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

	Executive Lead – Chief Operating Officer

	ABM-2122-015
Transition from CAMHS to AMHS

Report Issued

February 2022

Assurance Rating

Reasonable
	Rec

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

	
	4.1
	To quality assure the CTP’s, the MHLD Service Group has two review processes in place: 

1. A monthly cross team check undertaken by CMHT managers; and

2. A schedule of audits undertaken by the groups Learning and Development team in participation with service leads. 

There were gaps within the cross-team check relating to the completeness of the team reviewed (5/10 audits undertaken for both February and March 2023). The team were also yet to receive any feedback from audits undertaken on their own records since the process commenced in November 2022. Action plans were developed to support the schedule of audits undertaken by the Learning and Development team in 2020. The most recent version available dated to January 2022 which listed actions as remaining in progress. We were informed there was intention to combine those remaining actions with the outcomes from this year’s audit.
Directorate reporting should include updates against both the progress and completeness of CTP quality assurance mechanisms.
	CAMHS currently has a process for audit of CTPs utilising the All Wales Quality Audit Tool. This activity will now be captured within Directorate reporting into its Quality & Safety Governance Structure and included into the MHLD SG broader CTP audit cycle.
	October 2023: CAMHS CTP Audit undertaken. Summary Report and Action Plan presented to MH Division Quality & Safety Committee on the 10/10/23

	
	5.1
	Currently there is no data capture of the requests submitted to the ward for admission of an adolescent, which cannot be accepted due to lack of bed availability. The bed is not ring-fenced and we were informed availability would also be dependent on the acuity of the ward. The admissions policy also notes that the health board will not accept admissions for adolescents who are not members of the Swansea Bay population. As such the health board may not be fully sighted on actual demand for the designated bed.
The MHLD Service Group should consider recording the number of adolescent admission requests received to capture the demand for access to the designated bed.
	Activity in relation to the use of the emergency CAMHS bed in its Adult Mental Health Single Point of Admission inpatient ward is captured through the MHLD SG Safeguarding Reporting into SBU HB Safeguarding Committee. The emergency bed is not a dedicated CAMHS bed and as such there are occasion when referrals are made and declined due to bed capacity. Those CAMHS patients referred to the emergency CAMHS bed but not accepted is not currently captured and will need to be going forward as part of the existing safeguarding Governance processes
	July 2023: The DATIX system is now used to capture CAMHS referral to the emergency bed on WF that cannot be admitted due to bed occupancy. This activity will be reported quarterly through the MHLD SG Quality and Safety Governance Structures and via the MHLD SG Safeguarding Exceptions Report into the HB Safeguarding Committee.

	
	6.1a
	The admissions policy includes ‘All staff on Ward F will receive Safeguarding Children training - Level 2. Ward Manager, Clinical Leads… will undergo Safeguarding Children level 3’.

Our review of records and discussion with the Ward Manager confirms that currently staff are only undertaking Level 1 training.
Management should ensure that Ward F Staff undertake Safeguarding Children Training Level 2 to ensure compliance with the admissions policy.
	The MHLD SG has systems in place to report and monitor compliance against all aspects of safeguarding training through its Quality and Safety Governance processes and into the HB Safeguarding Committee. Immediate action will be taken to improve specific safeguarding children training for Ward F in line with its Policy on the Emergency Admission of Young People (16 – 18 yrs) to Adult Mental Health Wards (2020).
	October 2023: A series of Safeguarding training L3 sessions has been delivered to WF by the Corporate Safeguarding team. Current compliance is 80% with a predicted 95% by end of Nov 2023. A discrepancy was highlighted with recording of Safeguarding People L3 Training (which WF staff have received), which provides staff with compliance for L3 Adults and Children. ESR records were only recording % compliance against the adult component of the training and so the Childrens component was showing that staff were non-compliant. This was chased with ESR and Corporate Nursing, and ESR have now provided 2 separate reports for WF compliance against Safeguarding Adults L3 & Safeguarding Children L3 which confirms 80% compliance for both components.

	
	6.1b
	Mandatory and Statutory training reports distributed within the Service Group to managers for information have been enhanced from a ward/service overall total to now include breakdown to individual staff member. However, these reports only indicate training compliance, and not date of expiry. Including the date of expiry could assist managers in prioritising those staff most overdue.
To assist in ongoing monitoring training compliance reports should include expiration dates to assist in addressing those areas longest overdue.
	The electronic staff record (ESR) system provides an alert to staff when they fall out of compliance with safeguarding e learning modules. Face to face safeguarding training is uploaded onto ESR by the training facilitators. The MHLD SG will need to work with the ESR team to establish if current reporting can include expiry date or whether an alternative system needs to be developed with digital intelligence colleagues.
	October 2023: ESR team have indicated that the inclusion of an expiry date is not possible and would require a national response/review of ESR to be achieved.


	
	8.1
	Our review of papers for February 2022 – February 2023 identified that the Mental Health Legislative Committee (MHLC) receives information on admissions to Ward F, however this has on occasion been through verbal updates rather than within the Mental Health Act paper.In reviewing the detail provided to other health board’s equivalent forums, we noted there could be inclusion of additional detail around patient outcomes such as destination of discharge; this could be provided periodically in trend format. The Ward F Manager has recently set up local recording to capture this information.
Admissions, length of stay and discharge information should be reported to the MHL Committee on a regular basis.
	The MHLD SG currently reports activity on admissions of young people into the emergency CAMHS bed on Ward F and length of stay through its Quality and Safety Governance Structure. Discharge information relating to discharge will be added to this existing reporting process and captured in reporting into MHL Committee.
	October 2023: The emergency CAMHS bed on WF has not been used for the admission of a young person since the last update in July 2023. There has been one enquiry made for use of the bed but the assessment of the young person concluded an alternative to hospital admission. This enquiry was recorded on DATIX. We will now include discharge information as part of the update report when the emergency bed is next used.

	SBU-2223-011
Continuing Healthcare

Report Issued

July 2023

Assurance Rating

Limited
	Rec

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

	
	6.1
	A number of issues were noted when testing compliance with process (see Appendix B for full details of testing):

• Mental Health CHC packages: we sampled five packages and were provided with the original assessment forms that had been approved and signed in accordance with the scheme of delegation for three of the five applications. We were not provided with evidence of the completed DSTs and the panel minutes confirming approval of the original applications for any of the packages.

• Learning Disabilities CHC packages: we sampled five packages, but we were not provided with any of the original eligibility assessments. We were advised that this team was merged with the Mental Health Directorate in 2016 and their files were held on floppy disks which cannot be located. We were provided with a DST for one case and panel minutes for three cases. However, we were provided with all of the final, signed approvals for the cases.

• Primary, Community & Therapies Services (Elderly and Frail packages): we sampled five packages and we found that each stage of the assessment process had been completed in line with the requirements of the Framework, except for the original assessment, DST and panel minutes for one of the five cases reviewed.
The service groups should comply with the requirements of the Framework during the assessment process of all CHC eligibility applications.
	All PCTG cases had evidence of compliance with the appropriate assessment, bar one historical case (2016) that predated the Health Board’s current structures. PCTG review of processes will be in line with the recommendations set out in the NCCU.

There is a structured process in place within the MH and LD Service group in relation to assessing CHC eligibility with a jointly agreed checklist completed between the HB and LA’s for all requests. Review of processes will be in line with the commitment to review policies and procedures as part of the NCCU review that has been commissioned.
	October 2023: We have reviewed our own existing processes, and reinforced these with staff. We will also await the outcome of the NCCU review and make any necessary changes.


	Executive Lead – Chief Operating Officer

	SBU-2223-014
Access to Cancer Services

COO

Report Issued

June 2023

Assurance Rating

Reasonable
	Rec

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

	
	2.1
	The Post-Menopausal Bleed (PMB), clinic provides the service to the health board population plus the Bridgend locality of CTMUHB. P&F Committee paper (August 2022) noted that current capacity was not sufficient to address the backlog at that point. Discussion with service management outlined that around 35% capacity is allocated to Bridgend patients. A number of supporting actions to expand and enhance the PMB capacity are underway. Whilst this demonstrates the number of approaches underway, there is no formal action relating to services provided to Bridgend patients, although we were informed is being progressed. At the close of fieldwork Gynaecology held the largest share of the backlog within the health board.
Noting the expected impact on PMB capacity the health board should include the disaggregation of the PMB service within future improvement plans, including a forecast target date for implementation.
	The current backlog for PMB clinics is largely associated with the provision of hysteroscopies. Arrangements are now in place to outsource over 200 cases to clear the current backlog.
	October 2023: Outsourcing of hysteroscopies to reduce backlog ongoing.

