

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

Contractors/operatives should not be allowed to commence work on site without having received an induction.
	Agreed. Estates Managers will be reminded of the need to ensure all contractors have received appropriate induction.
	October 2023: A revised reporting template which will include reporting on compliance rates for Induction and singing in/out is currently being developed, and will form the basis of reporting to the operational H&S Group and onwards to the Performance & Finance Committee.
December 2023: A revised template for compliance reporting rates has been devised, and was taken to the November 2023 meeting of the Health & Safety Operational Group. It is now scheduled to be presented to the December 2023 meeting of the Performance & Finance Committee.

February 2024: On the 19th December, the revised report including induction has been shared with the Finance & Performance Committee. Whilst the original version of the report which was presented to the F&P Committee in September 2023 was felt to need further enhancement,  the paper presented at the December meeting was well received and felt to be a comprehensive report.

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

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

· Audits are undertaken more frequently, to provide ongoing assurance of compliance throughout the year;
· Results are reported to relevant forums/committees for scrutiny and action (e.g. Estates Board/H&S Committee).
	Agreed. An audit was completed in December/January and will be repeated 6 monthly and reported to Senior Team. 
The reporting to the H&S Committee will be the responsibility of the Head of Health & Safety.
	October 2023: Completion of this recommendation is linked to MA5 above, and the development of the revised report.
December 2023: A revised template for compliance reporting rates has been devised, and was taken to the November 2023 meeting of the Health & Safety Operational Group. It is now scheduled to be presented to the December 2023 meeting of the Performance & Finance Committee.
February 2024: On the 19th December, the revised report including induction has been shared with the Finance & Performance Committee. Whilst the original version of the report which was presented to the F&P Committee in September 2023 was felt to need further enhancement,  the paper presented at the December meeting was well received and felt to be a comprehensive report.


	Executive Lead – Director of Finance

	SBU-2223-016
Health & Safety

Report Issued

September 2022

Assurance Rating

Limited
SBU-2223-016
Health & Safety

Report Issued

September 2022

Assurance Rating

Limited

	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

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

Review of content did not identify reference to Estates & Facilities Alerts and Notifications received or compliance against these.
The format of reporting provided from Estates services to HSOG should be reviewed and consideration given to modifying the format away from narrative updates to align with agreed Key Performance Indicators, group operation and progress against action plans, and alerts and notifications (where appropriate).
	The exception reporting provided by estates is being reviewed and will be updated ready for the next HSOG meeting in November 2022.
	The HSOG have now received the updated estates exception report which covers Estates KPIs. CLOSED

	
	7.1
	A business case has been developed as part of the review of the health board’s health and safety resource and department structure. We were provided with the latest version, dated May 2021, which includes a number of new posts. Updates provided to the HSC in April and July 2022 included that resource was being appointed when available, with two fire safety officers appointed in early 2022 and the intention was to appoint to a number of other posts through 2022/23 and 2023/24. At the time of fieldwork, the previous Assistant Director of Health and Safety had taken up a new post within the health board as Assistant Director of Strategy (Capital), whilst continuing to fulfil health and safety responsibilities until arrangements regarding a replacement are confirmed.
The health board should review and update the health and safety team resource business case to reflect the current and intended structure. This should include arrangements to support the long-term leadership of the health and safety function through the appointment of a substantive Assistant Director.
	This has and is continually being reviewed, with some recruitment already taking place and/or in progress. Two fire safety advisers were appointed in Jan/Feb 2022, with interviews taken place in July/August for one health and safety advisor and one manual handling trainer/advisor, with expected commencement dates in September/October 2022. Further appointments will be phased in over the next 12 – 18 months to increase the level of resources.
	The Finance Directorate restructure covering Capital, Estates and Health & Safety has commenced, with high level structures being addressed as phase 1 of the process. This will then progress to future phases, one of which is H&S. This will go through the organisation’s organisational change policy, with Phase 2 commencing in Quarter 1 2024/25 financial year. The process will now be taken forward via the implementation of OCP as part of normal business CLOSED


