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

	Executive Lead – Chief Operating Officer

	SBU-2324-012
Access to General Medical Services

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

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

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

	
	1.2
	The reporting arrangements of the Access and Sustainability Forum ToR reference the Primary and Community Board, and Quality and Safety Forum which have been superseded. The ASF ToR does not include reference to Board Committee reporting, noting that the Primary and Community Board will inform the health board.
Management should review and update the reporting requirements of the Access and Sustainability Forum. 
	A review of the reporting requirements will be undertaken and included in the revised TORs. TORs to be ratified at the next meeting of the Forum which is held Quarterly.
	Revised Terms of Reference ratified at the March meeting of the Access and Sustainability Forum.

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

	
	4.1
	One practice had formally appealed the outcome of the health board’s review of evidence. The PCT Board did not uphold the appeal. The practice intends to appeal to Welsh Government. We note that whilst the responses from the Service Group signpost the appeal route, the practice did not appear familiar with the timescales or groups involved within the health board’s internal appeal process.
Following the final outcome of the appeal there is opportunity to develop an internal appeals procedural document which could be shared with practices outlining the timescales, groups and memberships involved.
	Whilst all practices are informed of their right to appeal which is set out within the national GMS Contract, a local process will be written to include timelines for Health Board consideration (local determination).
	Appeals Flowchart developed, to be shared with GP Practices if an appeal is instigated.

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

• longest time to answer;

• requiring multiple calls to contact; and

• no answer. 

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

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


	Executive Lead – Chief Operating Officer

	SBU-2223-015
Transition from CAMHS to AMHS
COO

Report Issued

May 2023
Assurance Rating

Limited
	Rec

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

	
	2.1
	The current protocol in use by Adult Mental Health services relating to transition arrangements dates from 2017 is draft, and does not reflect regional or national guidance which now recommends transition planning beginning at an earlier stage.
Whilst progressing its review and updating of the regional transition policy, we recommend local protocol documents are developed which align to external guidance and reflect the health board’s operational and executive responsibilities.
	MHLD SG has representatives at the Regional Partnership forum and will contribute to the review of the Regional Transition Policy. The current regional policy will inform the needs of a local MHLD SG Transition Policy and reflect regional and national guidance. This will be approved through MHLD SG Policy Governance Structure.
	The revised local Policy was ratified at the February meeting of the MH&LD Service Group QSC 

	
	2.2
	The current protocol in use by Adult Mental Health services relating to transition arrangements dates from 2017 is draft, and does not reflect regional or national guidance which now recommends transition planning beginning at an earlier stage.
Once approved, the health board should make these documents easily available to staff.
	The approved MHLD SG Transition Policy will be communicated through the MHLD SG Quality Governance Processes and saved onto COIN on the SBU HB intranet for access by all staff.
	The revised Policy is available to all staff via COIN

	SBU-2223-011
Continuing Care
COO

Report Issued

July 2023
Assurance Rating

Limited
	Rec

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

	
	3.1
	The Terms of Reference for the Primary Community and Therapies scrutiny panel became due for review in March 2023
Terms of reference for the Primary Community and Therapies scrutiny panel shall be reviewed and updated.
	The terms of reference are being reviewed in line with the recommendations received from the NCCU.
	The Terms of Reference for the PCTG Scrutiny panel have been reviewed and agreed through the Service Group's Governance structure


	Executive Lead – Director of Workforce & OD

	SBU-2324-021
Sickness Absence Management

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

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

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

It was noted that although the improvement plans are discussed, there is no formal reporting on progress against the plans.
Service Groups should look to report on progress against the improvement plans to ensure that actions are being appropriately implemented with focus on responsibilities, goals and deadlines to ensure the plans are having the desired impact in improving attendance at work.
	Implement appropriate reporting to Service Group triumvirate meetings
	Action plans have been developed within each Service Group which are reported locally on a monthly basis during Performance meetings. Next step is to develop a high level reporting structure so that action plans and impact/results are reported at a HB level


	Executive Lead – Director of Finance

	ABM-1920-007
Capital Systems Financial Safeguarding

Report Issued

November 2019

Assurance Rating

Limited
	Rec

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

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

Formal procedures should be developed and implemented for the management of Estates stores (in accordance with SFIs).
	Agreed. Appropriate procedures will be implemented and management will undertake periodic checks/audits to ensure compliance.
	The revised procedure has been approved by the Estates Board, and subsequently shared with NWSSP Audit & Assurance colleagues.

