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	Lead Director – 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

	
	2.1
	The Post-Menopausal Bleed (PMB), clinic provides the service to the health board population plus the Bridgend locality of CTMUHB. P&F Committee paper (August 2022) noted that current capacity was not sufficient to address the backlog at that point. Discussion with service management outlined that around 35% capacity is allocated to Bridgend patients.

A number of supporting actions to expand and enhance the PMB capacity are underway. Whilst this demonstrates the number of approaches underway, there is no formal action relating to services provided to Bridgend patients, although we were informed is being progressed. At the close of fieldwork Gynaecology held the largest share of the backlog within the health board.
Noting the expected impact on PMB capacity the health board should include the disaggregation of the PMB service within future improvement plans, including a forecast target date for implementation.
	There is no agreed date as yet for the disaggregation of the service with Cwm Taf Morgannwg but the impact of this change will be factor into future improvement plans
	Redesign of the PMB pathway, including the creation of scan-only clinics, has seen waits fall to below 10 days. This level has now been consistently maintained since September 2024. The disaggregation of PMB services continues to be taken forward as part of the wider/full CTM disaggregation process.


	Lead Director – Chief Operating Officer

	SBU-2324-015
Mental Health

111 Service

Report Issued

June 2024

Assurance Rating

Limited
	Rec

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

	
	4.2
	The Service Group has a local action plan in place for the 111#2 Service, which has incorporated actions required following the July 2023 Peer review. We note that the action plan has been updated (May 2024), however we failed to see oversight of the plan being issued to Group or Board-level within the Service Group to gain assurance that actions taken are suffice to close the action, with no set target dates assigned to the remaining actions.
The Service Group should seek to identify a Group or Board in which the action plan should be issued to for monitoring, and to gain assurance that actions undertaken are sufficient to close the items on the action log.
	The action plan will be reviewed by the Senior Management Team at Weekly Business Meeting and signed off at the Service Group’s Quality & Safety meeting.
	Reports on progress against the Action Plan being received at Senior Management Team meetings


	Lead Director – Chief Operating Officer

	SBU 2223-011
Continuing Healthcare

COO

Report Issued

July 2023

Assurance Rating

Limited
	Rec

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

	
	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.
	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.
	Collaboration is taking place through the review of processes and the development of a SOP.  Strategy have also started to bring Service Groups together in the Fee Setting space by co-ordinating a joint meeting with Local Authorities to ensure early engagement in the process and that a consistent approach is being taken.  Strategy have also started to create a central repository of performance and financial data in order to start reporting CHC at HB level. The next step in the development of the service will be the move to a centralised function.  

	
	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.
	The service groups will engage with the NCCU to produce a health board wide commissioning approach to CHC packages of care.
	Strategy have started to bring Service Groups together in the Fee Setting space by co-ordinating a joint meeting with Local Authorities in November 2024, to ensure early engagement in the process and that a consistent approach is being taken.  Strategy have also started to create a central repository of performance and financial data in order to start reporting CHC at HB level.  A list of providers and fees is also being developed by Strategy as this will provide new intel on the providers that the HB is commissioning from and the rates.  A standard response letter has also been drafted for SGs to utilise when contacted about uplifts. Work is also progressing at an all-Wales level via the Joint Commissioning Committee and Welsh Government to look at how a more strategic approach can be taken regionally and how HB's can work in collaboration to have better control over the market.


	Lead Director – Chief Operating Officer

	SBU-2324-013
Waiting List Mgmt

Report Issued

June 2024

Assurance Rating

Limited
	Rec

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

	
	5.1
	Following the Health Board recently receiving three Public Interest reports from the Public Services Ombudsman for Wales (January 2024) relating to the management of waiting lists for orthopaedic surgery, it was agreed in the PAM Steering meeting (February 2024), in line with a request from Welsh Government to all health boards, that a minimum of 50 patients who have had their RTT clock reset will be selected at random, from a different speciality each month, and independently checked to confirm the appropriateness of the application of the RTT rules. The outcome of this review was reported to the PAM Steering Group (February 2024) concluding that the RTT clock reset rules had been applied appropriately for the sample selected. The discussion highlighted the importance of adding notes to patient records whenever an alteration is made on an RTT event, and any issues identified as part of these checks will be escalated to service groups.

The Health Board has also received two recent non-public interest reports from the Public Services Ombudsman for Wales relating to the delays in waiting for cancer treatment or surgery (202103036 -November 2023; 202102574 - March 2023). While the Cancer Performance & Information Manager was aware of the Ombudsman’s investigations, she has not seen the resulting recommendations nor had the COO or Deputy Chief Operating Officer. The Concerns Assurance Manager (Patient Feedback Team) confirmed that action plans resulting from Ombudsman reports are shared throughout the relevant service group. However, there needs to be wider cross-service learning and reporting within the health board of issues relating to waiting list performance to highlight lessons learnt and any good practice, e.g. if there are recommendations for one specialism, these may be applicable in other areas.
A mechanism to enable post-implementation learning should be developed to completely capture and report good practice and lessons learnt from issues relating to waiting list performance.
	The Patient Access Management Team to share examples of “Good Practice” on the PAM SharePoint page.

The Patient Access Management Team to evaluate any concerns, complaints raised regarding waiting list management and ensure appropriate training is put in place where themes are being identified.
	The PAMS SharePoint page is now live. This will be used to disseminate and share examples of good practice, and to provide guidance where themes in concerns and complaints are identified. The page also contains links to RTT training modules, developed as part of the SBUHB Planned Care Academy. The modules themselves are delivered via ESR


	Lead Director – Chief Operating Officer

	SBU-2324-002
Service Group Governance

MH&LD

Report Issued

July 2024

Assurance Rating

Reasonable
	Rec

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

	
	1.1
	Terms of reference (ToR) were requested for the key groups included within the Service Group Management Board (SGMB) structure. Review dates or periods had passed for the following groups, all noted as requiring annual review: 

· Quality and Safety Committee (last approved January 2023)
· Complex Case Panel (last approved July 2022)
· Mental Health Act Operational Group (July 2020)
Service Group management should ensure any overdue terms of reference are reviewed. Sub-group terms of reference should be agreed by their parent group.
	A work programme will be developed by the Service group, outlining all the governance meetings, details re ToR’s (including review and sign off dates), and reporting schedule/frequency. All ToR’s will be reviewed, standardised and quorate membership identified in the next scheduled subgroup meeting, and signed off at the parent group, prior to ratification and tabled for SGMB.
	A work programme has been created covering MH&LD Board, Q&S, Operations Meetings and SMT. This is a live document which will be reviewed and updated as required. Review and ratification of TORs by the MH&LD Board has been built into this work programme, and will now progress on a business-as-usual basis.

	
	1.2
	Review of Service Group Management Board (SGMB) meetings July 2023 – March 2024, did not identify the submission of ToR to the SGMB from its supporting groups.
SGMB could include receipt of key groups terms of reference on an annual basis.
	Once ratified in the relevant group, the SGMB will received the ratified ToR.
	A work programme has been created covering MH&LD Board, Q&S, Operations Meetings and SMT. Review and ratification of TORs by the MH&LD Board has been built into this work programme, and will now progress on a business-as-usual basis.

	
	1.4
	The ToR for the MHLD Health and Safety Group, and Complex Case Panel, did not include onward reporting within the Service Group.
The ToR for the SG Health and Safety Group and Complex Case panel should be updated to include onward reporting requirements within the MHLDSG.
	ToR’s for the SG H&S Group and Complex Case Panel will be updated to reflect the recommendations and H&S to report into Board with a quarterly report. A monthly CHC report is already included in WBM and SGMB agendas.
	New Operations meeting incorporating H&S Group developed. Terms of Reference for the new Group completed and ratified. Notes of meetings to be shared with SMT for information and any significant matters will be escalated via SMT & SGMB as and when required. Complex Case Panel TOR reviewed and updated, and received at the January SG Management Board meeting.