	
	8.1
	In line the WG Guidelines, where a patient is not treated within the target then a breach report should be completed. The Cancer Information Team use an all-Wales template to complete this, and the document maps the individual steps or events, noting time taken for each, alongside the cumulative total. Breach reports are not regularly shared with services, unless specifically requested. We are informed there is intention to develop thematic reporting to aid in the identification of themes, and whilst recognising the value of ‘deep dive’ approaches, there could be opportunity to provide regular outlines of monthly themes and issues.
The health board should consider breach reporting arrangements to ensure that services receive regular information on breach themes, whilst also developing longer timescale comparisons of the underlying causes of breaches.
	Agreed - A review of breach reports to identify themes has commenced, initially in two specialties and reported to the Cancer Performance Group. This will be expanded to all specialties in the next two months. Breach reports are also now being shared with the MDT Leads for each cancer site.
	October 2023: Breach reports are shared with the MDT lead and Service Manager for that area.  The Cancer Lead Clinician is copied to all correspondence sent.  There is scope to improve turn around times, and this is being addressed.


	Executive Lead – Director of Corporate Governance

	SBU-2223-005
Claims Management

Report Issued

May 2023

Assurance Rating

Reasonable

	Rec

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

	
	1.1
	There are All Wales Regulations and guidance documents to be followed by the health board for redress. In addition, the health board has a redress flowchart internally that outlines the process to be followed. The flowchart is in date and outlines the process to be followed. However, the flowchart does not include levels of authority or details of deadlines within which the health board is required to offer redress. At the date of fieldwork, the SOP for Redress process had yet to be finalised. We were advised that this procedure will be finalised upon agreement of the Welsh Risk Pool changes included therein. It is noted that the MPRF process includes timelines, the detail of which could be included in the Redress SOP.
The Redress Handler SOP (Standard Operating Procedure) should be finalised and endorsed by an appropriate forum.
	Redress SOP review in process and due to be complete by June 2023. This is an internal SOP which does not require forum approval but will be approved by management.
	October 2023: Review of Redress SOP has been completed.

	
	2.1
	There is an anomaly between the delegated limits outlined at the Claims Management Policy when compared to the delegated limits for the Chief Executive at the SOP. The delegated limits within the Claims Management Policy for the Chief Executive/Deputy Chairman are noted as less than £750k. The Clinical Negligence Claims and Personal Injury Claims SOPs states the delegated limit for the Chief Executive as £250,000 - £499,999. However, we found no issues from the testing of our sampled cases.
The Claims Team should consider a review of its policies and procedures relating to personal injury and clinical negligence claims to ensure accuracy and consistency, with particular focus on delegated limits and expected timelines relating to the provision of information to legal advisors engaged by the health board.
	A review will be undertaken of the policies and procedures in place, and changes will be approved by the Director of Corporate Governance
	October 2023: Review of Claims Policy has been completed.

	
	2.2
	In addition, we noted that the Claims Management Policy requires updating to reflect current governance arrangements. Section 14.3 of the Policy states that 'The Quality and Safety Governance Group (QSGG) will be the appropriate forum for the lead members of staff for concerns, incidents, risk and claims to meet on a regular basis to ensure the identification of any trends and remedial action that may be required'. However, claims and incidents now go to Patient Safety and Compliance Group.
A further review of the Claims Management Policy should be undertaken to reflect the current governance structure within the health board.
	The action in 2.1 will include updating the Governance Structure within the Health Board.
	October 2023: Review of Claims Policy has been completed.

	
	3.1
	Ten redress cases were tested to determine whether responses were sent to complainants within 30 days, whether an interim report had been completed on admission of a qualifying liability and provision of advice within five days (which is an internal deadline rather than a regulatory requirement). Our audit found that evidence to support the 30-day response timeline was not clear on Datix. Management confirmed that this stage precedes the Claims Team involvement in the case; however, there is the ability to record when the response is issued within the ‘stages’ functionality in Datix which would allow for a more complete record, but that the Claims Team would not monitor such updates.
Evidence recording when the service group / unit response goes out to the complainant should be recorded in stages, which would allow for a more complete record for each case.
	Noted and discussed with Redress Team, and will be incorporated into Redress Team Audit which is due to commence August 2023
	October 2023: Action completed – highlighted and discussed with Redress Team and in place.

	
	3.2
	As per Regulation 33, once it has been established that a qualifying liability in tort exists, and therefore an offer of redress may be made, this must be done within 12 months of first receipt of the concern. However for four of the cases reviewed, an offer within this timeframe was not achieved.
Where an investigation exceeds 12 months, a standard approach should be adopted to document the reason for the delay on the Datix file.
	Noted and discussed with Redress Team, and will be incorporated into Redress Team Audit which is due to commence August 2023
	October 2023: Action completed – highlighted and discussed with Redress Team and in place.  

	
	4.3
	There are a significant amount of outstanding and deferred learning reports. We recognise that the Claims Team / Legal Services are fulfilling their obligations by sending regular updates to the Service Groups and reminding them of their obligations to complete the reports for submission to the Welsh Risk Pool. The Welsh Risk Pool could issue a financial penalty to the health board if a deadline is missed or if they are not satisfied / assured by the learning. It is noted this this has yet to occur.
Learning reports should be submitted to the Welsh Risk Pool in accordance with the deadlines stipulated.
	Monthly reports will be issued to the Service Groups setting out requirements/deadlines to submit learning reports to WRP and will be included within the monthly Patient Experience Report for the Quality and Safety Group.
	October 2023: Health Board in better position in relation to deferred cases and the Assistant Legal Services Manager and Legal Services Manager meet with the WRP advisor on a monthly basis to go through the cases.  Learning reports are sent to all Service Groups on a monthly basis and also captured in the Patient Compliance Report.  Legal Services Team meet with the Service Groups fortnightly monthly to go through outstanding learning and deferred cases.  The WRP changed their procedure in September 2023, where the LFER deadline was changed for 60 days to now a 4 month deadline and the learning has been be approved within a 12 month deadline. Dashboards have also been set up on Datix Cymru to capture this information.

	
	5.2
	Whilst we recognise that the quarterly report to the Quality and Safety Committee has recently been developed, we identified a lack of monitoring of the ongoing claims caseload, including the status of each claim and the actions needed to progress in a timely manner and compliance with the various requirements highlighted within this report.
The health board should also capture the status of each claim on the caseload (acknowledging that these are managed by NWSSP Legal and Risk) on an ongoing basis and the actions needed to progress in compliance with requirements.
	The health board will request the Welsh Risk Pool to consider providing a report on the status of cases.
	October 2023: Quarterly report to Quality and Safety Committee has been developed and will keep developing this report.  On an All Wales Basis the WRP Networks are also discussing reporting, to see if a report can been developed on an All Wales Basis for all Health Boards to use and report in the same manner


	Executive Lead – Director of Corporate Governance

	SBU-2223-003
Q&S Governance Framework

DoCG

Report Issued

May 2023

Assurance Rating

Reasonable
	Rec

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

	
	5.1
	Section 11 of the draft Duty of Candour policy – Roles and Responsibilities – states that each service group must have an agreed Standard Operating Procedure in place for the management and investigation of incidents. These SOP documents will outline how Service Group quality and safety teams will support staff in meeting the requirements of the duty where triggered. At the close of fieldwork, only one Service Group had provided a finalised process to the Assistant Head of Concerns, draft SOPs were available for the three remaining Service Groups but timings for final versions remained unclear.
The status and approval of Duty of Candour standard operating procedures, for each Service Group, should be included within any further Duty of Candour reports to the appropriate forums.
	Agreed. As of 17th May 2023, Primary, Community and Therapies SOP has been ratified at their Safety and Compliance Group and requires final ratification at QSAG on 23rd May 2023. 

MH&LD SOP is being taken to the Health Board’s Quality & Safety Committee on 23rd May 2023 for ratification. 

NPTSSG SOP will be included in the Quality and Safety Group agenda for ratification on 8th June 2023. 

An update on the status and approval of SOPs will feature within a future Duty of Candour report.
	October 2023: An SOP has now been received for each of the four service groups which has been approved at Service Group level.


