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Ref

Findings Impact (Internal Audit) Recommendation Priority Management Response Responsible Officer Comments

1
(D)

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

There is potential to provide greater assurance on 
arrangements to address inspections through a 

more co-ordinated framework. 

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

M

An over arching policy/procedure will be developed for the management of all external regulator / inspection reports that will bring together the various 

processes currently operating for dealing with HIW, CHC, HSE and other, to ensure that any action required is appropriately managed and the HB is 

assured that all actions are complete and any lessons to be learned are disseminated in a timely and robust way. 

Administrative Lead: Hazel LLoyd

Joint Action By: Gareth Howells / Sian Harrop-Griffiths / Pam Wenger

Hazel Lloyd Head of 
Patient Experience, Risk 

& Litigation

July 2025: The revised SOP was presented to the July 2025 meeting of the Management Board, and 
approved.
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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. 

• Safeguarding training not at 

appropriate level.

• Non-compliance with policy.

• Potential to enhance monitoring 

and targeting of non-compliance. 

Management should ensure that Ward F Staff undertake Safeguarding 
Children Training Level 2 to ensure compliance with the admissions policy. 

H
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). 

Deputy Nurse Director
MHLD SG

August 2025: The Team Manager reports that compliance for Level 3 training stands at 85.71%, with 
the remaining staff booked in for September 2025. As this figure, as well as the previously reported 
figure for Level 2 compliance (93%) exceeds 85%, this action is considered to be closed.
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7.1

Cancer Waiting Times – Standards and Escalation Policy has been developed by the Cancer 
Information Team to reference the responsibilities of those involved within pathway reporting. 
Following review of National Optimal Pathways, a number of timescales have been identified 
relating to diagnostics and pathology results. 

The document was due for review in July 2022, and discussion with the Cancer Information and 
Performance Manager indicated intention is to undertake a review of escalation triggers as some 
are currently not feasible within current pressures. 

Opportunities to refresh guidance and clarify escalation 
triggers 

While recognising the initial targets for escalation reflect good practice, 
noting current pressures and the need for consistency of approach, we 
would support the review of the current document, and follow up review at 
an appropriate period. 

M Agreed - A review of the Cancer Waiting Times – Standards and Escalation Policy will be undertaken and presented to the Cancer Performance Group for 
ratification with an identified review period. 

Cancer Performance & 
Information Manager

August 2025: An updated version of the Cancer Escalation Policy has been circulated to the members of 
the Cancer Programme & Improvement Group and subsequently signed-off.
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5.1

In the last 12 months we were informed that there have been six Mental Health and Learning 
Disabilities cases managed under the disputes process. Management are advised that typically 
disputes relate to the fact that the Local Authority does not accept the outcome of an 
assessment.

There was an interim funding allocation agreement in place between the health board and both 
LAs (25% health: 75% LA). The LAs rescinded this in March 2023, and there was no agreement in 
place at the date of audit fieldwork to fund cases in dispute jointly. Executives in all three 
organisations are due to meet within the coming weeks to try to establish an agreement. 

Non-compliance with the requirements of the 
framework which may result in penalties being incurred

Poor patient experience as a result of delayed care until 
disputes are resolved. 

The health board comes to an agreement with Local Authorities to fund 
Mental Health and Learning Disabilities care packages in dispute jointly.

M The health board is continuing to work with the Local Authority Directors to agree an appropriate funding arrangement for all cases, not just disputed cases.

Service Group Director
(MH&LD)

Associate SG Director
(MH&LD)

August 2025: All disputed cases have now been resolved and workstreams set up as part of the new 
Regional Commissioning Board to develop joint working frameworks, disputes process and pooled 
budgets (starting with MHLD and CYP) to eliminate the risk of future disputes.
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3.1a

Performance Dashboards: 

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. 

Action Plans: 

While action plans are used to assist with monitoring 

Ineffective monitoring resulting in 

no action being taken to address 

poor performance; 

Inability to make improvements to 

address waiting list issues; 

Inaccurate reporting or significant 

issues not being escalated 

promptly. 

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. 

M We have now developed a number of data quality checks within the Cancer Dashboard to improve accuracy of data captured for reporting purposes.
Patient Access 

Management Group
August 2025: Data validation tools exist within the Cancer Dashboard.
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4.2
Our review of the Directorates performance scorecards identified this did not include follow up 
breaches and related waiting times as indicators for ongoing monitoring. 

Clinical risk to patients where they are not reviewed in 
line with national guidance. 

Lack of ongoing monitoring of service performance in 
addressing above risk. 

The CAMHS Directorate performance scorecard should include relevant 
indicators related to number of patients in breach of their review date, and 
the wait times associated with these.

M
Accepted. Devise a mechanism to evidence, monitor and report ADHD Medication Monitoring actual follow-up timescales against identified follow-up timescales 
to understand the breach position monthly, and report this on the CAMHS Scorecard

CAMHS Directorate 
Manager

August 2025: Enhanced monitoring of ADHD Medication Monitoring waiting list and caseload now in place and 
reported via CAMHS Scorecard. This now identifies the length of wait since previous appointment for those on 
the CAMHS caseload to help manage reviews every 6-12 months and identify outliers to input improvement 
plans.
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2.1
With the exception of Senior Leadership Team (SLT) and Quality & Safety Risk Group (QSRG), 
there are no work programmes for the remaining key groups within the NPTSSG governance 
structure or those within the Children, Young People & Women's Health (CYPWH) division.

Meetings may not be effective if they are not planned 
appropriately, and there may be a lack of accountability 

of issues escalated.
Work programme to be developed for Service Group-level meetings. M Updated workplans

Service Group Director
NPTSSG 

August 2025 (CG): This action is considered complete, as a work plan has been developed for Management 
Board. This would not be appropriate for the Business Accountability & Assurance Meeting (BAAM)

2.2
With the exception of Senior Leadership Team (SLT) and Quality & Safety Risk Group (QSRG), 
there are no work programmes for the remaining key groups within the NPTSSG governance 
structure or those within the Children, Young People & Women's Health (CYPWH) division.

Meetings may not be effective if they are not planned 
appropriately, and there may be a lack of accountability 

of issues escalated.

Divisions to be contacted on importance of workplans for meetings and 
templates.

M Email to Associate Service Group Directors
Service Group Director

NPTSSG 
August 2025 (CG): This action is considered complete. A template has been sent to all divisions for inclusion in 
their meetings.

2.3
Meeting minutes are not taken for Business Assurance & Accountability Meetings (BAAM), but 
there is nothing documented to confirm quoracy.

Meetings may not be effective if they are not planned 
appropriately, and there may be a lack of accountability 

of issues escalated.
Additional tab added to action notes to confirm quoracy. M Copy of new BAAM action log template.

Service Group Director
NPTSSG 

August 2025 (CG): This action is considered complete. A quoracy tab has been added to the action log for 
Business Accountability & Assurance Meetings (BAAM)

3.1
Progress with the NPTSSG’s current priorities (contained within the HB’s R&S Plan) is reported at 
quarterly performance reviews. However, a yellow RAG status (completed waiting outcome) was 
utilised for 17 GMOs in Quarter 2 but not used at all for reporting within Quarter 3.