	
	2.1
	Review of MHLDSG key groups ToR and review of papers and operation identified inconsistencies in group reporting lines.
The Service Group should address the inconsistencies identified to ensure that subgroup reporting is accurately reflected within terms of reference and Service Group governance structures.
	Update the SGMB ToR to reflect the correct reporting sub-groups incorporating the new reporting structure i.e. for RDIIaL, Medical Workforce & Health & Safety.

Other subgroups reporting into SGMB & SGQSC i.e. Information Governance/Safeguarding Committee/MHA Legislative Operational Group are identified and included on the reporting work programmes. Ensuring timely submission of quarterly reports.

Review the reporting template for Workforce and ensure it incorporates all requirements for reporting into SGMB.

Review current scope and purpose of the Physical Health Group with Head of Nursing, Secure Services & Recovery Division and agree if group to become an overarching item for SGQSC (similar to the Patient Safety & Compliance reporting).

Policy Review Group currently reports into RDIIaL and a reporting database is readily available.

A quarterly briefing report on policies will be tabled for SGQSC and this will be identified in the work programme in action 1.1.
	Live work programme developed, which includes review and ratification of TORs by the MH&LD Board. This work is underway and will now progress on a business-as-usual basis. A list of TOR Headings has been circulated to Divisions for inclusion in all future TOR. Report template updated and circulated to all Board members asking them to use from January 2025 onwards. The Physical Health Group has been disbanded. This work is now going through divisions, and picked up through monthly reporting. Policy Review Group database in place, with a quarterly briefing report on policies being received at the MH&LD Q&S Committee

	SBU-2324-002
Service Group Governance

MH&LD

Cont.

Report Issued

July 2024

Assurance Rating

Reasonable
	3.1
	Meetings of both the Service Group Management Board and Quality & Safety Committee held during the sample period were not quorate, with a further meeting being cancelled due to the number of apologies.

Clinical attendance outside that of the Clinical Director (Secure Services and Recovery) (attended 4/6) was noted as poor: the Service Group Medical Director attended once (September 2023) and no attendance from the Clinical Directors of Learning Disabilities, and Mental Health. We note that the medical vacancy rate for the Service Group currently exceeds 40%, we were also informed of extended absences within the Service Group Medical leadership group within the time period reviewed, which will have impacted capacity for attendance at group meetings with the prioritisation of clinical duties.
	Service Group management should consider strategies, including the frequency of meetings and deputisation where appropriate, to address attendance issues and enable members to participate in meetings as required.
	Live work programme developed, which includes review and ratification of TORs. This includes cross-referencing/consideration of quorum, membership and nomination of deputies. This work is underway and will now progress on a business-as-usual basis.


	
	4.1
	Divisional reports also include a ‘key message’ field, in January 2024 SGQSC minutes included direction from the Service Group Director and Service Group Nurse Director that reports should contain clearer outline of escalation areas, review of subsequent reports noted this continues to be a challenge. The SGMB also includes a standing item Service Group wide quality and safety report, and for February 2024 and March 2024 reports it did not include any key messages from divisional reports. Divisional reports also include quality and safety risks, we noted the completeness and detail provided on risks submitted varied.
The Service Group should review the format of current reports to ensure there is clear capture of escalation issues, impact, and any support required.
	Reporting templates into the SGQSC and the SGMB will be reviewed and streamlined to include the required information. Noting that a focus is required for the sections for key messages, risk and learning and a new section for items for escalation, impact and any support required.
	Report template reviewed and updated to reflect learning and key messages. Templated circulated

	
	9.1
	The SGMB ToR references the need to establish issues which require escalation from the Service Group to HBMB. MHLDSG Directors are members of HBMB, and we understand there are routine meetings between Service Group Directors and the COO in relation to performance, however there is no formal mechanism or reporting which links the two forums.
The Service Group should engage with the wider health board to determine if formal route for reporting or escalation is required between management boards.
	Service Group Director MH&LD to escalate to SBUHB Director of Corporate Governance.

As per 4.1 Reporting templates into the SGQSC and the SGMB will be reviewed and streamlined to include the required information with a new section for items for escalation, impact and any support required.
	The Service Group is content that there are adequate arrangements in place for reporting and escalation between the Service Group and Health Board Management Boards. The Service Group Director has regular 1-2-1s with the COO. Anything to be brought to the attention of HBMB is highlighted in SG Board papers, and escalated by the Service Group Director as required. Specific reports are also added directly to the HBMB agenda as required.


	Lead Director – Chief Operating Officer

	SBU-2425-019
Records Mgmt

COO

Report Issued

November 2024

Assurance Rating

Limited
	Rec

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

	
	2.1d
	The off-site storage used by OT is shared with other health board departments, including IT, and access is controlled by a key and alarm system. However, we note that records are not segregated with all departments able to access all records on site. There is fire protection in place, however there was evidence of water damage to patient records due to a broken skylight above the storage racks.
The security and protection of records within the noted sites should be improved.
	This storage unit is not owned or managed by the Occupational Therapy service with any environmental issues being reported to the Estates Team for action. All SBUHB staff who access the building must adhere to professional conduct, data security and GDPR requirements. As such, accessing notes without a valid reason can result in disciplinary action. Access to the building is complex and secure, with keys being signed out/in when used so access can be tracked. Also, there are CCTV cameras in place for added security. All staff complete Information Governance training on an annual basis. This is mandatory and monitored through regular performance management systems. There is currently work being completed within SBUHB regarding a review of the use of Unit 22 and consideration of moving records to an alternative storage space. Information Governance training of all staff. will continue to be monitored and maintained. This concern will be discussed at the next Occupational Therapy Leadership Forum for dissemination to all staff through departmental governance structures.
	The use of Unit 22 for storage of notes is under review centrally as the lease has expired. This work is being led by the Capital Planning & Records Management teams. This has been shared for information at the OT Leadership meeting.

	
	4.2a
	Our review of the transportation of records for all of the areas noted that records are being sent via internal mail, within private vehicles and in unsealed containers. As such the transportation of records may not meet the requirement of the Health Records Storage and Security Policy and good practice.
All departments should ensure that records are only transported in sealed containers and by appropriate members of staff.
	Transportation of patient notes is minimal as records are not taken on community visits and are never shared through internal mail. A number of services have implemented digital recording systems & those that use medical notes will include Occupational Therapy records within the main patient record on discharge from the service. Lack of digital patient record systems and records have been escalated as a risk for Therapies & Audiology.  If records need to be transferred between sites on transfer of duty of care, this is either done through inclusion in the main patient record or scanned and emailed securely to the receiving therapist. When notes are transferred to Unit 22 for archive storage, this is completed by members of the occupational therapy team who do not leave the notes unattended at any time. Notes are boxed securely and clearly marked with date & service to enable efficient retrieval & destruction when required. In addition, the storage and transport of patient records is a criterion included in the departmental audit of Record Keeping, designed against the RCOT (Royal College of Occupational Therapists) Record Keeping standards. This is completed annually across the whole Occupational Therapy service, with results included in appropriate governance and performance meetings and reports. This concern will be discussed at the next Occupational Therapy Leadership Forum for dissemination to all staff through departmental governance structures.
	Transportation of notes to Unit 22 continues, when necessary, by OT staff members using HB transport. The need to continue this practice has been disseminated to team leads.


	Lead Director – Director of Corporate Governance

	SBU-2122-017
Safety Notices & Alerts

Report Issued

June 2022

Assurance Rating

Limited
	Rec

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

	
	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
	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.
	The Policy (HB 180) has been approved by Management Board, November 2024. In line with the 'Policy on Policies' the review date is November 2027. The Policy is available to all staff, via the Health Board's intranet.


	
	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
	The updated document will be submitted to the Management Board for approval.
	The Policy (HB 180) has been approved by Management Board, November 2024. Prior to this, it was endorsed via the Patient Safety and Compliance Group, and shared with members of the Quality and Safety Group. The Policy is available to all staff, via the Health Board's intranet.


	
	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.
	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.
	Section 7 of the Policy reflects Roles and Responsibilities, and includes (7.1) the Chief Executive and (7.2) the Director of Nursing and Patient Experience, with the latter's responsibility including 'robustly distributing and monitoring safety alerts'.  Reference is also made to the support provided by the Director of Corporate Governance (7.2).