	Executive Lead – Director of Digital

	SBU-2021-029
Digital Technology Control & Risk Assessment
Report Issued

January 2021
Assurance Rating

N/A

	Rec

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

	
	8
	There has been no full assessment of what skills are held within digital services and the skills and resource needed to support the organisation and implement the Digital Strategy. Consequently, there has been no identification of the skills gap and no development of a structured staff development plan in order to close the gap. Without this development plan in place digital services may struggle to implement the strategy.

A full assessment of the current skills within digital services, alongside the required resource and skills for the Digital Strategy should be undertaken. Once the gaps in skills have been identified a formal plan to upskill staff should be developed.
	The PADR process is used to identify individual training requirements but it is recognised that there isn’t a holistic overview of current/future gaps in expertise/knowledge. Digital Services will work with Workforce to identify and implement an approach to identify the skill gap within the directorate. Once identified a plan to upskill staff as required will be developed.
	June 2023: Findings of the National Digital Skills Assessment have still not been issued to the Health Board. Work has commenced and the development of a workforce plan for Digital Services in the absence of this data.
August 2023: Digital operations have completed a staff skills survey based on existing requirements and these will be fed into PADR discussions. This is in the absence of the National Digital Skills Assessment.

	SBU-2122-005
Network & Information Systems (NIS) Directive

Report Issued

April 2022

Assurance Rating

Reasonable

	1
	Our review highlighted that records of discussions and supporting information provided to the CRU have not been captured and maintained throughout the self-assessment process. Several instances of question marks were noted within the final CAF where clarification was sought from the CRU, however, the CAF was not then updated accordingly.

Management should ensure that records of discussions and information provided to and from the CRU are captured for future annual self-assessments.
	Agreed. This will be discussed at the next CRU assessment (tbc). Audit notes are normally recorded by the auditor and a suitable mechanism will be agreed with the CRU for example if via Teams then these will be recorded.
	July 2023: The Health Board has received no notification of when the next audit will take place. As stated in the original Management response, a suitable mechanism for recording notes of meetings/discussions will be agreed with the CRU as part of the next review. Noting the foregoing, this action is considered to be closed.

	SBU-2223-023
Information Governance 

Report Issued

November 2022

Assurance Rating

Limited
	1.1
	The continuing trend of increasing and more complex requests and requirements, in addition to the lack of adequate resources within the IG Team, has led to weaknesses. 

Management should ensure that a full review of current resources, how resource is used and time required to complete all legislative duties is undertaken, to identify gaps and risk areas upon which capacity and resilience can be measured. Particular attention should be given to the current trend in SAR requests and consideration should be given to recruiting an appropriate SARs Lead to raise current low compliance levels and mitigate risks of further serious incidents and breaches.
	The on-going monitoring of resources and the continued marked increase in demand for IG advice and support has highlighted risk areas in DPIAs and SARs. Management has considered the additional resource needed for SARs and the requirement for a SAR Lead has been included in previous financial plans for the IMTP. Recruitment is subject to funding being made available and we will continue to pursue this additional resource as recommended.
	October 2023: Information Governance Manager (SAR Lead) has been appointed following a robust recruitment exercise and is due to commence post on 30/10/23.

	
	2.1
	Whilst there is a process for handling SARs in relation to the acute health record and the health board is currently complying with the requirement to provide information in a timely manner, review of IG update papers to the IGG highlighted inconsistent application of this process.  There is currently no formal health-board wide policy or process for effectively managing SARs.

Recognising the actions to be undertaken by the recently established SAR Task and Finish Group, management should ensure that the work is progressed urgently to develop a robust health-board wide policy on handling SARs, to mitigate the current high risk of ICO breaches and serious incidents.
	An over-arching organisational wide policy to support the compliant and effective management of SARs across the Health Board will be developed, as previously outlined by the SAR T&F Group. The policy will be written by April 2023 with approval then sought via the usual Health Board processes.
	October 2023: The organisational-wide Subject Access Request (SAR) Policy was agreed at Information Governance Group in June 2023, with an update provided to Management Board in August 2023. The policy was formally approved for use and publication at the Workforce and Digital Committee on 10/10/23.


	Executive Lead – Director of Digital

	SBU-2223-021
Cyber

Security

Report Issued

January 2023

Assurance Rating

Reasonable

	Rec

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

	
	1.1
	The different levels of detail on the different risk registers can mean the risk group meeting does not have the full information on a specific system issue.
All risk meetings should have enough detail on risks being considered, so that any decisions regarding mitigation / acceptance are always fully informed. Any aggregated risk e.g. ‘legacy systems’ should be supported with comprehensive details of the systems involved with a full and realistic assessment of the potential impact of any system failure
	Implement links between Risks on Datix and Risks on SharePoint, so the full risk detail is available at all levels of risk management. This should be in both directions. Links between CAF risks and SharePoint Risks already implemented.
	June 2023: Risks raised were discussed at the May Risk Meeting. It was agreed to re-score risks and add actions before escalating to the DSRR

October 2023: Action complete. NIS risks are now on SharePoint and Datix, with scores and actions.

	
	1.2
	Risks have an applied score and, once assessed, will remain on the risk register until it is mitigated. This could become de-facto acceptance with potential mitigating improvements being repeatedly delayed, postponed, or reprioritised.
If the ‘preferred’ mitigation is likely to be addressed well into the future, interim measures may need consideration. If not, then the risk will need to be ‘accepted’ and recorded as such. For example, the digital infrastructure team should ‘accept’ the risk of not having their backup files on immutable storage.
	Use Actions and Progress Updates in Risk to review interim mitigations.
	June 2023: Risks raised were discussed at the May Risk Meeting. It was agreed to re-score risks and add actions before escalating to the DSRR

October 2023: Action complete. NIS risks are now on SharePoint and Datix, with scores and actions.

	SBU-2223-022
Mgmt. of Physical Health Records

Report Issued

May 2023

Assurance Rating

Reasonable

	2
	Records are transported in ‘blue boxes; however the lids are only sealed with cello tape currently. We understand that staff sometimes cut themselves on the cable ties that were used previously. Whilst contracts contain confidentiality clauses and NHS staff, (HCSW) and the Taxi companies are bound by NHS Policies, the use of removable seals while transporting records may lead to a risk of unauthorised access or loss of records, in particular when using taxis to transport records.
Boxes and envelopes containing health records should be securely sealed while being transported, using tamper proof tape, or locked cages for bulk transport.
	Undertake an assessment of the options available to us and a paper will be submitted to the Information Governance Group (IGG) for consideration
	October 2023: The Health Records Management Team have reviewed the recommendation made by Internal Audit following their review of using tamper proof tape to secure the blue boxes used for transportation of records across the Health Board, and following a detailed internal review by the Senior Records Management Team and benchmarking exercise carried out with colleagues across Wales; feel that the current measures that are in place across SBUHB are secure and maintain confidentiality of records at all times. The Health Board vans and courier services used to transport records are tracked and records are never left unattended at any time, and are picked up and delivered directly from one site to another and dropped off in secure areas. Due to the practical and financial implications of staff having to daily validate/check through hundreds of blue boxes on a daily basis, if tamper proof tape was used there would be no added value of using the tape to secure the boxes due to the confidential way in which records are transported. 


	Executive Lead – Director of Finance

	SBU-2021-008
Water Safety
Report Issued

June 2021
Assurance Rating

Limited

	Rec

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

	
	8(a)
	The Water Safety Plan documents the training requirements for key officers, including the requirement for training to be refreshed at least every three years.

Training was in date for the current Responsible Persons and Authorised Persons. However, training for Competent Persons (Estates Officers) was out of date with the last training recorded as February 2017.

Management advised that the provision of the required face-to-face training had not been possible due to COVID restrictions.
It is acknowledged that some Authorised Persons training has now been arranged (noting this takes place offsite); but securing on-site training (for Competent Persons) remains difficult.

It was noted that whilst a training matrix for Estates officers was held for those working at the Singleton estate, the same was not evidenced for the Morriston estate.

Training should be updated for relevant staff as soon as possible, COVID restrictions permitting
	Agreed. Training will be updated as soon as possible.

	February 2023: Recommendation remains as overdue. Whilst the RP details have now been updated, details of training for Estates Managers / Officers was not evident as required at the last update of the tracker. 

October 2023: Sufficient evidence has now been provided to confirm this action as closed.

