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

	Lead Director – Chief Operating Officer

	SBU-2324-015
Mental Health

111 Service

Report Issued

June 2024

Assurance Rating

Limited
	Rec

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

	
	4.1
	We had oversight of a ‘Activity and Access’ report that have been produced since January 2024 and are presented to the Service Group Management Board The reports outline key telephony performance for the 111#2 service but, as noted in Matter Arising 2, there is limited reference to targets or comparative data from other NHS Wales organisations. Review of the papers and minutes for the Service Group Management Board noted that there is limited discussion on the performance and the service as a whole.
Performance reporting should be regularly issued and discussed at an appropriate forum within the Service Group; with concerns and issues escalated to a Health Board Sub Committee to ensure appropriate oversight and scrutiny.
	Performance will be reported on a monthly basis at the Service Group’s Weekly Business Meeting and at a quarterly basis at the Mental Health Division’s performance review with the Senior Team. Performance will be reviewed at HB level at the quarterly performance review meetings with the Executive Team.
	October 2024: SPOA and 111#2 now performance reported, monitored and discussed at MH&LD Senior Management Team meetings on a monthly basis.


	Lead Director – Chief Operating Officer

	SBU-2324-013
Waiting List Management

Report Issued

June 2024

Assurance Rating

Limited


	Rec

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

	
	3.1a
	Several performance dashboards have been made available to staff to enable them to monitor waiting list data. As staff have cited capacity issues impacting their ability to carry out checks of the waiting list, this may also result in staff being unable to review dashboards frequently. Performance reporting to Outpatients Board (15 February 2024) also highlighted inconsistencies of these multiple tools being used with no scrutiny of data accuracy nor governance to approve the development of dashboards. The issue was also discussed at the PAM Steering Group (28 February 2024) where it was decided to review the list of dashboard users to confirm last access, and to explore the feasibility of amalgamating the dashboards.
The Ophthalmology Service Manager highlighted that the Vitals dashboard and the RTT report does not extract the Eye Care Measures Ophthalmology grading on Health Risk Factor (e.g. R1, R2, R3). This explains why the Vitals dashboard is reporting 6,020 patients as ‘awaiting grading’ where the actual figure is 279. The Deputy Chief Operating Officer explained that Welsh Government reporting, and that carried out internally, would not use the data contained within Vitals dashboard so should not affect the accuracy of reporting. However, reporting between monitoring tools should be aligned or fully integrated where possible to prevent confusion, particularly in the absence of key staff.
Review of the data tools available, to assist in the monitoring of waiting list performance (to include cancer performance), should be undertaken to confirm:

· the tools are still required and do not cause duplicate of effort in monitoring them;

· the accuracy of the data contained within them;

· the data can be consistently reported.
	Standard proformas for the data templates used in the meetings are being developed by the services assisted by the performance teams (Monthly Meetings - Immediately)
	October 2024: Ongoing through scrutiny meetings/PAMS


	Lead Director – Chief Operating Officer

	SBU-2324-002
Service Group Governance

MH&LD

Report Issued

July 2024

Assurance Rating

Reasonable
	Rec

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

	
	1.3
	The Weekly Business Meeting/Senior Management Team (WBM/SMT) does not have ToR. The WBM membership includes Service Group directors, divisional managers and heads of nursing, and leads from therapies, planning, finance and workforce. Its agendas include rotational focuses across finance, workforce, and continuing healthcare, and regular divisional performance reviews and updates.
Management should introduce terms of reference for the Weekly Business Meeting, to be received and approved by the SGMB.
	Develop ToR for the WBM. This will need to be ratified and then approved by the SG Management Board once signed off in the WBM.
	October 2024: Completed. Ratified at October 2024 Board meeting.

	
	2.2
	Review of MHLDSG key groups ToR and review of papers and operation identified inconsistencies in group reporting lines.
The Service Group should introduce work programmes or business cycles for the SBMB and SGQSC to ensure subgroup reporting is in achieved in line with agreed frequencies.
	Service Group to construct a work programme which will include all governance groups and will outline the ToRs, the reporting structures and frequencies, and any other periodic reviews/additions.
	October 2024: Complete. The work programme is a live working document.

	
	5.1
	The MHLDSG has an established performance monitoring approach through the use of divisional and directorate performance scorecards which are produced on a monthly basis. Our review of content identified that there was often use of RAG ratings to support analysis or trend/averages included, but use of comment boxes to offer further explanatory context or mitigating actions did not feature in 3/6 scorecards reviewed, similarly 3/6 scorecards did not include a slide capturing actions associated with previous reporting.
The scorecard format should be reviewed for all Divisions and Directorates to include fields for the service to provide context or any ongoing actions. Format should include a log for capture of actions, with leads and timescales.
	The performance scorecard format will be updated prior to the next Executive Team Performance Review.

Divisional performance meetings (quarterly) have been re-scheduled and prioritised. One WBM a month (fourth Thursday), will have the performance scorecards (with a focus on the preceding months performance) on the agenda for comment and monitoring for each Directorate.
	October 2024: This action is complete.

	
	5.2
	The LD Division receives a monthly performance scorecard, and is regularly included within the agenda of the LDBM. We noted some inconsistencies in how compliance with the Mental Health (Wales) Measure Part Two (care and treatment plan (CTP)) is reported as LD CTP compliance reported to SGMB provided information on Swansea Bay directorate performance, but not that of commissioned health board directorates, and within the period reviewed we did see periods where the Welsh Government 90% target was not achieved within one.
Activity and Access papers to SGMB should include CTP performance for LD directorates in commissioned health boards.
	Activity and Access report to include the CTP performance for the commissioned HBs and ensure that the LD Division is reporting and recording this information.
	October 2024: This action is complete.