	
	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
	The various types of alerts and notices covered by the Procedure will be clearly identified, defined and differentiated as part of the update process.

	The Policy has been reviewed and updated.  Section 4 details the different types of safety alerts and Section 5 outlines the process of initial distribution by the Datix Team (5.3) and the roles of the Safety Alert Leads (5.4) for the different types of alerts.

	
	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).
	This will be actioned as part of the document review and update process.
	Section 7 of the Policy reflects Roles and Responsibilities, and includes (7.1) the Chief Executive and (7.2) the Director of Nursing and Patient Experience with support from the Director of Corporate Governance (7.2), (7.5) Service Group Quality and Safety Leads, (7.6 - 7.7) Management roles, (7.8) All Staff.


	
	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.
	Details of escalation processes will be set out within the relevant procedure documents as part of the update and development process
	Section 8.1 of the Policy states that the Patient Safety and Compliance Group will receive regular reports detailing compliance against safety alerts and exception reports where necessary, including advising the Quality and Safety Committee of any risk to the organisation related to safety alerts. Section 8.2 states requirements for escalation within the Service Groups governance structures, and to the Patient Safety and Compliance Group for escalation.



	Lead Director – Director of Corporate Governance

	SBU-2122-017
Safety Notices & Alerts

Report Issued

June 2022

Assurance Rating

Limited
	Rec

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

	
	1.2
	The Risk Management Policy notes that risk identification is linked to strategic objectives. Furthermore, where risks, “cannot be managed within the service alone or are assessed as exceeding the health board’s risk appetite, and which may impact on the health board’s strategic objectives, are escalated to the Risk & Assurance Team for consideration by the Risk Scrutiny Panel”. However, neither the risk assessment form, Datix, nor the submission form (used to escalate risks to the Risk Scrutiny Panel) capture the impact of risks on strategic or operational priorities.
The health board should consider amending form templates to capture the strategic and operational objectives and priorities impacted by each risk.
	Risk templates to be amended to enable capturing of the strategic and operational objectives.
	The Risk Exception Form has been amended to enable the recording of the Strategic Objective impacted upon. The creation of the Strategic Risk Register further helps to differentiate between strategic and operational risk.


	Lead Director – Director of Digital

	SBU-2324-018
Software System Development

Report Issued

May 2024

Assurance Rating

Reasonable
	Rec

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

	
	4.1
	SBUHB is aware of best practice in the development of code and the team has undertaken a training session using Udemy, with the intention to have further courses once a month. However, currently there is no requirement to complete security review and code is not screened for vulnerabilities before being released. We note that there is an intent to trial ‘OWASP ZAP’, a penetration testing tool that helps developers detect and find vulnerabilities in web applications, however this is dependent on funds being made available.
A process to assess the need for security review of developments, dependant on risk and complexity, should be established, with security input provided as required.
	Work in conjunction with product specialist to draft a formal sign off document, to be held in DevOps, for each step of the release process. From SIT, through to UAT and finally production, for each release.
	Report is complete and used at the completion of each round of pre SIT. Document used for release of two applications (SIGNAL and EPOA) 


	SBU-2324-020
Digital Support

Report Issued

March 2024

Assurance Rating

Reasonable
	Rec

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

	
	1.1
	Out-of-hours support models operate on a mostly goodwill basis, and the members of staff covering the on-call service resume working the following morning to undertake their contracted duties. The lack of formalised arrangements could ultimately impact on patient safety, as members of staff could withdraw from the voluntary rotas, which would lead to inadequate cover in the event of critical incidents.

Management should review the digital out-of-hours support models and formalise arrangements to align with the current landscape.
	Agree an appropriate out of hours support model for HEPMA with Morriston SDG and Pharmacy services, similar to that in place with NPT and Singleton (medium term).
	The Hepma Out of Hours arrangement has been reviewed and the arrangements have been formalised with cover provided up to 23:00 and 09:00 to 13:00 on weekends.

	
	1.2
	Out-of-hours support models operate on a mostly goodwill basis, and the members of staff covering the on-call service resume working the following morning to undertake their contracted duties.

There is a risk that the health board is breaching the Working Time Regulations 1998 by staff providing on-call support without the minimum daily rest between working days.
Management should ensure formalised arrangements comply with The Working Time Regulations 1998.
	Actions/decisions above will be made taking compliance with The Working Time Regulation 1998 into account. At each stage/response, advice from Workforce will be sought.
	Digital operations monitor the on-call service and ensure that staff are in compliance with the working time directive. This is also a standing agenda item on the weekly senior team meeting for further assurance. (Complete)


	Lead Director – Director of Digital

	SBU-2425-017
Clinical Coding

Report Issued

August 2024

Assurance Rating

Limited
	Rec

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

	
	4.2b
	Our review of health board committee papers noted that there is limited documentation available in respect to Clinical Coding. There was an expectation that the Performance and Finance committee paper (January 2024) would convey the status of Clinical Coding, unfortunately this was not reported. The lack of consistent reporting suggests a potential deficiency in the reporting of Clinical Coding to senior management regarding clinical coding performance.
Clinical Coding challenges should be escalated at Board and Committee level.
	Coding updates against the action plan and targets will be added to the Digital Leadership Group Highlight Report paper which gets presented to Health Board leads every three months.
	The Acting Director of Digital Intelligence has confirmed that this was presented as part of the DLG Papers in September 2024. An update report was also received at the November 2024 meeting of the Digital Data Research & Innovation Committee.

	
	2.1c
	We noted that there is no clear guidance for clinicians on the information required by clinical coders. This contributes to the need for daily follow-ups by the coders requesting additional information
Documentation should be reviewed and updated to ensure that guidance for clinicians on the information needed for coding is in place. 
	Bookmarks sheet showing clinicians terms and symbols to use/not to use within the notes that can be used by coders for coding to be re-distributed.
	Bookmarks translated and distributed.

	SBU-2425-019
Records Mgmt

Report Issued

November 2024

Assurance Rating

Limited
	Rec

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

	
	5.1
	During the review, it became evident that some departments are retaining records beyond the designated retention periods partly due to the lack of health board guidance. The Occupational Therapy department has not destroyed any records since 2019 and continues to retain records dating back to 2010. Similarly, the Workforce and Organisational Development (WOD) team has also refrained from destroying records. The retention of records past defined removal dates may result in a breach of the GDPR requirements and exacerbates storage pressures.
Guidance in relation to the retention and appropriate destruction of records should be provided.
	The Head of Health Records & Clinical Coding will re-publish the intranet communication that was disseminated across the Health Board in May 2024 which provides guidance on the Destruction of Records in line with the new Records Management Code of Practice for Health and Social Care 2022.
	The original guidance regarding the lifting of the embargo on the destruction of records following the conclusion of the infected blood inquiry was communicated across the Health Board in May 2024. This guidance was also republished on the intranet in December 2024, in line with the Records Management Code of Practice for Health and Social Care 2022.


	Lead Director – Director of Finance & Performance

	SBU-2223-016
Health & Safety

Report Issued

September 2022

Assurance Rating

Limited
	Rec

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

	
	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.
	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.
	The Health Board through the health and safety team have developed health and safety training to support managers and supervisors, this is on a module basis to enable the training to be completed over a number of sessions. This provides greater flexibility than a classroom-based course, with the training being delivered on-line via Teams. The first cohort of targeted staff are clinical/nursing staff working in front line positions as these also have clinical/nursing responsibility for patients and others in addition to managerial and supervisory responsibility, and increasing their knowledge in their health and safety knowledge, will assist them in undertaking their roles. Through the all-Wales Health and Safety Managers Group an on-line managing safely course has been developed and was presented by CTMUHB in February 2025, and is nearing completion for testing by all members of the all-Wales H&S group by end Q1 or within Q2 2025/26 financial year. This once approved on an all-Wales basis will be rolled out and will be recorded through ESR. It is hoped that a final version will be available to adopt by each health board, who will then update sections that will be specific to their health board.