Performance is not effectively monitored or reported 
resulting in a lack of accountability and oversight.

The Service Group will confirm with Planning team on utilisation of RAG in 
the GMO (NEW Delivery actions) reporting.

M Email with confirmation of RAG status Performance Manager
August 2025 (CG): A tracker is in place to monitor action plans going forward. Meeting has taken place with 
planning team regarding adjusting the 25/26 template - awaiting feedback from planning team
Off track plans are to be discussed in the Divisional BAAM meetings held monthly.

3.2

It was also noted that
•	   12 GMOs were reported for the Cancer Plan in Q3, compared to 17 in Q2
•	   9 GMOs for Planned Care compared to 6 in Q2
•	   30 GMOs reported for CYPWH compared to 26 in Q2. 

Performance is not effectively monitored or reported 
resulting in a lack of accountability and oversight.

The Service Group will ensure data for performance reviews are validated 
with Performance Manager and Associate Service Group Director – Deputy 
before submission.

M Copy of Service Group performance review slides.
Associate Service Group 

Director - Deputy
August 2025 (CG): Quarter 1 2025-26 delivery action update has been submitted. A tracker is in place to 
monitor action plans going forward.

3.3

We also noted that financial reporting of progress with the delivery of cost reduction programmes 
was unclear to distinguish between some of the statuses, e.g., delivering and partially delivered. 
Reporting to Performance & Finance Committee (25 March 2025) noted that of 39 cost reduction 
schemes, 8 were on target to be delivered; 1 off target; 20 delivered; 1 delivering; 2 partially 
delivered; 2 overdelivered; 3 delayed; and 2 did not have a status. 

Performance is not effectively monitored or reported 
resulting in a lack of accountability and oversight.

The Service Group will clearly mark and annotate on the Service Group 
Tracker the status of all finance schemes, this will be aligned to PFC 
reporting as required once the PFC finance pack has been finalised.

M Copy of Service Group Tracker Finance Business Partner August 2025 (CG): The Performance & Finance Committee data pack has been agreed, and the tracker is aligned

5.2
Health Board staff can access WISDOM (Wales Information System for the Dissemination of 
Obstetrics, Gynaecology & Midwifery Material). However, 32% of maternity guidelines and 76% of 
gynaecology guidelines had passed their review date.

Inconsistent processes leading to confusion or a lack 
of accountability and oversight.

Regular report to be submitted to Service Group Management Board on the 
status of policy & procedure compliance.

M Agenda for either new meeting or existing meeting in the structure.
Service Group Director

Group Nurse Director 
August 2025 (CG): This has been added to the Service Group Management Board Work Plan

6.1
We were advised that Declarations Of Interest  (DOI) returns were completed for SG Directors as 
part of the corporate process, but the SG does not retain copies of the forms.

Undisclosed conflicting interests compromise the 
Health Board’s integrity, impartiality and transparency.

Service Group Directors to request final copy of their declaration of 
interests from Executive team to be kept on file by the Service Group.

M Copy of database Service Group Director August 2025 (CG): A database is now in place.

6.2 There is no process to prompt and record for other DOIs, e.g. Associate SG Directors.
Undisclosed conflicting interests compromise the 

Health Board’s integrity, impartiality and transparency.

Service Group Director to request DOIs are completed for the wider Service 
Group senior team (including divisional triumvirates) to be kept on file by 
the Service Group.

M Copy of database Service Group Director August 2025 (CG): A database is now in place.

6.3
Policy requires all consultants to complete a standard DOI and declare when undertaking private 
practice. We were advised that this would be recorded as part of the job planning and PADR 
processes, but there was a lack of clarity how the outcomes would be shared within the SG.

Undisclosed conflicting interests compromise the 
Health Board’s integrity, impartiality and transparency.

Consultant compliance will be recorded to evidence all consultants have 
completed an annual DOI.

M Copy of database Service Group Director

August 2025 (CG): This action is considered complete, as all Assistant Service Group Directors have been sent 
the database template for completion within divisions, and informed that DOI should be reviewed on 
completion of consultant job plan. Further monitoring on DOI compliance will be ongoing in line with annual 
job planning process

8.1
A review of risk reporting within the Service Group (SG) noted that QSRG agendas were extensive, 
giving insufficient time for discussion and scrutiny of key risks. The last update on risk provided 
to the monthly QSRG meetings in December 2024.

Inconsistent monitoring, management, and escalation 
of risks within the health board.

The QSR work programme will schedule a bi-annual QSR Group dedicated to 
review of divisional risks. 

M Copy of QSR Work Plan
Service Group Nurse 

Director
August 2025 (CG): This has been added to the Work Plan

8.2
High scoring risks are reported to the Management Board, but meeting minutes did not detail the 
discussion of these risks. Further, we noted that Management Board was not given an update on 
risks at each of its meetings (held every 9 weeks)

Inconsistent monitoring, management, and escalation 
of risks within the health board.

A separate report will be added to the workplan for Service Group 
Management Board. 

M Copy of Management Board Work Plan
Service Group Nurse 

Director
August 2025 (CG): This has been added to the Work Plan

9

While there is a mechanism within BAAM and quarterly performance reviews to escalate issues to 
the health board, nothing is evidenced to confirm that items have been escalated appropriately 
and the outcome of these discussions – there is no entry on the meetings BAAM action log where 
applicable.

Lack of escalation of key risks and issues for addressing 
by the health board.

Standing agenda item to be added to Service Group agendas, ‘items for 
escalation’ and ‘feedback from escalation’ to ensure Chair of meetings are 
prompted to raise.

M Copy of agendas, and meeting minutes/action logs to evidence discussions.
Service Group Nurse 

Director
August 2025 (CG): This has been added to agendas for QSR Group and SLT. As such, action considered 
complete.
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2.1 a

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

• Safety notices and alerts are not acted upon in a 
timely manner.
• Missing actions remain
undetected.

We recommend that formal deadlines are set, to complete the necessary 
actions in relation to safety notices and alerts. These deadlines must be in 
line with the specifications stated in the safety notices and alerts and, if 
there is no such specification, then the deadline should be formally set by 
the relevant Level 0 Responsible Person.

H Deadlines for action will be set and communicated for each safety alert and notice received by the health board.
Director of Corporate 

Governance
August 2025: Deadlines for completion of actions are now added to each alert record on the Dx system. 

3.1

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

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

• Safety notices and alerts are not acted upon on a 
timely manner.

The distribution list should be subject to regular reviews, and these reviews 
should be formally evidenced. We also recommend that substitutes are 
formally identified for level 0 Responsible Person.

M
Distribution lists will be subject to regular review. Detail regarding timeframes, together with the management trail to be maintained and retained to evidence 
checks undertaken will be set out in the relevant Procedure document(s). All Level 0 Responsible Persons will be asked to nominate deputies to act in their 
absence.

Director of Corporate 
Governance

August 2025:  All distribution/cascade lists were agreed as correct and up to date prior to the Safety 
Alerts Module going live in Datix Cymru in April 2025. A Standard Operating Procedure has now been put 
in place confirming that checks will now be undertaken annually, with the next due in April 2026. The 
SOP also confirms that all emails will be saved to a specific folder, thus providing an effective 
management/evidence trail.
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1.1

The Risk Management Policy details that, “individual risks which are thematically connected may 
be considered for escalation to the Health Board Risk Register. These may be identified from 
reports discussions at corporate management groups or from thematic reviews of the risk 
register.” However, there is no robust mechanism to promptly capture thematic risks across the 
health board as Service Groups (SGs) are only expected to provide annual updates to the Risk 
Management Group (RMG).