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

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

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

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

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

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

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

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

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

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

The reporting of estates KPI’s is being reviewed and an updated version will be produced in time for the November HSOG meeting ahead of determining the final KPI model by 31st December 2022.
	The HSOG have now received the updated estates exception report and covers estates KPI's. All issues raised by NWSSP Audit & Assurance in respect of reporting performance against KPIs have now been addressed. CLOSED


	Executive Lead – Director of Finance

	SBU-2223-008
C19 Cost Mgmt. Response

Funding & Deployment

Report Issued

June 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	2.1
	The health board should undertake a lessons learned exercise in the management of this process to ensure enhancements to arrangements can be applied should any further significant funding be required in future. Areas to consider include: 

• Costs specific to a defined funding stream should be separately identifiable to ensure their management and control is effective and accurate.

• Frequency of review and scrutiny meetings and timely capturing and communication of actions.
	Via the Monthly Finance Senior Leadership Team Meeting (SLT) and the Weekly Finance Business Partner Meetings (FBP), the views on what worked well and what we could have improved on will be gathered with regard to how the COVID Response expenditure and funding was managed over the 3 years of the pandemic. These comments, along with the recommendations from objective 2, will be brought back to a future SLT to identify what the team could do differently should specific funding be required in the future for an unplanned event.
	The comments from discussions regarding allocation of funding linked to COVID and the lessons learnt will, going forward, be built into the annual Budgetary Management Process. This document is reviewed annually as part of the Financial Planning Process and provides the control and governance over the wider financial plan and the process for management of Health Board funding. This document is submitted to PFC and Board for approval each year. Noting the adoption of this process as part of normal business, this action is now considered to be closed.

	SBU-2223-009
C19 Cost Mgmt. Recovery

Funding & Deployment 
Report Issued

June 2023

Assurance Rating

Reasonable
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	3.1
	The health board should undertake a lessons learned exercise in the management of this process to ensure enhancements to arrangements can be applied should any further significant funding be required in future. Areas to consider include:

• Costs specific to a defined funding stream should be separately identifiable to ensure their management and control is effective and accurate.

• Frequency of review and scrutiny meetings and timely capturing and communication of actions.
	Via the Monthly Finance Senior Leadership Team Meeting (SLT) and the Weekly Finance Business Partner Meetings (FBP) the views on what worked well and what could be improved on will be gathered with regard to how the COVID Recovery expenditure and funding was managed over the 3 years of the pandemic. These comments along with the recommendations from objective 2 will be brought back to a future SLT to identify what the team could do differently should specific funding be required in the future for an unplanned event.
	The comments from discussions regarding allocation of funding linked to COVID and the lessons learnt will, going forward, be built into the annual Budgetary Management Process. This document is reviewed annually as part of the Financial Planning Process and provides the control and governance over the wider financial plan and the process for management of Health Board funding. This document is submitted to PFC and Board for approval each year. Noting the adoption of this process as part of normal business, this action is now considered to be closed.


	Executive Lead – Director of Finance

	SBU-2324-002
Estates Condition

Report Issued

October 2023

Assurance Rating

Limited
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	NHS Wales organisations utilise expert Independent Members as a key part of its governance arrangements and scrutiny. Through our thematic reviews undertaken throughout NHS Wales, good practice has been evidenced within other University Health Boards, where Independent Members have been specifically allocated areas of representation associated with capital and estates. 

Consideration of a dedicated Independent Member for estates may lead to an increased profile of capital and estates at a strategic level and allow for greater board assurance surrounding capital investment and estate condition.
The UHB should consider increasing its strategic focus on the estate by including capital and estates within the portfolio of an Independent Member.
	Agreed
	Prior to finalising the Estates Strategy a Task and Finish group was established including Independent Members reviewing and being presented the backlog estates risks and priorities in maintaining business continuity especially with the lack of any future capital funding to replace or repair to Estate Condition B. Following on from completion of the Health Board signed off Estates Strategy it was agreed by the Director of Finance for Capital and Estates to produce a quarterly report identifying any immediate backlog risks that could affect business continuity and also update on progress through the Performance and Finance committee which is chaired by our Independent member.