	SBU-2223-011
Continuing Healthcare

Report Issued

July 2023

Assurance Rating

Limited
	Rec

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

	
	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.
	The review of Financial Control Procedures (FCP) is scheduled for Audit Committee in November.
	Submission to the November 2024 meeting of the Audit Committee confirms that the review and update of FCP14 is now complete.


	Lead Director – Director of Finance & Performance

	SBU-2324-002
Estates Condition

Report Issued

October 2023

Assurance Rating

Limited
	Rec

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

	
	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.
	Agreed
	The Estates Condition Governance Review (SBU-SSU-2425-027) notes this action as complete. A review has been conducted, with findings reported to the Director of Finance, and summarised to the Performance & Finance Committee.

	
	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.
	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.
	The Estates Condition Governance Review (SBU-SSU-2425-027) notes this action as complete. A review has been conducted, with findings reported to the Director of Finance, and summarised to the Performance & Finance Committee.

	SBU-2324-001
Singleton Cladding

Final Account
Report Issued

February 2024
Assurance Rating

Substantial
	Rec

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

	
	2
	VAT had been appropriately applied at the standard rate (20%) at the SCP valuation submissions reviewed. VAT recovery has been provisionally agreed with the HMRC at 36.17% of the VAT for the overall project. This is subject to re-evaluation based on final project costs (including works cost, fees, other etc.), and supporting evidence.
VAT reclaim will be adjusted at project completion as agreed with HMRC.
	Agreed. The VAT reclaim will be adjusted at the final account.
	The HB has reclaimed all of the VAT which we are entitled to at this point. The scheme re-evaluation has been completed and submitted to HMRC. Their review of the same is currently ongoing and may take some time. Any further VAT adjustment will be actioned at its conclusion. Noting that there is no further action which the HB can take in respect of this matter, this action is now considered to be closed.


	Lead Director – Director of Finance & Performance

	SBU-2324-007
Health & Social Care RIF

Report Issued

March 2024

Assurance Rating

Reasonable
	Rec

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

	
	1.1
	The ICF MOU details the role of the health board as the banker, and discussion with Finance leads highlighted that there has been no change in responsibilities as a result of the move from ICF to RIF. In January 2024 the Audit Committee approved Financial Control Procedure 022 – Regional Integration Fund, clarifying the Health Board’s governance arrangements to manage the banker process. The FCP references the ICF MOU and so will require updating in line with any changes the RIF MOU may contain.
Once the memorandum of understanding has been agreed, the Financial Control Procedure (022) – Regional Integration Fund, should be updated to reflect this change in agreement.
	The Financial Control Procedure (022) – Regional Integration Fund, will be updated by the Health Board to reflect the updated MOU.
	Submission to the November 2024 meeting of the Audit Committee confirms that the review and update of FCP22 is now complete.

	SBU-2324-003
EIMP

Sub-Station 6

Report Issued

May 2024

Assurance Rating

Reasonable
	Rec

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

	
	4.1
	The highest risk on the Risk Register at the point of the audit related to “Contaminated ground” or “Obstructions in the ground”, with a mitigating action stated as “Ground investigations”.

It is acknowledged that the nature of the works and the site would inevitably mean additional issues being identified as work progressed. A large number of Compensation events were raised in connection with obstructions/asbestos etc. identified on site.

Noting the number of Compensation Events and the associated mitigating action at the project risk register, consideration should be given to the adequacy of the initial site surveys undertaken and identified risk mitigating actions at the post project evaluation.
The post project evaluation will consider the adequacy of the initial site surveys undertaken and identified risk mitigating actions to ensure that lessons are learnt for any future developments on the site.
	Agreed. During the lesson learned meeting, all factors will be considered and discussed at the appropriate time following scheme handover.
	Excavated soil that was previously identified as potentially hazardous waste, has been sieved by Veolia several times, with any identifiable (potentially hazardous waste) separated, and the separated waste was appropriately disposed of through a licensed waste contractor (SRCL). SBUHB then commissioned SOILEX to undertake hazardous waste sampling of the soil to confirm hazardous or non-hazardous waste for disposal. All samples were negative. This was shared with the contractor (Kier), who also commissioned sampling, with one sample identifying 0.001 asbestos tracing. This is well within the permissible allowance of 0.1. The contractor used SOILEX to remove and dispose of the excess soil to a suitably licensed landfill site as non-hazardous waste (17-05-04). This was completed at the end January 2025. SB provided this update to NRW.

The main lessons learnt: (1) Where ground has already been identified as a potential waste site, additional test/sample holes should be carried out to minimise the potential of identification of hazardous waste being identified during site excavations. (2) Be involved in early discussions with contractor and NRW as there were conflicting messages, and agree a joint programme of testing, if required, along with time frames to ensure minimal disruption to overall programme. (3) SB now have a contractor to undertake such testing going forward.


	Lead Director – Director of Finance & Performance

	SBU-2425-028
Burns & ICU Theatre 7

Report Issued

November 2024

Assurance Rating

Reasonable
	Rec

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

	
	1.1
	Whilst the cost advisor attended Project Board and Project Team Progress Meetings to present the tabled cost reports, the report did not include details on either non-work costs, or Health Board costs.
A finance report showing non-works and HB costs should be regularly presented at Project Board for scrutiny and challenge.
	Accepted – non-works and HB costs can be tabled at future Project Board meetings for challenge.
	The recommendation has been delayed due to the absence of a Project Board in December and the shift in priority toward making the scheme operational in January. All Non-Works costs were tabled for discussion and review at February Project Board.  The Capital Planning Team went through each non-works cost line by line to discuss what kind of goods/works/services would be spent against each heading. There were no concerns highlighted by Project Board, which will be reflected in the minutes following their release.

The Capital Planning team has committed to implementing this recommendation for future schemes to mitigate any risk of uninformed decision making.

	
	1.2
	It was observed that much of the scrutiny of contractors and advisors was undertaken at framework contract stage, however we are advised that screening activities are undertaken at project contract stage via online portals such as Constructionline. These reports are not made available to the Project Board for them to understand the selection/ award process and gain assurance that best value had been achieved.

A selection and award report should be produced for all appointments, advising of the procurement method adopted and confirming how best value has been achieved.
	Accepted - It would not be appropriate for project board to scrutinise contractor bids; this would be viewed as an external review by a group that was not involved in the initial planning or evaluation stages of the tender. However, a report will be produced and tabled at future project boards for information only to demonstrate the approach taken and how value for money was achieved.
	The Capital Planning Team tabled a procurement report for information at February Project Board (10/02/202), to outline how value for money has been achieved. There were no concerns or questions highlighted by the Project Board members. This report will be incorporated into future schemes for information only.

	
	2.1
	It was noted that there were regular Risk Register reviews facilitated by the external Project Manager where items were removed if no longer likely to materialise.

If, however, items on the Risk Register cannot be absolutely “ruled out” they were observed to have been left on the register, with probabilities that were not reflective of the proximity to the end of the project, giving the appearance of the Health Board having potential exposure to these costs. The risk position may therefore be overstated.
The probabilities in the Risk Registers should appropriately reflect the stage of project completion.
	Accepted – The risk scoring will be reviewed and reduced as the contracts progressed. Risk Register probabilities should be reviewed quarterly as part of future projects to ensure that risk appropriately reflects the most recent project milestones.
	There were no risks identified as part of project boards dated 27.11.2024 and 06.01.2025. Therefore, the costed risk figure has not been reviewed or reduced for Project Board to consider during the 10/02/2025 meeting. However, the Board were notified of this audit recommendation and the HB’s external project manager discussed the issue. Risks has been managed through Compensation Events (CE’s) on this scheme. The PM outlined Build for Wales reporting mechanism, which demonstrates the cost of an incurred CE and the balance of the cost associated risk. In future, the BfW reporting will be introduced into schemes to ensure the project board is aware of the contingency fund and how this will be reviewed and monitored throughout the project. Project Board were happy with this approach and a further comment was made to outline this robust reporting would provide a broad picture around cost related risk.