	SBU-2324-002
Service Group Governance

MH&LD

Cont.

Report Issued

July 2024

Assurance Rating

Reasonable
	7.1
	The LD Division has a monthly Business Meeting (LDBM) for which an undated draft ToR was provided. We note the ToR reflected a previous rotational agenda approach focusing on workforce, finance and quality and safety, and did not reflect the current agenda (standing agenda of finance & workforce, quality & safety, service development, planning and performance), or contain objectives outside of those rotational subject areas. It does not have a work programme, and we noted omissions against expected subject coverage.
Terms of reference which detail the responsibilities, membership, quorum, and operation of the Learning Disabilities Business meeting should be developed and ratified at an appropriate forum.
	Learning Disability Divisional Management team will review Terms of Reference to reflect current purpose and responsibilities including: 

· operational performance;
· relationship to subgroups/directorates
· oversight of Recovery and Sustainability Plan (Goal, Method, Outcomes); and

· the group’s role in receipt and oversight of risks/risk register. 

The revised Terms of Reference will be signed off at the Learning Disability Business Meeting and shared with MHLD service group Weekly Business meeting.
	October 2024: This action is complete. Revised Terms of Reference received at the October 2024 SMT meeting.

	
	7.2
	The LD Division has a monthly Business Meeting (LDBM) for which an undated draft ToR was provided. We note the ToR reflected a previous rotational agenda approach focusing on workforce, finance and quality and safety, and did not reflect the current agenda (standing agenda of finance & workforce, quality & safety, service development, planning and performance), or contain objectives outside of those rotational subject areas. It does not have a work programme, and we noted omissions against expected subject coverage.
The Learning Disabilities Business Meeting should develop a work plan to ensure all relevant information and subject areas are addressed on a periodic basis.
	As part of the revised Terms of Reference, there should be a schedule for reporting across all relevant topics that are required through the Business Meeting for assurance. This will include expected frequency of reporting, whether this is monthly, quarterly or annually.
	October 2024: This action is complete. Revised Terms of Reference received at the October 2024 SMT meeting.

	
	8.1
	Service Group Management Board

A risk management paper (including a copy of the SG risk register) was deferred in November 2023. The paper did not return at subsequent meetings until May 2024. Datix extracts were included within the February and March 2024 agendas. Minutes did not identify discussion of the risks provided within the Datix or risk reports.

SGQSC

Secure Services & Recovery Division reported that its risk register was under review in November 2023, and this status had not changed through to April 2024. Learning Disabilities Division provided a full listing of risks with DATIX references but no information on scores, controls or review dates. Within the Service Group Quality & Safety report provided to SGMB (Oct 2023 – March 2024), we noted the inclusion of only one high –scoring quality and safety related risk.
Service Group management should finalise arrangements for oversight of the risk register including frequency of receipt and include identification of the process by which the full register is reviewed.
	Risk Register Report will be tabled monthly at SGMB highlighting any changes.
	October 2024: Risk Register included in September 2024 Board Agenda and bi-monthly onwards. The decision to report bi-monthly was taken in order to address the fact that the SGMB does not meet every month.

	SBU-2324-002
Service Group Governance

MH&LD

Cont.

Report Issued

July 2024

Assurance Rating

Reasonable
	8.2
	In May 2024 the SGMB were informed that in future the risk register would be scrutinised through divisional quality and safety arrangements, with a focus on those risks scoring 16+. Our analysis of the MHLDSG risk register also identified 24 risks registered as Service Group wide, rather than divisionally owned. The arrangements for ownership and scrutiny of these Service Group wide risks would require confirmation should responsibility for risks be devolved to divisions.
Management should clarify risk monitoring arrangements for Service Group wide risks which are outside of divisional risk registers.
	Bi-monthly Service Group Risk Register Scrutiny Meetings to be set up with senior management in attendance. Risk Register Report will be tabled monthly to SGMB highlighting any changes, and presentation of Service Group Wide Risks.
	October 2024: Completed - dates are in calendars.

	
	8.3
	Review of risks held by the LD Division found the majority held evidence of recent review, and contained outline of mitigating controls. We did identify that the division did not hold a risk relating to the workforce challenges noted within the Community Learning Disability Team, and that while there is a risk held on the need for modernising inpatient services, there is no risk relating to the modernisation programme as a whole and the associated risk should the programme fail to be delivered.
The LD Division should develop risk register entries for the LD Modernisation Programme, and the workforce challenges within the Swansea CLDT.
	The Divisional Manager will oversee the development of risk assessments in relation to the infrastructure and capacity of the Division to deliver on the agreed LD Modernisation Programme, and workforce challenges within the Swansea CLDT. These will be entered on DATIX as new risks for the risk register by the target date for review within the Service Group.
	October 2024: Risk assessments were completed and submitted for risk register. Modernisation infrastructure 3857, Swansea CLDT Workforce 3858.  Both have since been closed by the service group risk register meeting.

