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

AGAINST ORIGINALLY AGREED

DEADLINES
	Executive Lead - Chief Operating Officer

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

	Rec

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

Update/Comment
	Milestone Target

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

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


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


	31/01/2020
	October 2023: A draft process has been produced. This will be taken to the Management Patient Safety & Compliance Group on 07/11/1023 for consideration.
	30/11/2023

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

Management should consider how they address issues of custom and practice that is resulting in repeat non-compliance with policies and procedures.
	M
	The policy (ref action 1 above) will set out a process for managing repeat non-compliance with policies and procedures to identify the issues and actions required by Units / specialist corporate staff / groups / committees. 
	31/01/2020
	October 2023: A draft process has been produced. This will be taken to the Management Patient Safety & Compliance Group on 07/11/1023 for consideration.
	30/11/2023


	Executive Lead - Chief Operating Officer

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

	Rec

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

Update/Comment
	Milestone Target

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

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

Anticipated first draft for consultation end of February 2021.
	01/05/2021
	October 2023: Continued quarterly audits and touchpoints for all wards at Morriston demonstrate consistency with clinical management planning.  In addition to this, using Signal, the OPF team are working alongside digital services to enhance the ability to report current performance using data entered at ward level - this is progressive and some data can already be accessed via a SAFER dashboard. The HB have also decided to continue to review their current Discharge policy as the All Wales solution has not transpired.  Therefore, work has already started with the Morriston OPF team to update the current policy to reflect all the changes implements since January 2023. First draft should be available for review and comment to the wider HB and partners by End of November. 
	31/12/2023

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

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

Requirement to audit and improve recording of EDD will be included within the corporate audit tool.
	01/05/2021
	October 2023: The SAFER Dashboard for Morriston demonstrates improved compliance is sustained with EDD setting.  Predominantly set at morning Board rounds by the MDT and shared with the patient or their relatives. Signal is accessible to SDU and NPT with the same operating features.  Work to standardise the approach will begin across all sites from October 2023.  This will be reflected in the revised discharge policy. Please note the evidence for EDD setting as an MDT is within Signal not necessarily the Medical notes.
	31/12/2023

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

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

Requirement to audit and improve recording of EDD will be included within the corporate audit tool.
	01/05/2021
	October 2023: As above, this will form part of the standardisation of practice improvement work which will be rolled out across the remaining service groups.
	31/12/2023

	4
	Several observations identified divergence from policy requirements across wards: 

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

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

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

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

Management should consider these areas of divergence from policy. Where they are considered acceptable we would recommend policy be reviewed to accommodate them appropriately. Otherwise we would recommend action be taken to reinforce policy requirements and improve compliance.
	M
	The policy is being reviewed and revised to provide greater clarity on expectations regarding the frequency, timing and recording of senior medical review, and include actions to provide assurance regarding implementation.
	01/05/2021
	October 2023: This will form part of the improvement work from October.
	31/12/2023

	5
	Ward 8 at Singleton used a Weekend Handover Sheet which outlined the criteria for patient discharge over the weekend to enable nurse-led discharge.
Management should consider the implementation of weekend handover sheets across all wards
	L
	The standard for handover will be reflected within the revised policy version.
	01/05/2021
	October 2023: This action will need to be reconsidered as we progress with Criteria led discharge in Morriston as the exemplar site using SAFER as the platform to underpin the methodology.  This is in its early stages rolling out across Medicine in a controlled fashion using Signal and the template trialled in SDU as the vehicle for communicating and capturing performance against the improvement. CLD will also be reflected in the revised Discharge planning policy. 
	31/12/2023

	6
	There was non-compliance with policy in that the reason for changing the EDD was not always recorded within the Clinical Portal (or SIGNAL) which meant that it was not always possible to establish if all of the changes to the EDD were appropriate. Additionally, we noted differences between EDD dates recorded in the portal and those within SIGNAL (with one ward inputting only to SIGNAL). SIGNAL being a relatively new development is not currently covered by policy.
Management should clarify what is expected of staff in respect of populating systems with the EDD data and reasons for changes, particularly where more than one system is in operation. Awareness of expectations should be reinforced and policy updated to reflect systems in place.
	H
	The policy is being reviewed and revised to provide greater clarity on expectations regarding adjustments to EDDs, appropriate reasons for them and how these will be documented. The policy will include actions to provide assurance regarding implementation
	01/05/2021
	October 2023: Signal is now the single point of data capture for EDDs at Morriston.  Any changes to EDD can be cross-referenced with information either within Signal (non-clinical) or medical and nursing records. As signal V3 also leaves an historical footprint we can capture how frequently EDDs have been changed, therefore accurate reporting is easily obtainable.
	31/12/2023

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

Five patients at Singleton Hospital were identified as being medically fit for discharge within patient notes but this was not recorded as such within the Clinical Portal or Signal and so the EDD continued to be updated.
Management should ensure all staff are trained and made aware of the appropriate reasons for updating the EDD. Consideration be given to a programme of improvement work across wards to coach staff in effective use and recording of the EDD to monitor better compliance & outcomes.
	H
	The policy is being reviewed and revised to provide greater clarity on expectations regarding adjustments to EDDs, appropriate reasons for them and how these will be documented. The policy will include actions to provide assurance regarding implementation.
	01/05/2021
	October 2023: The discharge planning policy will reflect the expectations on EDD and Red and Green setting and this will form part of the standardisation improvement work for the remaining service groups.
	31/12/2023

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

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

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

Consideration should be given to including this within a programme of improvement work across wards to coach staff in effective implementation of this aspect of discharge planning & documentation and to monitor improvements in practice.
	H
	Further engagement with Carers via Stakeholder reference group will be undertaken and a leaflet produced that outlines what communications and involvement patients and their families can expect to receive regarding the plans for their expected date of discharge.
	30/05/2021
	October 2023: This is ongoing work and will be addressed during the standardisation programme for Discharge planning.
	31/12/2023

	
	
	H
	Comprehensive training and communication programme will be developed that includes communication with families and patients as part of the launch of the revised SAFER policy.
	30/09/2021
	October 2023: This is ongoing work and will be addressed during the standardisation programme for Discharge planning.
	31/12/2023

	
	
	
	The all wales newly developed and piloted digital clinical risk assessments includes Expected date of discharge and will be rolled out across the health Board – this will improve recording of EDD and engagement with families and carers.
	31/03/2022
	October 2023: This is ongoing work and will be addressed during the standardisation programme for Discharge planning.
	31/12/2023

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

We would recommend that the expected use of PSAG Boards (whether manual or electronic) be reinforced by management and direction be given to staff on expectations in respect of patient notes. Consideration should be given to including this within a programme of improvement work across wards to coach staff in effective implementation of this aspect of discharge planning & documentation and to monitor improvements in practice.
	H
	To be captured as a requirement within the new Audit Tools. Which will be included within the appendices to the revised policy.
	01/05/2021
	October 2023: Since the completion of Phase 1 roll out of SAFER, further audits have concluded greater compliance with record keeping on Signal in Morriston particularly MDT. Please refer to Meridian audit March 2023 and further directorate level follow up audits conducted by the Optimising patient flow team.
	31/12/2023

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

Management should ensure that discharge planning is undertaken by ward staff from the point of admission in line with policy.
	M
	The standards will be reflected in the rewording of the revised policy
	01/05/2021
	October 2023: Singleton now hosts an elective system and therefore all patients admitted will have a definitive EDD as part of their pathway. The standardisation of the revised discharge policy will confirm this.
	31/12/2023

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

Management should ensure that the Red to Green Days element of the policy is understood and implemented at Ward level. Consideration should be given to progress this via a quality improvement programme approach.
	M
	To be captured as a requirement within the new Audit Tools. Which will be included within the appendices to the revised policy.
	31/05/2021
	October 2023: This is embedded within the principles and methodology of SAFER and has formed a dominant part of the roll out programme at Morriston. This language is used at Board Rounds and the colour status is recorded in Signal during the discussion.  Note: all patients default to Red at Midnight every day on Signal V3.  This is being tested and can be revised before the next version update. This is reinforced by the continuous audit process at Phase 2.
	31/12/2023

	13
	Staff at Singleton ward 8 highlighted that patient notes available at ward level were not comprehensive - interventions provided by staff from Therapies were held separately.
We recommend that management take steps where necessary to ensure that ward-level patient records provide a comprehensive, up-to-date account of the patient's care and steps taken to ensure a safe discharge.
	M
	Revised policy will clarify how discharge planning will be recorded following the introduction of new systems.
	01/05/2021
	July 2023: PT document in medical notes. OT and SW document on SIGNAL. There is opportunity for MDT documentation within WNCR
	31/12/2023

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

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

Management should review the arrangements for documenting patient records to ensure that a full patient history is maintained post discharge
	H
	This identified risk will be escalated to the Signal User Group and any unresolved risk assessed and added to the corporate risk register for monitoring until action is identified to resolve it.
	31/03/2021
	October 2023: Signal is utilised as the one version of the truth for patient flow. Any further detail regarding clinical status and detailed complexity is completed in detail across Medical records and WNCR.
	31/12/2023

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

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

	31/03/2021
	October 2023: There is a national audit tool which is used at Morriston as part of our compliance audit for SAFER.