	
	2.2
	Whilst the Risk Register was presented to the Project Board, the costed amounts were not, and it is felt that they would benefit from more focus on them to ensure that they are representative of true risk probabilities. This would also draw attention to the Project Board as to the need to ensure that project finances, including contingency.
The costed risk figure should be presented as part of the Risk Register review at Project Board.
	Accepted – Costed figure risk should have been reduced in accordance with the Register and should be reviewed quarterly as part of future projects. This has been discussed with the external project manager who has confirmed this was an error on their part.
	February 2025 (MP): There were no risks identified as part of project boards dated 27.11.2024 and 06.01.2025. Therefore, the costed risk figure has not been reviewed or reduced for Project Board to consider during the 10/02/2025 meeting. However, the Board were notified of this audit recommendation and the HB’s external project manager discussed the issue. Risks has been managed through Compensation Events (CE’s) on this scheme. The PM outlined Build for Wales reporting mechanism, which demonstrates the cost of an incurred CE and the balance of the cost associated risk. In future, the BfW reporting will be introduced into schemes to ensure the project board is aware of the contingency fund and how this will be reviewed and monitored throughout the project. Project Board were happy with this approach and a further comment was made to outline this robust reporting would provide a broad picture around cost related risk.

	
	4.1
	The Project Manager Instruction (PMI) and Compensation Event Quote (CEQ) registers lacked detail to aid with cross referencing of forms and PMI forms did not in all cases state the associates CEQ form numbers. There was a dominance of basic descriptions such as “Drawing Revisions” and “MEP Update” without further identifying locations, or context of revisions. 

For example, a breakdown was requested for CEQ06 by the cost advisor which had been produced, however without significant effort it was difficult to interpret the paperwork trail to PMI stage for the change forms sampled. A signed copy of a PMI with a description of “£31,503.31 (CEQ06)” was signed but the field which said, ‘Change Request Number’ stated “C019”. On the CEQ Register C019 was stated to be “Remove radiators”, whilst the approved for description was “Change to roof construction”. Whilst the latter description broadly aligned to CEQ06, the amount did not reconcile to the CEQ06 document, and it was difficult to confirm therefore PMI the approval referred to.
Change control paperwork should have clear referencing and cross-referencing.
	Accepted - The Capital Planning department agrees that ‘CEQ06’ documentation demonstrates an administrative error. However, the information has been rectified and identified within the project information folders.

The CEQ06 has been agreed by our external cost advisor providing an auditable trail of what the compensation event relates to with broken down costs and signatory approval.

Referencing/cross referencing, PMIs detail relevant CE for referencing purposes. PMI template does not include a reference to the relevant Change Request.
	The CE register clearly references PMI's and information of approved costs. During an internal CE scrutiny review, there appears to be some typos reflected between the register, PMI and project board minutes. The Capital Planning team have addressed this issue and CEQ6 was addressed at Februarys’ Project Board (10/02/2025) for information and discussion. 
To avoid any future ambiguity regarding CE’s and PM’s, the external project manager presented  ‘MACE CE Register Version 1’ at project board, as part of discussion it was suggested an additional column is included to address the dates of which CE’s/PMI’s are approved.

	
	4.2
	A signed copy of a PMI with a description of “£31,503.31 (CEQ06)” was signed but the field which said, ‘Change Request Number’ stated “C019”. On the CEQ Register C019 was stated to be “Remove radiators”, whilst the approved for description was “Change to roof construction”. Whilst the latter description broadly aligned to CEQ06, the amount did not reconcile to the CEQ06 document, and it was difficult to confirm therefore PMI the approval referred to.

Furthermore, there was no section in PMIs to show accumulated cost of PMIs to date which would help in approval decision making.

	Accepted - The PMI’s do not have an accumulated total cost however the information within the PMI relate to the CE, through referencing drawings/details of the particular compensation event.

The Capital Planning department agree that the CEQ’s should be more visibly labelled within the PMI’s going forward to allow easy cross-referencing and identification of accumulative costs that are recorded within the CEQ register.

Each PMI authorises the cost of a CE, the detail of total expenditure of all issued PMI’s is found within the CA monthly report
	

	
	5.1
	Compensation events and variations were instructed via project manager instructions (PMIs). We were advised that all CE's greater than £5,000 were approved verbally at project board. There was evidence of a section of the Cost Advisor report drawing attention to the user of PMIs greater than £5000 requiring Project Board approval. A further record of approval was not provided. It was noted that the Project Board may benefit from utilising an Approvals Log to record decisions made by the Project Board. 

The project team had however identified this issue during the period of the audit, and in July 2024 had listed the PMI’s reviewed at Board in the Project Board Minutes but had not confirmed that they were approved. In the August 2024 minutes there was reference to approval of “9 PMI’s >£5000” listed in “a report”, however the PMI numbers, descriptions and amounts were not listed in the minutes.
Retrospective approvals will be required for all changes to date to accord with the requirement of the Project Execution Plan.
	Actioned since audit fieldwork - Whilst there is circumstantial evidence that demonstrates that PMI’s above £5,000 have been approved, it is accepted that the formal recording of the approvals process at Project Board, within the Project Board minutes, should be augmented to present as such.

To further support recording of previous approvals, Project Manager Instructions were re-presented to the board on 6 November 2024 by the external cost advisor and were formally accepted for inclusion in Project Board minutes.
	This recommendation was actioned as part of initial audit fieldwork, however, the approvals were not reflected within the project board minutes. This has since been actioned and minutes from Project Boards dated 27/11/24 and 06/01/25 clearly identify a list of CE's exceeding £5K which have been verbally approved and noted by Project Board.

	
	5.2
	We were advised that all CE's greater than £5,000 were approved verbally at project board. There was evidence of a section of the Cost Advisor report drawing attention to the user of PMIs greater than £5000 requiring Project Board approval. A further record of approval was not provided. It was noted that the Project Board may benefit from utilising an Approvals Log to record decisions made by the Project Board.
An Approvals Log should be maintained for the Project Board.
	An approvals log will be added to the CEQ/PMI register to reflect the approvals discussed during Project Board.
	February 2025 (MP): CEQ/PMI register has now been updated to reflect an approvals column for easy identification and this was tabled at Project Board for information. The registers have been updated to reflect suggestions at project board, including a CE Approval (Y/N) and Date column. The current version has additional cells highlighted in grey, this may develop in future.

	
	6.1
	If the project is at risk of not being completed by the agreed date, the Contractor should assess delays and inform the Project Manager. At the time of review, the following was noted: 
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Date:





 Whilst 1 week delay had been agreed for ICU, and 2 weeks for Theatre 7 at the time of testing, the remaining expected delay related to anticipated compensation events, which were not yet agreed. Accordingly, the contract completion date had not been extended, however works on site continued beyond the contract completion date.
The Health Board should agree/ disagree the contractor’s updated programme and amend the contract completion date or apply damages; as soon as possible.
	Accepted - The Health Board has agreed the contractors updated programme in accordance with the permissible NEC timescales.

Agreement of the Contractor programme does not accept any amendment of the Contract Completion Date. Acceptance of one or more of the pending Compensation Events may result in an extension being awarded, if not and the contract completes beyond the Contract Completion Date, Damages will be imposed upon the Contractor.
	As per the management response comments the Health Board agreed the contractors update programme in accordance with the permissible NEC timescales, the legal contractual document will not be updated to reflect any delays. 

The Project Board were made aware of damage delay negotiations which were relevant at that time, during Novembers' project board and have since received an update to confirm that the damages are ongoing. The Health Boards' external project manager is actively working on the negotiation and the final outcome will be shared with the project board as necessary, this information is reflected in minutes associated with the scheme. 

This information was discussed at February project board, where the board confirmed they were content with this detail and the delay did not negatively impact on the scheme.