	
	9.2
	Review of HBMB papers April 2023 – April 2024 identified a small number of occasions where an action was raised for Service Group completion. One exception was identified, at the 15 November 2023 Management Board Service Groups were tasked with the monitoring of re-admission data within Service Group quality and safety meetings. We could not evidence this being reviewed within MHLDSG groups.
The SGQSC should include readmission data as an area for review within the groups work programme.
	Readmission data will be included on the directorate performance scorecards and reported into WBM on the fourth Thursday of the month and into the quarterly divisional performance meetings.
	October 2024: Completed 19.08.24.  HB readmission data reporting is readmission within 28 days and only relates to Adult, OPMHS & Perinatal.


	Lead Director – Chief Operating Officer

	SBU-2425-012
Primary Care Cluster Plans

Report Issued

Sept 2024

Assurance Rating

Reasonable


	Rec

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

	
	1.2
	Where members did not attend Pan Cluster Planning Group meetings, it was not clear from the meeting notes whether an alternative representative had attended.
The meeting attendance list should clearly state which attendees are non-members.
	Agreed
	October 2024: This action is complete. The draft minutes of the September 2024 meeting clearly show who are members and who are deputies.


	Lead Director – Director of Corporate Governance

	SBU-2122-008
Standards of Business Conduct

DOI

Report Issued

July 2022

Assurance Rating

Reasonable
	Rec

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

	
	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.
	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.
	October 2024: Staff have a duty to declare any interests and secondary employment. 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. This process continues. The national ESR Team have confirmed that declarations of interest and secondary employment will not be created as competencies within the statutory and mandatory training section of ESR. This matter will now be considered for inclusion in the appropriate risk register, in line with normal processes

	
	2.1
	At present the staff handbook issued to all new starters is being renewed. Whilst the previous version did not make reference to the health board’s Standards of Business Conduct Policy, the draft copy of the revised handbook provided to us during the audit included an introduction. 

We were also provided with a more recent version of the new starter checklist from the Head of Compliance. This included a section confirming awareness of responsibilities regarding declarations of interest. 

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.
	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.
	October 2024: The Departmental Induction Checklist has been updated in line with the recommendation.

	SBU-2324-001
Risk Mgmt & Assurance

Report Issued

August 2024

Assurance Rating

Reasonable
	Rec

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

	
	3.4
	The corporate template for monthly submissions from SGs does not prompt for de-escalation as well as escalation of risks. Similarly, the terms of reference for the RSP does not detail their responsibility for reviewing risks to be de-escalated in line with the Policy.
The corporate template, that Service Groups utilise to escalate their risks for consideration on the Health Board Risk Register, should be updated to prompt for de-escalation of risks.
	Corporate template for Service Group escalation of risks to be amended to include a section to notify of risks de-escalated.
	October 2024: The corporate template has now been updated to clearly request confirmation of whether the relevant risk is being escalated or de-escalated, and the reasons. A 'Scrutiny Panel Operational Process' document has also been produced, which details 'Consideration of Risks for De-Escalation' as part of the monthly meeting process.

	
	3.5
	Not all SGs are utilising the corporate template, e.g. MHLD submit an email that may not capture all the key information required.
SGs could also be more explicit on the reason for escalation within their submission, e.g. sometimes the field was left blank, or the risk type was detailed instead.
Service Groups should be encouraged to use the corporate template and provide more clarity on the reasons for escalation/de-escalation.
	Executive Director of Nursing and Director of Corporate Governance to jointly write to the Service Group Triumvirate to explain the process of risk escalation/de-escalation and the role of the Risk Scrutiny Panel.
	October 2024: The corporate template has now been updated to clearly request confirmation of whether the relevant risk is being escalated or de-escalated, and to provide supporting information and the reasons. A ‘Scrutiny Panel Operational Process’ document has also been produced and circulated, which encourages the completion and submission of the Risk Exception Report (the Template) prior to each Scrutiny Panel meeting.


	Lead Director – Director of Digital

	SBU-2324-018
Software System Development

Report Issued

May 2024

Assurance Rating

Reasonable
	Rec

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

	
	3.1
	SBUHB is aware of best practice in the development of code and the team has undertaken a training session using Udemy, with the intention to have further courses once a month. However, currently there is no requirement to complete security review and code is not screened for vulnerabilities before being released. We note that there is an intent to trial ‘OWASP ZAP’, a penetration testing tool that helps developers detect and find vulnerabilities in web applications, however this is dependent on funds being made available.
A process to assess the need for security review of developments, dependant on risk and complexity, should be established, with security input provided as required.
	Regular meetings with colleagues in SBU Cyber Security and Solutions Architecture to ensure compliance with SBU and national cyber and security policies.
	October 2024: Completed. Quarterly meetings between Software Development, Architecture and Cyber Security have been scheduled and will begin in November.

	
	
	
	Introduction of tools such as OWASP ZAP and GitHub Advanced Security to improve upon current practices.
	October 2024: OWASP ZAP now installed and in use throughout the team. In relation to adopting GitHub Advanced Security, we currently use a Microsoft's Git within Azure DevOps which is also a recognised industry leader in the provision of code repositories. This removes the need to also use GitHub Advanced Security and avoids the additional cost. As with all technology, SBU will keep a watching brief to ensure the most appropriate solution is adopted.


	Lead Director – Director of Digital

	SBU-2324-017
SIGNAL

System

Report Issued

July 2024

Assurance Rating

Reasonable
	Rec

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

	
	1.1
	We noted a good governance structure is in place inclusive of a SIGNAL Project Team, User Group and Project Board. The Project Board’s Terms of Reference (ToR) state that the Board will meet every three months, however, our review noted that prior to May 2024, the Board last met in June 2023. Our review of Project Board papers noted a good level of reporting relating to the SIGNAL project. 