Unintegrated and inconsistent approaches could result 
in failure to achieve strategic, operational and financial 

objectives. 

Ineffective and inefficient use of resources when 
managing similar risks. 

A review of the mechanisms available to improve the capturing of thematic 
risks should be undertaken.

M Review of reporting options on thematic risks to be completed and presented to the Risk Scrutiny Panel for consideration and agreement on future reporting of 
thematic risks.

Assistant Head of Risk 
Management

August 2025: Presentations from SGs are now scheduled twice yearly to the Executive-led RMG as part 
of gateway reviews. For those that took place in May and June 2025, Groups were asked to highlight risk 
themes. In July 2025, the RMG received a dashboard of Risk Register data, including a summary of risks 
by type. This will be a periodic feature of RMG meetings, with data received no less that twice yearly
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4.1

The Business Continuity Plan (BCP) includes planning for loss of 

server rooms, although we note that there is limited detail for 

this, with an instruction to “…use other rooms to relocate DR 

equipment”. We also note that as failover is not automatic, 

there is a need to readdress the network; however, this is not 

clear within the BCP. As such, there is no formal Disaster 

Recovery (DR) plan that sets out exactly what will be done in 

the event of a major failure of service

We also note that whilst the key information is in place to 

enable recovery of individual services, the use of this in a 

disaster scenario relies in the user knowing where the 

information is and how to use it. We note that DR plans may 

need to be invoked late at night, by an individual who may not 

be familiar with the service. Whilst Digital Services operate an 

on call rota, and if necessary will declare an incident in order to 

bring key individuals on site, the current DR planning may lead 

to delays in service restoration.

Delays in restoring services.
A more structured disaster recovery plan should 

be defined that builds on the information already 

available.

H The DR plan going forward will change depending on the outcome to the first action above. A more structured plan will then be developed.
Assistant Director of 

Digital Technology

August 2025: Testing completed in July with an additional system. A document has been developed 
which highlights the process and technical requirements based on the new technical ability which has 
been implemented following this audit. The document will be refined in line with Disaster Recovery 
tests. This action can now be closed.
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H Identify and implement options to support the infrastructure on call service to provide a more sustainable out of hours service in the medium term.
Director of Digital 

Services

August 2025: No change on the financial position and therefore we ask that we close this action. A 
number of actions have been implemented in terms of improved communications to the service on the 
existing on-call service which has significantly reduced the number of calls to the on-call service which 
is for emergency cover only. i.e. if a whole system or department is without a digital service. There is 
further mitigation in terms of implementing Halo Service Management Tool which provides the facility 
for staff to log calls out of hours and to get support through the knowledgebase and Artificial Intelligence 
out of normal working hours. A risk will be raised and managed through the Digital Risk process going 
forward.

H Working group established to produce a business case for the introduction of a sustainable out of hours service for Digital support for consideration by Business 
Case Assessment Group (BCAG).

Director of Digital 
Services

August 2025: No change on the financial position and therefore we ask that we close this action. A 
number of actions have been implemented in terms of improved communications to the service on the 
existing on-call service which has significantly reduced the number of calls to the on-call service which 
is for emergency cover only. i.e. if a whole system or department is without a digital service. There is 
further mitigation in terms of implementing Halo Service Management Tool which provides the facility 
for staff to log calls out of hours and to get support through the knowledgebase and Artificial Intelligence 
out of normal working hours. A risk will be raised and managed through the Digital Risk process going 
forward.
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1.1

SBUHB has produced records management guidance for Health Records in the form of the Health 
Records Policy, the Health Records Storage and Security Policy and the Health Records Tracking 
Policy. However, we note that these are more directly applicable to the acute health record, and do 
not contain information covering all aspects, such as record retention and destruction process.

The three areas reviewed acknowledged that the overarching policies existed, however, due to 
these being more directly relevant to the acute health record, and the lack of more detailed 
guidance to enhance the policies, departments have sourced and are following guidance from 
other organisations.

Inappropriate records management.
The guidance in place for records management should be expanded to 
include the non acute health record and corporate records. With enhanced 
detail over the full records lifecycle.

M
All the Acute Health Records Policies are currently under review, and will be updated and expanded to include the management and governance of non-acute and 
corporate records also. Enhanced detail will also be included over the full records lifecycle.

Head of Health Records & 
Clinical Coding

August 2025: Updated policies approved at the July 2025 meeting of the Digital, Data, Research and 
Innovations Committee 

4.1

Our review of the transportation of records for all of the areas noted that records are being sent 
via internal mail, within private vehicles and in unsealed containers. As such the transportation of 
records may not meet the requirement of the Health Records Storage and Security Policy and 
good practice.

Inappropriate access to records
Guidance on the transportation of records should be provided which 
extends beyond the acute health record.

M
All the Acute Health Records Policies are currently under review, and will be updated and expanded to include the management and governance of non-acute and 
corporate records also. Enhanced detail will also be included over the full records lifecycle.

Head of Health Records & 
Clinical Coding

August 2025: Policies approved at the July 2025 meeting of the Digital, Data, Research and Innovations 
Committee, including a revised Storage & Security of Records Policy which covers transportation
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6 A process of action tracking and reporting was not evidenced for Pre-Acceptance audit non-
conformities.

•	Insufficient visibility of waste management issues 
at central forums;

•	Insufficient progress in actioning 
recommendations arising from non-conformities 

identified.

a) Recommendations / non-conformities arising from Pre-Acceptance 
audits should be monitored via the central tracker.
b) Pre-Acceptance audit non-conformities, and progress towards 
actioning the same, should be reported to a relevant forum/s (e.g. 
Estates Board / Hospital Management Boards).

M

a)Agreed, we will prepare a RAG-rated summary log of all audit findings.
b) Agreed. Recognising that Morriston has recently established a Management Board (with the same anticipated for Singleton), the presentation of 
relevant audit findings could be directed to these forums (rather than the Estates Board, which only has the ability to influence Estates issues), to 
enable appropriate oversight and action by the relevant responsible officers (i.e. ultimately the Service Directors).  The Assistant Director of Operations 
(Estates) will liaise with the Service Directors to confirm how they wish for relevant issues to be reported.  
Where pre-acceptance audit findings relate to Estates, these will be incorporated into the existing Environmental Report.
It is also noted that Estates are in the process of developing a Compliance Manager post, which would play a key role going forward in the monitoring of 
audit recommendations.

a) Technical 

Services  Manager                    

b) A ss is tant 

Direc tor of 

O perations  

(Es tates) & 

Technical Services  

Manager

August 2025: Pre-Acceptance Audit Tracker now in place. Updates on progress are now being reported 
to the Capital & Estates Board.  

Key Finding 
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3

During the site visit to Singleton Hospital, it was observed that there were a number of stand-
alone heaters and fans in offices, particularly heaters in older buildings resulting in energy 
inefficiencies. 