	Lead Director – Director of Workforce & OD

	SBU-2223-010
Nurse Rostering

DoWOD

Report Issued

May 2023

Assurance Rating

Reasonable
	Rec

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

	
	3.1
	The Roster Analyser is a Red, Amber, Green (RAG) rated report that provides an overall assessment of the efficiency of the roster which is reviewed ahead of second level approval of the roster. The report provides an assessment of the budget, safety, effectiveness, fairness and annual leave. The staffing budget for the wards are not included in Health Roster, as such, the budget is always shown as green. We were informed that the health board does not have the manpower to enter this information due to the different grades and spinal points under Agenda for Change.

The health board should consider including the overall budget on Health Roster to provide an estimate of actual spend against budget.
	Agreed. This will further inform the scrutiny meetings. It will be a big piece of work and will be linked to the work ongoing at the health board with the implementation ESR-Go; and the appropriate time investment will be required to ensure the effective implementation.
	This can only be achieved when ESR GO is implemented. This will require investment, and currently there are no implementation plans in place. This matter will now be considered for inclusion on the appropriate risk register(s), in line with standard governance processes.

	SBU-2324-008
Agency Staff Management

Report Issued

June 2024

Assurance Rating

Reasonable
	Rec

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

	
	5.1
	Recent work has been undertaken by the Local Counter Fraud Services Team which involved a data matching exercise to identify overlapping shifts. 316 such shifts were identified, with 214 overlapping with other health boards, and 92 as overlapping within the Health Board itself.
The process for the booking of agency staff should be extended to review all booking data and validate that no shifts overlap for any one agency worker (recognising such can be undertaken on a retrospective basis).
	We will explore the approach to undertake retrospective checks to highlight overlapping shifts across health boards at the national forum, and ensure instances identified are actioned appropriately. 

There is functionality available within the bank system to reduce the risk of overlapping shifts within the health board. These settings have been reviewed and amended to mitigate the risk as much as possible.
	This has been discussed at an all-Wales level, and each HB has implemented the controls available. Settings within the bank system have been reviewed and amended to mitigate the risk of overlapping shifts as much as possible.

	SBU-2425-019
Records Management

DoWOD

Report Issued

November 2024

Assurance Rating

Limited
	Rec

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

	
	4.2b
	Our review of the transportation of records for all of the areas noted that records are being sent via internal mail, within private vehicles and in unsealed containers. As such the transportation of records may not meet the requirement of the Health Records Storage and Security Policy and good practice.
All departments should ensure that records are only transported in sealed containers and by appropriate members of staff.

	WOD: A guidance document can be drafted for use by medical HR team for the transportation of their records. It is extremely rare for transmedia to transport files (approx. 3 since our archives were moved there) with immediate effect we will ensure these are transported in a sealed container and collected by a Medical HR team member.
	The guidance document has been developed within Medical HR and is in use for our documents for transportation.


	Lead Director – Director of Insight Communication & Engagement

	SBU-2223-003
Q&S Governance Framework

Report Issued

May 2023

Assurance Rating

Reasonable
	Rec

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

	
	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.
	Agreed. Development of a Duty of Quality communication plan, to include the requirements of ‘Always on’ reporting.
	An annual campaign plan for 2024-25 and 2025-26 has been agreed by the Executive Team


	Lead Director – Director of Nursing

	SBU-2021-027
Safeguarding

Report Issued

June 2021

Assurance Rating

Reasonable
	Rec

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

	
	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.
	• 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
	Phase 1 of the quality and safety dashboard launched at the beginning of November, and is available to use.  Workforce data is also available on the dashboard.  With regard to suspensions and grievances, Workforce colleagues have advised there is currently no way of building this information into the Dashboard, nor would it be appropriate to do so. However, this information can be shared at liaison meetings with Workforce and OD colleagues as required.

	SBU-2122-023
Mental Health Legislative Compliance

Report Issued

February 2022

Assurance Rating

Reasonable
	Rec

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

	
	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.
	The Learning & Development team will put processes in place to ensure that the training available is targeted at the correct staff groups.
	As part of the work to update the MCA provision across the HB, a review of MCA DoLS training with all service groups was undertaken.

Working with the all-Wales MCA DoLS Steering group it was agreed that the health board would support a review of the e-learning modules, and with the Health Board Service Groups, Workforce and OD colleagues’ involvement, the following was agreed:

· All Staff must complete L1 e-learning for MCA and DoLS
· Those staff who are front facing to the public must complete Level 2 e learning for MCA and DoLS and
· Registered professionals should complete the level 3 three face to face training

Following the introduction of this new model, regular monthly training sessions are held in various venues across the HB and are accessed and booked on line via the MCA DoLS webpage on our intranet.


	Lead Director – Director of Nursing

	SBU-2324-003
Quality Management System

Report Issued

June 2024

Assurance Rating

Reasonable
	Rec

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

	
	1.1b
	Measures have been taken to increase the resource of the Quality, Safety, and Improvement (QSI) team to include the recruitment of new staff. Noting that arrangements are still embedding within the team and with the long-term absence of a senior member of the QSI team during our review, it became apparent through our fieldwork that there was a lack of awareness and understanding of key processes relating to the Quality Management system. Improvements in this area will assist with the learning and development of the team.
Appropriate measures should be put in place for the Quality, Safety and Improvement Team to provide cover in the absence of key staff, including having all key documentation stored in a centralised location.
	To review and centralise all Quality Management System documentation
	Filing system now centralised across the QSI Team

	
	3.1a
	The Quality Strategy (p46) detailed that, “to make sure that we keep talking about and looking at quality, we will develop a communication plan that outlines how we will regularly engage and promote the strategy.” Similarly, reporting to Audit Committee (18 January 2024) noted the development of a communications plan as an action. No copy of the plan could be provided when requested as there has been a delay in progressing this due to capacity issues within the team.
The Health Board should develop a communications plan to ensure there is a structured approach to raising awareness of the Quality Strategy both internally and externally.
	Communications plan for the Strategy and ongoing implementation plan to be discussed with the Director of Insight, Communications & Engagement and put a plan in place by July.

	Action to be closed. A working group has been established to develop our approach to 'Always on Reporting' and this will include quantitative and qualitative data for the public and staff. In addition, an annual comms plans for quality through team brief has been developed.

	
	3.1b
	Extensive communication and engagement had been carried out with staff as part of the Quality Strategy’s launch (March 2023), but nothing has been carried out recently to assist with embedding arrangements.
Following development, the plan should be shared at an appropriate forum and appropriate staff engagement should be carried out to ensure that arrangements continue to be embedded.
	Communication Plan to be put on all QSI Meetings and to be taken to Board and Committee Meetings. Follow up Engagement Process to be arranged with senior leads across the Health Board.
	Updates on strategy included within HB annual report which is live on the intranet, has been shared with stakeholders. The report was also promoted through the December Team Brief. We did not provide an update through Oct congress as these other actions superseded this and reach a wider audience.

	
	4.1c
	Reporting of the risk in relation to data informatics (service groups not having access to real time performance information for falls incidents) is reviewed retrospectively the following month, and there is also disparity between clinical assessments and systems data. 
A robust system should be implemented to ensure that service groups have access to up-to-date and consistent performance information for falls rates.
	Ongoing development of Q&S Dashboard which will include Falls Data at ward level.
	Dashboard approved and now live.

	
	4.2a
	There is inconsistency in the reporting of progress with the goals, methods, and outcomes (GMOs) so it is unclear why the total number of GMOs has differed and to identify the progress made.
Performance measures relating to quality priorities should be reviewed to clarify the GMOs; with any outstanding activities transferred to the new workplan for the Frailty Quality Priority.
	GMO’s will be owned by the Service Groups but QSI Clinical Leads will attend the Integrated Planning Group meetings to support and advice service groups on the GMO’s. Quality Priority Programme Board will have oversight and updates bimonthly.
	HB has moved on from using GMOs as an approach. Head of QSI attends IPPG to ensure that quality and quality priorities are includes in annual plans. Feedback given on 2025/26 service group plans against existing priorities.