Whilst a change management process is in place inclusive of a change request form, we have been unable to verify its robustness as we were not provided with papers and minutes from the User Group, which acts as a Change Advisory Board (CAB) for the project. We noted no evidence of changes being reported to and signed-off by the Project Board in our review.
Management should ensure that robust governance arrangements are in place in line with the established structure, and that formal minutes and actions are recorded in the User Group meetings.
	Agreed. The governance arrangements for Signal are currently under review and new arrangements will be agreed and implemented. We will ensure that appropriate and proportionate documentation and records are created and maintained for all meetings.
	October 2024: Completed in September 2024. Robust governance arrangements are in place in line with the established structure. Formal minutes and actions are recorded in the User Group meetings.

	
	3.3
	Whilst testing range checks which ensure data falls within set parameters, we observed that there is no such control over manual entry of a patient’s date of birth. As such we were able to add a patient of 222 years of age and also a date in the future without any flags. Whilst SIGNAL will not permit clinical patients to be admitted on the system without a linked demographics record, and by default dates of birth must match, we established that this is not the case for Mortuary patients. Implementing range validation through defined lower and upper boundaries for reasonable values helps to reduce the margin of error caused by mistypes and prevent outliers that may skew data analysis.

Duplication checks are in place to prevent more than one active admission of a patient once they have been linked to a demographics record, however, the same checks have not been applied to manual patient entry. During testing we were able to manually enter the same patient details as two separate records without flags.
Management should consider running exception reports periodically and share with Services to correct and resolve any outliers.
	Since the functionality to allow patients to be created manually has been introduced, it has only been used once outside Mortuary. A PowerBI report will be created that shows use of this function. The Product Support team will run this routinely and communicate with services if any issues arise.
	August 2024: Work on Power BI report is underway.
October 2024: This is now complete.

	
	4.1
	In terms of SIGNAL, we were informed that in the event of a planned or unplanned outage, hospital wards will resort to their last patient print out, which are periodically printed throughout the day and night, to manage patient flow. SIGNAL will then be updated to reflect changes once fully operational. We were provided with an example of a hospital ward BCP and noted that it contained a basic action plan to follow in the event of IT failures. Whilst immediate actions state to manually document patient admissions, discharges, and transfers, this may not be sufficient detail to capture all required information for crucial patient management. We acknowledge that Digital Services are not responsible for business continuity arrangements in other service areas.
As Digital Leaders, the digital team should remind service areas of the importance of maintaining up-to-date and comprehensive BCP’s to promote continuity and rapid recovery of critical functions and seek confirmation that these are in place as appropriate.
	The EPRR is the strategic group for emergency preparedness, response and recovery for the Health Board - set up to meet the HBs requirement as a Category One responder under the Civil Contingencies Act. This group requires that all services have available and tested business continuity management plans in place for services that provide patient care. Digital Services are part of that group and regularly promote the importance of BCPs across all areas of the Health Board. We will continue to do this. In addition to the EPRR group, there are also regular Digital meetings with each Service Delivery Group. We will ensure that this is raised at the next occurrence of each of these meetings.
	October 2024: Action completed for all SDG Digital meetings (MH&LD, PCT and Morriston). NPTS confirmed by email as Digital meetings have been paused. Cyber Security is a standing agenda item on the EPRR monthly meetings so BCPs are discussed routinely. Digital Operations also provide Cyber Security papers for committees including Exec development sessions.  These papers frequently refer to the need for BCPs as a mitigation in the event of a cyber-attack.


	Lead Director – Director of Digital

	SBU-2425-017
Clinical Coding

Report Issued

August 2024

Assurance Rating

Limited
	Rec

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

	
	1.1
	The resource within the Clinical Coding department is not sufficient to enable the organisation to meet the Welsh Government target of 95%. At the current work rate of approximately 30 coded episodes per day by each individual, the team are only able to code approximately 71% of the 11000+ monthly cases.

The department is carrying vacancies, however there has been no full assessment to evaluate the resources needed to ensure that the organisational clinical coding demands are met which considers factors such as workload volumes, case complexity, and regulatory requirements.
A full assessment to evaluate the resources needed to ensure that the organisational clinical coding demands are met should be undertaken which considers factors such as workload volumes, case complexity, and regulatory requirements. This should be integrated into an improvement plan which seeks to increase efficiency within the department in order to maximise the use of clinical coders time.
	A resource and improvement plan has been created outlining actions required over the next two financial years. The resource plan includes estimates on staff turnover and the move to a centralised location by 1st April 2025. It should be recognised that the only option available to manage the turnover of qualified staff due to the issues identified in the report and replacing trained coders with trainees is the introduction of an “auto-coding” product. There is a recognition that the auto-coding product will take time to train however it will increase productivity over time and is seen as a long-term solution. Initial conversations and a pilot phase has been established with an external company. In order to introduce the auto-coding product there would have to be a re-banding of all the staff (as has been undertaken in Cwm Taf Morgannwg University Health Board) to change their roles from traditional coders to an audit and analysis role. The re-banding of staff will cost approximately £95k annually from year one rising to £165k by year three. A business case to support the auto-coding solution will be prepared once the initial pilot phase has been completed to take to BCAG. This will include associated financial costs. This work is anticipated to start in October 2024.
	October 2024: Three-year plan completed and submitted as part of the audit response.