The twice-yearly site walk-arounds as recommended by HTM07-02 Encode allow for first hand 
observation of where energy is being used and offer an opportunity to raise the profile of energy 
awareness with Health Board colleagues. 

Visible matters of energy inefficiency are not identified/ 
addressed.

Twice yearly audits to be conducted targeting Acute sites in first instance 
(due to size and relative spend) temperature checks recording of electric 
heaters etc to be co-ordinated by Technical Services Officers and Support 
Officer. Whilst we accept that we do not benchmark against other 
organisations we do closely monitor performance on sites against the degree 
day data therefore its benched marked against expectation. The team identify 
areas for improvement, which is supported by the fact we have managed to 
secure £20 million funding on energy schemes.

M Production of reports
Technical Services Officer

Energy & Carbon 

August 2025: Twice-yearly testing has been scheduled for August and January to coincide with maximum 
cooling and heating seasons. A report on the testing undertaken during August 2025 has been submitted to 
has the Estates Senior Leadership Team meeting, in readiness for the next Capital & Estates Board.

Key Finding 
Ref
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1

The Audit Recommendation Tracker had not been updated promptly by the Estates 
department, leading to incorrect information being reported to the November Audit 
Committee. We also noted scope for improved accuracy of management updates in 
relation to the specific nature of the original recommendations. 

An inaccurate position of management action is 
reported to Audit Committee. 

Appropriate scrutiny cannot be applied. 

Estates Management will work with the Head of Compliance to ensure that 
all updates to the Audit Tracker are reported and recorded in a timely 
manner, and are reflective of and pertinent to the original findings of the 
report.

M The Audit Tracker will accurately reflect the position on progress against each action at the point it is reported to the Audit Committee.
Assistant Director of 

Estates
August 2025: Updates to the Audit Tracker are submitted as required/required.
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Ref

Key Findings Impact Agreed Management Action Priority Expected Evidence of Implementation Responsible Officer Comments

1

Project Budget
Whilst indicative project costs up to contract expiry (currently in the region of £5.7m) had been 
identified and reported to Project Board, there was no approved funding in place from April 2025 
onwards.

This risks the delay in continuity / progression of key activities including appointment of legal and 
project management consultants.

Delay in delivery of key activities to ensure readiness for 
contract expiry. 

Actioned Since Fieldwork
The 2025/26 project budget has been agreed.

M
NWSSP Audit & Assurance have been supplied with further information and evidence following the closure of fieldwork as part of the report clearance process. As 
such, this finding is considered to be addressed, and the action to be closed. 

Director of Finance & 
Performance

Actioned Since Fieldwork
Evidence has been provided to confirm the budget allocation for 2025/26.

2

Internal Resource 
The Health Board’s internal project team was small, with two dedicated members of staff (one part-
time) and a further two targeted for recruitment.

Management was informally aware that an expiry project team in a comparable NHS Wales 
organisation had been significantly larger than this, however wider benchmarking had not been 
undertaken to inform the current resource plans.

Insufficient resource to adequately manage the expiry 
project.

Actioned Since Fieldwork
The project team has been strengthened via a number of key appointments 
since the closure of fieldwork, including that of a Principle Project Manager 
and Project Manager. Further appointments are planned as the project 
progresses.

M
NWSSP Audit & Assurance have been supplied with further information and evidence following the closure of fieldwork as part of the report clearance process. As 
such, this finding is considered to be addressed, and the action to be closed. 

Assistant Director
Commercial & Contract 

Mgmt.
PFI

Actioned Since Fieldwork. 
Key posts have now been filled, with further appointments planned.

3

Budget Monitoring & Reporting
At long-running projects such as this, with significant input from external advisers anticipated, it 
is important that robust cost control and reporting mechanisms operate.

Whilst recognising the early stage of the project, with minimal spend on external advisers to date, 
we did not evidence any formal monitoring and reporting of actual / forecast costs against agreed 
budgets / contracts to an appropriate forum e.g. Project Board.

Escalating costs of external advisers.

Approved budgets / contract sums are exceeded.

Actioned Since Fieldwork
Evidence has been provided demonstrating robust financial reporting to the 
Project Board

M
NWSSP Audit & Assurance have been supplied with further information and evidence following the closure of fieldwork as part of the report clearance process. As 
such, this finding is considered to be addressed, and the action to be closed. 

Assistant Director
Commercial & Contract 

Mgmt.
PFI

Actioned Since Fieldwork.
Evidence has been provided demonstrating robust financial reporting to Project Board.

4

Liaison Group / Project Team
The UHB continues to operate the contractually required Liaison Group, with the PFI Co. and 
Hard FM provider, meeting monthly. Recognising the move into the expiry count-down period, a 
new Terms of Reference had been developed by the Health Board, introducing the Group’s 
responsibilities in respect of contract expiry.

Whilst recognising the contractual requirement for this forum, some of the defined 
responsibilities in respect of Health Board performance may be more appropriately managed at a 
Health Board-only forum, akin to finding 5 above. The Health Board should therefore confirm 
how the responsibilities set out in the Terms of Reference will be discharged.

The UHB’s contract strategy and potential weaknesses 
are divulged to PFI Co.

Contractual negotiations and the UHB’s financial 
position are impacted.

The health board have established a project board which can consider issues 
with regards contract strategy and contract performance.

Liaison group meetings allow us to report on what is going well/not well, this 
is an operational group.

The Hand back team provide a report to this forum on a monthly basis.

The project board will oversee progress on Hand Back and will feed into the 
liaison meeting to discuss programmes, life cycle replacements and 

M
NWSSP Audit & Assurance have been supplied with further information and evidence following the closure of fieldwork as part of the report clearance process. As 
such, this finding is considered to be addressed, and the action to be closed. 

Assistant Director
Commercial & Contract 

Mgmt.
PFI

Actioned Since Fieldwork

5

Adviser Performance
The Health Board commissioned an external legal review of contract expiry obligations in June 
2024, however whilst interim advice on specific Health Board queries was provided, the main 
report was not received until November 2024.

Recognising extenuating circumstances in this instance, the project team should ensure it has 
processes in place for adviser performance monitoring and control going forward, including 
escalation to Project Board where necessary. This may include provisions within the legal / project 
management contracts when the full services are tendered, in terms of response times, escalation 

Poor adviser performance may impact the UHB’s 
readiness for contract expiry.

Actioned Since Fieldwork
Whilst recognising the full service has not yet been tendered, specifications 
have been appropriately drafted to incorporate performance management 
into tender assessment and contract.

M
NWSSP Audit & Assurance have been supplied with further information and evidence following the closure of fieldwork as part of the report clearance process. As 
such, this finding is considered to be addressed, and the action to be closed. 

Assistant Director
Commercial & Contract 

Mgmt.
PFI

Actioned Since Fieldwork.
Whilst recognising the full services had not yet been tendered, specifications had been appropriately drafted to 
incorporate performance management into tender assessment and contract.

7

Operational Contract Management
The IPA Expiry guidance is clear that expiry should be managed as a distinct project, separate to 
ongoing business as usual contract management. At the time of review, operational contract 
management was being undertaken by the project Handback Manager (recognising prior 
experience in an operational role and limited capacity in the operations team).

