APPENDIX B
AUDIT TRACKER UPDATE
AUDIT WALES
ACTIONS CLOSED SINCE LAST REPORT

	Lead Director – Chief Operating Officer

	4260A2024

Review of Operational Governance

Report Issued

September 2024
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Most Recent

Update/Comment

	
	4.3
	The effectiveness of some meetings was being diminished by not having the appropriate representation from all directorates and divisions
Service groups should strengthen their governance arrangements by ensuring that there is appropriate representation at each meeting from their divisions and directorates as per its terms of reference
	Service Groups, following completion of recommendation 4.1 and 4.2 to review attendance and report findings to the service group Board to consider whether each meeting has appropriate attendance from their division and directorates.
	NPTS: I can confirm the meetings throughout 2025 have had appropriate attendance from all Divisions and Operations for the NPTS Management Board.

PCTSG: Due to a meeting conflict, the PCTSG Operational Business Meeting – Part 2 in October was not quorate.  All other Senior Management meetings within the Group have achieved quorum and are consistently well attended, with appropriate representation. Where members are unable to attend, if appropriate, deputies are nominated to ensure continuity.

MSG: Action Partially Complete for MSG. 12mth Review of Management Board attendance to be undertaken in June 2025 for considering with updated ToR in July 2025

MH&LD: The meeting throughout 2025 have had appropriate attendance from all Divisions and Operations.

	3750A2023

Follow Up

Outpatient Service

Report Issued

September 2024
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Most Recent

Update/Comment

	
	1
	We found insufficient mechanisms in place to routinely report clinical risks associated with delayed follow-ups to the Board or committees. Given the high level of patients delayed on the follow-up outpatient waiting lists, many within specialities managing high-risk conditions, we remain concerned about the level of risk and potential harm coming to patients.
Ensure there is sufficient information on the clinical risks associated with delayed follow-up outpatient appointments reported to relevant committees of the Board to strengthen scrutiny and assurance arrangements.
	The HB acknowledges that further work is required in this area to ensure clinical risks are understood and reported appropriately. 

We currently report into QS committee on the eye care measures targets showing by sub speciality the follow up waits for patients. 

The main system we use for recording harm is Datix and currently clinical staff record on Datix any incidents that they feel that the delay in being seen resulted in harm to the patient. These are investigated and depending on outcome of the investigation actions taken. 

We plan to review as part of the follow up WL project the areas with the longest delays and as part of this work will scope up how we are able to report on outcome/harm potentially in a similar way to the eye care measures into management board and into QS committee.
	Incidents of harm are logged into the DATIX system by Service Groups. All patient safety incidents, including those identified to be the result of delayed follow-ups, are assessed by Service Groups to identify the severity of harm as a result of healthcare. The Service Group Directors and Quality & Patient Safety Team engages with senior clinicians to conduct rapid harm reviews to assess potential harm, and to determine necessary actions, including the scope and parameters of the proportionality of an investigation.  If the rapid review determines the health board has caused or contributed to the long term/permanent severe harm or death of a patient, the incident will be investigated by the corporate Patient Safety Incident Investigation Team. SBU have reported 3 Nationally Reportable Incidents to NHS Wales Performance & Improvement since July 2024 relating to delayed FU’s. The Health Board conducts thorough harm reviews for all incidents, from which themes and trends can be assessed and acted upon, and to determine whether escalation is appropriate. NRIs are reported to the in-Committee sessions of the Quality & Safety Committee meetings as part of the Nationally Reported Incidents / Early Warning Notifications report. 


	Lead Director – Chief Operating Officer

	Discharge Planning Progress Update

Report Issued

May 2025
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Most Recent

Update/Comment

	
	1
	We found that the Health Board has various discharge pathways in place across sites, but work remains to ensure they are clear and consistent and formalised across the Health Board.
The Health Board should review and document all current discharge pathways, ensuring:

•    there are clear links between each of the pathways

•    explanatory information is available

•    all pathways are set out in one place; and

•    pathways are consistent across the Health Board.
	All actions described are in place as at the point of this response.