	31/12/2023


	Executive Lead – Chief Operating Officer

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

	Rec

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

Update/Comment
	Milestone Target

	2.1
	The current protocol in use by Adult Mental Health services relating to transition arrangements dates from 2017 is draft, and does not reflect regional or national guidance which now recommends transition planning beginning at an earlier stage.
Whilst progressing its review and updating of the regional transition policy, we recommend local protocol documents are developed which align to external guidance and reflect the health board’s operational and executive responsibilities.
	M
	MHLD SG has representatives at the Regional Partnership forum and will contribute to the review of the Regional Transition Policy. The current regional policy will inform the needs of a local MHLD SG Transition Policy and reflect regional and national guidance. This will be approved through MHLD SG Policy Governance Structure.
	30/06/2023
	October 2023: Currently awaiting the ratified Regional Partnership Forum Policy to inform a MHLD SG Policy
	30/11/2023

	2.2
	The current protocol in use by Adult Mental Health services relating to transition arrangements dates from 2017 is draft, and does not reflect regional or national guidance which now recommends transition planning beginning at an earlier stage.
Once approved, the health board should make these documents easily available to staff.
	M
	The approved MHLD SG Transition Policy will be communicated through the MHLD SG Quality Governance Processes and saved onto COIN on the SBU HB intranet for access by all staff.
	30/06/2023
	October 2023: Transaction Policy has been completed in DRAFT and is due to be presented at the MHLD SG Policy Group in November 2023.
	30/11/2023

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

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

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

• One Health care support worker where the clearance was for adults only, and not both adult and children.
Management should ensure all ward staff receive DBS checks at the appropriate level.
	M
	It is the expectation that enhanced level DBS checks are completed for all staff working with patients in MHLD SG as part of pre-employment checks. The MHLD SG will take an immediate action with workforce colleagues to review DBS status for all staff on Ward F to include the DBS requirement of working with children.
	30/06/2023
	October 2023: Further work on DBS with SBU HB Workforce has identified more staff who require DBS for children. This work is ongoing.
	30/11/2023

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

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

• Four of the first level approvals missed the deadlines and

• Nine of the second level approvals missed the deadlines.

Rosters should be approved in line with the deadlines set out in the roster calendar.
	M
	Agreed. Reminders will be issued to ensure rosters are approved within the required timescales.
	30/06/2023
	October 2023

Morriston: Reminders about the importance of timely roster approval have been issued to all Ward Managers. This is also covered in all roster performance meeting. Complete
NPTSSG: Monthly roster scrutiny and sign off meetings in place led by HON's to ensure timely production of rosters. Complete.
	30/11/2023


	Executive Lead – Chief Operating Officer

	SBU 2223-014
	Access to Cancer Service

(COO)
	Report Issued June 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1a
	Referenced within the Cancer Programme Board (CPB) Terms of Reference is that each specialty will have an improvement trajectory, to be monitored through a Cancer Performance Group (CPG), a subgroup of the CPB. Review of CPB papers identified that it received only one performance paper in May 2022, no direct reports from the CPG, and whilst it received RS Plan delivery updates which include an overall performance figure, it has not received service level improvement plans or actions. At the June 2022 CPB meeting the ToR were approved noting the need to confirm a therapies representative, review of subsequent minutes and attendance has not confirmed that this representative has been agreed. The CPG ToR state that it is to meet on a monthly basis, but it had not met since September 2022 at the commencing of fieldwork. The ToR also includes reporting to both the Performance and Finance Committee (PFC) and the Quality and Safety Committee (QSC), whilst we have identified regular reporting to the PFC on actions relating to key tumour sites, we could not identify cancer reporting to the QSC outside of the headline performance figures within the monthly Integrated Performance Report.
Noting that performance arrangements have recently been amended, we recommend terms of reference are refreshed to reflect the roles of each group within the health board’s cancer delivery structure and associated reporting needs.
	H
	Agreed - The Cancer Performance Group has now been reinstated and meets monthly. Terms of Reference for this Group are currently being amended to reflect the revised membership and relationship with the Cancer Programme Board.
	31/07/2023
	October 2023: Terms of Reference and membership of the Cancer Performance Group have been updated. Terms of Reference for the Cancer Programme Board are currently being reviewed by the Acting Executive Medical Director.
	30/11/2023

	3.1
	Review of Cancer performance papers to Performance and Finance Committee and the Board demonstrated that the health board has developed detailed actions reflecting a mix of capacity, workforce, and pathway enhancements to support SCP and waiting list recovery. In reviewing the actions, we noted opportunities to enhance and standardise their content.
The health board should agree a format for the development of cancer recovery plans to ensure clarity of timescale and ownership, and consistency of approach.
	H
	Agreed - Formal action plans in a standard format will be introduced and monitored through the monthly Cancer Performance Group meeting.
	31/07/2023
	October 2023: Formal action plans now reviewed at Cancer Performance Group meetings. A formal report mechanism (highlight report) will be established for future meetings. 
	31/11/2023

	5.1
	We are informed that review of performance against trajectories and progress against recovery and improvement actions are regularly discussed at service level at meetings chaired by the COO and now by the Deputy COO. We were provided with evidence of meetings taking place, but these are not minuted or otherwise documented. In some cases the meetings have not met i.e. NPTS Operational Management Group (OMG), due to the transition between Service Group Directors. We have noted elsewhere that there could be enhancements to the format and formalising of recovery plans and actions. In progressing this the health board should ensure monitoring arrangement are also considered. Review of local service reporting arrangements identified regular reporting of cancer performance but content relating to actions within recovery and improvement plans was inconsistent.
The health board should consider the formality of current monitoring arrangements, both within cancer performance groups or meetings, but also outline expectations related to service group monitoring and reporting.
	M
	Agreed - The Cancer Performance Group now receive updates for each cancer site through the Service Group. In addition, there are fortnightly meetings with those cancer sites with the lowest compliance against the Single Cancer Pathway. Formal highlight reports will be established as the means of reporting to the Cancer Performance Group, and where not already in place, action plans developed for individual cancer sites.
	30/09/2023
	No update received
	N/A

	6.1
	We reviewed the frequency and content of cancer performance reports provided to Management Board, Performance and Finance Committee, and the Board. We note that whilst detail is provided on current actions, papers do not include detail of the status of previous actions, their completeness or whether outlined gains were realised. Our request for evidence of action progress or completion highlighted a number where evidence of actions was not provided by the service.
Cancer performance reports should include updates on progress or completeness of previously reported actions.
	M
	Agreed - The format of reports presented to the Management Board and Performance and Finance Committee will be reviewed to ensure they include progress and completeness of previously reported actions.
	30/09/2023
	No update received
	N/A

	7.1
	Cancer Waiting Times – Standards and Escalation Policy has been developed by the Cancer Information Team to reference the responsibilities of those involved within pathway reporting. Following review of National Optimal Pathways, a number of timescales have been identified relating to diagnostics and pathology results. The document was due for review in July 2022, and discussion with the Cancer Information and Performance Manager indicated intention is to undertake a review of escalation triggers as some are currently not feasible within current pressures.
While recognising the initial targets for escalation reflect good practice, noting current pressures and the need for consistency of approach, we would support the review of the current document, and follow up review at an appropriate period.
	M
	Agreed - A review of the Cancer Waiting Times – Standards and Escalation Policy will be undertaken and presented to the Cancer Performance Group for ratification with an identified review period.
	30/09/2023
	October 2023: This is in progress currently, the Cancer Standards and Escalation policy has been reviewed, including discussion with tracking staff on 2nd October 2023, recommendations made to include further information in support the escalation process.  Principles outlined in the document remain unchanged, and the policy will be brought back to Cancer Performance Group in October for review.
	30/11/2023


	Executive Lead – Director of Corporate Governance

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

	Rec

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

Update/Comment
	Milestone Target

	1.1a
	Review of the process document highlighted that the required document review date has since passed (23rd November 2021). The current version of the document holds a number of blank areas, including author job title, approved by, and publication date. We were informed that the review commenced in January 2022 and remains ongoing at the time of fieldwork.
The main SOP: Safety Notices and Important Documents Management Procedure should be reviewed updated, and contain standard elements such as author, approval and publication date. It should also be ensured that it is subject to an annual review going forward
	M
	The Safety Notices and Important Documents Management Procedure document will be reviewed and updated, and incorporate detail of the author and approval date. Once approved, the document will be subject to review in line with the Health Board’s Policy on Policies.
	30/09/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

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

The process document should be subject to formal governance approval at an appropriate group which contains Executive Director membership
	M
	The updated document will be submitted to the Management Board for approval.
	31/10/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

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

The health board should identify a lead Executive Director for notices and alerts, and this should be reflected within the SOP.
	M
	As part of the update process referred to above, discussions will be held to consider a lead Executive Director with overall responsibility for the safety notices and alerts process.
	31/10/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