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

· No annual stocktake at Morriston

· Singleton stocktake not independently verified

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

Stores practices should be reviewed and enhanced in line with audit findings and SFI requirements.
	Agreed. Appropriate procedures will be implemented and management will undertake periodic checks/audits to ensure compliance.
	The revised procedure has been approved by the Estates Board, and subsequently shared with NWSSP Audit & Assurance colleagues.

	SBU-1819-038
Strategy & Planning Directorate
Report Issued

October 2018
Assurance Rating

Reasonable
	Rec

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

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

We would recommend that Capital Planning & Estates refresh objectives annually, setting new targets for the year(s) ahead.
	PADRs will be held with all staff to set objectives and targets
	PADR objectives for Senior Capital and Estates staff are reviewed and refreshed annually, with new targets being set for the year ahead. PDR performance is an agenda item at the Estates Board (for clarity, this is being renamed as the Operational Estates Board). HR provide a monthly report to the board covering PDR's, sickness absence, grievances and any consultations.  PDR performance is also reported at 1:1s with the Director of Capital & Estates.  The director is implementing a new Capital and Estates Board which will cover not just estates, but capital, PFI, Health & Safety and Decarbonisation.  

	SBU-2324-002
Estates Condition

Report Issued

October 2023

Assurance Rating

Limited
	Rec

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

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

“There is also a need to develop a clear supportive Long Term Financial Model for the revenue support needed for the Clinical Service plan and the Estates Strategy. This would be a plan set out across the 10 years of the Strategy.”
The UHB's stated objective "to develop a long-term financial model for the revenue support needed for the Estates Strategy" is supported by Audit as a key priority for the UHB to provide assurance to the Board that the Estates Strategy can be supported. A clear timeline should be determined for undertaking this exercise, with progress monitored at a relevant forum. 
	Agreed. We will provide periodic reports to the Board/Committee outlining the key activities delivered within available funding (e.g. EFAB, discretionary capital, All-Wales Capital), and also highlight what could not be delivered, and the associated residual highest risks to the estate that may impact business continuity. The existing annual capital programme report to the Board could be an appropriate vehicle for this.
	Estates Strategy complete. The Health Board have submitted our capital priority list as requested to the WG and will be reviewed and notified of funding availability mid to end summer. The priority list was signed off by board and a number of these bigger projects if approved will be supporting reduction of backlog maintenance costs. Detailed revenue requirements will be set out as part of each individual business case


	Executive Lead – Director of Finance

	SBU-2324-009
Saving Programme

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

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

	
	6.2
	Recovery Plan Trackers are maintained to record the outcomes resulting from the enhanced monitoring meetings, with Morriston service group detailing the person responsible for the action, the target deadline for addressing the action and the RAG status. 39 actions were recorded on the 22nd August tracker with 64 on the 30th August version. However, it is difficult to trace the actions between the trackers to confirm that they have been adequately addressed. 

Neath Port Talbot & Singleton (NPTS) service group uses a different template to record financial figures in relation to run rate, but there is no action plan that clearly records the outcomes from the meeting and to provide oversight that they have been addressed appropriately and promptly.
Enhancements should be made to the recording of outcomes resulting from the enhanced monitoring meetings (Morriston and NPTS) using SMART criteria, so it is clear what progress has been made since the last meeting.
	Noted. The Enhanced Monitoring arrangements currently in place are outside the scope of the original Savings Programme Audit, however it is recognised that these meetings play a role in the discussions regarding the identification and delivery of savings. Having been through 6-9 months of the Enhanced Monitoring arrangements currently in place, it is noted that formal review of the process, outputs and long term objectives needs to be undertaken. This will need to align to the wider assessment and overview of the Financial Strategy for 2024/25 and build in lessons learnt from 2023/24.
	Recommendations are noted

(1) For 2024/25 the Health Board has established a revised process, whereby Service Groups will need to provide a document on the management of their position, which will support this action.