	
	8(b)
	The Water Safety Plan documents the training requirements for key officers, including the requirement for training to be refreshed at least every three years.

Training was in date for the current Responsible Persons and Authorised Persons. However, training for Competent Persons (Estates Officers) was out of date with the last training recorded as February 2017.

Management advised that the provision of the required face-to-face training had not been possible due to COVID restrictions.
It is acknowledged that some Authorised Persons training has now been arranged (noting this takes place offsite); but securing on-site training (for Competent Persons) remains difficult.

It was noted that whilst a training matrix for Estates officers was held for those working at the Singleton estate, the same was not evidenced for the Morriston estate.

Training requirements and compliance should be captured in a training matrix, for all staff with water safety responsibilities (including both Estates and departmental / ward staff).
	Agreed. The required detail will be incorporated into the Water Safety Plan.
	February 2023: Remains as overdue. More work is required on the detail of the matrix against the detail of the agreed recommendation.
June 2023: A new Matrix has been developed, which will be shared with NWSSP Audit & Assurance colleagues for review and comment. 
October 2023: Sufficient evidence has now been provided to confirm this action as closed.


	Executive Lead – Director of Finance

	SBU-1920-009
Control of Contractors
Report Issued

March 2020
Assurance Rating

Limited

	Rec

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

	
	2
	There was no evidence available to demonstrate that competency vetting had been undertaken, or details of insurances obtained, for eight out of 14 contractors reviewed, primarily those who:

· Were engaged by NWSSP Procurement via Multiquote with Estates input

· Regularly-used contractors appointed to delivery sub-£5K orders

All contractors should be appropriately vetted for health and safety competency and insurance arrangements prior to appointment. Evidence should be retained of checks made
	Agreed. The University Health Board, in conjunction with NWSSP: Procurement Services are looking at accreditation systems that will provide this level of assurance, for example CHAS (the Contractors Health & Safety Assessment Scheme).


	June 2023: Management are currently in the process of tendering for the provision of an induction software/management system, and are exploring the possibility of utilising functionality within such a system to confirm CHAS accreditation. This would be a more streamlined approach, and may achieve overall cost savings. The tender process will be complete by 18th August 2023, at which point a decision will be made to either utilise this approach (if available), or to engage directly with CHAS. Date of 18/08/2023 set for further update (LJC)

August 2023: Recommendation closed. Now the evidence of the reminders has been shared of the actions to be taken when making appointments, in addition to the threshold levels for procurement, can conclude that in the absence of a system being implemented, appropriate mitigating action has been taken.

	ABM-1920-007
Capital Systems Financial Safeguarding

Report Issued

November 2019

Assurance Rating

Limited

	2
	Failure to comply with SO’s/SFI’s and Local Framework requirements in respect of: 

· Failure to use formal contracts (as opposed to simple orders) for procurements in excess of £25,000 [this is regardless of whether they are on a framework or not]
· Failure to undertake financial vetting for new contracts/procurements in excess of £25,000

· Failure to apply Standards of Business Conduct requirements in respect of the completion of Declarations of Interest

Local Framework Procedures and SFI/SOs should be reviewed, and updated where appropriate, to reflect the Estates Department’s requirements.
	Discussions will be initiated with the Director of Corporate Governance and the Assistant Director of Strategy – Capital to ensure that all procedural requirements are fit for purpose (e.g. SO/SFI and Local Framework Protocols).
	August 2023: Recommendation closed. Compliance with the required processes within SOs/SFIs has been confirmed by the Procurement team.

	SBU-2223-008
C19 Cost Mgmt.

Response Funding & Deployment

Report Issued

June 2023

Assurance Rating

Reasonable

	1.1
	When drawing down allocations from the central reserve, for completeness, there was an expectation that scheme references e.g., MOR01, MOR04, were included within the description; and ultimately within the journal created for transfer between the central reserve and Service Group budget. Further, there was limited documentation to support the allocations requested.
Finance staff should be reminded of the requirement for accurate referencing in allocation drawdowns / journal requests completed; and ensuring appropriate documentation is available to support the requests made.
	A reminder will be provided via the Monthly Finance Senior Leadership Team Meeting (SLT) and the Weekly Finance Business Partner Meetings (FBP) both chaired by the Deputy Director of Finance on the need for accurate referencing, as this approach is also used in 2023/24. This will be followed up by an email that members of both SLT and FBP can then disseminate within their own individual teams, where relevant and as appropriate. The Central Finance team will be able to provide the Deputy Director of Finance with update is this continues to be an issue and further reminders are required.
	July 2023: This was discussed at both Finance Senior Leadership Team and Finance Business Partner meetings during June/July. As assessment of accuracy will be reviewed again during Q2 (email send RD/Amc 27/7/23) to determine whether a follow up email is required to the wider finance team.


	Executive Lead – Director of Finance

	SBU-2223-009
C19 Cost Mgmt.

Recovery Funding & Deployment

Report Issued

June 2023

Assurance Rating

Reasonable

	Rec

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

	
	1.1
	A high-level plan was presented to the Planned Care Board (PCB) in November 2021, outlining potential expenditure commitments for 22/23 against the allocation of £21.6m. We were also provided with a schedule that included the plan's 'evolution’ from the period November 2021 to April 2022, however this was not presented to PCB.

The ‘evolution’ plan detailed new schemes (value circa £1.7m) that were not included in the original plan; and £10.6m of prior year schemes that were also subsequently included. As such, there were significant changes to the plan that were not presented to the PCB.

Further, we also note that there was no formal reporting on the Recovery position to PCB until September 2022, when it became a standing agenda item. Review of papers confirms that no written report was prepared, only a verbal update provided; with minutes demonstrating greater focus on the 23/24 allocation rather than the current position.

The health board should ensure the formal approval of detailed financial plans and regular reporting arrangements at relevant group level to ensure effective governance.
	As part of the Financial Planning process the Board agreed the overall quantum of investment in Recovery for the submission at the end of March 2023, which the Planned Care Board must remain within. However the deployment of this funding may change as the year progresses.

Internal reporting to support governance within the year will then be addressed via:

1. Quarterly updates on expenditure versus funding allocated as per the plan to the Performance & Finance Committee on a quarterly basis.

2. As a minimum quarterly updates to Planned Care Board (PCB) to provide summary of plan, expenditure and forecast against funding, plus any updates or changes that may need to be noted by the PCB.
	July 2023: The Performance & Finance Committee/Management Board report reference the balance of funding remaining in central reserves each month linked to COVID recovery. In Mth 4 Report, the position to the end of Q1 will be included. Following the Deliotes recommendations the PFC/Board papers are under full review and consideration will be given to where this is appropriately included going forward.

	
	2.1
	When drawing down allocations from the central reserve, for completeness, there was an expectation that scheme references e.g. R-OTCA-2, R-RAD-3, were included within the description; and ultimately within the journal created for transfer between the central reserve and Service Group budget.

However, from review of the allocation sheets, this referencing was not clear in all instances and that some references had been included against the incorrect schemes and not always corrected on the ledger e.g. R-OTCA-2 drawn down against R-OTCA-7, and R-CARD-4 drawn down against R-CARD-3. We note that these were subsequently profiled correctly for reporting to Welsh Government.
Finance staff should be reminded of the requirement for accurate referencing in allocation draw downs / journal requests completed; and ensuring appropriate documentation is available to support the requests made.
	A reminder will be provided via the Monthly Finance Senior Leadership Team Meeting (SLT) and the Weekly Finance Business Partner Meetings (FBP) both chaired by the Deputy Director of Finance on the need for accurate referencing, as this approach is also used in 2023/24. This will be followed up by an email that members of both SLT and FBP can then disseminate within their own individual teams, where relevant and as appropriate. The Central Finance team will be able to inform the Deputy Director of Finance if this continues to be an issue and further reminders are required.
	July 2023: This was discussed at both Finance Senior Leadership Team and Finance Business Partner meetings during June/July. As assessment of accuracy will be reviewed again during Q2 (emails send RD/Amc 27/7/23) to determine whether a follow up email is required to the wider finance team.


	Executive Lead – Director of Finance

	SBU-2122-005
Waste Management

Report Issued

February 2022

Assurance Rating

Reasonable

	Rec

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

	
	1
	Whilst the waste policy was found to be generally comprehensive and in accordance with the guidance provided by WHTM 07-01 (6.4), it was noted that some areas had not been incorporated.                                     The policy was supported by a series of procedural guides reflecting the current WHTM 07-01. Whilst comprehensive, these were last updated in 2015 and therefore required review to ensure information remains relevant to current UHB operations.