Noting the Handback Manager role is temporary and should be focused on the expiry project, it is 
important the capacity and capability of the operational management team, in managing the 
contract to expiry, be confirmed, and responsibilities reviewed and agreed. PFI Co. have also 
raised a concern that responsibilities have not been sufficiently clear. Whilst recognising this had 
received focus at Project Board, a resolution had not yet been achieved.

The expiry project team is not sufficiently focused and 
dedicated to managing expiry.

Operational contract management is not afforded 
sufficient time and expertise.

Actioned Since Fieldwork
Issues in clarity and distinction between the role of the Project Team, and 
operational management, have been resolved.

M
NWSSP Audit & Assurance have been supplied with further information and evidence following the closure of fieldwork as part of the report clearance process. As 
such, this finding is considered to be addressed, and the action to be closed. 

Director of Finance & 
Performance

Actioned Since Fieldwork

8

A high-level action plan and programme had been developed, based on the IPA Expiry Health 
Check recommendations and the IPA expiry guidance. The plan was in the early stages of 
development, noting the legal review of expiry obligations had only just been reported, and the 
technical Project Manager role had not yet been appointed.

In the meantime, slippage has been evidenced against the timescales set out in the IPA Health 
Check report, with only one of thirteen recommendations actioned at the time of audit fieldwork. 
Whilst progress towards the IPA recommendations was reported to the December 2024 Project 
Board, this did not confirm initial agreed dates or current targeted dates for completion.

Recognising wider slippage against the IPA timeline, improved rigour should be introduced to this 
key area, with development of the action plan (including clear timeline of all required activities) to 
enable improved planning, monitoring and reporting of progress. Once developed, the same may 
also better inform the understanding of resource requirements and project budgets.

In the absence of a clear action plan and target dates, 
delivery/slippage cannot be fully understood and 

scrutinised (with corrective action taken when 
required)

Substantial progress has been made in actioning the IPA recommendations, 
with only 3 remainging in progress. A detailed Project Plan will be drafted, 
incorporating IPA guidance and recommendations from sources including 
the IPA, Internal Audit and the legal advisers. The Plan will be approved at the 
July 2025 meeting of the Project Board.

M Project Board papers/minutes confirming presentation and approval of Project Plan
Director of Finance & 

Performance
August 2025: A dashboard-style project plan was submitted to the July 2025 meeting of the PFI Expiry Project 
Board and approved.

Key Finding 
Ref

Key Findings Impact Recommendation Priority Management Response Responsible Officer Comments

5.2b

During the review, it became evident that some departments are retaining records beyond the 
designated retention periods partly due to the lack of health board guidance. The Occupational 
Therapy department has not destroyed any records since 2019 and continues to retain records 
dating back to 2010. Similarly, the Workforce and Organisational Development (WOD) team has 
also refrained from destroying records. The retention of records past defined removal dates may 
result in a breach of the GDPR requirements and exacerbates storage pressures.

Breach of GDPR
Guidance in relation to the retention and appropriate destruction of records
should be provided.

H
WOD: Medical Workforce queried specifically the records they hold in relation to the Blood Inquiry embargo and in-line with the guidance we received at the time in 
relation to the destruction of Medical & Dental personnel files ceased. If following further guidance from our information governance team, we are able to revert 
back to our previous system then Medical HR will destroy records in line with the guidance.

Deputy Medical HR 
Manager

July 2025: A Multi-Disciplinary Project Group has been established with representation from the services that 
were audited, to review the Health Board’ wide storage requirements and encompass all the associated 
security/retention and disposal of records aspects highlighted within the audit report. Action plan has been 
developed and circulated to all members for feedback. Scoping exercise now to be undertaken across the Health 
Board. Completion August 2025. Noting the foregoing, this action will now be closed with further progress 
monitored via agreed actions assigned to the Director of Digital

Key Finding 
Ref

Key Findings Impact Agreed Management Action Priority Expected Evidence of Implementation Responsible Officer Comments

2.1

Three of our sample for the job evaluation / job matching process did not have evidence of a 
bilingual job description post completion of the process; and further, three of the completed job 
re-evaluations reviewed did not have a bilingual job description available. This is contrary to 
Standard 107A of the Welsh Language Standards. 

For the job re-evaluations, management advised that such were not applicable to the process as 
they for internal use. However, we would expect the same requirements to be applied in these 
instances to ensure completeness (at the date of approval) and mitigate the risk of the incorrect 
version being applied for translation at a later date. 

Non-compliance with Welsh Language Standards.

Marginalisation of applicants applying for roles within 
the health board. 

Compliance monitoring of the Welsh Language Implementation 
requirements will be undertaken utilising Power BI dashboard.

M Annual Report
Assistant Director of 

Workforce

August 2025: Development of Monitoring Dashboard – A dedicated dashboard has been developed to 
systematically monitor the status of Welsh translations for all job descriptions (JDs). This tool enhances our 
ability to track progress, identify gaps, and ensure timely compliance with translation requirements.

2.2

Three of our sample for the job evaluation / job matching process did not have evidence of a 
bilingual job description post completion of the process; and further, three of the completed job 
re-evaluations reviewed did not have a bilingual job description available. This is contrary to 
Standard 107A of the Welsh Language Standards. 

For the job re-evaluations, management advised that such were not applicable to the process as 
they for internal use. However, we would expect the same requirements to be applied in these 
instances to ensure completeness (at the date of approval) and mitigate the risk of the incorrect 
version being applied for translation at a later date. 

Non-compliance with Welsh Language Standards.

Marginalisation of applicants applying for roles within 
the health board. 

Local SOPs and communications will reinforce the need for all job 
descriptions to be translated into Welsh.

M Annual Report
Assistant Director of 

Workforce

August 2025: In line with the organisation’s commitment to compliance with the Welsh Language Standards, all 
job descriptions are now routinely submitted to the Translation Team as a standard step within the JE process. 
This ensures that every JD is made available in both Welsh and English, supporting equitable access for all staff 
and applicants.

3

From our population sample of twenty job evaluations and ten re-evaluations, we noted nine 
instances of job evaluations where individuals were present at both the consistency panel and the 
evaluation panel. Two of those nine panels included the exact same individuals. 

In completing the same audit at another NHS Wales organisation, we noted that an internal 
consistency form is utilised, which is completed after every panel and then saved with the 
respective job. Although we appreciate this is not a requirement of the Handbook, it is an element 
of good practice, as it forms a stronger audit trail if any issues arise. 

Reduced ability to demonstrate separation of duties 
which may result in a challenge to the process.

We will implement a Conflict-of-Interest pro-forma for completion in the 
unlikely event we are unable to identify a different staff side representative 
to support both consistency and job match panels.

M Consistency & Job Match attendance list
Assistant Director of 

Workforce

August 2025: Enhanced Consistency Panel Reporting – An additional reporting element has been incorporated 
into the Consistency Panel Reports. This new section provides a clear record of the Job Match Panel attendees 
for each job description reviewed. This measure supports greater transparency and accountability in the 
evaluation process.

Recording of Consistency Checkers – For every job description that undergoes a consistency check, the names 
of both the Management and Staff Side Consistency Checkers are now formally recorded. This ensures that any 
potential conflicts of interest can be identified and addressed proactively, maintaining the integrity of the 
process.