(2) From 1st April the level of oversight resets but the governance documents referred to in 1.1 outlines how levels of escalation are managed but should areas get into the Enhanced Monitoring the actions required will be taken forward.

(3) For 24/25 a new oversight group has been established which will oversee financial improvement and receive updates from all Service Group areas including clear actions.

(4) Each Service Group will be presenting to PFC 4 times a year to outline their financial position, as this is a formal sub-committee of the Board all actions will be noted in the formal minutes.

Therefore recommendation that this point is closed.

	SSU-2324-001
Singleton Hosp. Cladding

Final Account

Report Issued

February 2024

Assurance Rating

Substantial
	Rec

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

	
	1
	In accordance with the form of contract applied, actual costs should be charged for items such as plant and materials. At the audit testing, two items totalling £22,652 were charged on the basis of a Quotation and Purchase Order respectively (rather than the invoiced cost).
Costs charged by way of quotation or purchase order should be substantiated to invoiced costs at the final account.
	Agreed. The invoices will be requested to further confirm the quotation and purchase order substantiation received listing materials delivered and charged to site.
	This has been resolved with our costs advisors who have confirmed and provided the appropriate information

	
	3
	Delay damages are to apply from completion of the whole works. The completion date for the whole works was 30th October 2023. Compensation Events had detailed a total of 87 days of agreed delays. This would take overall completion to 26th January 2024, as compared to the programmed completion of 26th February (per August 2023 Project Manager progress report). This would imply minimal delay damages (including minimal / none at Stage completions). However, Stage Completion Certificates were not available during the time frame of the audit (as required to inform this process).
Management should obtain a copy of the staged completion certificates together with a formal assessment of any associated damages due for each stage.

	Agreed. Individual extensions of the contract period are detailed within the Project Managers reports together with the reason for each extension and impact upon the Contract Completion date. The individual extension period is detailed which culminates in the stated revised Completion Date of the 26th February 2024. Sectional Completion Certificates have been issued for Phases 1 and 2 with the remaining two Phases yet to be issued.
	Individual completion certificates for phases 1 - 4 all received and embedded as evidence. Final certificate covering phases I - 4 issued 28/02/2024 confirming project completion on 26/02/2024.


	Executive Lead – Director of Finance

	SBU-2223-016
Health & Safety
Report Issued

September 2022
Assurance Rating

Limited
	Rec

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

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

The group tested the option of undertaking two deep dives per meeting and it was agreed by the group that due to the amount of work to undertake the deep dives, that one is sufficient. The point raised by audit can be addressed by reviewing the exception reporting template to capture specific areas. This will be put to the next HSOG meeting in November 2022.
	The Deep Dive Forward Plan is now included as a standing item in the Health & Safety Update Report to the Quality & Safety Committee. Thus the Committee is appraised of the areas where Deep Dives are planned during the year, and any changes to those plans.


	Executive Lead – Director of Strategy

	SBU-2324-006
Commissioning LTS Contracts

DoS

Report Issued

August 2023

Assurance Rating

Reasonable
	Rec

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

	
	2.1
	Review of the agreements in place with the NHS Wales organisations that the health board has commissioning arrangements with noted that there isn’t a standard template in use.
The health board should ensure a standard LTA template is used for requirements / expectations to be managed on a consistent basis across organisations.
	The agreements are to be reviewed by a member of the Commissioning team to ensure consistency. The output of this review, with the establishment of a standard template will need to be approved by CCOG prior to working through the detail with providers for the 24/25 agreements.
	The LTA template developed for SBU will be utilised for 24/25 contracts.  The official deadline for signing the contracts is 30/06/2024 however the HB is actively working with neighbouring HBs to have the LTAs signed off by end of May 2024.  The action was to develop a standardised template for SBU, this has been completed.