It was further noted that the UHB’s intranet site contained some out-of-date and superseded policy and procedural documents, which should be removed.
a) At the date of the next review of the Waste Management Policy, it should be ensured that all key elements of WHTM 07-01 guidance, and enhanced information regarding governance and training arrangements, are incorporated.

b) Waste management procedures (UHB-wide) should be reviewed and updated where necessary, via an appropriate forum(s).

c) Out-of-date policy / procedural documents published online should be removed.
	a) Agreed. We will incorporate the suggested elements at the date of the next review.
b) Agreed. Work has now commenced on the review of the procedures. Initially, we are targeting those areas where issues in compliance have been identified. There needs to be a wider consolidation of all waste procedures across the UHB to ensure consistency in the approach.
c) Agreed. We will ensure superseded documents are removed from the intranet. B and C to be completed by the end of June 2022
	June 2023: The review of Waste Management Procedures which support the Waste Management Policy is now complete. The Policy itself has also been re-written, and will go to the next meeting of the Health & Safety Ops Group, before being taken to the Quality & Safety Committee for approval. 

October 2023: Sufficient evidence has now been provided to confirm this action as closed.

	
	4
	It was confirmed during the site visit to Morriston Hospital, that the public / general staff areas observed (main entrances, visitor waiting rooms, staff rest areas, canteens) provided domestic waste bins for disposal of general waste, including masks. In the clinical areas observed, only orange (infectious waste) bins were provided. Management confirmed that the UHB does not currently use the offensive (tiger stripe) waste stream in its hospitals, therefore, is unable to comply with the current guidance.
Management should report the costs/benefits of the introduction of the offensive (tiger stripe) waste stream to an appropriate forum/department (e.g. Infection Control), for onward consideration of the matter outside Estates.  
	Agreed. This will initially be reported to the Director of Finance & Performance, and then to the Operational Service Group Boards.
	August 2023: Recommendation closed. Management have engaged with the Sustainable Swansea Bay Forum to present on the costs/benefits of the introduction of the offensive (tiger stripe) waste stream. Whilst there are actions arising post presentation on this matter, the original agreed recommendation has been addressed.

	
	5
	Whilst some examples of good practice in waste minimisation were provided by management, it was not evident that a UHB-wide critical review has been undertaken in recent years.
A critical review of waste volumes and types across the UHB should be presented to the Sustainable Swansea Bay forum (or appropriate alternative), to identify potential for waste minimisation in line with WHTM 07-01(5.3).
	Agreed. We recognise the benefits of such an exercise, but the ability to facilitate the same sits outside Estates – recognising that key parties would include e.g. NWSSP Procurement Services and Infection Control. We will present the option (of e.g. a review of the largest consumable items within the UHB), and provide a critical review of 2021/22 data, to the Sustainable Swansea Bay forum for consideration by the relevant parties.
	August 2023: Recommendation closed. Management have engaged with the Sustainable Swansea Bay Forum to present on the waste volumes & types across the health board. Whilst there are actions arising post presentation on this matter, the original agreed recommendation has been addressed.

	SBU-2122-003
Financial Reporting & Monitoring

Report Issued

May 2022

Assurance Rating

Reasonable


	5
	The manual non-pay listing has approximately 280 employees that are able to authorise payments without a purchase order.

We recommend a wider review of this listing is undertaken, to assess the need for this number of authorisers given the NHS Wales ‘No PO, No Pay’ policy.

	Noted. Agreed to be reviewed in Q3.


	July 2023: This was reviewed and assessed for robustness by the Finance Team in July 2023. It was agreed that outside of the updates needed on FPC 6, the following actions will be undertaken immediately. For noting the Non-Stock List referred to here as the manual list is accessible via SharePoint however it will be emailed out going forward as a reminder. Actions:

1) The list will be emailed to the FBP for review and initially to identify individuals that have left or changed roles. This email will also include the form that need to be completed should individuals be missing from the list;

2) FBP need to email back to the finance systems teams those individuals that need to be removed or have moved to a different area but only where this is as a result of a service change not due to the individual taking up a new role. These reply emails will be the audit trail instructing the systems team to remove any individuals or change area. Where new staff need to be added or where an individual has taken up a different role the formal request with a sample signature will be required as per normal practice.

3) The List will be emailed to the FBP teams every 6 months for review and for these to issue to the service for review where necessary.

October 2023: The process described above is now in place and operating, and will now become prt of normal business. As such, this action is considered to be closed.

	
	6
	Authorised signatory listings are maintained in relation to the Oracle system as well as for manual non-pay transactions. Monthly checks are undertaken against ESR records to ensure leavers are removed from the approval hierarchy. Periodic checks are also undertaken at a Service Group level, although the frequency and formality vary.

As part of our review, we undertook a comparison of the arrangements in place at a sample of other health boards. This determined that annual confirmation checks are circulated to Service Groups to ensure that the authorised signatories listing is complete and that cost centres and approval limits are appropriate.
We recommend that this good practice annual confirmation check is completed across all Service Groups and corporate delegates and that a central listing is maintained by the Finance Team.
	Noted and agreed. A list per Service Group/Directorate will be issued annually for review by Service Group Directors and the tier below to include FBP.
	July 2023: The Oracle PO hierarchy is accessible on a live basis on the Finance Dashboard. This is more appropriate and relevant than issuing annually as there are constant changes to the listing linked to leavers, starters and service changes. The list on the Finance Dashboard is only accessible for the cost centres the individual is responsible for. So for example, the Service Director of NPTS can only the full listing of Oracle Approvers and their levels of sign off for the services areas they are accountable for. However, Finance can access the full list if further checks are required. Each month the list is reviewed by Finance Systems team to remove leavers using the latest monthly SIP/Leavers list ESR. Any additions or changes are updated based on the formal requests submitted.

October 2023: In addition to the above, the annual accountability letter will instruct accountable officers to undertake a review of their respective P.O hierarchy in conjunction with their Finance Business Partners/Teams. As such, this action is considered to be closed.


	Executive Lead – Director of Finance

	SBU-2223-003
Swansea Wellness Centre

Report Issued

July 2023

Assurance Rating

Limited

	Rec

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

	
	5.1
	Whilst recognising WG funding had been approved ahead of any engagement with the Developer, a letter was issued in June 2020 confirming that they would be the lead developer for the scheme. The letter referenced the UHB's anticipation that costs would be limited to £670k to deliver the OBC plus 3 months’ work after. This letter was signed by the Assistant Director of Strategy - Capital, outside the UHB’s Scheme of Reservation & Delegation of Powers for authorising capital expenditure of this value (noting this post holds authority for £150k only, and no other approvals were in place to commit to expenditure with the Developer at this time). 

Approval to commence monthly payments to the Developer in respect of feasibility and outline design activities was granted by Management Board in July 2020, with Board approval subsequently obtained in November 2020 to progress with the partnership via application of a formal procurement route. Whilst recognising Management Board were therefore in agreement for the arrangement to progress, no indicative figure was provided as to the total estimated financial commitment at this stage. It cannot be confirmed therefore whether the Scheme of Reservation & Delegation of Powers was appropriately applied at this time.
Appropriate approvals should be in place (including Board approvals, Single Tender Actions etc.), in accordance with the SOs/SFIs, BEFORE any financial (or other) commitments are made with UHB partners / contractors.
	Agreed
	It has been agreed that action will be taken to address these issues as part of all future projects. Thus no further action is expected or due at this time, and the matter is considered closed with regard to this specific review.

	
	5.2
	There were no contractual arrangements in place with the Developer at the time of review, only letters exchanged between the two organisations confirming a commitment to work in partnership. A collaborative agreement was in development, to be implemented when the UHB was in a position to submit the OBC, therefore giving greater certainty that the project was progressing as planned. It is noted, however, that legal advice included the development of a Preliminary Agreement, which provided clarity and control over the £670k commitment of expenditure. Despite being drafted, this was not implemented.
Legal advice should be appropriately enacted, in the exchange of agreements drafted, to provide maximum protection to the UHB.
	Agreed, appropriate advice will be obtained at any relevant future schemes.
	It has been agreed that action will be taken to address these issues as part of all future projects. Thus no further action is expected or due at this time, and the matter is considered closed with regard to this specific review.