Implementation of Conflict of Interest Form – To further support this approach, a Conflict of Interest 
Declaration Form has been developed and implemented. This form is available for use in any instance where a 
potential or perceived conflict of interest may arise, providing a formal mechanism for disclosure and 
appropriate action.

Key Finding 
Ref

Key Findings
(reflecting outcomes of Scrutiny Panel)

Impact (Internal Audit) or Intended 
Outcome/Benefit (External Audit)

Recommendation Priority Management Response Responsible Officer Comments

3

We noted that in order to operate effective health board oversight of the full range of 
engagement work provided by the Stakeholder Reference Group (SRG), the Group provides 
an annual report to the Board of its activities and work in the year. The last such report was 
made to cover the group’s work of 2018/19.

Potential risk that health board oversight groups are 
unaware of gaps in stakeholder engagement 
activities and that this leads to a breach of Welsh 
Government guidance.

We recommend that the SRG resume its annual reporting to the health 
board to restore full oversight over its activities and work.

M
A workshop is planned in Autumn 2022 to restart the work of the SRG and an annual report will therefore be prepared in line with the agreed timescale 
for the Health Board in May 2023.

Joanne Abbott-Davies, 
Asst Director of Insight, 

Engagement & 
Fundraising

July 2025: At its May 2025 meeting, the Stakeholder Reference Group approved and accepted its 
2024/25 annual report. The same annual report was subsequently received and ratified by the Board in 
July 2025. 

Waiting List Management

Patient Environment

Chief Operating Officer

Transition CAMHS to AMHS

Access to Cancer Services

Continuing Healthcare

CAMHS Transition

Service Group Governance Arrangements - NPTS

Director of Corporate Governance

Safety Notices & Alerts

Risk Management & Assurance

Director of Digital

Technical Resilience

Digital Support

Management should review the digital out-of-

hours support models and formalise 

arrangements to align with the current landscape.

Inadequate resources to provide 

appropriate support to key digital 

systems, impacting on patient care; 

Enforcement action;

Reputational damage. 

Out-of-hours support models operate on a mostly goodwill 

basis, and the members of staff covering the on-call service 

resume working the following morning to undertake their 

contracted duties.

The lack of formalised arrangements could ultimately impact on 

patient safety, as members of staff could withdraw from the 

voluntary rotas, which would lead to inadequate cover in the 

event of critical incidents.

1.1

Director of Workforce & OD

Records Management

Job Evaluation

Records Management

Director of Finance

Waste Management

Energy Management

Estates Condition Governance

NPT PFI Expiry

Director of Insight Communication & Engagement

Stakeholder Engagement & Communication



Key Finding 
Ref

Key Findings Impact Agreed Management Action Priority Expected Evidence of Implementation Responsible Officer Comments

1

As per discussion with the Head of Quality and Safety (Corporate Nursing) the rationale for 
including ward areas within the quality assurance visit plan could be based on a number of 
considerations including: 
•	Areas highlighted as a risk area either through SG or corporate review;
•	A change in incident/complaints/concerns trends;
•	HB quality priorities;
•	Other indicators such as Safeguarding or IPC concerns;
•	Clinical sponsor/Director request; and
•	Areas/wards that haven’t previously been reviewed. 

However, consideration of such was not clearly documented within the plan presented for 
approval. 

The wider multi-disciplinary attendance and capacity within the Quality, Safety & Improvement 
Team (QSIT) restricts the number of visits able to be undertaken each year, however due to the 
absence of a clear link with the Quality Strategy and organisational priorities and risks, it is not 
possible to determine the level of coverage these corporate assurance visits provide, including at 

Quality assurance visits do not align with health board 
risks, priorities or areas of concern.

To demonstrate the basis for completion of the assurance visit, the 
completed report will be annotated as to whether it is (a) routing, (b) 
director requested or (c) a trigger has been met. The detail will feature in the 
paper presented to the Corporate Huddle when reviewing ongoing plan; as 
well within the monitoring spreadsheet managed by the QSIT.

M Documentation supporting the plan of visits; individual audit reports; monitoring spreadsheet.
Head of Quality and 

Safety
August 2025: Nature of audits included in final report and oversight spreadsheet

4

The QAF sets out that revisits to wards are undertaken following a QA visit within an appropriate 
timescale.

Our review has identified that only one revisit has taken place since January 2024 which identified 
that some findings and actions marked as complete within the action plan, were not consistently 
complete and required re-addressing. Discussion with members of the Quality, Safety & 
Improvement Team (QSIT) has confirmed that this is primarily due to capacity issues within the 
team and the wider MDT attendance requirement.

We also note there is currently no ongoing monitoring of progress against action plans by the 
Corporate QSIT. While the responsibility for ensuring action implementation sits with the service 
group, as the re-visits are not being consistently undertaken, there is a risk that implemented 

Implemented actions are not consistently sustained
The Quality, Safety and Improvement Team will review the QAF to clarify the 
follow up arrangements for audits, based on their RAG rating and 
assurances given through Patient Safety and Compliance Group.

M Revised Quality Assurance Framework (QAF) approved in Quality & Safety Group (QSG).
Head of Quality and 

Safety
August 2025: Taken through Nursing & Midwifery Council in july 2025, and Quality & Safety Group in August 
2025.

Key Finding 
Ref

Key Findings Impact Recommendation Priority Management Response Responsible Officer Comments

1.2

Welsh Government has issued guidance to support the introduction of the RIF, which requires 
RPBs to establish memorandum of understanding (MOU) to include the agreed governance, 
accountability and decision-making processes, and appropriate arrangements to enable scrutiny 
of investment decisions.

A MOU was previously agreed by partner organisations in relation to the ICF. Development of a 
revised document by WGRPB PMO, detailing arrangements around RIF, remains outstanding.

Non-compliance with Welsh Government guidance.
Following finalisation, the memorandum of understanding, alongside any 
changes in key content, should be communicated within the health board.

M Once updated both documents will be shared internally within the Health Board via the Management Board. The covering paper will outline the process followed 
and will highlight any changes to the documents.

Director of Strategy

In Conjunction With

Director of Finance

August 2025: The revised MOU was presented to the August 2025 meeting of the Management Board as 
part of the Strategic Partnerships report.

Key Finding 
Ref

Key Findings Impact Agreed Management Action Priority Expected Evidence of Implementation Responsible Officer Comments

4

The health board’s IMTP detailed several workstreams that would be progressed by the RSSPPP 
during 2023/24. Similarly, the Annual Plan (2024/25-2025/26) details the programme’s priorities 
for 2024/25 that were approved by RSSPPP (March 2024) and reported to TSOG (April 2024) 
and the Health Board (May 2024). 

There has been limited reporting of the delivery of these priorities to the RSSPPP, TSOG or wider 
within the health board. RSSPPP does receive a quarterly highlight that covers some of the 
priorities, but this is not shared elsewhere. The agenda item for progress with delivering the 
Annual Plan was deferred from Performance & Finance Committee (September 2024) until the 
next meeting but review of the report prepared did not detail progress against the RSSPPP’s 
priorities. 