	Executive Lead – Director of Strategy

	SBU-2324-007
Health & Social Care Regional Investment Fund

DoS

Report Issued

March 2024

Assurance Rating

Reasonable
	Rec

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

	
	2.1
	Over the period of June – August 2023, the Health Board’s Strategy directorate delivered three partnership workshops, with corporate and service group representative attendance at each. These workshops identified four themes to be taken forward in support of the health board’s approach to partnership working: 

• Development of a strategic partnership framework

• Mapping of roles and responsibilities across the organisation

• Development of a skills competency

• Setup of an internal health board partnership group

The above demonstrates there is intent to progress the themes identified, but noting this remains at an early stage we would suggest there could be a mechanism for capturing progress within this area.  
The SPG should develop a work plan / action plan to set out timescales and leads to deliver the partnership working themes and actions identified.
	A draft work plan will be presented to the Strategic Partnerships Group in March. The work plan will reflect the priorities identified as part of the development workshops and the first two meetings of the SPG where discussions have been progressed in relation to RIF and Capital Investment.
	The SPG work plan for Q1 2024/25 was presented to the SPG meeting in March.  The following priorities were agreed, with associated milestones:

· Develop a process to enable oversight of Health Board RIF Schemes –including any lessons learnt from West Glamorgan RPB Evaluation Process
· Oversight of Health Board Capital Schemes and to support the development of the Health Board Capital pipeline
· Development of the Collaborative Working Framework

· Knowledge and Information Sharing – review and evaluate
· Develop a process for the co-ordination of a Health Board response to Local Authority Consultations including Local Development Plans (LDPs)

A more long-term work plan will be created once the Group has had some further time to 'bed in'. The work plan will be a standard agenda item for SPG meetings

	
	4.1
	WGRPB PMO reporting has highlighted some limitations within the current evaluation process. Feedback from health board representatives received during fieldwork highlighted some enhancements which would be helpful to apply to future evaluations:

· Enhancing the breakdown of data by locality to support triangulation;
· Obtaining supplementary service user feedback (currently only supplied through the scheme submitted story of change, which are noted to be lengthy); and
· Use of feedback from statutory services involved in referral to schemes.
As part of its ongoing engagement with partners the health board should collaborate to strengthen the robustness of reviews through collating feedback from representatives involved within the evaluation process, and ensure there is guidance provided to health board representatives outlining expectations and responsibilities of panel membership.
	The monitoring of RIF will be included within the SPG work plan, with advice and support provided on Health Board schemes pre and post the WGRPB evaluation process, to identify lessons learnt, and to inform the Health Board’s planning process.
	The SPG work plan for Q1 2024/25 was presented to the SPG meeting in March, and the following priority relating to RIF was included:

· Develop a process to enable oversight of Health Board RIF Schemes –including any lessons learnt from West Glamorgan RPB Evaluation Process

The first report in relation to the RIF evaluation process was presented at the SPG meeting in March.

	
	5.1
	The WGRPB agreed that previously un-allocated RIF funding would be directed to the Emotional Wellbeing and Mental Health Board, and Wellbeing and Learning Disability Board. 

The Learning Disability panel received 16 scheme applications, nine of which were health board applications. 

Four health board applications were successful. Whilst there would not be expectation that all schemes would be successful when applying through partnership forums, and those not taken forward would receive feedback from the WGRPB PMO, we noted there no current mechanisms to consider any themes and consolidation of learning from applications.
The SPG meetings should include review of feedback received evaluation of health board applications, and collation of these to identify lessons learnt which could inform future applications.
	The same process will be followed as described in 4.1: The monitoring of RIF will be included within the SPG work plan, with advice and support provided on Health Board schemes pre and post the WGRPB evaluation process, to identify lessons learnt, and to inform the Health Board’s planning process.
	The SPG work plan for Q1 2024/25 was presented to the SPG meeting in March, and the following priority relating to RIF was included:

· Develop a process to enable oversight of Health Board RIF Schemes –including any lessons learnt from West Glamorgan RPB Evaluation Process

The first report in relation to the RIF evaluation process was presented at the SPG meeting in March.