	Executive Lead – Director of Finance

	SBU-2223-011
Continuing Healthcare
Report Issued

July 2023
Assurance Rating

Limited

	Rec

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

	
	8.1
	There was no evidence to support routine analysis / reporting of queried invoices which may identify trends and / or potential training requirements. 

From a review of the spreadsheet of queried invoices it is noted that certain providers have overcharged for patients over a number of consecutive months. Whilst we recognise that the established review processes have identified this resulting in queries being raised; such information could be reported and used as a performance tool for those providers.
Finance shall consider developing formal output / a report based on the queried invoices schedule to enhance the finance and performance information that is already available.
	Finance will review the queried invoice schedule information and develop a report to aid performance management. This will be taken to the respective Groups’ CHC management meetings.
	October 2023: The CHC Finance Team have now developed an invoice query log. Commencing October 2023, the log will be shared throughout the month with the respective commissioning teams, with a formal report produced from the log at month end.

The PCT and MHLD Service Groups both have weekly CHC Management Team meetings, and the invoice queries will be a standing agenda item at these meeting. The log and report will be shared into these meetings for discussion and action, and there will be CHC Finance Team representation.

	
	9.1
	CHC is a regular feature of the finance update which is a standing agenda item at the Performance and Finance Committee. One of the difficulties when reviewing the finance information for CHC is how its presented. The costs are presented under ‘general’, ‘Mental Health’ and ‘Learning Disabilities’ headings. This is confusing noting that the service groups are split into (1) Primary Community and Therapies services, (2) Mental Health and Learning Disabilities and (3) Singleton NPT (which covers Children and Young People). In addition, it is not easy to discern from this, what is included in ‘general’. It was evident that Primary Community and Therapies services / elderly and frail, children’s and young people’s services and any other associated CHC costs may be included under this heading. However, it is not very transparent and requires further interrogation to determine and analyse the costs that fall under this heading.
The health board should consider its reporting of CHC finance information at the Performance and Finance Committee to enhance transparency.
	The CHC information contained within the monthly Performance and Finance Committee report has been reviewed and will be amended for the June 2023 report onwards. The “general” will be re-labelled as this represents the CHC costs that fall within the Primary Community and Therapies Group only. The Singleton NPT element (which covers Children and Young People) is not included in the non pay analysis as it is provided internally.
	October 2023: The heading within the PFC report has been updated and now states PCT Group and not general as agreed. Therefore, this item can be closed as it is complete.

	SBU-2021-004
Health & Safety

Framework

Follow-Up

Report Issued

January 2021

Assurance Rating

Reasonable

	6(i)
	Review of the health boards health & safety intranet page confirmed that content and links had not been updated to be consistent with approved policies published on the health board main policies page (i.e. some out of date policies were accessible via this route e.g. lone working). Whilst this is the case updates policies can be found within the Corporate policy library.
Management should undertake a review of all Health & Safety intranet pages to ensure they are refreshed to reflect the latest information and policies or links to the main corporate policy page so that alignment is ensured.
	The health & safety webpage has been reviewed by the Assistant Director of Health & Safety, and a request has been made to update the webpage and remove the existing policy links and to insert a revised message and link.

Waiting for confirmation that this has been completed. 


	October 2023: Following the launch of the new Health Board intranet, all policy documents are now accessed via a single link from the homepage. This has eliminated the risk of different versions of the same policy being accessed via different intranet pages. Work to build the new Health & Safety hub site continues. On this basis, and following discussions with NWSSP Audit & Assurance colleagues, it has been agreed that this action is considered closed.

	SBU-2223-022
Mgmt. of Physical Health Records

Report Issued

May 2023

Assurance Rating

Reasonable

	1.1
	Records storage areas do not have fire suppression (sprinklers) in place.
The safety of patient records should be considered as part of the development of the Estates Strategy
	The Health Board’s Estates Strategy is currently being developed and will include consideration of the fire risks within Health Records. Further, a separate fire condition survey looking at risk assessment and fire compartmentation will consider these issues in detail.
	October 2023: Fire compartmentation study and risk assessments have been undertaken covering the Clinical Medical School and Medical Records


	Executive Lead – Executive Director of Nursing

	SBU-2122-002
Quality & Safety Framework

Report Issued

January 2022

Assurance Rating

Limited

	Rec

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

	
	     1.2
	The health board has an agreed Quality and Safety Process Framework (QSPF). We note that whilst the QSPF was approved, it was shortly before the onset of the first wave of the COVID-19 pandemic. Whilst necessarily focussing on the operational pressures which followed, there is little evidence to support that there has been any further implementation of the framework beyond the establishment of the QSGG. A number of key steps included within an improvement plan were not progressed including:

· Creation of an ‘iHub’ to support trend analysis and support quality improvement initiatives.
· Mapping of reporting groups and subgroups to support the Quality and Safety Governance Group (QSGG).
· Mapping of Executive Directors reporting portfolios.
· Establishment of a QSGG business cycle/work programme.
· QSGG Subgroups and Service Group quality and safety groups to amend terms of reference to reflect the QSPF process.

Additionally, the QSPF will now need refreshing to consider the impact of Covid-19, the health board’s new Quality Priorities, and the recently issued national Quality and Safety Framework.
In refreshing the QSPF, the health board should consider developing an action plan to support the implementation of a new framework, to be monitored at QSGG and QSC periodically
The work programmes of the Q&SGG and Q&S Committee will be amended to include a review of the implementation of the framework (as a minimum three times a year)
	The work programmes of the Q&SGG and Q&S Committee will be amended to include a review of the implementation of the framework (as a minimum three times a year)
	February 2023: Quality Strategy approved by Board Jan 2023. Implementation framework under development.
July 2023: Quality Strategy Implementation Plan in place. Progress monitored by the Quality and Safety of Patient Services Group, and summarised in their executive updates to the Quality & Safety Committee.

	SBU-2122-023
Mental Health Legislative Compliance

Report Issued

February 2022

Assurance Rating

Reasonable

	Rec

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

	
	1.1
	Reports presented to the MHL Committee provide a broad coverage of compliance against legislation. We recognise that some sections within legislation do not place statutory duties on health boards and that reporting is undertaken by exception, however assurance on the completeness of compliance cannot be demonstrated in the absence of a compliance map.
We recommend that an exercise is undertaken to map the legislation and/or the Codes of Practice to the arrangements the health board has in place, in order to provide assurance on compliance against legislation, that arrangements are monitored and that there are no omissions.
	An exercise will be undertaken to match the legislation and/or the Code of Practice to the regular reports made to the Mental Health Legislative Committee.
	MHA: Assurance has been received from the Mental Health Act Department Manager, regarding compliance with the reporting requirements stipulated in the Code of Practice to the Mental Health Act.
MHM: MHM compliance reports are completed and submitted on a monthly basis to WG, in addition to quarterly performance management meetings with WG Delivery Unit. Any gaps in compliance monitoring/reports would be highlighted and addressed as part of this process.
MCA: Mapping of MCA and related Code of Practice now complete. All relevant areas currently reported to MHLC across two papers. Going forward, this will now be amalgamated into a single paper that gives a comprehensive review of all elements of MCA and DoLS.


	Executive Lead – Executive Director of Nursing

	SBU-2223-007
IP&C

Service Group Arrangements

Report Issued

May 2023

Assurance Rating

Reasonable

	Rec

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

	
	1.1
	Our review noted that the following policies on COIN, were overdue for review at the time of audit:

· Management of Seasonal Influenza and other acute viral respiratory infection (COIN): review date August 2020;
· Inoculation Injury Policy (COIN): review date December 2020;
· Model Policy Aseptic Non Touch Technique (ANTT): a national, standardised approach to aseptic technique (COIN): review date July 2020; and
· Policy for Infection Outbreak / Incident Management in Secondary & Tertiary Care (COIN): review date July 2020.
Overdue policies should be reviewed and updated, where appropriate, as a matter or priority; and approved accordingly.
	Infection Prevention and Control Policy and 11 Quick Reference Guides have been reviewed and updated and were approved by the HB Infection Control Committee on 28/03/23. These were made available on the SharePoint site on 28/03/23. 

The Infection Control Committee approved an extension to the review of 6 other documents until 30/06/23. These will be reviewed, updated and submitted to Infection Control Committee for approval in June 2023. 

All other documents remain in date. A process to monitor documents and review dates has been established and will be monitored by the IP&C Team Business Manager.
	Reviewed and updated protocols and Quick Reference Guides for approval at Infection Prevention & Control Committee on 29/06/2023.