	
	2.1a
	We noted issues with out of date or incomplete documentation:

· The Clinical Coding Policy is a 'draft' dated November 2015;
· There is no clear guidance for clinicians on the information required by clinical coders. This contributes to the need for daily follow-ups by the coders requesting additional information; and
· There is currently no formal, documented process to record and track information requests and no standardised request form, whether electronic or hard copy, making it difficult to monitor their frequency and identify areas with persistent poor-quality records.
Documentation should be reviewed and updated to ensure that there is an up-to-date Clinical Coding Policy in place
	The current draft clinical coding policies and procedures document will be updated and signed off by the clinical coding senior team before being distributed across the department via the Teams channel.
	August 2024: The Assistant Director of Digital Intelligence reports that this action is now complete

	
	3.1b
	The non achievement of the Welsh Government target for clinical coding is recorded on the Digital Services Risk Register. Actions have been identified to address the issues impacting on clinical coding, some of which are currently underway. However, there is no formal service improvement plan which sets out all the actions to be undertaken, resource and timescale and responsibilities. Without a formal plan in place the health board may find it hard to effectively move forward and track actions.
A formal service improvement plan should be developed, and progress against this monitored. The plan should include actions to address all the issues and include responsible officers, targeted deadlines and an identification of resources required.
	An action plan has been created based on the findings of the audit with an action log and regular meetings to take place around its implementation.
	October 2024: The Assistant Director of Digital Intelligence reports that this action is now complete.

	
	3.1c
	
	The clinical coding risk on the Digital Risk Register is to be increased to a score of 16 and escalated to the Health Board Risk Register.
	October 2024: Submission made to the October meeting of the Risk Scrutiny Panel for consideration as part of normal process.

	
	4.2a
	Our review of health board committee papers noted that there is limited documentation available in respect to Clinical Coding. There was an expectation that the Performance and Finance committee paper (January 2024) would convey the status of Clinical Coding, unfortunately this was not reported. The lack of consistent reporting suggests a potential deficiency in the reporting of Clinical Coding to senior management regarding clinical coding performance.
Clinical Coding challenges should be escalated at Board and Committee level.
	Health Board risks are approved at the business meeting via the risk paper which includes progress against the action plan – coding targets not being met is to be escalated from a digital risk to a Health Board risk and will also be reported on at business meeting through that route.
	October 2024: Submission made to the October meeting of the Risk Scrutiny Panel for consideration as part of normal process.


	Lead Director – Director of Finance & Performance

	SBU-2324-009
Savings Programme

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

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

	
	2.1
	The Standing Financial Instructions (SFIs) states budget holders must sign the accountability letter formally delegating the budget. Despite corporate finance team’s efforts chasing responses, we note that two letters remained unsigned: 

• Morriston Service Group 

• MHLD 

The accountability letter for Public Health Wales also remains unsigned as it is currently being revised. 

A recommendation, regarding the signing of budget delegation letters, was included in the Financial Reporting and Monitoring audit report (issued May 2022 – reasonable assurance) with escalations to the Director of Finance where no responses are received within four weeks of the deadline. The accountability letter details that they should be signed and returned within two weeks of the letter’s issue. Only two of ten letters received have met this deadline despite the corporate finance team sending reminders.
The importance of signing and timely return of delegation letters is re-iterated to budget holders to formally recognise budget accountability.
	Noted. Whilst the actions for the previous audit have been followed and embedded within the revised process for 203/24 an additional section will be added to the 2024/25 accountability letter issued to Service Group Directors and Corporate Directors which will set out the process for updating the Performance and Finance Committee and Management Board on the replies received to date and those outstanding. This update will be provided in September/October each year.
	October 2024: An update on the sign replies received from the Accountability Letters issued at the start of the Financial Year have been reported in the Month 5 (August) Financial Performance Report and this will continue to be an Appendix to the paper for the remainder of 2024/25. On the basis this has been actioned the item has been close and noted as complete.


	Lead Director – Director of Nursing

	SBU-2324-003
Quality Management System

Report Issued

June 2024

Assurance Rating

Reasonable
	Rec

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

	
	1.1a
	Measures have been taken to increase the resource of the Quality, Safety, and Improvement (QSI) team to include the recruitment of new staff. Noting that arrangements are still embedding within the team and with the long-term absence of a senior member of the QSI team during our review, it became apparent through our fieldwork that there was a lack of awareness and understanding of key processes relating to the Quality Management system. Improvements in this area will assist with the learning and development of the team.
Appropriate measures should be put in place for the Quality, Safety and Improvement Team to provide cover in the absence of key staff, including having all key documentation stored in a centralised location.
	Arrange a learning meeting for all Senior Members of the Team to ensure greater understanding of the processes of our Quality Management System.
	October 2024: Power Point Presentation given to the whole Team on Quality Management system, including our Quality Strategy.

	
	2.1a
	An implementation plan was developed to provide focus on the delivery of improvement goals detailed within the Quality Strategy (2023) over the next five years. Despite the efforts of the QSI team in reviewing the plan monthly and contacting action owners for updates on progress, 80% of the 30 improvement goals that were due for implementation during 2023-24 are overdue and 50% did not have a recent update on progress (last updated December 2023). Now the health board is under Targeted Intervention, this provides an opportunity to reflect and put in place achievable strategic priorities within the Quality Strategy.
The Quality Strategy Implementation Plan should be reviewed and redesigned to focus on improvement goals that are relevant and achievable.
	To have a thorough review of the Goals and Actions within the Quality Strategy Implementation plan and bring an update in July for Q&S Group.
	August 2024 (AH): Review of actions undertaken, meetings with assigned leads being held during July and August to update actions and status. Update report provided to QSG and Management Board in June, July and August. Monthly reports to continue until we are assured that all actions are up to date.  A number of review meetings to take place after holiday period, not all staff have been available to discuss and update.
October 2024 (AH): Review of Implementation Plan complete.