	
	5.1a
	Due to a lack of administrative support, there is only an action log completed for each Falls Prevention Quality Priority Delivery Group meeting that provides insufficient evidence of key decisions made and scrutiny of agenda items.
To demonstrate effective governance arrangements, the health board should review its structure for oversight of quality management arrangements to ensure there is appropriate attendance at the meetings, and to improve the quality and scrutiny of reporting and documenting of meeting outcomes.
	Falls Overarching Group – New admin staff in place to be allocated to take the minutes from the meeting to ensure all papers and discussions are captured.
	Additional Admin support has enabled us to have minutes of the Falls Meeting provided.


	Lead Director – Director of Nursing

	SBU-2223-010
Nurse Rostering

Report Issued

May 2023

Assurance Rating

Reasonable
	Rec

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

	
	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.
	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.
	The Rostering Policy has been reviewed and updated, and was ratified at the October 2024 meeting of the Nursing & Midwifery Group. The next formal review is scheduled for October 2027; however, pending the outcome of current discussions within the Partnership Forum regarding the duration of breaks during ‘Long Shifts’, and earlier review will take place should that be required.

	SBU-2223-017
End of Life Care

DoN

Report Issued

June 2023

Assurance Rating

Reasonable
	Rec

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

	
	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.
	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).
	There are end of life care measures within the Quality & Safety Dashboard. Ongoing development of the dashboard will be managed via collaboration between the Quality, Safety & Improvement team and the Digital Intelligence team. Dashboard developments are reported to various HB groups including the Execs and the Quality & Safety group. The measures relating to end-of-life care identified through the quality priority are represented in the dashboard, and further measures will be added as data sources become available, including from the medical examiner service.


	Lead Director – Director of Strategy

	SBU-2223-011
Continuing Healthcare

DoS

Report Issued

July 2023

Assurance Rating

Limited
	Rec

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

	
	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.
	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.
	February 2024 (HR): Following a review of current structures and an option appraisal process, the Health Board has commenced moving to a centralised CHC commissioning function, which will become part of the Strategy Directorate.

	SBU-2324-007
Health & Social Care RIF

Report Issued

March 2024

Assurance Rating

Reasonable
	2.2
	Work has commenced on a Collaborative Working Framework based upon the partnership principles identified through workshops delivered between June and August 2023, but this has yet to progress to a draft document which the Head of Strategic Partnerships has indicated a timescale of Quarter 1 2024/25 for completion. The development of a skills competency will be included within the Collaborative Working Framework.
The Collaborative Working Framework should be finalised; with ratification by the Population Health & Partnerships Committee.
	The Collaborative Framework will feature in the SPG work plan, and will be ratified by the Population Health & Partnerships Committee.
	This action is now complete.  The Collaborative Framework was endorsed by the Population Health & Partnerships Committee on the 3rd December and the Management Board on the 18th December.

	SBU-2324-004
Decarbonisation

Report Issued

May 2024

Assurance Rating

Limited
	3.1b
	The risk register for decarbonisation is managed through a RAID Log and is monitored by the DIG. As of March 2024, ten open risks were currently recorded, with five recorded as critical (risk score 16) and three recorded as high (risk score 12). 

We note that work continues to articulate the level of corporate risk for consideration at Board level, and that this has been recorded as an action in the DAP (and more latterly the CAP) with a target date of ‘during 2024’ assigned.
Inclusion of the risk around the potential failure to deliver the Welsh Government NHS Wales Decarbonisation Strategic Delivery Plan should be finalised to ensure the Health Board’s Corporate Risk Register is appropriately reflective of prevalent risks.
	Proposed risk (including score and mitigating actions) to be submitted to Risk Scrutiny Panel for consideration for inclusion in corporate operational risk register
	Presented to Risk Scrutiny Panel on 11.12.24 whereby wider engagement with Executives from the panel was required and a decision is awaited.


	Lead Director – Director of Strategy

	SBU-2425-006
Tertiary Services

Report Issued

October 2024

Assurance Rating

Limited
	Rec

Ref
	Findings & Agreed Action
	Expected Evidence of Implementation
	Update/Comment

	
	2
	The partnership tertiary services vision and principles will be submitted to the RSSPPP in November 2024, and subsequently to each of the respective management boards for approval and formal adoption. Development of the partnership tertiary services strategy will be fast tracked and submitted to the RSSPPP and each of the respective management boards for approval and formal adoption by Summer 2025. Once this is completed, work will commence on the development of the SBUHB tertiary services strategy.
	Partnership vision and principles – November 2024 submission to RSSPPP

Development of Partnership Strategy – September 2025 – subject to agreement at RSSPPP
	There are currently no resources available to take forward this action, and it is not clear when the necessary resource will become available. As such, it is recommended that this action be closed, and the absence of a partnership strategy be managed via the Health Board’s risk process in line with established governance arrangements.

	
	6
	The baseline assessment includes a risk assessment using the following criteria – quality and patient safety, service sustainability and delivery and performance. Services that have a score of 15 or above are deemed high risk (68% for the health board). Service groups were given until 15 July 2024 to update the assessment, but there were two outstanding at the conclusion of our review.
Baseline Assessment has been completed and will be presented to the next available TSOG meeting.
	Completed Baseline Assessment
	The Associate Programme Director reports that the Baseline Assessment is now complete.

	
	7
	The RAID log (programme board risk register) has been amended, but the document would still benefit from a review as information including risk owner; date risk reviewed; and date completed was not captured. Further, there was no evidence that the risk scores have been reviewed and the RAID log is not regularly reported. This would be beneficial to ensure that any key risks are escalated appropriately.

Risks are also documented within the TSOG monitoring report, but did not always record mitigations.
Enhancements to the RAID log have already been discussed and will be put in place to address the gaps highlighted. The RAID log will be subject to regular monitoring and escalated as appropriate.
	Amended RAID log
	The Associate Programme Director reports that the RAID Log has now been reviewed.


	Lead Director – 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

	
	4.1a
	External funding was initially provided, but there has been no further financial support as the Welsh Government established the ALN Act with the intention of it being ‘cost neutral’ for NHS organisations. Noting the significant financial challenges facing the health board, there is no corporate funding for ALN, but budget forecasting at Period 5 (2023/24) detailed a year-end overspend of £37,281. The financial risk has been escalated within the health board and as part of ALN reporting.
Assessment of shared resources to provide clear direction and ensure the service is appropriately designed to meet the duties of the Act.
	Assessment of demand and capacity implications of the ALN Act for Children's Therapies services will be carried out to provide clear direction and ensure services are appropriately designed to meet the duties of the Act
	Initial demand / capacity analysis has been undertaken as planned.  SBAR report has been produced.  It has been shared with the ALN Operational Group and will be shared with ALN Steering Group for agreement of next steps.

	
	5.1a
	In March 2023, a full staff survey was issued to determine confidence and competence levels around ALN within the SaLT Dept. Other operational services impacted by ALN have not undertaken a similar analysis. In September 2023, the ALN Operational Group discussed the revised operational processes where NHS professionals are invited to person-centred meetings, provide information to assist local authorities’ decision-making and for inclusion of services and treatments in the Individual Development Plan. The DECLO asked Group members for assurance that training is being cascaded across all relevant operational services. Confirmation has not been provided from all attendees.
Analysis should be undertaken to identify any gaps in ALN training, e.g. for new members of staff so that appropriate provision can be put in place to allow them to effectively carry out their role.
	An audit will be carried out to assess the knowledge and confidence of all relevant operational staff from services impacted by the ALN Act that provides assurance that they are able to effectively carry out their role.
	A staff knowledge and confidence MS Forms survey was developed by the DECLO with support from relevant operational staff.  The survey has been disseminated to staff and results have provided rich and informative information regarding gaps in knowledge and confidence, to inform further action.