	
	2.1
	The Estates Department’s governance structure includes the Estates Board. Its Terms of Reference contains the following with relevance to this audit to: 

“Monitor the Department’s risks both from backlog and operations maintenance, ensuring effective management of resources to address these issues.” 

Whilst the Estates Board is supposed to meet monthly, meetings took place infrequently during 2022, and had only been held in March and May during 2023 to date. We did not evidence discussion of backlog or maintenance risks during these meetings; however, we note the Estates Strategy was presented to the forum in May. 

The re-instatement of the Estates Board to its intended function would provide a useful additional mechanism for the central consideration of e.g. emerging backlog and maintenance risks, within the Estates Department.
The Estates Board should meet in accordance with its agreed terms of reference, providing a routine forum for discussion of backlog and maintenance issues and risks.
	Agreed
	The Estates Board are meeting on a regular basis as set out in the Terms of reference. As part of the agenda backlog / significant, high and low risks are discussed especially those that are being funded from the Capital / Estates discretionary monies which are identified within each financial year plan signed off by the Health Board in March. The newly appointed Interim Director of Capital and Estates / Health and Safety also now has been invited to these meetings together with the Assistant Director of Capital / Health and Safety. Also updates of the 6-facet survey work will be undertaken each year, mainly against the review of high to medium risks to maintain status and any changes in requirements.

	
	3.1
	The key guidance in assessing backlog: ‘A risk-based methodology for establishing and managing backlog’ (updated March 2013) states, in respect of ongoing updates following the 6-facet survey: 

“You should update the findings of your detailed survey on an annual basis. This will inform your investment planning process and ensure your assets are safe and fit for purpose.” 

The UHB have retained the services of the external Surveyor to undertake this annual review over the next five years. The updated position is to be based on 20% re-surveys of highest risk areas, in addition to desktop analysis and updated costings applied to the remainder of the data. 

We recognise the strength of the approach taken by the UHB in this area. We have however observed some inconsistencies in approaches taken across NHS Wales organisations in the annual updating of survey data. To facilitate a consistent all-Wales approach, it has been recommended to all organisations that guidance be sought from NWSSP: Specialist Estates Services to ensure consistency in EFPMS reporting across Wales.
The UHB should engage with NWSSP: Specialist Estates Services to ensure their approach to annual updates of backlog data is appropriate noting the need for a consistent all-Wales assessment of the estate.
	Agreed
	The Assistant Director of Estates is now meeting the Specialist Estates Services Head of engineering and his team who have also been invited to all statutory compliance meetings and receive regular reporting in order to provide a more accurate account of the information being provided within EFPMS data. On-going process.

The department have commissioned a Annual 20% review of the six facet backlog information this will do 20% Check by floor area as well updating the costs.

	
	4.1
	Following completion of 6-facet surveys across the estate during 2022, the UHB has developed its Estates Strategy, in line with Estatecode guidance. The Strategy was developed via a dedicated Task and Finish Group instigated by the Chief Executive, which benefited from the scrutiny and challenge of two Independent Members, before being approved by the Board in May 2023. 

The Strategy includes a high-level ten-year capital investment programme and highlights the priority enabling projects required for the critical backlog maintenance estates issues identified from the 6-facet surveys. The programme estimates a significant total investment requirement of £812m over the ten-year period. 

The Strategy’s reliance on investment in significant new schemes as enablers to address backlog issues increases the risks to the UHB of failing to achieve the required funding.