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

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

	31/10/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

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

We also note that the overarching SOP requires that each Service Group should have its own SOP, to reflect local arrangements to support distribution and management of alerts/notices. Our review of these Service Group SOPs found that three of them have not been reviewed for a number of years and varied in level of detail and content. In addition, we were informed that the combined SOP for Singleton Neath Port Talbot remains under development.
In line with the requirements of the overarching SOP, appropriate SOPs should be developed at the Service Group level and for each alert type where required. These SOPs should be subject to regular review and formal approval.
	M
	Service Group and/or Department level Procedures will be updated and/or developed as appropriate in tandem with the above.
	31/10/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

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

We recommend that formal deadlines are set, to complete the necessary actions in relation to safety notices and alerts. These deadlines must be in line with the specifications stated in the safety notices and alerts and, if there is no such specification, then the deadline should be formally set by the relevant Level 0 Responsible Person.
	H
	Deadlines for action will be set and communicated for each safety alert and notice received by the health board.
	30/09/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

	2.1b
	Review of Datix identified that only 195 of the 964 alerts and notices between 1st April 2019 to 1st April 2022 were recorded as closed in the system. In addition, we selected a sample of 30 alerts and notices for confirmation that they had been distributed and actioned, and found the following:
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We also recommend that compliance with actions be proactively monitored, evidenced and the related audit trail is maintained to support the completion of actions.
	H
	Detail regarding monitoring and reporting requirements, together with the management trail to be maintained and retained in respect of compliance with required actions will be set out in the relevant Procedure document(s)
	31/10/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

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

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

The distribution list should be subject to regular reviews, and these reviews should be formally evidenced. We also recommend that substitutes are formally identified for level 0 Responsible Person.
	M
	Distribution lists will be subject to regular review. Detail regarding timeframes, together with the management trail to be maintained and retained to evidence checks undertaken will be set out in the relevant Procedure document(s). All Level 0 Responsible Persons will be asked to nominate deputies to act in their absence.
	30/09/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

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

As would be expected, given the wide range of notice and alerts, the Responsible Persons are drawn from a number of directorates and specialist areas. Despite this, the SOP does not make a reference to individual Executive Director roles and responsibilities.
We also recommend that roles and responsibilities are clearly defined in the main SOP, including for Executive Director and Level 3 (Service Group).
	M
	This will be actioned as part of the document review and update process.
	31/10/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

	3.2b
	We found other SOP (Morriston Service Group and the combined MDAs, Local Safety Notices (LSNs) and Local Security Alerts (LSAs) SOP) included references to level 4 cascading but the documents did not define roles and responsibilities to this level.
Where additional levels are used in the Service Group SOPs, these should be clearly defined accordingly.
	M
	This will be actioned as part of the update and/or development of Service Group and/or Department level Procedures.
	31/10/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

	4.1a
	Overall, we note that no Key Performance Indicators (KPIs) had been set, monitored and reported across the various areas. As such, there is risk that the quality of the monitoring may not be sufficient and/or consistent across the different types of alerts/notices.
A more robust monitoring and reporting process should be put in place, including setting up KPIs for each alert type, and monitoring them, especially in the compliance area.
	M
	Monitoring and reporting processes, including the setting of any relevant KPI, will be set out with the relevant procedure documents as part of the update and development process.
	31/10/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

	4.1b
	The current main SOP does not explicitly state how issues related to safety notices and alerts should be escalated.
A formal escalation route should be established and formally documented.
	M
	Details of escalation processes will be set out within the relevant procedure documents as part of the update and development process
	31/10/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

	5.1
	While the current processes at the health board aim to reach compliance in relation to all safety notices and alerts, once the adequate status is achieved and compliance is established, no further check or reporting takes place. As a result, the health board does not actively monitor on-going compliance with the safety alerts and notices.
Management should consider how on-going compliance related to safety notices and alerts can be assured, such as inclusion of alerts and notices within any internal quality assurance inspections.
	M
	Systems and processes capable of providing assurance in respect of compliance with safety notices and alerts at both a Service Group and Corporate level will be developed and documented as part of the Procedure review and update process.
	31/10/2022
	October 2023: A draft SOP is being taken to the November meeting of the Patient Safety & Compliance Group for consideration.
	30/11/2023

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

	Rec

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

Update/Comment
	Milestone Target

	1.1
	There is no set process which allows the Corporate Governance Team to be certain that all required declarations have been made, in so far as that is possible, and to identify missing declarations. We note that plans remain for the declarations form to be electronic, where the data can be held centrally.
Management should determine and implement a solution to ensure the completeness and accuracy of declarations of interest, including nil returns.
	M
	Quarterly reminders are sent to the corporate and service group leads to cascade within their teams to remind staff of their responsibilities to declare interests. In addition, declarations of interest and secondary employment are to be created as competencies within the statutory and mandatory training section of ESR with all employees required to complete these once a year and confirm that they have read the standards of business conduct policy.
	30/11/2022
	October 2023: The Health Board is still currently awaiting support from the national team to progress this issue.
	30/04/2023

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

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

Declarations of interest and secondary employment are to be created as competencies within the statutory and mandatory training section of ESR with all employees required to complete these once a year as well as confirm that they have read the standards of business conduct policy. This will be part of the check-box on the checklist for completion of mandatory training.
	30/11/2022
	October 2023: The Health Board is still currently awaiting support from the national team to progress this issue.
	30/04/2023


	Executive Lead – Director of Corporate Governance

	SBU-2223-003
	Q&S Governance Framework

DoCG
	Report Issued May 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	4.1
	Minutes of the November and December 2022 Quality Management System Task & Finish Group meetings include discussion of Service Group quality governance arrangements, and the need for alignment. At the final Task & Finish group meeting held in March 2023, each Service Group provided a progress update, and meeting minutes reflect that there remained some inconsistencies in approach across Service Groups. An action was raised that structures be mapped in a consistent format, and a ‘house style’ reporting format be considered.
Noting the Quality Management System Task & Finish Group has now been stood down, a further presentation of Service Group quality management arrangements should be added to the Quality and Safety Group work programme to confirm consistent mapping has taken place.
	M
	Agreed. Presentation to confirm mirroring arrangements within service groups to be presented to Quality Management Board.
	31/08/2023
	October 2023: At the request of the Health Board, Audit Wales has commenced a review of quality management arrangements across Service Groups, which is currently ongoing. A further update will be provided once this work is concluded.
	31/12/2023


	Executive Lead – Director of Digital

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

	Rec

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

Update/Comment
	Milestone Target

	2.1a
	A dashboard was developed by the Quality Information Manager in October 2022, which includes metrics for the health board as a whole and each of the service groups individually. However, the dashboard does not include metrics around performance against the five priorities for care for the last days of life.
The EOLC Action Plan should include a cross reference to the NACEL audit, to demonstrate the linkage between the NACEL findings and the health board’s local action plan.
	M
	Identify gaps in existing data which are required to align our measures to the five priorities of care and NACEL action plan
	31/07/2023
	August 2023: A working group has been established and has started to work with palliative care staff to identify and develop a plan to address gaps. The working group consists of staff from Digital Intelligence, Digital Transformation, Digital applications, and Palliative Care
	30/09/2023

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

	SBU 2223-024
	Clinical Systems Implementation

Benefits Realisation
	Report Issued June 2023
	Assurance Rating – Substantial

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

The benefits framework should ensure that tracking of benefits is maintained post implementation, with regular engagement and reporting of benefits.
	L
	Digital services believe that the tracking of benefits post implementation/ transition to service are predominately the responsibility of the service/system owner. However, Digital Services will add the process for the ongoing tracking of benefits from digital solutions to the agenda for the Digital SDG meetings to agree how this process can be enhanced/supported. This could include the introduction of Digital Services Business Partners to work with SDGs on ongoing benefits realisation (subject to availability of funding/resources).
	30/09/2023
	October 2023: The Digital Business Change and Benefits team have started to add a date tag to the Benefits Framework.  This date will be set to the agreed dates made with the service benefits owner of when benefits can be realised.  This will require contact with service benefit owners before that date and reviewing the outcome of the benefits.  In turn an Agenda item is being requested on the SDG meetings to follow this up. It is envisaged that the process of adding date tags to all projects will be complete by the end of January 2024.
	31/01/2024

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

A formal process for monitoring the uptake and use of implemented digital systems should be established, with reporting that demonstrates that uptake is improved where appropriate.
	M
	Digital services believe that the tracking of user adoption post implementation/ transition to service are predominately the responsibility of the service/system owner. This process is currently supported through user groups etc. However, Digital Services will add the process for the ongoing tracking of user adoption from of solutions to the agenda for the Digital SDG meetings to agree how this process can be enhanced/supported. This could include the introduction of Digital Services Business Partners to work with SDGs on ongoing user adoption of digital solutions (subject to availability of funding/resources).
	30/09/2023
	October 2023: Digital Services are currently working with Service Group colleagues to establish system uptake as a standing agenda item at Digital Service Group meetings, acknowledging that the content of reporting will be risk-based. A further update on progress with this will be provided by the end of January 2024
	31/01/2024


	Executive Lead – Director of Finance

	ABM 1920-007
	Capital Systems

Financial Safeguarding
	Report Issued November 2019
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

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

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

Appropriate procedures will be implemented and management will undertake periodic checks/audits to ensure compliance.
	01/01/2020
	June 2023: The Assistant Director of Estates has approached NWSSP Procurement colleagues and the Head of Support Services in order to identify any further good practice already in place with regard to stores systems and processes. The Assistant Director of Estates will then combine any good practice identified with the findings of this review, and produce a SOP document for the management of Estates Stores. A date of 31/07/2023 has been set for further update.
August 2023: Recommendation remains as overdue. At the date of the review, stores procedures, as per the agreed recommendation, had yet to be developed. Consolidated stores procedures [pharmacy, controlled and non-controlled] from another health board have been shared as a basis to develop those for use by SB. Unable to close the recommendation until have sight of the proposed procedures and the determined route for review / approval.