Failure to deliver strategic objectives.
The RSSPPP quarterly report will be updated to include progress against 
IMTP priorities and will be submitted to the respective management boards.

M Amended RSSPPP report

Associate Programme 
Director for Tertiary & 

Specialist Services 
Planning Partnership

July 2025: This is now being addressed via the inclusion of dedicated RSSPPP update as part of the bi-monthly 
Planning & Partnership Update reports to the Board.

5

While a quarterly highlight report is submitted to RSSPPP and TSOG receives a regular monitoring 
report, noting progress and any key issues with some of the programme’s projects, there is no 
overall mechanism that clearly determines:
•  which specialised services have been taken forward as projects within the programme.
•  their current status, e.g. project approval.
•  that projects have been appropriately prioritised.
•  the timescales for delivery.

Inequity of service provision and sustainability issues, 
which can lead to poor patient experience and 

outcomes, harm and reputational damage.

The RSSPPP quarterly highlight report will be updated to include project 
priority, status, and timescales, and will be submitted to the respective 
management boards.

M Amended RSSPPP report

Associate Programme 
Director for Tertiary & 

Specialist Services 
Planning Partnership

July 2025: Regular reports on progress with programme projects are taken to RSSPPP meetings. The primary 
project over recent months has been HPB. Further projects relating to Gynae Oncology and Cardiac Surgery are 
in the relatively early stages of development, but progress will be reported via the same route as they develop. 

8

RSSPPP provides quarterly reports to Board (evidenced to January and May 2024) noting 
outcomes of their recent meetings. Reporting could be enhanced to capture progress, and key 
risks and issues to the programme’s delivery.

Governance arrangements also include reporting to the Management Board (as detailed in the 
terms of reference for both RSSPPP and TSOG). Apart from when TSOG’s terms of reference were 
approved in July 2024, there has been no regular reporting of the partnership at this forum. 
Similarly, there has been no reporting of the partnership arrangements at committee level. 

Lack of escalation of key risks and issues for addressing 
by the health board, potentially resulting in poorly 

designed and unsustainable services.

An update on RSSPPP activity is included as part of the Partnership Reports 
submitted to the Board on a quarterly basis. The RSSPPP section will be 
revised to include progress against the programmes aim and objectives, and 
the status of programme risks and issues.

A ‘Four A’s’ report will be submitted to Management Board to ensure it is 
alerted, advised and assured on issues raised in RSSPPP and TSOG 
meetings. 

H
Revisions to RSSPPP section of quarterly report.

Tertiary Services ‘Four A’s’ Management Board Report 

Associate Programme 
Director for Tertiary & 

Specialist Services 
Planning Partnership

July 2025: This is now being addressed via the inclusion of dedicated RSSPPP update as part of the bi-monthly 
Planning & Partnership Update reports to the Board.

In addition, “Four A’s” reports are being provided to the Management Board on a regular basis.

Key Finding 
Ref

Key Findings Impact Agreed Management Action Priority Expected Evidence of Implementation Responsible Officer Comments

1a
EPRR reporting to Management Board (20 November 2024) noted the ongoing lack of 
understanding of roles and responsibilities among some key staff groups.

Unclear roles and responsibilities could lead to a 
duplication of effortor key tasks not being undertaken 

resulting in poor decision making.

The Business Continuity Framework and EPRR Strategy Group’s Terms of 
Reference will be updated to provide further clarity on roles & 
responsibilities.

M  Updated BC Framework and EPRR Strategy Group’s approved terms of reference. Head of EPRR Reported Complete on issue of Final Report

1b
While responsibilities are detailed within the BCM framework and corresponding procedures, 
further clarity is needed between the role of the corporate EPRR team and that of the operational 
EPRR leads.

Unclear roles and responsibilities could lead to a 
duplication of effortor key tasks not being undertaken 

resulting in poor decision making.

Dedicated sessions are being arranged with all SDG EPRR Leads, as well as all 
cross-cutting service EPRR Leads, in order to provide further clarity over 
their roles and responsibilities, and the co-ordinating support available from 
the Corporate EPRR Team. Delivery has already commenced. 

M  Confirmation of session delivery dates and content. Head of EPRR Reported Complete on issue of Final Report

1c

There are documented key principles to assist with providing the corporate EPRR team with 
assurance on what each Service Group and cross-cutting service should have in relation to 
business continuity management. While the principles were recently discussed at the EPRR 
Strategy Group (January 2025), the document is not easily accessible to the EPRR operational 
leads. 

Unclear roles and responsibilities could lead to a 
duplication of effortor key tasks not being undertaken 

resulting in poor decision making.

Ensure Business Continuity Framework, which is used to support services in 
completing their BCPs, is accessible to EPRR leads.

M Business Continuity Framework to be available via a dedicated EPRR SharePoint site. Head of EPRR Reported Complete on issue of Final Report

2a
Both the BCM Framework and Business Continuity/Significant Incident Overarching procedure 
were approved by the EPRR Strategy Group. However, evidence to demonstrate the approvals are 
not clearly detailed within the meeting minutes.

Inconsistent processes leading to confusion or a lack 
of accountability and oversight.

The EPRR Strategy Group agenda template has been updated to clearly 
highlight if documents are presented for approval. Such approval(s) will be 
clearly recorded in the subsequent meeting minutes/notes.

M Updated agenda template, and copies of meeting minutes/notes Head of EPRR Reported Complete on issue of Final Report

2b

It is also noted that while both documents are easily accessible on the dedicated EPRR staff 
SharePoint site, a previous version can still be accessed via a search function which may cause 
confusion to staff (although the current documents are the only ones accessible on the EPRR 
page).

Inconsistent processes leading to confusion or a lack 
of accountability and oversight.

EPRR team to liaise with Digital team to ascertain if previous versions of 
documents can be removed from SharePoint history. Being cognisant that 
all documents are required to be retained as part of statutory duties.

M Previous versions of BCM Framework and Business Continuity/Significant Incident Overarching procedures are no longer accessible via an intranet search. Head of EPRR Reported Complete on issue of Final Report

3a

Risk management arrangements within EPRR are currently under review. Risks have been amended 
to take account of national requirements but will also need to be aligned to changes to the health 
board’s risk management framework. We understand that discussions have been held with the 
Assistant Head of Risk & Assurance, and such has determined the inclusion of two overarching 
risks relating to business continuity and major incidents on the health board’s strategic risk 
register. 

Inconsistent management with inadequate escalation 
of key risks.

To work with the Risk & Assurance Team on the development of appropriate 
entries as part of the Health Board’s new Strategic and/or Corporate Risk 
Registers, in line with the Health Board’s risk management approach.

M
A proposed risk entry has been completed for the Strategic Risk Register and submitted to the Assistant Head of Risk & Assurance. When this has been finalised, as 
part of the wider review of the health board’s risk management process, this can be provided as evidence.

Head of EPRR

Assistant Head of Risk & 
Assurance

Reported Complete on issue of Final Report

4a
 Morriston’s dashboard does not have a field for recording the date when the BCP is due for 
review.

Lack of accountability and oversight to help ensure 
continuity of key services.

Whilst some fields may have been present but ‘hidden’ at the time of the 
audit, all dashboards will now be reviewed to ensure consistency in terms of 
the fields they contain.