	
	2.1b
	Improvement goals should be clearly categorised to reflect their current status, but there is nothing documented to define the prioritisation criteria used. Arguably, 18 actions that have a due date before 31 March 2024 should now be recorded as ‘off-track’ (red) instead of ‘on-track’ (yellow).
The Implementation Plan should incorporate SMART criteria to define success and provide realistic timescales for delivery.
	The review will use SMART criteria in order to clarify realistic timescales and successes.
	August 2024: Revised documentation rolled out with instruction for access and use with request to update and provide risk rating.

	
	2.2
	There is quarterly reporting of progress with the implementation plan to the Quality & Safety Group (QSG), Management Board, and the Quality & Safety Committee (QSC). Quarter 1 reporting provided progress with all the improvement goals, but for Quarter 2 and 3, there was only an overview of delivery detailing the number that had been completed, not started, off-track, etc.

Reporting noted that there is now a thematic focus with detailed progress only being provided for one of the four ambitions each quarter. This does not provide a clear oversight of any issues with delivery of the implementation plan so prompt action can be taken to address any improvement goals that are off-track or overdue.

Reporting did not also encompass progress made over the three quarters, so it is unclear why the total number of improvement goals had decreased to 52 by Quarter 3 when there were 72 in Quarter 2.
Performance reporting of deliverables within governance arrangements should provide effective oversight of progress with delivery of the Implementation Plan that clearly defines risks and enables prompt action to be taken where issues are escalated.
	Performance reporting of deliverables should clearly identify progress, risk and actions. Implementation Plan documentation to be reviewed and adjusted to address this.
	October 2024: Quarterly updates now coming to QSG.

	
	4.1a
	There is no documented programme risk register that records what could impact the achievement of quality priorities. While there is escalation of risks, they are not clearly defined, e.g., detailing RAG status, risk owner, controls to mitigate the risk, etc.
Risks relating to the achievement of quality priorities should be captured in a programme risk register detailing their RAG status, risk owner, and noting the appropriate mitigating controls in place.
	Quality Priority Risk Log to be added to the Quality Priority reporting system and updates given each month.
	August 2024: Communication to Quality Priority Leads around updating risks monthly has been undertaken. New form of documentation to be used for updating on QP which will give risk rating, rag status and any mitigations. Risk Log within TEAMS for all QP Leads to update monthly and this will be reported at QSG with monthly updates and as a Standard Agenda Items on Quality Priority Programme Board.

	
	4.1b
	There is not always the continuity in risk reporting to confirm that they have been addressed if they are no longer documented in subsequent reports.
Risks relating to the achievement of quality priorities should be captured in a programme risk register detailing their RAG status, risk owner, and noting the appropriate mitigating controls in place.
	Update on Risks to be reported at Quality Programme Board.
	

	
	4.2b
	The reporting template for the Quality Priority Highlight report could be improved to confirm the progress made with actions in relations to the falls prevention quality priority and to clearly document any issues or items for escalation.
Performance should be regularly reported utilising SMART criteria, noting any amendments to that previously reported, and clearly highlighting items for escalation.
	QI methodology and measurement will underpin our Performance Report. Items for escalation will be discussed in Quality Priority Programme Board and reports taken to Management Board and Committee monthly.
	October 2024: QP report now includes falls info.

	
	4.3
	There is no documented criteria to determine when 'Business As Usual' has been achieved, but the leads for each quality priority have been tasked with defining this for their area.
‘Business as Usual’ stage should be clearly defined to ensure that staffing resource within the QSI team does not duplicate that within service groups.
	To review with all QP Leads what they feel Business as usual would look like and review in Quality Priority Programme Board. QP Leads all asked to feed back on generic themes that would indicate Business as Usual.
	September 2024: Quality Priority paper on Business as Usual went to Quality Priority Board on the 20th September, identified that the process of QP lead to put a paper together and bring to Quality Priority Board to ensure that the QP has met the criteria for Business as usual.

	
	5.1a
	We have not been able to evidence the outcomes of the Quality Priority Collaborative Group meetings. Similarly, due to a lack of administrative support, there is only an action log completed for each Falls Prevention Quality Priority Delivery Group meeting that provides insufficient evidence of key decisions made and scrutiny of agenda items.

At some meetings, there were no written reports provided for key agenda items within the governance structure (service group reporting to the Patient & Stakeholder Experience and Patient Safety & Compliance; written updates not always provided by the Patient & Stakeholder Experience or Safer Care Collaborative to the Quality & Safety Group; and both the Falls Prevention Quality Priority Delivery Group and the Quality Priority Programme Board mostly had verbal updates). Highlight reporting by the Patient & Stakeholder Experience to Quality & Safety Group did not always follow the agreed format to allow for appropriate escalation of key issues.
To demonstrate effective governance arrangements, the health board should review its structure for oversight of quality management arrangements to ensure there is appropriate attendance at the meetings, and to improve the quality and scrutiny of reporting and documenting of meeting outcomes.
	Tracking of attendance at QS meetings and identify actions required regarding attendance.
	August 2024: Attendance tracking is in place and circulated to the group members every month within the meeting agenda. Terms of reference under revision and meetings to be arranged between Chairs of QSG and sub-groups to clarify expectations regarding attendance.