October 2023: A review of the draft procedure documents prepared has been undertaken, and the findings shared with the Assistant Director of Estates. These need to be addressed/finalised, and then approved by the Estates Board.
	31/12/2023

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

· No annual stocktake at Morriston

· Singleton stocktake not independently verified

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

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

Appropriate procedures will be implemented and management will undertake periodic checks/audits to ensure compliance.
	01/01/2020
	June 2023: The Assistant Director of Estates has approached NWSSP Procurement colleagues and the Head of Support Services in order to identify any further good practice already in place with regard to stores systems and processes. The Assistant Director of Estates will then combine any good practice identified with the findings of this review, and produce a SOP document for the management of Estates Stores. A date of 31/07/2023 has been set for further update.
August 2023: As per 13 above. Recommendation remains as overdue. 

October 2023: A review of the draft procedure documents prepared has been undertaken, and the findings shared with the Assistant Director of Estates. These need to be addressed/finalised, and then approved by the Estates Board.
	31/12/2023


	Executive Lead – Director of Finance

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

	Rec

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

Update/Comment
	Milestone Target

	1.2

(b)
	The Policy includes that Service Directors will ensure there are ‘appropriate arrangements within their areas of the organisation.’ The health board is currently establishing arrangements in place for Service Groups operating across multiple community sites.
Once site leads have been identified for all premises this information should be shared with the HSC and arrangements made for this information to be accessible to relevant staff.
	M
	Once the service group provides the information, this will be shared with the HSC, it is worth noting that the only area not covered to date is Primary Care, so this information is already available for three out of the four service groups.
	30/11/2022
	June 23: This was raised at the PCTSG Health & Safety meeting in June 2023. It has been agreed to pilot a multi-use site (Cimla). A site meeting has been set up for July to outline what is expected of the various site occupants. The outcome from any learning will be captured prior to rolling out throughout the PCTSG estate. Target roll out Sept 23.
July 2023 (MP): Discussions with PC&TSG colleagues to agree a pilot site have taken place, with the site proposed being Cimla as this is occupied by a number of services.  A planned site meeting to discuss R&R has been rescheduled due to SG operational pressures; it was not possible to commence a pilot in June as planned. The site meeting has now been re-scheduled for 9th August with commencement of pilot end of August 2023, to run for 3 month. Once completed, a review will be undertaken to address any challenges encountered during the pilot. R&R will then be agreed, with individuals/job titles being identified as responsible persons and also key site contacts. It is anticipated that Heads of Service will take on the lead with local site contacts also being identified. This will then be rolled out throughout the primary care estate to ensure site responsible person(s) and local contacts are known for each site and/or area of responsibility (there could be more than one person where a number of services are provided from a site. This will be fully rolled out in Q4 2023/24. 
	31/03/2024

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

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

	4.1

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

Review of content did not identify reference to Estates & Facilities Alerts and Notifications received or compliance against these.
The format of reporting provided from Estates services to HSOG should be reviewed and consideration given to modifying the format away from narrative updates to align with agreed Key Performance Indicators, group operation and progress against action plans, and alerts and notifications (where appropriate).
	M
	The exception reporting provided by estates is being reviewed and will be updated ready for the next HSOG meeting in November 2022.
	30/11/2022
	July 2023: A new report template will be submitted to the HSOG in November 2023, this will provide KPI's for estates related disciplines as outlined in the KPI's recommended and approved by the HSC. 
	30/11/2023

	7.1
	A business case has been developed as part of the review of the health board’s health and safety resource and department structure. We were provided with the latest version, dated May 2021, which includes a number of new posts. Updates provided to the HSC in April and July 2022 included that resource was being appointed when available, with two fire safety officers appointed in early 2022 and the intention was to appoint to a number of other posts through 2022/23 and 2023/24. At the time of fieldwork, the previous Assistant Director of Health and Safety had taken up a new post within the health board as Assistant Director of Strategy (Capital), whilst continuing to fulfil health and safety responsibilities until arrangements regarding a replacement are confirmed.
The health board should review and update the health and safety team resource business case to reflect the current and intended structure. This should include arrangements to support the long-term leadership of the health and safety function through the appointment of a substantive Assistant Director.
	M
	This has and is continually being reviewed, with some recruitment already taking place and/or in progress. Two fire safety advisers were appointed in Jan/Feb 2022, with interviews taken place in July/August for one health and safety advisor and one manual handling trainer/advisor, with expected commencement dates in September/October 2022. Further appointments will be phased in over the next 12 – 18 months to increase the level of resources.
	31/12/2022
	July 2023: The structure has been reviewed, with a recommended structure shared with the H&SC in April 2023. There is a short and longer term ambition of the HB to implement the structures agreed, subject to funding. A number of posts have already been implemented ( 2 x Fire Safety Advisors - 1 x Manual Handling Advisor/trainer and 1 x Health & Safety Advisor. With Capital moving to the finance Directorate in January 2023, there is a review of estates, safety and capital with an OCP anticipated to commence in Q3 2023/24. Therefore, H&S will now be included in the overall OCP.
	31/12/2023

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

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

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

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

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

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

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

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

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

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

The reporting of estates KPI’s is being reviewed and an updated version will be produced in time for the November HSOG meeting ahead of determining the final KPI model by 31st December 2022.
	31/12/2022
	July 2023: Linked to action 4.1a), and extended to 30/11/2023.
	30/11/2023

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

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

During fieldwork we were informed that there has been consideration of the method of programme delivery, including review of training provided by neighbouring health boards. However, identification of managers remained outstanding outside of links to specific bandings and we note there is opportunity to link this to the identification of site leads currently being progressed by the health board
The health board should undertake an assessment to ensure there is identification of managers, and those with health and safety responsibilities for specific sites, to ensure the rapid progression of training once the course and its delivery method are agreed.
	M
	Managing safely or equivalent level of course aimed at managers/supervisors is in progress, with the aim to have the first pilot in place by December 2022, with the intention of commencement of full roll out of this course in 2023.

Dates will be published and the overall duration to capture identified staffing groups will depend on the number of courses and attendances at each course per week, with the commencement of a health and safety advisor post in September/October increasing the resources to help support this.
	31/03/2023
	July 2023: Due to a delay in the implementation of an all Wales training programme , it has been necessary to develop a SB specific managers course this was reviewed with trade union colleagues and a small group of staff in June/July 2023, and will be rolled out to identified managers/supervisors with health and safety responsibilities. This will be a risk-based approach i.e. Initially to ward managers. Then rolling out to other managers with health and safety responsibility. This will be a rolling programme over a number of years to capture current and new staff.
October 2023: A report on this area will be presented to the Health & Safety Operational Group in due course.
	28/02/2024


	Executive Lead – Director of Finance

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

	Rec

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

Update/Comment
	Milestone Target

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

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

	SBU-2223-008
	C19 Cost Mgmt. Response

Funding & Deployment
	Report Issued June 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

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

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

• Frequency of review and scrutiny meetings and timely capturing and communication of actions.
	M
	Via the Monthly Finance Senior Leadership Team Meeting (SLT) and the Weekly Finance Business Partner Meetings (FBP), the views on what worked well and what we could have improved on will be gathered with regard to how the COVID Response expenditure and funding was managed over the 3 years of the pandemic. These comments, along with the recommendations from objective 2, will be brought back to a future SLT to identify what the team could do differently should specific funding be required in the future for an unplanned event.
	30/09/2023
	October 2023: The need to reflect and assess how funding would be issued/managed and lessons learnt from COVID is now an active item of the Finance Department work programme. This has a medium risk score in terms of actions required to support the wider Finance Team and deliverables and therefore will be picked up but likely to be outside the original timescale of September 2023. The plan is being reviewed during October and an update on timescales will be provided to Audit Committee in January.
	31/01/2024

	SBU-2223-009
	C19 Cost Mgmt. Recovery

Funding & Deployment
	Report Issued June 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