M Service Group and Corporate/cross-cutting dashboards containing consistent fields.
Head of EPRR

Digital Services
Reported Complete on issue of Final Report

4b
Lack of accountability and oversight to help ensure 

continuity of key services.

All EPRR Leads will be reminded of their responsibility to ensure that BC 
Dashboards are populated and maintained accurately, with all services listed 
and all fields completed. This will be emphasised during the dedicated 
sessions referred to at (1b) above, and during EPRR Strategy Group 
Meetings where compliance will be monitored on an ongoing basis.

M Confirmation of session delivery dates and content, together with EPRR Strategy Group meeting minutes/notes. Head of EPRR Reported Complete on issue of Final Report

4c
Lack of accountability and oversight to help ensure 

continuity of key services.
Progress second phase of dashboard development, which will include 
increased automation to reduce human errors.

M Launch of second phase of Business Continuity Dashboard.
Head of EPRR

Digital Services
Reported Complete on issue of Final Report

4d
We also note that there are several old BCPs saved on a Teams channel that is no longer utilised 
but remains live with 119 members. We do, however, note that the channel has been replaced by 
the dashboards.

Lack of accountability and oversight to help ensure 
continuity of key services.

Archive previous BCPs from EPRR Strategy Group Teams channel, which was 
in place prior to dashboard development.

M BCPs archived within the Teams Channel.
Head of EPRR

Digital Services
Reported Complete on issue of Final Report

5a

We tested a sample of 10 entries from the business continuity dashboards and identified:
•   	A BCP existed in each case, but three were still in draft
•   	There was either a lack of knowledge of BCM, or it had not been embedded as part of business 
as usual.
•   	Two had missed the review dates recorded on their BCP, and one had not updated their BCP to 
reflect a review. The BCM Framework details that the BCP should be subject to an annual review, 
but four had exceeded this according to their dashboard entry.
•   	Nine of the sample had utilised the corporate template, but only one had completed it in full
•   	For one BCP, we were advised that there was not a hard copy of the plan available, but there 
were multiple electronic back-ups retained on different servers
•   	Four had not recorded on the BCP either who had approved it or the date of approval, and 
there was little evidence provided of the reporting of BCPs within service areas.   

Inability to respond appropriately to business 
continuity incidents.

The issues highlighted in this report will be brought to the attention of all 
EPRR Leads to address. They will be emphasised during the dedicated 
sessions referred to at 1b) above, and during EPRR Strategy Group Meetings 
where improvement/compliance will be monitored on an ongoing basis.

H Confirmation of session delivery dates and content, together with EPRR Strategy Group meeting minutes/notes. Head of EPRR Reported Complete on issue of Final Report

7a
Work is in progress in developing standardised communication statements, but while the 
communications process for warning and informing is included in the Overarching Major Incident 
Procedure, there is no dedicated communications strategy. 

Inability to effectively communicate with stakeholders 
during a business continuity incident.

A  protocol has been developed and shared with the Directorate of Insight, 
Communications and Engagement (DICE) to help them with communication 
for common issues and emergency incidents that may arise.

M Finalised protocol to help the Communications team with warning and informing for common issues and emergency issues that may arise. Head of EPRR Reported Complete on issue of Final Report

Key Finding 
Ref

Key Findings Impact Recommendation Priority Management Response Responsible Officer Comments

4.1

Management advised that for the first 3-6 months of appointment, new consultants are expected 
to work to a 7:3 ratio between DCC:SPA. The expectation is, upon mutual agreement, to move to 
an 8:2 split after this period. An exception report obtained from Allocate showed 121 job plans 
that include three or more SPA sessions, with 87 of these having three SPA sessions for more 
than six months. 

We note there may be instances where the 7:3 split can continue but the reasons / justification 
for this needs to be evidenced and reviewed periodically. 

Clinical risk of sessions worked not being sufficient to 
allow for adequate provision of the service. 

Resources are not utilised effectively and efficiently to 
ensure delivery of high-quality patient care. 

Directorate / Service Managers should periodically review those consultants 
with a 7:3 DCC:SPA split and the reasonableness for the continuation of 
such.

M

Any new appointment from April 2024 will have a job plan review after six months however the 8:2 split cannot be mandated and some plans will have more than 
two SPA sessions. 

A similar review will be undertaken of current job plans to ensure the split is reflective of the job requirements. 

Service Group Medical 
Directors

August 2025: Terms & Conditions for the 2003 Consultant Contract is a 7:3 split and any SPAs over 2 
must be evidenced as part of the job planning process. Job planning is undertaken on an annual basis 
and compliance is at 94% currently, therefore the DCC/SPA split is reviewed regularly. Noting the 
foregoing, this action is considered closed.

9.1
From review of an Allocate report, by Service Group, we noted that there were inconsistencies in 
the application of intensity bandings within specialities.

Financial loss and/or reputational damage as a result of 
over or underpayments to Consultants or SAS 

Doctors.

The health board should investigate inconsistencies in the intensity 
bandings for the same field/speciality.

H Any anomalies or local agreements should be explained through the comments section on Allocate. This cannot be added to agreed job plans so a full annual cycle 
needs to be completed before all job plans are compliant. There will be resources implications to consider.

Service Group Medical 
Directors

August 2025: Reports are run on a quarterly basis and sent to service manager and clinical directors 
where there are inconsistencies with intensity bandings for the appropriate forms to be completed to 
address

9.2

For our sample, we sought to confirm whether the intensity banding as per the job plan agreed to 
the payment as per the payslip. Differences were identified for six of the 16 job plans that had 
intensity bandings included: 
• Two payslips had no intensity payments yet the job plans had on-call duties recorded;
• Three intensity payments made were less than that recorded on the job plan;
• One intensity payment made was higher than that recorded on the job plan. 

Financial loss and/or reputational damage as a result of 
over or underpayments to Consultants or SAS 

Doctors.

The health board should run an Allocate exception report to identify 
intensity bandings per the job plans and compare to the intensity banding 
paid and investigate any anomalies.

H Intensity banding payments to be compared with jobs plans and anomalies investigated and reported to the Medical Workforce Group.
Service Group Medical 

Directors

August 2025: Reports are run on a quarterly basis and sent to service manager and clinical directors 
where there are inconsistencies with intensity bandings for the appropriate forms to be completed to 
address.

Health & Social Care RIF

Director of Nursing

Quality Assurance

Director of Partnership & Performance

Tertiary Services

Business Continuity Management

Our analysis of the dashboards and testing of a sample of business continuity plans (BCPs) has 
identified that the dashboard is not kept up to date by the service delivery areas:
•   	MHLD’s dashboard did not consistently include the year in the fi elds for date written or 
reviewed.
•    	PCT did not include the owner of the BCP nor testing details of the plan and the dates 
recorded on the dashboard did not align to those documented in the plans.
•   	Nine of the ten entries sampled had the incorrect date written or review date, or an incorrect 
owner. Four of the sample did not record a review date; three did not record a BCP owner; and 
one did not record the date the BCP was written. Further, four entries had an incorrect RAG 
status.
•   	Reporting to the EPRR Strategy Group (January 2025) highlighted discrepancies in the 

Executive Medical Director

Consultant Job Planning