Regular reporting of progress should be provided to the Board (or nominated Committee) outlining any limitations to/in delivering the vision and how the resulting risks are being mitigated/managed. The report should also highlight the impact of the revenue funding position and any material risks arising
Recognising the recently approved Estates Strategy, the Board or nominated Committee should receive increased assurance on the risks associated with the absence of agreed funding to support the estates strategy, and the sufficiency of planned mitigating actions.
	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.
	Following on from completion of the Health Board signed off Estates Strategy it was agreed by the Director of Finance for Capital and Estates to produce a quarterly report identifying any immediate backlog risks that could affect business continuity and also update on progress through the Performance and Finance committee which is chaired by our Independent member. Reports are then produced from the Performance and Finance Committee directly to the Board.

	
	5.3
	The UHB has recognised its resourcing risk at the Corporate Risk Register.

The UHB should liaise with other HBs, and with NWSSP: Specialist Estates Services, to identify opportunities for benchmarking.
	Agreed
	Regular meetings are taking place with NWSSP Head of Engineering and team members to track bench marking through other Health Boards and this will become an agenda item on the Estates Board meetings.

	
	6.1
	Now an accurate baseline has been established and a Strategy approved, it is important the UHB develops performance measures for monitoring and reporting future trends in the backlog position, to provide assurance as to whether the investments made are positively impacting the backlog position as intended.
The UHB should clearly define a process for monitoring and reporting the estates condition on a periodic basis (minimum annually) including the backlog maintenance position.
	Agreed. We are currently procuring this year’s 20% re-survey via 6-facet survey, and the survey data will be the central focus for monitoring movement in backlog going forward. Reports will be taken to the Performance & Finance Committee.
	We are currently procuring this year’s 20% re-survey via 6-facet survey, and the survey data will be the central focus for monitoring movement in backlog going forward. Reports will be taken to the Performance & Finance Committee.

	
	7.1
	Capital and Estates risks are generally identified, assessed, and escalated in accordance with the UHB wide approach to risk management, and there were three risks currently included on the Corporate Risk Register in these areas. 

The Capital and Estates risks included on the Corporate Risk Register were also included within BAF 7: ‘Delivering Care in Safe, Modern Environments’, which was assessed as providing Limited Assurance to the Board when last reported to the Audit Committee in July 2023. Noted key controls in this area included oversight by the H&S Committee and H&S Operational Group, Health & Safety policy and KPIs. 

Noting the effectiveness of actions to reduce the risks to date, the continued deterioration of the estate condition in the same period, aligned with increasing pressures on availability capital resource, the above should be reviewed to provide assurance to the Board as to whether the actions are progressively achieving the desired risk mitigation, or whether some risks have to be “tolerated” due to insufficient funding. Where this is the case, the risks to e.g. service continuity, should be fully understood.
The Board should be provided with assurances on the effectiveness of the identified actions to reduce the estates condition risks.
	Agreed. We recognise that it is unachievable to reduce all backlog risk, due to lack of funding, and the Board should be appropriately informed where this is the case and what the residual risks are to service continuity where risks have to be “tolerated”. We also understand the benefit of focusing Board assurance on the most critical risks, rather than considering a “blanket” backlog risk. We will review our board assurance processes accordingly.
	Established systems and processes are in place for the review, update and reporting of BAF and Health Board Risk Register entries relating to Capital/Estates matters. Further, it has been agreed by the Director of Finance for Capital and Estates to produce a quarterly report identifying any immediate backlog risks that could affect business continuity and also update on progress through the Performance and Finance committee which is chaired by our Independent member. Reporting will then go from the Performance and Finance committee to Board.


	Executive Lead – Director of Strategy

	SBU-2324-006

Commissioning LTA Contracts

DoS

Report Issued

August 2023

Assurance Rating

Reasonable

	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	3.2
	We were informed that there is no quality assurance reporting in respect of outcomes for the health board’s patients for the services that are commissioned.
The health board should ensure that Management Board and any relevant committees receive routine updates on the quality of services provided to their patients for commissioned services.
	Teams responsible for reporting and scrutinising quality performance to be invited to all LTA meetings to ensure consistency of reporting and to gain assurance of the quality of commissioned services.
	Quality leads have actively participated in the development of the standard LTA contract which includes a template agenda to ensure that quality discussions are included.  Quality leads now invited to LTA meetings.