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

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

• Frequency of review and scrutiny meetings and timely capturing and communication of actions.
	M
	Via the Monthly Finance Senior Leadership Team Meeting (SLT) and the Weekly Finance Business Partner Meetings (FBP) the views on what worked well and what could be improved on will be gathered with regard to how the COVID Recovery expenditure and funding was managed over the 3 years of the pandemic. These comments along with the recommendations from objective 2 will be brought back to a future SLT to identify what the team could do differently should specific funding be required in the future for an unplanned event.
	30/09/2023
	October 2023: The need to reflect and assess how funding would be issued/managed and lessons learnt from COVID is now an active item of the Finance Department work programme. This has a medium risk score in terms of actions required to support the wider Finance Team and deliverables and therefore will be picked up but likely to be outside the original timescale of September 2023. The plan is being reviewed during October and an update on timescales will be provided to Audit Committee in January.
	31/01/2024


	Executive Lead – Director of Finance

	SBU–2021-043
	Integrated Care Fund

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

	Rec

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

Update/Comment
	Milestone Target

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

Our sample testing identified three items, relating to a larger "data-load" for payment to care homes for which there was no recorded of authorisation by an approved health board officer prior to funds being released. The payment was processed on the basis of the approval of the expenditure amount received from the Transformation Office only. As such, the wider data-load did not receive approval within the health board by an authorised signatory to satisfy its Standing Financial Instructions (SFI’s).
Additionally, we identified two payments for which the invoices that included them had been approved by a named authorised signatory, however, both invoices were over £25k in total and the authoriser only had an authorisation limit up to £25k for the GL code. As such, these invoices were not appropriately authorised in line with the health board’s SFIs. (These invoices comprised a number of schemes for reimbursement, including the two non-ICF funded schemes 4CAB and 5CA referred to earlier.)
Management should consider producing an internal document detailing the process of managing the ICF fund to ensure that it complies with the written agreement.
	L
	The health board is reviewing how ICF funds are managed within the overall governance structure of the health board and the new process will be documented.
	31/12/2021
	July 2023: Due to the workload associated with the Year End Accounts and the additional work linked to the associated audit queries, the resources allocated to review the documentation have been re-deployed. Revised deadline for completion of a draft documents for presentation to AC is end Q2

October 2023: A FCP has been drafted to support the wider management of RIF funding. This is due to be presented at Audit Committee as part of the annual update on FCPs in November 2023.
	30/11/2023


	Executive Lead – Director of Finance

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

	Rec

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

Update/Comment
	Milestone Target

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

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

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

Contractors/operatives should not be allowed to commence work on site without having received an induction.
	H
	Agreed. Estates Managers will be reminded of the need to ensure all contractors have received appropriate induction.
	21/04/2021
	October 2023: A revised reporting template which will include reporting on compliance rates for Induction and singing in/out is currently being developed, and will form the basis of reporting to the operational H&S Group and onwards to the Performance & Finance Committee.
	31/12/2023

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

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

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

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

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

October 2023: Completion of this recommendation is linked to MA5 above, and the development of the revised report.

	31/12/2023


	Executive Lead – Director of Finance

	SBU 1920-016
	Procurement

No PO – No Pay
	Report Issued December 2019
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

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

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

The SBU Head of Accounting and the NWSSP SBU Head of Procurement will meet in January 2020 to discuss and agree the respective roles and responsibilities for each organisation. This will be reviewed and approved by the SBU Director of Finance and the NWSSP Director of Procurement Services with an updated agreement in situ by the end of March 2020
	31/03/2020
	June 2023: NWSSP colleagues have confirmed that the deployment of the National Operating Model has commenced, and is currently ongoing. It is still the intention to review and revise SLAs once the deployment process is complete. A date of 31/08/2023 has been set for further update.
October 2023: There has been no update from NWSSP on the refresh/update of the SLA for Procurement services. This will be raised at the national Head of Procurement meeting on the 27th October.
	30/11//2023


	Executive Lead – Director of Finance

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

	Rec

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

Update/Comment
	Milestone Target

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

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

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

It is also noted that Estates are in the process of developing a Compliance Manager post, which would play a key role going forward in the monitoring of audit recommendations.
	31/01/2022
	August 2023: Recommendation remains as overdue. Whilst the output / recommendations of the pre-acceptance audits have been populated, there is no formal plan in place to confirm the actions required. Further, the recommendations have not been reported to an appropriate forum noting the agreed management action for the reporting of recommendations and progress monitoring of the same. It is acknowledged that there are resource constraints within the team at present so appropriate arrangements to manage this will need to considered. 

October 2023: Action plans following Pre-acceptance audits are being created, however resource issues mean that formal reporting against the same has not yet commenced.
	31/03/2023

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

	Rec

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

Update/Comment
	Milestone Target

	3
	Our review of Financial Control Procedure 6 - Budgetary Control Procedures noted that this document was last updated in November 2019 and was due for review in 2020/21. A paper taken to Audit Committee in November indicates review of these procedures was planned for quarter 4. We also recognise that the document is currently undergoing national review and recognise the impact of COVID-19
FCP 6 - Budgetary Control Procedures should be updated to reflect current working practices
	L
	Noted. Agreed the FCP6 needs to be updated and aim for completion during Q2
	30/09/2022
	July 2023: Following the 2023/24 External Audit this is now going to be reviewed to build in the relevant updates from the learning. The first of the review meetings post Annual Accounts is due on 31st July

October 2023: Update on all FCP’s will be provided to the November 2023 meeting of the Audit Committee, which will demonstrate that FCP 6 has been reviewed.
	30/11/2023


	Executive Lead – Director of Finance

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

	Rec

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

Update/Comment
	Milestone Target

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

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

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

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

• Levels of scrutiny / challenge applied at key stages;

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

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

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

• The role and remit of the Project Team; and

• Frequency of meetings to facilitate appropriate governance and oversight. 

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

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

We agree a review of Project Board arrangements would be beneficial, and also recognise the benefit of considering a revised format of meetings where external partners are present for part of the session, e.g. part A/B, to allow for internal discussions to take place in confidence.
	31/07/2023
	October 2023: The overall scope for the Wellness Centre is currently being reviewed and the Director of Finance, who has recently taken over as SRO for this project, has had initial meetings with the external development partner to discuss the viability of the proposed changes. These recommendations will be revisited once a way forward is established. A date of 31/03/2024 has been set for further update.
	31/03/2024

	1.2
	The Project Director did not attend the Project Team meetings during 2022. Whilst understanding the Chair role was delegated to the Associate Group Service Director, the project governance documents were not updated to reflect this.
Terms of Reference should be updated to reflect the intended Project Team Membership (including the role of the Chair)
	L
	Agreed, the Project Team's membership and terms of reference will be reviewed.
	31/08/2023
	October 2023: The overall scope for the Wellness Centre is currently being reviewed and the Director of Finance, who has recently taken over as SRO for this project, has had initial meetings with the external development partner to discuss the viability of the proposed changes. These recommendations will be revisited once a way forward is established. A date of 31/03/2024 has been set for further update.
	31/03/2024

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

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

We also sought to evidence whether the Project Board was appropriately sighted on the total expenditure position against the agreed funding position, inclusive of UHB directly controlled expenditure. Whilst we evidenced communication between the Associate Director, Operations (Primary Care) and Project Team members, emphasising the importance of understanding the implications of additional adviser costs against the original allocations, the Project Board were not sighted (during the period reviewed – 2022) on these matters, to inform decision-making.
The Project Board should receive routine progress reports from both the external adviser and the UHB Project Team, including a clearly stated cost position of project funding expended against agreed objectives.
	M
	The Project Board should receive routine progress reports from both the external adviser and the UHB Project Team, including a clearly stated cost position of project funding expended against agreed objectives.
	31/08/2023
	October 2023: The overall scope for the Wellness Centre is currently being reviewed and the Director of Finance, who has recently taken over as SRO for this project, has had initial meetings with the external development partner to discuss the viability of the proposed changes. These recommendations will be revisited once a way forward is established. A date of 31/03/2024 has been set for further update.
	31/03/2024

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

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

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

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

• Associated source/s of additional cost funding will be confirmed i.e. Discretionary Capital / alternative funding streams or additional funding request to WG.

	H
	Agreed. The Chief Executive has agreed the new service model for the Wellbeing Centre, and we are currently awaiting a decision from the external development partner to confirm whether they wish to continue the partnership with a reduced scheme. Once confirmed, we will ensure the above is actioned before any further commitments are made.