October 2024: New Terms of Reference in place with explicit detail on membership. attendance tracker revised to show % attendance

	
	5.1b
	The terms of reference for the Quality & Safety Group and two of its sub-groups (Patient Safety and Compliance (PSC) and Patient and Stakeholder Experience (PSE)) detail they will be reviewed annually, but we have been unable to confirm they have been reviewed since January 2023. 

A draft version of the terms of reference was provided for the Falls Prevention Quality Priority Delivery Group (FPQPDG).
Once this review is complete, there should be finalised versions of the terms of reference for all boards and groups within the governance structure. Documentation should be updated to reflect the date the terms of reference were agreed and the date of their next review.
	Reviewing the terms of reference for Patient Safety and Compliance Group, Patient Stakeholder and Experience Group, COEG and to take to PSG. Meeting arranged for 16th July 2024.
	August 2024: Terms of Reference under review for all Quality Safety Meetings and meeting frequency underway.

October 2024): Terms of Reference approved in Management Board

	Lead Director – Director of Nursing

	SBU-2324-003
Q&S Governance Framework

Report Issued

May 2023

Assurance Rating

Reasonable
	Rec

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

	
	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.
	Agreed. Revised guidance to be presented to the QSG following approval by the PSCG.
	October 2024: Updated SOP in place.


	Lead Director – Director of Workforce & OD

	SBU-2324-021
Sickness Absence Management

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

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

	
	3.1
	Managing Attendance at Work training is available to all managers who have responsibilities in managing staff attendance. Attendance records at training sessions are taken and issued to the Business partners at each Service Group, however there is no central monitoring of those attending against expectation - while access to ESR to record this is available, the functionality within the OLM platform is not currently used to enable this. At present MAAW training is not recorded centrally and therefore compliance rates cannot be obtained for monitoring.
Recognising that there is a broader issue with the systems used to capture training requirements and reporting on compliance within the HB, compliance with MAAW training should be captured and reported at an appropriate forum.
	Ongoing reporting of attendance to Service Group meetings.
	October 2024: Attendance at MAAW standalone training and identical sessions held as part of Managers Pathway has been uploaded to ESR retrospectively. A report has been developed to capture attendance and has been shared with the HR Business Partners to monitor compliance.

	SBU-2324-008
Agency Staff Management

Report Issued

June 2024

Assurance Rating

Reasonable
	Rec

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

	
	6.1
	Recent work has been undertaken by the Local Counter Fraud Services team confirmed that as per the Contract Specification the induction, or walk around process, would be carried out for new Agency Staff or if the agency worker was not known to the ward staff. However, such was not routinely recorded on the Staff Induction forms.
All staff induction forms, for agency workers, should be completed and appropriately authorised to demonstrate adherence to the required induction process.
	It is current process that all temporary workers complete an induction checklist if working in new wards that is approved by an appropriate person. We will reinforce this message across the service groups and undertake random sampling on a 6 monthly basis.
	August 2024: Service Group Directors will be reminded of the need to ensure that all temporary workers complete an induction checklist if working in new wards that is approved by an appropriate person. They will be informed that compliance with this requirement will be audited on a 6-monthly basis, and asked to ensure that these messages are appropriately disseminated. 


	Lead Director – Director of Strategy

	SBU-2324-007
Health & Social Care RIF

Report Issued

March 2024

Assurance Rating

Reasonable
	6.1
	Health Board risk register (HBRR) risks are assigned to Board sub-committees for oversight and to inform work programmes. The first Population and Partnership risk report was received at the December 2023 PHPC.

No risks were directly assigned to the Committee, with the paper providing detail on two associated risks (Engagement & Impact Assessment Requirements, and Failure to Develop an Approvable IMTP).

The Committee highlighted concern that there were currently no risks detailing partnerships, their relationships, and impact on delivery of health board priorities. Review of draft minutes for the meeting did not include an action with associate timescale to address this.
The health board should ensure its risk register includes an entry which addresses the risk to delivery of priorities due to the quality and fragility of partnership relations.
	Risks related to partnerships to be ratified at the next meeting of the PHPC.
	October 2024: The following risk has been added to the Health Board Risk Register – A lack of a robust approach to partnerships and collaboration.


	Lead Director – Director of Therapies & Health Sciences

	SBU-2324-011
Additional Learning Needs
Report Issued

January 2024
Assurance Rating

Limited
	Rec

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

	
	5.3b
	During our review, staff were unclear how long documentation in relation to ALN needed to be retained for.

Any changes to the data infrastructure should incorporate agreed data retention periods. If this is not possible, these should be clearly communicated to staff to ensure that ALN documentation is not retained for longer than necessary.
	As part of finalising the ALN data infrastructure, clarity will be provided regarding data retention requirements. This will be informed by engagement with Information Governance colleagues
	October 2024: Action complete. Data retention for the ALN App, which captures data required for statutory reporting, has been set at 5 years. The App is not a clinical record and therefore retention periods for clinical records do not apply. The data retention period for the App will be reviewed by September 2026. The review will be informed by Welsh Government reporting requirements which are expected to be in place by this date. This will be captured in the updated SOP and in a DPIA for the App.