	
	5.2
	Reporting to the Quality & Safety Committee (July 2022) noted that there had been engagement with SNAP Cymru, a national charity who provides advocacy and facilitates dispute resolution, which could assist in incorporating the perspectives of children, young people, and their parents or carers into the Health Board’s planning around ALN. Yet there have been limited opportunities provided for children and young people with ALN to engage and influence on planning and processes to comply with the ALN Code. The health board’s website details, “we are currently working on an effective mechanism by which to seek parent carer feedback throughout the school year 2023/2024”
Develop a mechanism to ensure there is appropriate engagement with children and young people with ALN, and that feedback is incorporated within ALN planning and processes.
	Mechanisms to ensure that the voices of children and young people with ALN and their parents / carers will be developed, with a clear plan in place to achieve agreed outcomes. This will be built into the ALN workplan.
	Links have been established with parent / carer forums in both Neath Port Talbot and Swansea to ensure that there is a vehicle for the Health Board to hear their voices.  However, it should be noted until Project Management capacity is in place the level of engagement with these forums is limited due to competing pressures.

	
	5.3ai
	Despite efforts, data quality is currently poor. Further development is required, but capacity is currently limited to enable this, which could impact reporting to Welsh Government on compliance with some of the national key performance indicators when these are finalised.

Clear timescales should be agreed when further developments to the data infrastructure can be undertaken along with putting in place an effective outcomes framework (noting that the latter has not been a priority due to the other demands required by the Act). These should be recorded within the project delivery work plan.
	Subject to the outcome of the Digital Prioritisation Process, it is anticipated that the data infrastructure required to ensure reliable data regarding the Health Board’s compliance with its statutory duties will be in place to enable reporting from April 2024.
	The digital infrastructure (ALN App and linked MS Forms) is now in place - action completed.  As noted elsewhere, operational processes to ensure this infrastructure is used appropriately, leading to accurate data, is ongoing with plans for a 'launch' in January 2025.


	Lead Director – Executive Medical Director

	SBU-2122-017
NICE Guidance

Report Issued

May 2022

Assurance Rating

Limited
	Rec

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

	
	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.
	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.

	All Service Groups now have governance mechanisms through which to take NICE/HTW guidance:

Morriston SG – Clinical Audit Leads Meetings

SNPTSG – Quality & Safety Group

MH&LD SG – COEG

PCTSG – COEG


	Lead Director – Executive Medical Director

	SBU-2324-027
Consultant Job Planning

Report Issued

April 2024

Assurance Rating

Limited
	Rec

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

	
	5.2
	For four out of the six job plan change requests within our sample, the number of the sessions captured on the CFR did not agree with the job plan, which indicates that the job plan is not updated or reviewed before a CFR is submitted.
Job plans should be updated and reviewed before a CFR is approved.
	Service groups to ensure job plans are reviewed and updated before submitting a CFR.
	Analysis has confirmed that no late change form requests have been received during the preceding 12 months. Job plans are now being aligned with the changes before they are being processed, in line with the requirements of the newly implemented ‘Request to Alter Sessional Payments for Consultant and SAS Medical Staff’ form.

	
	6.1
	We reviewed the timeliness with which our sample of 39 job plans had been approved post their respective start dates. This includes the date of the sign off request, the date of sign off by the Consultant, and the date of agreement by all parties (and therefore actionable on ESR):

· 27 had sign-off requests made between 1 and 609 days post start date.
· 24 had been signed-off by the Consultant between 2 and 610 days post start date
· 27 had been signed-off by all parties between 2 and 610 days post start date
Job plans should be signed off within the 10-week period post initial discussions, and as close to the job plan start date as possible.
	Job plans to be signed within 10-weeks of the initial discussion.
	Any job plan not signed off within the 10-week period is locked down. This is clearly set out in the job planning guidance. Job plans are added to the system after discussion with the doctor. Doctors can appeal if they do not agree with the job plan after lockdown. No appeals received in last three months

	
	6.2
	11 Job plans had been locked down by Medical HR, as they remained unsigned 10 weeks after the job planning discussions had been held.
An Allocate progress report should be run to identify instances where sign off has not been actioned appropriately by Consultants i.e. locked down or significantly post the job plan start date.
	Compliance to be monitored and issues reported by exception through the quarterly report to the Medical Workforce Board
	Allocate shows a running tally of job plans locked down. Current figure is 81 out of 703 (just under 12%). As above consultants discuss their job plan before it is added to Allocate. They have the right of appeal after lockdown. No appeals in last three months

	
	8.1
	Of 39 job plans tested, 10 instances were identified where the number of sessions did not agree to the payslip.

The health board should run an Allocate report for sessions worked and compare against the sessions paid by payroll and investigate any anomalies.
	Any anomalies should be explained through the comments section on Allocate, for example, if TOIL agreed. This cannot be added to agreed job plans so a full annual cycle needs to be completed before all job plans are compliant.
	Sample exercise undertaken and 41 anomalies identified. These have been reported to the service groups and action taken. Exercise to be repeated every six months

	
	8.2
	Of the 10 job plans that did not reconcile at 8.1 above:

· 5 where planned sessions were less than payslip

· 3 where planned sessions were more than payslip

· 2 where payslip recorded hours did not agree to job plan

The health board should quantify, report and escalate any under/overpayments identified.
	Any under/overpayments to be included as part of the exception report to the Medical Workforce Group
	Under/overpayments identified and plans in place with payroll to address

	
	10.1
	We were informed that there is no forum in place at the health board which monitors, reports and escalates job plan completion rates.
The health board should have an adequately represented forum in place where job planning compliance is reported, monitored and escalated, where necessary. This could include any exception reporting recommended above.
	Service groups to have a medical workforce forum to take assurance as to job planning compliance and to provide quarterly report would then be provided to Medical Workforce Group. There will be resources implications to consider therefore compliance also to be reported through the slide deck for the service group performance reviews.
	Job planning compliance is now a standing item for Medical Workforce Group. Service groups alternate with two per meeting.


	Lead Director – Executive Medical Director

	SBU-2425-010
Mortality Reviews

Report Issued

Sept. 2024

Assurance Rating

Reasonable
	Rec

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

	
	3.2
	Whilst recognising that the majority of cases that reach Level 3 review are recorded as no further action required, analysis and monitoring of the referrals at Level 3b and 3c is currently limited to the CAED running reports via SharePoint as and when required, filtering the cases to highlight those that remain open and requiring a response. These reports are not run at a defined regular period and are not presented formally to the Learning from Deaths Panel or COEG (only those reported at Level 1 and Level 2). The CAED acknowledge this is an area that needs to be strengthened and reviewed regularly and are seeking support from the health board’s Business Intelligence Team to further develop the Mortality Dashboard to present this data.
The CAED should look to achieve a more efficient process for identifying the number of referrals still outstanding, in particular at Level 3, with regular monitoring included within the COEG report. This should also identify any referrals exceeding the recently introduced 6-week timeframe and help to escalate those cases surpassing the deadline. The reporting should also look to capture whether actions plans are yet to be received by CAED, with ongoing monitoring of their implementation when received. The CAED should look to achieve a more efficient process for identifying the number of referrals still outstanding, in particular at Level 3, with regular monitoring included within the COEG report. This should also identify any referrals exceeding the recently introduced 6-week timeframe and help to escalate those cases surpassing the deadline. The reporting should also look to capture whether actions plans are yet to be received by CAED, with ongoing monitoring of their implementation when received.
	The first panel meeting of each month will monitor which level three cases have breached the six-week timeframe as well as received the learning from cases.
	Tracker position on the outstanding L3s is reported to the first Learning From Death Panel meeting each month. The Tracker is also included in LFD Panel report to the Clinical Outcomes & Effectiveness Group. Service groups report on L3 position and learning from cases on a quarterly basis (PCT/MH&LD presentations attached). Summary of presentations included in the report to QSG

	
	4.2
	The draft CAED SOP highlights that the Service Groups are required to provide quarterly reports to the COEG, identifying themes and lessons learned within a uniform template. A new report template for use by Service Delivery Groups will take into account the cases referred to the service groups for further investigation and also summarise associated actions and learning. Only a very limited number of updates have been provided to date, a verbal one from Morriston which did not follow the template.
The health board should also ensure that Service Groups are providing quarterly reports to the COEG, completing the template that has been developed as required.
	The template will be re-shared with the service group medical directors with the timetable for reporting to COEG.
	The template has been reshared with Service Groups
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