A meeting is being scheduled for July 2023 with the actions to be determined following that meeting.
	31/08/2023
	October 2023: The overall scope for the Wellness Centre is currently being reviewed and the Director of Finance, who has recently taken over as SRO for this project, has had initial meetings with the external development partner to discuss the viability of the proposed changes. These recommendations will be revisited once a way forward is established. A date of 31/03/2024 has been set for further update.
	31/03/2024

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

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

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

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

We recognise that the concerns raised at both pauses were valid. However, significant additional costs have been incurred in the re-design work undertaken following the first pause, we did not evidence the ongoing monitoring of emerging scheme revenue costs during this period, by the Project Board, to ensure the direction remained viable.
Noting the themes identified during this report, a review should be undertaken to ensure that Governance arrangements are fit for purpose (to take the project forward)
	H
	Agreed. We recognise the benefit of a review of governance arrangements to take the project forward as per MA1.
	31/08/2023
	October 2023: The overall scope for the Wellness Centre is currently being reviewed and the Director of Finance, who has recently taken over as SRO for this project, has had initial meetings with the external development partner to discuss the viability of the proposed changes. These recommendations will be revisited once a way forward is established. A date of 31/03/2024 has been set for further update.
	31/03/2024

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

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

 To ensure the UHB can undertake appropriate checks as to the reasonableness of the costs incurred against the agreed fee schedules, prior to making payment, it would be expected that advisers provide detail as to the outputs / activities completed in each period.
Adviser invoices should be supported by resource / output schedules clearly demonstrating the make-up of costs claimed, to be spot checked periodically by the UHB prior to payment.

	M
	Agreed. We will review invoicing processes to date and ensure sufficient information is provided with any future charges.
	30/09/2023
	October 2023: The overall scope for the Wellness Centre is currently being reviewed and the Director of Finance, who has recently taken over as SRO for this project, has had initial meetings with the external development partner to discuss the viability of the proposed changes. These recommendations will be revisited once a way forward is established. A date of 31/03/2024 has been set for further update.
	31/03/2024

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

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

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

Whilst acknowledging the SOC is only intended to present a high-level estimate of potential costs, with options firmed up and costed during OBC stage, we consider that the significantly increasing capital costs should have been escalated by the Project Board to an appropriate level within the UHB (e.g. Committee/Board), for scrutiny and approval of the scheme’s affordability, before progressing further with design development activities (and incurring the associated costs).
Significant design changes or design issues (e.g. scope creep) which materially impact on project affordability should be approved by an appropriate forum in accordance with SOs/SFIs/Scheme of Delegation.
	H
	Agreed. In line with the agreed review of Project Board arrangements at MA1 and wider governance effectiveness at MA4, we will ensure the delegated authority of the Project Board is clearly determined and agreed, including when matters should be escalated above the Project Board’s authority.
	31/08/2023
	October 2023: The overall scope for the Wellness Centre is currently being reviewed and the Director of Finance, who has recently taken over as SRO for this project, has had initial meetings with the external development partner to discuss the viability of the proposed changes. These recommendations will be revisited once a way forward is established. A date of 31/03/2024 has been set for further update.
	31/03/2024


	Executive Lead – Director of Workforce & Organisational Development

	SBU 1920-042
	Disclosure & Barring Service

(DBS) Checks
	Report Issued January 2020
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

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

We recommend that:

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

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

· the number of DBS checks that are required;

· have been completed;

· are in progress;

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

ii) Future reporting to WODC will record progress against these milestones/targets including clear quantitative information such as the number of DBS checks that are required; have been completed; are in progress; or are yet to be started. 
	28/02/2020
	June 2023: Management are currently undertaking a Health Board-wide review of approach to dealing with required historic DBS checks, recognising that for new staff DBS checks are applied where appropriate. An option appraisal is in the process of being drafted for review by the Director of Workforce & OD in the first instance, and agreement on the preferred option will be subject to the Health Board’s normal governance processes. Once the final agreed option has been identified, appropriate reporting will be put in place, which will include key clear miles stones and quantitative information to facilitate monitoring of progress. A date of 31/07/2023 has been set for further update
October 2023: An option’s appraisal has been drafted, and is currently with the Assistant Director of Workforce &OD. A further update will be provided by 30th November 2023..
	30/11/2023


	Executive Lead – Executive Director of Nursing & Patient Experience

	SBU 2021-027
	Safeguarding
	Report Issued June 2021
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

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

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

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

this work
	01/09/2021
	August 2023: The Head of Nursing Safeguarding (Named Nurse) is currently working with Workforce and Digital Intelligence colleagues to explore the possibility of including sickness absence data as part of an internal Safeguarding Dashboard. With regard to suspensions and grievances Workforce colleagues have advised there is currently no way of building this information into the Safeguarding Dashboard, however this information can be shared at regular liaison meetings with Workforce and OD colleagues. The pilot work in HDUHB relating to the Safeguarding module in Datix is ongoing and updates are to be provided to the all Wales Safeguarding Network meetings.
October 2023: Work on the production of the Safeguarding Dashboard remains in progress. This includes exploring the possibility of including sickness absence data.
	31/03/2023

	SBU 2122-023
	Mental Health

Legislative Compliance
	Report Issued February 2022
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

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

A review of service group performance reports taken to Safeguarding Committee has shown inconsistent levels of reporting of MCA and DoLS training and that in some instances, compliance is measured against all staff while some training is specific to certain staff levels. There was one report that did not record compliance against MCA and DoLS training. We recognise that this finding has wider implications across the health board and is not specific to MCA and DoLS
Consideration should be given to undertake service group training needs analysis to establish which staff levels require which level of training, in order to effectively manage compliance across the health board.
	H
	The Learning & Development team will put processes in place to ensure that the training available is targeted at the correct staff groups.
	30/04/2022
	June 2023: Review of invalid detentions identified issues regarding errors in paperwork. Training Needs Assessment has commenced and is ongoing.
	31/11/2023


	Executive Lead – Director of Nursing

	SBU-2223-003
	Q&S Governance Framework

DoN
	Report Issued May 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	The Quality and Safety Process Framework (QSPF) has been revised following recommendations from previous quality governance reports, however it was noted that further refinement would be needed to reflect the development of the quality strategy and its implementation plan, the final duty of quality and candour guidance, and further development of the quality management system.

Whilst the QSPF contains important detail on the above, retaining the framework may result in duplication with the crossover content of the strategy; and it may be beneficial to streamline and combine the documents for ease of access and understanding.
The health board should consider including key content from the quality and safety process framework such as roles, responsibilities, and final quality structures as an addendum to the Quality Strategy.
	L
	Agreed. Revised Quality and Safety Process Framework to be presented to Quality Management Board for approval, the revised document will reflect the Quality Strategy and the Duty of Quality.
	30/09/2023
	October 2023: The Framework has been drafted, and will be presented to the Quality & Safety Committee on 26/10/2023
	30/11/2023

	2.1
	Quorum requirements for the Quality and Safety Group includes a requirement for three Service Group representatives. However, quorum requirements for both the Patient Safety & Compliance Group and Patient Stakeholder and Experience Group are the Chair and two Service Group representatives.
Quorum requirements should be standardised across quality and safety groups, and these should include representation from all Service Groups.
	M
	Agreed. Terms of reference to be revised to incorporate the above, and presented to Management Board for approval.
	31/08/2023
	August 2023: On Track.
	N/A

	2.2
	The Terms of Reference for both the Quality Priorities Programme Board and Clinical Outcomes & Effectiveness Group are in need of review to standardise format and content with other quality and safety subgroups
Terms of reference for the Quality Priorities Programme Board and Clinical Outcomes and Effectiveness Group should be refreshed to ensure alignment of format and content with other quality and safety subgroups.
	M
	Agreed. Terms of reference to be revised to incorporate the above, and presented to Management Board for approval.
	31/08/2023
	October 2023: The revised COEG Terms of Reference were presented to the June meeting of the Quality & Safety Group and approved. Confirmation of this, together with a copy of the ToR was received by the Management Board in August. Revised Terms of Reference for the Quality Priorities Programme Board will be considered by the Quality & Safety Group in October 2023, and presented to the Management Board thereafter.
	30/11/2023

	2.3
	In establishing the subgroups there has been a need to develop supporting structures, and whilst this detail is not included within structure diagrams, we were provided with a mapping document to support alignment of groups. It may be beneficial to capture updated arrangements within respective groups within their next review of ToR.
Terms of reference and associated structure maps be updated to reflect updated or revised arrangements.
	M
	Agreed. Terms of reference to be revised to incorporate the above, and presented to Management Board for approval.
	31/08/2023
	August 2023: On Track.
	N/A

	6.1a
	The Patient Safety and Compliance Group includes ward assurance visits as a standing agenda item, and we note in March 2023 it received an update summary on action status from assurance visits undertaken in 2022. The update indicated further information on action completion was required for the majority of visits undertaken, a number of which have been impacted by organisational changes.
Whilst ward assurance visits are included as a standing item on the PSCG agenda, there should be an assurance programme implemented to effectively manage completeness of agreed actions.
	M
	Agreed. Tracking system for assurance visits to be approved by the PSCG.
	31/08/2023
	October 2023: Pending recruitment of a Band 5 to oversee new systems and revise framework.
	31/12/2023

	6.1b
	The SOP and guidance document relating to the Quality Assurance Framework dates from 2019, and so there is scope to update this to reflect developments and additions to the toolkits, and clarify requirements for reporting on action completeness.
The QAF SOP and guidance document should be updated to reflect the new toolkits, and include detail on organisational reporting and follow up requirements.
	M
	Agreed. Revised guidance to be presented to the QSG following approval by the PSCG.
	31/08/2023
	October 2023: Pending recruitment of a Band 5 to oversee new systems and revise framework.
	31/12/2023

	8.2
	Review of the Quality & Safety Informatics Task and Finish Group agendas and minutes, noted that an early work plan aligned to the group’s objectives was stood down in October 2022, as there was desire for a more action-based approach. Review of subsequent meeting agendas did not identify a replacement work plan being shared.
An updated Informatics Work Plan and content should be developed to capture future phases of dashboard development.
	M
	Agreed. The Workplan and launch date is to be confirmed and reported to the Quality and Safety Group.
	31/07/2023
	October 2023: The Assistant Director of Digital Intelligence has now agreed that the management of the Quality & Safety Dashboard will be supported through existing structured within Digital.