Approval of protocols and QRGs at Infection Control Committee on 29/06/2023 and approval for MRSA protocols to remain extant until 30/09/2023 whilst revised documents are out for consultation.

	
	4.1
	Service Groups undertake Environmental IPC audits of the care environment, the results of which are reported in the monthly care metrics. At a Corporate level, however, audits are undertaken on a reactive rather than a proactive approach at hotspot areas. There was no indication in the programme that ‘non’ hotspot areas are included to ensure preventative measures / mitigating actions are put in place at the earliest opportunity.
The health board should look to develop a prioritised schedule of audits which can be delivered by the IPC team for 2023/24.
	A prioritised schedule of audits for 2023/24 will be developed for approval by Infection Control Committee in June 2023. The existing programme of audits will continue in the interim. 

Results of existing IPC-related audits will be reported for review at Infection Control Committee.
	The proposed 2023/24 Infection Prevention & Control Audit Programme will be presented to the Infection Prevention & Control Committee on 29/06/2023.

Approved at Infection Control Committee on 29/06/2023.

	
	4.2
	It was also noted that there is no formal output from audits undertaken therefore no clear action plans are in place against which achievement can be monitored and measured.
The health board should look to develop an IPC audit tracker to detail: 

• The required action(s);

• The individual responsible for implementation;

• Deadline for implementation

• Progress update, where necessary. 

The progress should be monitored at ICC and Service Group IPC Group, where applicable.
	The Health Board will review the feasibility of utilising Audit Management and Tracking (AMaT) clinical audit assurance software to provide audit tracking facilities.
	Audit tools have been entered into the AMaT system but is awaiting background work to be undertaken by the AMaT team to ensure all ward and department locations are correctly entered within the system.

IPC team has undertaken proactive audits across the Service Groups, with audit findings and recommendations emailed and discussed in local governance meetings. Improvement plan template sent with audit findings to enable progress update until AMaT system fully functional.


	Executive Lead – Executive Director of Nursing

	SBU-2223-003
Quality & Safety Governance Framework

DoN

Report Issued

May 2023

Assurance Rating

Reasonable

	Rec

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

	
	3.1a
	Terms of Reference for the two newly established subgroups (PSEG & PSCG) to the QSG include that each will provide a monthly report. Review of papers identified that reporting from PSEG has been through verbal updates or sharing of group minutes; and PSCG submitted two reports in September 2022 and February 2023. 

Review of the February 2023 escalation report from the PSCG noted this was limited to list format, and did not include detail on associated mitigating actions, specific requests, or requirements needed to support the escalated area.
The format of reporting provided from subgroups to QSG should be reviewed and consideration given to ensuring any risks or issues escalated include mitigating actions, detail of any support required, and details of any related risk register entries.
	Agreed. Standard template for use by sub-groups to be presented to QSG for approval.



	August 2023: New template in place from July 2023

	
	3.1b
	Review of QSG highlight reports submitted to Management Board noted that issues raised have been consistently captured, however not all have included narrative detail relating to any action taken, links to risk register entries, or supporting requests. There could be further clarity on how this is captured and monitored.
Management should consider development of an escalation log to support the ongoing monitoring of issues, risks and actions for areas raised.
	Agreed. Record of escalation to be added to existing safety log.
	August 2023: Action Log amended to include escalation from July 2023

	
	8.1
	The Quality & Safety Informatics Group approved its ToR at the May 2022 meeting which included that the group would be a task and finish group for a period of 12 months. We could not identify presentation or approval of the ToR outside of the group.
If the Quality and Safety Informatics group extends its operation beyond the initial 12 months indicated, then its terms of reference should be reviewed, and approved by the QSG.
	Agreed. Proposal on the future direction of the Quality and Safety Informatics Group to be presented to the Quality and Safety Group.
	August 2023: Q&S Informatics to be managed through BAU Process.

	
	8.3
	There has been widespread engagement across the organisation to develop a comprehensive selection of future indicators to be included within later phases/versions of the Quality dashboard. However returns have not been received from all Service Groups/Directorates.

Additionally, we note reporting from the Quality & Safety Informatics Group to the QSG has been primarily through verbal updates, alongside sharing an early draft of the dashboard in September, but we could not identify further updates from November onwards.
The ongoing development and delivery of the dashboard should be regularly reported to the QSG. This should include status updates against indicator returns.
	Agreed. Quarterly reports to be received by the Quality and Safety Group.
	August 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 Strategy

	Decarbonisation

Report Issued

October 2022

Assurance Rating

N/A

	Rec

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

	
	2
	Duties should be defined and accepted for key positions.
	The DIG ToRs will be refreshed at next review with duties of key members
	October 2023: TOR has been updated and agreed.

	SBU-2223-015

Transition from CAMHS to AMHS 
Report Issued

May 2023

Assurance Rating

Limited

	1.1
	Welsh Government guidance sets out that health boards should have a designated Transition and Handover Senior Lead with responsibilities across primary, secondary, tertiary and community services. We were unable to confirm if the health board has identified a senior lead for this area.
The Health Board should confirm its arrangements for identifying a Transition and Handover Senior Lead
	The current arrangements for Transition and Handover are at Executive level, however it is accepted that these arrangements need to be reviewed to ensure that operational responsibility across the Health Board is robust.
	October 2023: It has been agreed that the Transition and Handover Senior Lead will be the Service Group Director for Mental Health & Learning Disabilities.


	Executive Lead – Director of Therapies & Health Sciences

	SBU-2223-017
End of Life Care
(DoTHS)

Report Issued

June 2023
Assurance Rating

Reasonable

	Rec

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

	
	1.2b
	Within this action plan, we were unable to see the ‘golden thread’ between the key findings and recommendations arising from the NACEL report detailed in the proforma returned to WG. Part B of the Assurance pro-forma details “information demonstrating there has been a comprehensive review of report findings which are clearly feeding into local action plans is important”.
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.
	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
	October 2023: Appropriate cross-referencing has now been incorporated within the action plan.


	Executive Lead – Director of Insight Communications & Engagement

	SBU-2223-006

Stakeholder Communication & Engagement 
Report Issued

August 2022

Assurance Rating

Reasonable

	Rec

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

	
	1.1
	The health board’s ‘Framework for Engagement & Consultation’ document covers the principles in determining the level of engagement a service change should employ and describes in narrative form the processes that should be followed. We have noted an example of another health board having practical guides and flowcharts for staff to follow in the application and implementation of the process to service change proposals, and that it would be beneficial for the health board to have its own set.
We recommend that the health board consider developing documentation to provide service change programme leads with a practical user guide to undertaking public engagement / consultation. This could include the following elements:

· process flowcharts in a chronological workflow;
· workflow task roles and responsibilities;
· typical workflow step timescales;
· reference to relevant templates that should be completed;
· approval requirements; and
· decision points and criteria (e.g. assessing the engagement level to be adopted, triggers for stage 2 formal consultation).
	Development of the additional documentation will be included in the revision of the Framework with the new Citizen Voice Body once it is in place from March 2023 and depending on its readiness to work with Health Boards to develop such processes. Work will commence in April 2023, but unlikely that CVB will be ready to engage on this piece of work in the initial stages of its establishment. It will need to be co-produced with the CVB and so this is an initial estimate of when this could be produced, but will be dependent on the CVB and so may need revision once their work programme is known.
	October 2023: A revised Guidance & Proforma for Proposed Service Changes has now been produced.
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	1.1
	We understand the listing of audits in the health board clinical audit plan at health board and Service Delivery Group levels are informed by outcomes and risks emerging from reviews of data submitted to national and local audits/registries, other health board risks/incidents/feedback, litigation cases, mortality reviews and assurance requirements etc. However, we were not given any documentation that evidenced this was the approach adopted for the compilation of the 2022/23 audit plan and at the time of our audit, the 2023/24 plan had not been produced.
In order to evidence the rationale on which clinical audits in the health board’s plan have been prioritised, plan documentation should include explanatory narrative and links to the reference materials used.
	For the departmental and Service Delivery Group listed topics AMaT records require the rationale to be recorded. The issue this year related largely to persistent access issues preventing full functionality for users outside of the Audit team and hampered timely retrospective completion of missing data fields/uploading of outcomes and action plans. 