	
	4.2
	We noted that whilst agendas included broad headings for service and quality issues and provider performance, they did not explicitly pull out all of the quality and performance detailed in the agreements.

The health board should ensure that LTA meetings explicitly include headings for the requirements in respect of service quality and performance as detailed in the agreements.
	Agreed that the agendas will be updated to ensure the requirements as per the agreements are addressed.
	Revised agendas are now used to ensure that quality issues are picked up.


	Executive Lead – Director of Therapies & Health Sciences

	SBU-2324-011

Additional Learning Needs

Report Issued

January 2024

Assurance Rating

Limited

	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	1.1 (b)
	The following enhancements were identified:

Terms of Reference: we were unable to evidence the approval of the terms of reference for both the ALN Steering Group and the ALN Operational Group; 

Meeting Minutes: meetings minutes for the ALN Steering Group and ALN Operational Group were sometimes unclear in recording attendance to confirm membership as per the terms of reference; 

To demonstrate effective governance arrangements, the Health Board should ensure that it evidences approvals within meeting minutes for key decisions, e.g. strategy and terms of reference, and enhances meeting minutes to confirm the attendance or apologies received for members of the ALN Steering Group and ALN Operational Group.
	ALN Steering Group minutes moving forward will explicitly document approval for key decisions made. ALN Steering Group minutes moving forward will also explicitly document will document attendance and apologies in a way that aligns with the meetings’ terms of reference.
	Confirmation received from Designated Educational Clinical Lead Officer (DECLO) that this action is now complete.

	
	1.1 (c)
	The following enhancements were identified:

Terms of Reference: we were unable to evidence the approval of the terms of reference for both the ALN Steering Group and the ALN Operational Group; 

Meeting Minutes: meetings minutes for the ALN Steering Group and ALN Operational Group were sometimes unclear in recording attendance to confirm membership as per the terms of reference; 

To demonstrate effective governance arrangements, the Health Board should ensure that it evidences approvals within meeting minutes for key decisions, e.g. strategy and terms of reference, and enhances meeting minutes to confirm the attendance or apologies received for members of the ALN Steering Group and ALN Operational Group.
	ALN Operational Group minutes moving forward will explicitly document approval for key decisions made. ALN Operational Group minutes moving forward will also explicitly document will document attendance and apologies in a way that aligns with the meetings’ terms of reference.
	Confirmation received from Designated Educational Clinical Lead Officer (DECLO) that this action is now complete.

	
	1.1 (e)
	The following enhancements were identified:

Oversight: Highlight reports are submitted by the PSCG to the QSG, but we have been unable to evidence the escalation of issues through to the QSG or the Management Board to confirm adequate oversight of ALN. A recommendation, regarding sub-group reporting and escalation was identified in our review of ‘Quality and Safety Governance Framework’ (issued May 2023 – Reasonable Assurance) has now been closed as a new reporting template was put in place from July 2023 to allow for escalations to be recorded. However, subsequently the PSCG has identified that further improvement is required with the escalation of key issues. 

To demonstrate effective governance arrangements, the Health Board should ensure that it clarifies the process for escalation to ensure that the QSG has appropriate oversight of key risks and issues relating to ALN (existing controls within the Health Board’s risk register may have to be amended to reflect the current reporting structure noting that thrice-yearly updates should be provided to the Quality & Safety Committee). 
	The Health Board Risk Register ALN risk will be amended to reflect controls in place.
	Confirmation received from Designated Educational Clinical Lead Officer (DECLO) that this action is now complete.


	Executive Lead – Executive Medical Director

	SBU-2324-010

Primary Care Antimicrobial Prescribing
Report Issued

October 2023

Assurance Rating

Reasonable

	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Update/Comment

	
	2.1
	The PCT 2023/24 Improvement Plan does not include an action that continues the work with the total prescribing outlier practices, however the narrative of accompanying papers for the PCT 2023/24 Improvement Plan include that, for total prescribing practices, there will be ‘re-audit of ongoing practice compliance and improvement.’ 