	


	Executive Lead – Director of Public Health

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

	Rec

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

Update/Comment
	Milestone Target

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

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

	04/09/2018
	October 2024: There has been no further progress on this issue.  The current mitigation of using the NIF team to support the situation continues.  An all-Wales approach is being examined as part of the development of the national immunisation support infrastructure but timescales for implementation are not clear.
	31/12/2023


	Executive Lead – Director of Strategy

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

	Rec

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

Update/Comment
	Milestone Target

	1.2
	During the course of fieldwork, we were directed to services within Mental Health and Learning Disabilities Service Group, Singleton Neath Port Talbot Service Group, and Primary Community and Therapies Service Group. As transition is an area which crosses the organisational boundaries of the health board there may be merit in identification of leads within each service group to support the health board senior lead.
The Health Board should consider identifying transition and handover leads for each Service Group
	M
	As highlighted above the arrangements for Transition and Handover need to be considered, and the importance of associating those arrangements with the appropriate clinical teams.
	30/06/2023
	October 2023: Noting the operational element to this action, implementation is currently being reviewed with the Chief Operating Officer
	30/11/2023


	Executive Lead – Director of Therapies & Health Sciences

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

	Rec

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

Update/Comment
	Milestone Target

	1.1
	The health board has recently developed an EOLC action plan which details a total of 18 actions. It is noted that the action plan has yet to be formally approved. We were advised by management that it has been shared with the Service Groups, in the first instance, for their review and consideration.
Following consideration by the Service Groups, in line with other health board quality priorities, the action plan should be approved by an appropriate forum with ongoing updates of progress against target to the same.
	M
	Agreed. Review of existing action plans to ensure that it is cross-referenced to the revised goals, methods and outcomes of the NACEL audit and has clear achievable actions with realistic timescales, presented to QP Programme Board
	30/09/2023
	October 2023: Awaiting confirmation that the action plan has been approved by the appropriate oversight forum.
	30/11/2023

	1.2a
	Eight of the actions contained within the action plan had a due date before our date of fieldwork completion. However, only one of these had been completed, with the remaining seven recorded as either ongoing (6 instances) or not started (1 instance, relating to the development of a digital solution for which management are awaiting engagement from the Digital team).
Management should review the ‘due dates’ within the action plan to ensure they are achievable and managed appropriately.
	M
	Agreed. Review of existing action plans to ensure that it is cross-referenced to the revised goals, methods and outcomes of the NACEL audit and has clear achievable actions with realistic timescales, presented to QP Programme Board
	30/09/2023
	October 2023: Due Dates for the remaining outstanding actions in the plan have been reviewed and revised. Awaiting confirmation that these revisions have been received and accepted by the appropriate oversight forum.
	30/11/2023


	Executive Lead – Director of Insight, Communication & Engagement

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

	Rec

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

Update/Comment
	Milestone Target

	3
	We noted that in order to operate effective health board oversight of the full range of engagement work provided by the Stakeholder Reference Group (SRG), the Group provides an annual report to the Board of its activities and work in the year. The last such report was made to cover the group’s work of 2018/19.
We recommend that the SRG resume its annual reporting to the health board to restore full oversight over its activities and work.
	M
	A workshop is planned in Autumn 2022 to restart the work of the SRG and an annual report will therefore be prepared in line with the agreed timescale for the Health Board in May 2023.
	31/05/2023
	October 2023: A draft annual report has been prepared for 2022-23 but the need to formalise the Chair role as part of a revised approach to engagement within the Health Board means that there have been delays in finalising and submitting to the Board.  This is planned for November 2023.
	30/11/2023

	SBU-2223-003
	Quality & Safety

Governance Framework (DoICE)
	Report Issued May 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

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

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

The accompanying paper to the Quality Strategy, presented to the board in January 2023, included a target date of 31 March 2023 for the development of the communications plan. The quality management system ‘stock take’ paper in March noted a plan had been developed, but no copy could be provided when requested.
The health board should develop a Duty of Quality communications plan to ensure there is a structured approach to raising awareness both internally and externally of key actions and impacts from the implementation of the duty. Following development, the plan should be shared at an appropriate forum.
	M
	Agreed. Development of a Duty of Quality communication plan, to include the requirements of ‘Always on’ reporting.
	30/09/2023
	No Update Received at the time of reporting.
	N/A


	Executive Lead – Executive Medical Director

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

	Rec

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

Update/Comment
	Milestone Target

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

	31/05/2022
	March 2023: The NICE Guidance is disseminated via AMaT, with COEG monitoring the compliance on a monthly basis. It is only partially complete, as it is a recently commenced process.
September 2023: The process for collecting responses has moved from AMaT to SharePoint due to user feedback on usability and ease of access. A dashboard has been created which is linked to the SharePoint list and is updated live as information is entered. A link will be shared with Service Delivery Group Medical Directors to access this and it is also displayed at COEG.
	30/11/2023

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

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

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

September 2023: The process for collecting responses has moved from AMaT to SharePoint due to user feedback on usability and ease of access. A dashboard has been created which is linked to the SharePoint list and is updated live as information is entered. A link will be shared with Service Delivery Group Medical Directors to access this and it is also displayed at COEG.
	30/11/2023

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

1) Details of the lead individual(s) (nominated responder) responsible for ‘championing’ the NICE Guidance publication;
2) Confirmation of whether or not the NICE Guidance publication has been adopted and the date this was completed;
3) Justification is documented when it is determined that NICE Guidance will not be adopted; and
4) Measures that have been taken to ensure compliance with the guidance.
The health board should consider enhancing the level of detail captured on the tracker to strengthen arrangements to manage and monitor compliance.
	M
	The Health Board will explore what options are available to capture additional detail within the digital AMaT software and will implement where this is possible; if there are constraints to the level of detail that it’s possible to capture, these constraints will be reported through COEG and consideration given whether an alternative can be used.
	01/10/2022
	Follow Up Review (SBU-2223-025) – July 2023: There remain opportunities to improve the level of reporting, including the capture the enhanced level of detail now being captured within the AMaT system. This recommendation is considered partially implemented. 
September 2023: The process for collecting responses has moved from AMaT to SharePoint due to user feedback on usability and ease of access. A dashboard has been created which is linked to the SharePoint list and is updated live as information is entered. A link will be shared with Service Delivery Group Medical Directors to access this and it is also displayed at COEG.
	

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

Since July 2021, updates on NICE Guidance have been provided to the Quality Safety Governance Group, mainly via the ‘COEG outstanding responses to national guidance’ paper. At the July 2021 QSGG meeting, the percentage of responses received for newly published NICE Guidance was reported at 22.2%, with a small improvement to 27.3% noted in September 2021. This snapshot of ‘responses received’ is not evident at every COEG and QSGG meeting. However, whilst it is considered a useful tool to highlight the level of engagement within the health board, there is a lack of detail and clarity regarding the content of the responses in order to confirm that the NICE Guidance has been adopted by the health board and is being complied with.
The tracker should be presented at COEG to allow senior management to seek assurances that NICE Guidance has been implemented as appropriate. Issues identified should be escalated to QSGG and the Quality and Safety Committee.
	M
	The data available on the AMaT system will be collated as a regular report for COEG.
	01/10/2022
	Follow Up Review (SBU-2223-025) – July 2023: There remain opportunities to improve the level of reporting, including the capture the enhanced level of detail now being captured within the AMaT system. The outcomes following the review of NICE Guidance published by the nominated responders should also be reported to COEG, along with any actions required to comply for monitoring through to closure. This would act as a mechanism to demonstrate ongoing compliance with the guidance. 

Management confirmed that the COEG reports to the Patient Outcomes and Clinical Effectiveness Sub-group, which is one of the groups that has replaced the Quality and Safety Governance Group (QSGG). Included is a standing item - ‘Key National Guidance & Publications’; and this is where any updates, queries or issues with NICE Guidance are reported and escalated to the QSGG. From the reports reviewed during fieldwork (between February 2021 – April 2023), we did not note any issues being escalated to QSGG or Patient Outcomes and Clinical Effectiveness subgroup. 