	Lead Director – Executive Medical Director

	SBU-2324-027
Consultant Job Planning

Report Issued

April 2024

Assurance Rating

Limited
	Rec

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

	
	2.1a
	Discussions with management identified that there are some consultants who still have paper-based job plans. The total number of such is not known centrally thereby increasing the risk of not being able to manage /approve in an appropriate manner.
The detail of Consultants who use a paper-based job plan should be collated for completeness and the job plans reviewed for accuracy / approval.
	Paper based job plans within each Service Group to be identified.
	October 2024: All consultants without a job plan on Allocate have been identified and this has been shared with the service group medical directors.

	
	2.2
	The Wales Consultant Contracts state that a job plan review should take place annually. 299 of the job plans had start dates that were more than 12 months old. Of these, 144 did not include a last sign-off date and 53 of these did not include a last log-in date.
Mechanisms should be in place to ensure job plan review meetings are arranged within the appropriate timeframes defined within the relevant guidelines and framework.
	Automated alerts are in place in Allocate for job plans when they are due a review in three months. Service groups to ensure these alerts are acted upon.
	October 2024: Automated alerts are in place to prompt when reviews are due and service groups have been reminded of the need to review job plans in a timely way, including new starters within three to six months.

	
	5.1
	The Medical HR Team are required to submit change form requests (CFRs) to NWSSP Payroll in advance, and in line with the payroll timetable. Four out of the six job plan change requests within our sample had been submitted retrospectively, but we note that reliance is placed on the Service Groups to provide the instruction to implement the change in a timely manner. The time period ranged from two days to 23 days, with an average of 10 days after the effective date.
To avoid any over or underpayment, CFRs should be submitted before the effective date of the change.
	Service groups to submit CFRs to Medical HR with sufficient time for processing; and there will be an expectation for the job plan and payment to reconcile within a period of three months from the change date.
	October 2024: A new cover sheet must be sent to Medical HR when requesting a change form to be sent to payroll which sets out the effective date and reason for change. Any request to increase sessions will not be processed without the completed form but exceptions will be made for reducing sessions to reduce the risk of overpayment.


	Lead Director – Executive Medical Director

	SBU-2425-010
Mortality Reviews

Report Issued

Sept. 2024

Assurance Rating

Reasonable
	Rec

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

	
	1.1
	At present the health board does not have an overarching policy or procedure in place that outlines the mortality review process. The Clinical Audit and Effectiveness Department (CAED) are in the process of drafting a Standard Operating Procedure (SOP) (Provision and Processing of Medical Examiners Reviews), to detail the process when the Medical Examiner refers a case back to the health board for further review. As of 1st September 2024, a mortality review for deaths that have occurred in the community will be a statutory requirement that will need to be reflected in the SOP before it is finalised.
The health board should finalise and formally ratify the Provision and Processing of Medical Examiners Reviews Standard Operating Procedure.
	The SOP will be finalised once discussions with primary care have been completed and the process agreed, after which it will be shared with Learning from Deaths Panel and the COEG in the same week.
	October 2024: SOP was agreed by the Learning From Deaths Panel on 7th October and COEG on 11th October 2024.

	
	1.2
	Our review also identified a lack of information on the health board’s SharePoint intranet site in relation to the Medical Examiner’s Office or Mortality Reviews.
On finalisation and ratification of the SOP the CAED should communicate and disseminate to relevant staff and upload onto the health board’s SharePoint site for ease of access.
	The final SOP will be uploaded to the SharePoint site once received by COEG
	October 2024: SOP added to the SharePoint site for panel members

	
	2.1
	The All-Wales Mortality Review Framework states that all Learning From Death Panel members should be trained “in the use of the mortality review standard process and methods of investigation”. 

We were informed that panel members receive one to one training on completing Medical Examiner referrals and how to use SharePoint and other electronic systems required. However, this is not formally recorded.
The CAED should maintain a formal record of the panel members that have undertaken mortality review training. This should support when / if refresher training is required and to follow up any individuals that still require training.
	A database to be established of when each member undertakes training. This will include retrospectively adding the training dates of current panel members.
	October 2024: Database now established and details of those already trained retrospectively added. This will be updated a live document.


	
	3.1
	· From eight cases closed at Level 1, we noted that the majority were closed within 7 days from receiving the referral from the Medical Examiner, with the exception of 1 which took 43 days where further clarification was required from two separate teams. We also note that it took a further 13 days to forward the information on the outcome of the referral to the relevant Service Group / individuals. This was due to an increased workload within CAED due to the National Audit of Care at the End of Life (NACEL), which also impacted the timely sharing of information relating to another case in our sample.
· Four cases were awaiting Level 2 review by the Learning from Deaths Panel, with two case exceeding 80 days from referral date from the ME, and 70 days since being escalated from Level 1. The other two cases have both exceeded 50 days to be presented at panel since escalation (67 days and 53 days respectively).
The health board should ensure the timely management and review of mortality review cases, with a particular focus on addressing the capacity constraints identified at the Learning from Deaths Panel, with non-compliance escalated to an appropriate forum.
	Panel members will be given six weeks in which to review and present a case. If they are unable to attend the panel to do this within the timeframe, the chair/vice-chair will present so long as the report findings provide all relevant detail.
	October 2024: This has now been added as part of the SOP and process is being taken forward by the panel. To date, there have been no breaches of the 6-week limit.


2 | Page