	Executive Lead – Director of Therapies & Health Sciences

	SBU-2324-011
Additional Learning Needs

Report Issued

January 2024

Assurance Rating

Limited
	Rec

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

	
	1.1d
	Highlight reports are submitted by the PSCG to the QSG, but we have been unable to evidence the escalation of issues through to the QSG or the Management Board to confirm adequate oversight of ALN.
To demonstrate effective governance arrangements, the Health Board should ensure that it clarifies the process for escalation to ensure that the QSG has appropriate oversight of key risks and issues relating to ALN
	Guidance will be sought from the Director of Corporate Governance regarding how issues from the ALN Steering Group and the Patient Safety and Compliance Group are escalated from these structures to Quality and Safety Group, Quality Safety Committee and Management Board. The intention of this is to raise the organisational visibility of the ALN Act’s statutory requirements and associated risks.
	There has been recent escalation of issues from PSCG to Q&S Group - issue resolved.

	
	3.1a
	A project plan was developed to provide focus on key deliverables to support implementation of the ALN Act for 2022/23 academic year detailing 15 work streams. However, the ALN Project Manager post has been vacant since August 2023 that has resulted in the plan not being updated since June 2023, which recorded that 50% of activities within the work streams had been undertaken.
Establishing progress with the work streams contained in the project plan (2022/23) so that any outstanding activities can be transferred to the new work plan.
	Progress with work streams from the 2022/23 work plan will be established and next steps and associated timescales will be developed and captured as part of the 2023/24 work plan.
	Task completed with revised work plan approved through ALN Steering Group, 19.4.2024

	
	3.1b
	A work plan detailing the key priorities for the 2023/24 academic year has not yet been developed despite it being discussed at ALN Operational Group in May and June 2023.
A project work plan with key deliverables for the current academic year (2023/24), that incorporates the shared principles from the regional strategy, ‘One Child, One Approach, One Life: A shared vision, principles for collaborative working through ALNET’, should be developed.
	A work plan for the 2023/24 school year will be produced. The plan will aim to align with principles from the regional strategy, ‘One Child, One Approach, One Life: A shared vision, principles for collaborative working through ALNET’. However, it must be recognised that this document is itself being reviewed and assessed (see Agreed Management Action 1.1) and may require revision on the basis of this. The 23/24 work plan may therefore not align perfectly with the strategy, reflecting changing priorities.
	Task completed with revised work plan approved through ALN Steering Group, 19.4.2024

	
	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.
	Corporate resources required to support effective ALN implementation and to enable compliance have been captured in an SBAR developed by the DECLO and shared with the ALN Steering Group on the 10th October 2023. The Director of Therapies & Health Services is working with the Director of Finance & Performance with the aim of securing the necessary resource, from April 2024.
	Conformation that resource required has been secured.


	Executive Lead – Executive Medical Director

	SBU-2324-014
Primary Care Antimicrobial Prescribing

Report Issued

October 2023 

Assurance Rating

Reasonable
	Rec

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

	
	1.1
	The PCTSG Improvement Plan for 2023/24 has retained the targeted work with 4C outlier practices, alongside the inclusion of two new actions relating to reducing prescribing for four Urinary Tract Infections (UTI) medications, and reductions in repeat antibiotic prescribing. Whilst these new targets can be linked to carrying forward the work of an established UTI task and finish group, and an indicator within the health boards prescribing management scheme, we note the 2023/24 plan does not include set reduction targets for either, and they do not align with National Prescribing Indicators.
PCT Improvement Plan actions should include measurable targets to allow for monitoring of progress and identification of underperformance.
	PCTSG improvement plan will be updated to include measurable targets.
	The 2024/25 improvement plan does not contain separate repeat and UTI antibiotic prescribing targets. Rather, these work streams are working towards achieving our overarching target of a 5% reduction in overall antibiotic prescribing as per the National targets. Medication management continue to review long term prophylactic antibiotics, and the 5 highest prescribing practices of the 4 C antibiotics have been contacted to take part in the reduction audit. Preventing UTIs will be a focus again this year where we will be provide training and education across care homes and DN services, including promoting hydration and appropriate sampling.