It is also noted that the COEG also issues a report to the Quality & Safety Committee on a bi-annual basis. The last report was issued in September 2022, where reference to NICE Guidance was limited to the outcome of our previous internal audit review. This recommendation is considered partially implemented. 
September 2023: The process for collecting responses has moved from AMaT to SharePoint due to user feedback on usability and ease of access. A dashboard has been created which is linked to the SharePoint list and is updated live as information is entered. A link will be shared with Service Delivery Group Medical Directors to access this and it is also displayed at COEG.
	


	Executive Lead – Executive Medical Director

	SBU 2021-026
	WHO Surgical Safety Checklist

Follow Up
	Report Issued April 2021
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

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

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

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

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

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

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

(See recommendation 3 in relation to TOMS data)
	30/06/2021
	June 2023: The Clinical Director for Theatres has been asked to convene a group of clinicians to review and revise current processes. The process was delayed due to the national launch of NaTSSIPS2 in April and is currently in process.
September 2023: LocSSIPs2 fully developed now and ready for roll out and implementation across the HB. Workshop scheduled on 3/10/23. The necessary governance process leading to the current position includes - T&F group to develop local guidance for theatres; consultation with the clinical teams; approval from Q&S and Patient Experience Groups across the HB and Service Groups. CMO advisory recommending implementation of LocSSIP2 also received in the HB. The NatSSIPS will commence on 3rd Oct and the plan is to bring the first audit in Jan 24.
	31/01/2024

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

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

Both groups have been informed of this requirement and have agreed to require reports.
	30/06/2021
	June 2023: The Clinical Director for Theatres has been asked to convene a group of clinicians to review and revise current processes. The process was delayed due to the national launch of NaTSSIPS2 in April and is currently in process.

September 2023: LocSSIPs2 fully developed now and ready for roll out and implementation across the HB. Workshop scheduled on 3/10/23. The necessary governance process leading to the current position includes - T&F group to develop local guidance for theatres; consultation with the clinical teams; approval from Q&S and Patient Experience Groups across the HB and Service Groups. CMO advisory recommending implementation of LocSSIP2 also received in the HB. The NatSSIPS will commence on 3rd Oct and the plan is to bring the first audit in Jan 24.
	31/01/2024


	Executive Lead – Executive Medical Director

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

	Rec

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

Update/Comment
	Milestone Target

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

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

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

· Making all staff involved in the management of controlled drugs aware of these findings in order to help staff reflect on current practice.
· Drawing staff attention to the Health Board’s controlled drug policy and in particular the relevant sections relating to this recommendation, with the aim of improving adherence to policy requirements.
· Ensuring performance relating to this recommendation is re-audited by the Service Group within 6 weeks to provide the Service Group, the Executive team and the Controlled Drug Accountable Officer with the necessary assurance that mitigating action has been successful and that practice is fully compliant with policy.
· Ensuring that the findings and recommendation are discussed at the relevant Service Group controlled drug governance and quality & safety forums together with the outcome of mitigating actions.
	06/01/2023
	June 2023: Upon completion of policy changes outlined below regarding receipt of CDs, Service Group CD Leads will be asked to communicate these updates to all relevant staff together with the need to ensure legibility of signatures (e.g. accompanied by printed names). Confirmed with Internal Audit colleagues that the requirement to enter the delivery bag seal number in the CD register is not a policy requirement. Whilst Internal Audit colleagues have suggested that this requirement is included in policy going forward it was been decided by the CDAO (following advice from acute site pharmacy leads) that this is not required - The rationale being that the delivery bag seal number is recorded in the CD order book and the CD order number from this book is recorded in the CD register, so an audit trail already exists. Implementation and re-audit plans as outlined below.
October 2023: As above - awaiting outcome of policy changes outlined below.
	30/11/2023

	1.1b
	We also noted that some of the wards/ theatres sampled recorded a second (witness) signature in the ‘Received by’ section of order slips. Whilst this is not at present a requirement stated in the policy or procedure documentation, the health board should consider introducing into the CD order documentation this good practice step to strengthen further the existing controls.
We recommend that the health board consider introducing the requirement to provide a second (witness) signature on CD order stationery to strengthen further the existing controls.
	M
	The Controlled Drug Accountable Officer will work with Service Group Controlled Drug Leads to review controlled drug policy in respect of witness signatures for the receiving of CDs and for existing controls in place.
	31/03/2023
	June 2023: Paper written outlining proposed CD policy changes with regard to witness signatures on CD receipt (attached). Paper to be taken to Service Group CD forums, Q&S meeting and, if approved, to Policy group for approval to update CD policy. Once approved, the change will be implemented across the Health Board (Planned for Sep/Oct 2023) and change audited six months after.
October 2023: Proposed changes to policy discussed/agreed at Service Group CD forums and ratified at Policy Group. Communication material for staff around policy changes being developed for circulation by Service Groups.
	30/11/2023

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

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

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

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

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

• Ensuring that these findings and recommendations are discussed at the relevant Pharmacy and Service Group controlled drug governance and quality & safety forums together with the outcome of mitigating actions.
	31/03/2023
	June 2023: Paper written outlining changes to pharmacy CD audit form, making the processes outlined by the audit committee more prescriptive. Once agreed by pharmacy leads, this audit form will be added to the CD policy and shared with relevant staff. Compliance will be re-audited 6-9 months after change is made. Service Group CD Leads will be asked to ensure the results of the audits captured in the dashboard are reviewed and acted upon accordingly.
October 2023: Audit form updated and awaiting Policy Group ratification. Communication material for staff around audit changes being developed for circulation by Service Groups and pharmacy leads.
	30/11/2023

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

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

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

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

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

• Ensuring that these findings and recommendations are discussed at the relevant Pharmacy and Service Group controlled drug governance and quality & safety forums together with the outcome of mitigating actions.
	31/03/2023
	June 2023: Paper written outlining changes to pharmacy CD audit form, making the processes outlined by the audit committee more prescriptive. Once agreed by pharmacy leads, this audit form will be added to the CD policy and shared with relevant staff. Compliance will be re-audited 6-9 months after change is made. Service Group CD Leads will be asked to ensure the results of the audits captured in the dashboard are reviewed and acted upon accordingly.
October 2023: Audit form updated and awaiting Policy Group ratification. Communication material for staff around audit changes being developed for circulation by Service Groups and pharmacy leads.
	30/11/2023

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

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

· Ensuring that the Service Group reviews their Controlled Drug Management & Assurance Plan (CDMAP) in line with these recommendations.
· Discussing the Service Group’s updated CDMAP, or latest draft if ongoing, at the Service Group Controlled Drug Lead/Controlled Drug Accountable Officer biannual meeting in late November/early December 2022, to provide the Controlled Drug Accountable Officer with the necessary assurance that mitigating action has been successful.
· Ensuring that these findings and recommendations are discussed at the relevant Service Group controlled drug governance and quality & safety forums, together with the outcome of mitigating actions.
	06/01/2023
	June 2023: Service Group CD Leads will be reminded to review their Service Group CD MAPs in line with these recommendations.
October 2023: A reminder to progress recommendations 3.1 and 3.2 has been included on the agenda of the biannual Controlled Drug Accountable Officer / Service Group Controlled Drug Lead meetings scheduled for October/November 2023.
	30/11/2023

	3.2
	There is no evidence that CDMAP scopes have been reviewed against legislation to ensure all key aspects are covered (an action raised in our previous advisory review).
CDMAPs scope should be reviewed against current legislation to ensure that all key aspects are covered, and against the findings reported in this audit and updated where necessary.
	H
	See 3.1 Above
	06/01/2023
	June 2023: Service Group CD Leads will be reminded to review their Service Group CD MAP in line with these recommendations. Updates to CD MAPs around issues requiring policy/audit review outlined above will be delayed until policy/audit amendments are in place.
October 2023 (RH): A reminder to progress recommendations 3.1 and 3.2 has been included on the agenda of the biannual Controlled Drug Accountable Officer / Service Group Controlled Drug Lead meetings scheduled for October/November 2023.
	30/11/2023


	Executive Lead – Executive Medical Director

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

	Rec

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

Update/Comment
	Milestone Target

	1.1b
	At the time of fieldwork, the Executive Medical Director remained the lead Executive for Cancer. Minutes of the March 2023 CPB meeting included that following the appointment of a substantive Chief Operating Officer there would be need for discussion on the future of the meeting, and how cancer is managed within the health board. Review of CPB agendas and minutes for the period May 2022 – March 2023 identified that four meetings had been stood down or cancelled, and the April 2023 meeting deferred. Review of minutes also confirmed that the August 2022 and March 2023 meetings were not quorate, with the CPB approving two business cases at the August meeting.
Meetings should be held in accordance with the terms of reference with decisions made only when there is appropriate representation.
	H
	Agreed - The Terms of Reference for the Cancer Performance Group will define its quoracy
	30/09/2023
	October 2023: A Cancer Programme and Improvement group has been set up. The first meeting will be on the 22nd of November to review the TOR and membership. The group will be meeting on a monthly basis from then on.
	30/11/2023