Use of AMaT is integral to the successful registration and monitoring of audit activities, outcomes and actions and therefore positive user experience is key. For 23/24, the minimum datasets will need to be completed in full during formation and finalisation of the audit plans.
	October 2023: Exercise completed week commencing 16/10/2023

	
	
	
	The narrative on the rationale for the Health Board Priority topics is provided by the designated leads and forms part of the introductory pages. This information is in the process of being updated for the 23/24 round.
	October 2023: Exercise completed week commencing 16/10/2023

	
	2.1
	At the date of audit fieldwork, the 2023/24 clinical audit plans had yet to be approved and it was anticipated they would not be signed off until July 2024. This represents significant slippage in the annual cycle.
The 2023/24 clinical audit plan should be finalised and approved as soon as possible.
	Given the significant difficulties accessing AMaT management feel that it is wholly appropriate to accept the slippage in timelines for the 2023/24 Audit Year, to ensure that the approach taken in is line with the requirements of the Clinical Audit and Effectiveness Policy and that AMaT user experience is positive.

Service Delivery Groups are presenting present their plans to COEG at the June and July meetings, at which time they can be amended/finalised and formally signed off no later than 1st September. During the delays Audit Leads were met by the Audit team to receive the appropriate advice in relation to Audit Plans for 23/24 and use of the AMaT system.

 The focus has very much been on getting users accustomed to the revised approach and the supporting digital system, fostering longevity.
	October 2023: Completed. All Service Delivery Groups have presented their places at COEG

	
	3.1
	We were unable to ascertain the health board’s contribution to the full list of 2022/23 national audits as this aspect of these was not being centrally monitored. Whilst the COEG maintains a spreadsheet tracker of National audits covering report issue and responses (see below), this does not record in year participation / contribution to the individual audits.
The monitoring of national audit reports, by COEG should be enhanced to include information about the health board’s in-year participation / contribution to each of the national audits in order to ensure compliance with requirements.
	Monitoring is undertaken utilising the previously mandated Welsh Government Assurance Proformas – Part A and Part B issued on publication of the latest report annual report. Whilst completion of these forms was paused at the onset of the pandemic, COEG has continued to use them as its assurance mechanism. 

Management have now received confirmation from Welsh Government that there are no immediate plans to reinstate completion of these forms, meaning that COEG are able to amend them for use locally. Management and the COEG will be reviewing and amending the forms for use no later than 1st October 2023. 

Management have agreed the addition of a quarterly request to Audit Leads for Welsh Government mandated national audit/registry topics to identify case ascertainment and any associated issues or concerns to the COEG.
	October 2023: Complete. This approach has commenced, minutes can be provided for the last two meetings to evidence.  Standing agenda item supported by a dashboard.

	
	3.2
	Although no longer a mandated requirement to submit to the national audit body, for good practice the health board continues to complete the forms in response to the issue of audit reports in the timeframes previously mandated. We noted that for two of the five sampled audits, forms had not been prepared in response to the issue of the national audit reports. However, management advised that in these two cases the health board were not notified of the issue of these reports by the HQIP. 

Additionally, the health board maintains a spreadsheet tracker of national audit reports issued and dates by which health board responses to these should be made. From this listing we noted a further three instances where at the time of our audit review, response forms had not been prepared within the recommended time scales.
Best practice timescales for completion of responses should be adhered to.
	To ensure best practice, exceptions will continue to be reported at each COEG meeting and in those instances where it is necessary and entirely appropriate to extend deadlines to support a quality, meaningful response, these will be clearly documented.
	October 2023: Complete. This approach has now commenced as evidenced in the minutes of the September meeting.

	
	4.1
	At the monthly COEG meetings, the status of SDG clinical audit plans have been provided, with poor progress reported. At the end of the financial year, COEG reported that only 19% of the SDG level audits had been completed.
A lessons learned exercise should be undertaken to ‘support’ the low completion rate of the 2022/23 SDG clinical audit plans
	Management clarified that the Audit team had been meeting with as many Audit Leads as possible late January to early April to update on the 2022/23 plans, outline the Audit Hierarchy approach and run through the AMaT system. This has been instrumental in ensuring that areas consider their experiences from 2022/23 to inform 2023/24 planning in addition to supporting users of AMaT. 

As part of its ongoing monitoring of 2022/23 plans and actions and progress with 2023/24 topics, COEG will continue to include these as standing agenda items. 

It is important to note that with AMaT and implementing plans for the first time since 2015, getting colleagues back into the habit of planning appropriate (in content and volume) topics has taken time. Service Delivery Groups in formally closing down their 22/23 plans and presenting their 23/24 plans in June and July are being asked to reflect on the lessons learnt, as they have done in recent COEG meetings while monitoring and reflecting on the figures coming out of the 22/23 Plans. 

It is to be expected that plans will not be completed in full at the end of year, given the time taken to deliver the topics, secure slots for presentation at audit/governance meetings (a number of which have been cancelled due to strike action etc.) and to complete the actions. Current completion of the 2022/23 Plan stands at 50%.
	October 2023: Completed as part of the presentations of their plans to COEG from all SD Groups.  Completion rate now at 59% for the given period - highest recorded.

	
	4.2
	We note that there was no evidence of escalation, from COEG, within the wider health board governance structure regarding poor progress in completion of SDG Clinical Audit Plans.
An appropriate and achievable SDG clinical audit plan should be approved for 2023/24, with defined escalation plans for reporting of progress within the wider health board governance structure.
	Lessons learnt has featured as part of the SDG presentations (June and July) to COEG on formal closure of 2022/23 plans and content of 2023/24 plans. Presentations have outlined the governance structures within SDGs.

Currently COEG has formally approved 2/4 SDG Plans, with the last to be received at the July meeting prior to formal launch 1st September 2023.
If there is poor progress with the SDG audit plans then these will be escalated to the Patient Safety group.
	October 2023: Complete. All SD Groups have presented their plans, some necessary changes with movement of some services in recent weeks.

	
	5.1
	We reviewed samples of 2022/23 health board priority and SDG audits and noted the outcomes they reported. Whilst we saw that action plans were common in individual audit reports and were advised these were shared with relevant clinical teams, we were unable to ascertain that there was a reliable mechanism for the systematic reporting, capture, delivery and closure of all of the findings and actions that emerged from these.

We note that the AMaT system incorporates action tracking functionality but that, at the date of fieldwork, this had been populated for only a very small proportion of clinical audits recorded in the system.
The health board should utilise the action tracker functionality within AMaT to capture and manage to closure all of the change actions that emerge from all clinical audits undertaken. This should include the escalation of actions not implemented by the due date.
	Completion of audits and the resultant action plans are the responsibility of individuals, Audit Leads and the Service Delivery Groups. In receiving the presentations from SDGs, COEG has clarified that the expectation is each topic should be monitored to conclusion. This includes the action points. The Groups are being asked as part of their presentations to clarify arrangements.

COEG will monitor due dates via AMaT and as a standing agenda item, SDG MDs will be asked to action or account for those that pass their original due dates. Where delays are deemed appropriate, this information will be documented.

Prospective utilisation of AMaT in the shortened 23/24 Audit Year is and will continue to be advised.

On completion of 23/24 audit plans and publication of the Annual Report, future reporting at COEG will include monitoring of actions from 22/23 AND progress with 23/24 audit plans.
	October 2023: Complete.  Progress with actions for completed topics standing agenda item and commenced in the September meeting as evidenced by the agendas and minutes.
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	3
	During the review, we were provided with an email sent from the EMD to the Director of Digital requesting assistance in finding further ways to analyse the TOMS data and exploring the feasibility of providing further data to units. 

While there was no response recorded to this original request, the Director of Digital described to us the data currently available to units. This did not provide the further analysis required to investigate previous points raised. It was agreed that this action would be taken forward.
Management should undertake further analysis and clinical scrutiny of TOMS data in relation to the timing of WHO Checklist completion. It may be useful to focus audits.
	Discussion with Theatre management leads and IT have confirmed that the completion data held in TOMS is designed to be completed retrospectively rather than during the WHO checklist process to ensure staff are focussed on effective communication. This means that any timing data will not reflect actual data collection, making any analysis of this data unreliable.

Discussed with Internal Audit and the limitations of TOMS data agreed.

No further analysis of TOMS data planned. Compliance will be measured by in theatre audits of practice.
	October 2023: Noting the comments regarding the limitations of TOMS data, which were agreed with Internal Audit during the review, this action was considered complete in the final report.