	
	1.2
	Whilst the PCTSG 2023/24 Improvement Plan contains actions assigned to the Antimicrobial Pharmacist Team, the senior risk owner for antimicrobial stewardship is listed as ‘tbc’.
The PCT Improvement Plan should be updated to include a senior risk owner for antimicrobial stewardship actions. 
	Senior risk owner will be assigned from PCT to each action.
	The senior risk owner is the Primary Care Group Medical Director.

	
	3.1
	There has been regular use of an October prescribing leads meetings held each year, to discuss antimicrobial stewardship. Following the October 2022 session, the health board requested feedback covering a number of areas
Whilst this feedback is linked to payment within the Prescribing Management Scheme, the collated feedback from the 2022 session indicates only half of leads returned this to the health board.
The health board should explore alternative arrangements to ensure that actions are provided by prescribing leads, and confirmation is received that key points are shared within practices.
	This had already been identified as a learning point with pharmacy. Feedback form is being redesigned to allow for ease of feedback/monitoring and collation of data. The link to payment has been removed from the 23/24 scheme, as attendance at the meeting is the key driver for payment. In addition, staff resource to collate data within pharmacy is limited, hence the review and changes to the scheme already in progress.
	Microsoft form has been redesigned and GP Prescribing Lead or GP deputy is required to complete an action plan following the prescribing leads meeting and submit to the Health Board in order to claim the practice attendance fee for the 24/25 Prescribing Management Scheme.

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

There is no requirement for reporting progress of actions, from the PCT Group to the ASG, relating to antimicrobial activities within PCTSG Improvement Plans.
Antimicrobial Stewardship Framework content should be updated and where possible there should be alignment between the actions listed and those within the PCTSG Improvement Plans relating to antimicrobial stewardship.
	The review of the Antimicrobial Stewardship Framework is now underway and an updated draft for agreement will be presented at the next ASG in December. Service Groups have been asked to submit individual actions for exclusions aligned to their individual challenges and priorities. This will allow PCTSG to align actions with their HCAI improvement plan.
	The ASF has been rebranded to the work programme for the ASG. The ASG work plan now includes agreed action for Primary Care that has been aligned with the HCAI improvement plan for Primary Care i.e. CRP Project.


	Executive Lead – 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

	
	2.2
	During the audit, we selected a random sample of NICE Guidance publications to determine how they had been considered at service group level in line with the SOP. We requested evidence to demonstrate how each NICE Guidance publication had been reviewed for implementation and how the responses had been collated for reporting to COEG. However, we received limited responses and evidence to substantiate the process followed.
Updates on NICE Guidance should be provided in a timely manner by Service Group Medical Directors or nominated responders. 
	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.
	A process for distributing the NICE guidance is in place and a link to SharePoint and Microsoft Forms to enable leads to provide timely updates which are then reported to the COEG. The Associate Medical Director for Professional Concerns and Quality and Safety is overseeing the process and follow-ups any which breach four weeks with no response. Any which exceed the eight-week deadline are escalated to the QSG.

	SBU-2223-018
Clinical Audit

Report Issued

June 2023

Assurance Rating

Limited
	Rec

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

	
	2.2
	At the date of audit fieldwork, the 2023/24 clinical audit plans had yet to be approved and it was anticipated they would not be signed off until July 2024. This represents significant slippage in the annual cycle.

The annual planning process should be reviewed to ensure that the clinical audit plan can be approved at the outset of the applicable financial year.
	AMaT will continue to support the planning process whilst in use within the Health Board and timelines will revert back to fall in line with the financial year. The 24/25 plan will be in place by 1st April 2024.
	This action is now complete. The 2024/25 audit plan was noted at the March COEG meeting and went live on 1st April 2024
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