The PCT Improvement plan 2023/24 should be updated to include the closing of actions remaining with total prescribing practices, and any thematic actions which are taken from the work with 4C outlier practices.
	Consultant antimicrobial pharmacy to take SBAR to next PCT HCAI/AMS meeting in December 2023, to enable PCT to close off any actions.

	Completed - shared at the December 2023 meeting and actions closed off

	
	2.2
	The project plan document developed by the Antimicrobial Pharmacist Team includes next steps of review of prescribing data for 4C practices and identify any additional support for in-practice audits following receipt of practice action plans. Practices prescribing performance continue to be monitored, but there is not a timeframe outlined for formally closing the programme of work.

 To support the above, the antimicrobial pharmacy teams project plan should be enhanced to capture the date of action completeness, confirmation of feedback to practices, and timescales for completion of outstanding actions.
	Pharmacy team will enhance project plan and feedback to PCT HCAI/AMS meeting in December.
	Completed - shared at the December 2023 meeting and new work streams agreed

	
	2.3
	Feedback provided to the practices, whilst highlighting areas for improvement, do not contain direct actions or require the practices to develop individual action plans. We were informed that the PCT Service Group Medical Director had raised the data quality issue with Practice 1, and the Antimicrobial Pharmacist Team are investigating tools to support the practice with improvements in this area. Discussion with the Consultant Antimicrobial Pharmacist outlined that there is intention to review the themes from the above programmes of engagement to identify if more targeted interventions would be beneficial.

Noting the difficulties in completing the resource intensive programmes with total prescribing outlier practices, there should be consideration of adopting the approach with 4C outliers of requiring practices to supply their own action plans.
	The approach to sending letters will be discussed at the HCASI/AMS meeting in December. However, there is limited success with using this process and the staff resource required to follow up actions is extremely limited.
	A similar approach will be adopted for this year focussing on the 4Cs and the top five highest prescribers

	
	3.2
	Cluster Integrated Medium Term Plans include targets for reducing total and 4C prescribing, but we were advised that the Cluster Leads do not receive the same level of prescribing detail as prescribing leads (although there may be limited crossover between these positions); and similarly would not have sight of prescribing lead actions.
Cluster Leads should receive sufficient detail on prescribing performance and individual prescribing lead actions to assist in delivering improvements in prescribing practice within their respective clusters.
	The Cluster lead role supports a wide agenda across many areas within their action plan. Antibiotics are included and data shared at a cluster level. Previously data at a practice level has been included however the cluster leads felt that this was too detailed and required an additional level of understanding within the cluster forum, very few of whom are clinicians or prescribers. Therefore use of detailed data is limited. In depth data is therefore provided to GMS cluster collaboratives and to prescribing leads who are able to action any changes required as they are the prescribers. Cluster leads are copied into GMS data however it is not appropriate to discuss this level of data at their LCC forums as majority of attendees are not prescribers. Going forward cluster leads will be copied into data provided to Prescribing Leads.
	Data is now being captured and shared with the cluster leads.

	
	4.2
	The ASF also sets out the governance and reporting structure for the group, with reporting to the ICC and the health board Clinical Outcomes and Effectiveness Group (COEG). Review of ICC papers confirms a standing agenda item on antimicrobial stewardship, with detail provided on issues with ASG meeting arrangements. We are informed that reporting to COEG has not formally taken place, and that intention would be to revise the reporting structure to capture this.
Arrangements for finalising the ASF should include outline of how the Framework will be monitored and reported to the ICC.
	It has been recognised within the ASG that the reporting structure also needs to be revisiting and this will be discussed and agreed in the meeting in December.
	The ASG reports into the Infection, Prevention and Control Committee as well as bi-annual reports to the Clinical Outcome and Effectiveness Group