The current discharge pathways align to the NHS Wales / Six Goals / D2RA pathways.

A promotion campaign was undertaken during 2024 following changes to the Pathway definitions implemented by the Six Goals National Team. This has led to leaflets; posters and a specific website section being developed alongside staff engagement sessions.

In June 2024 an Integrated Discharge Hub (IDH) was launched with responsibility for managing discharges onto the D2RA pathways. This is a single location for all activity and information.

The pathways are interchangeable dependant on the needs of the patients, and they are now co-ordinated via the IDH.

The pathways are explained in the same terms as set out by national Six Goals documentation. 

The pathways are consistent for all patients Health Board wide.

There is continued development work to fully resource an IDH Model that is operational across all sites, including front and back door.
	Action marked as complete on issue of final report.

	
	2
	We found that while the Board and committees monitor some aspects of discharge planning performance, there remain opportunities to strengthen performance reporting.
The Health Board should review performance reporting to the Board, its committees and at an operational level, to ensure metrics included demonstrate the effectiveness and impact of current discharge planning. Examples may include:

•   the number of patients discharged before midday

•   the number of patients whose expected date of discharge is                                                                                                                                            recorded

•   the date patients are medically fit for discharge

•   whether the discharge is simple or complex

•   the number of readmissions avoided because of good discharge planning

•   the number of patients who do not need longer term support; and

•   the number of permanent placements in residential care settings avoided.
	All points noted in this section are in place. However, improvement in flow remains an ongoing priority for the Health Board, and as such, each item remains iterative and ongoing in nature.

As part of the delivery of the SBUHB/West Glam Pathways of Care delay Action Plan, a weekly operational assurance meeting is in place to review performance. A weekly performance pack is then prepared and sent to Executives in the HB and Directors of Social Services. A number of initiatives have been implemented over recent months to facilitate more active, real time monitoring of flow. These include:

•   A new BI POCD Dashboard developed and live from February 2025, pulling directly from our patient discharge planning system SIGNAL.

•   The discharged date/time is recorded in WPAS, and this measure is available in the SAFER dashboard

•   The EDD data is recorded in Signal, and this measure is available in the SAFER dashboard

•   Clinically Optimised status is recorded in Signal and we have a few reports that look at measures around this

•   This language relates to the ‘Passing the Baton’ discharge guidance, which dates back to 2008. Complex discharges in the D2RA pathways would be pathway 3 defined as complex support - this information is collected.

•   Readmission rates are reviewed in line with WG measurement guidance i.e., within 30 days. However, they are not categorised as to reason for readmission

•   A weekly summary report, shared with Execs.
	Action marked as complete on issue of final report.


	Lead Director – Chief Operating Officer

	3748A2023
Primary Care Follow–Up Review

Report Issued

June 2024
	Rec

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

	
	4
	The Health Board should develop an action plan for raising the profile of primary care in the organisation.
	The Health Board has recently received two board briefings on pharmacy/dental and Accelerated Cluster Development. In addition, the information on primary care provided to the performance and finance committee has been strengthened. Escalation levels are reported into daily operational calls. A communication officer ensures that regular articles celebrating the work of primary and community services/clusters are placed upon the intranet. An action plan to build upon this work will be developed and agreed with the Vice Chair.
	The Vice Chair has approved the action/engagement plan


	Lead Director – Director of Insight Communication & Engagement

	Equality Impact Assessments

Report Issued

September 2022
	Rec

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

	
	1
	While there are examples of good practice related to distinct stages of the EIA process, all public bodies have lessons to learn about their overall approach.
Public bodies should review their overall approach to EIAs considering the findings of this report and the detailed guidance available from the EHRC and the Practice Hub. We recognise that developments in response to our other recommendations and the Welsh Government’s review of the PSED Wales specific regulations may have implications for current guidance in due course.
	The newly formed Directorate of Insight, Communications and Engagement is planning to appoint a Head of Equality, Diversity and Inclusion in Quarter 3 of 2022-23.  It is also proposing the establishment of a Strategic Equality Group to oversee all EDI matters, including the EIA process.

	The Health Board’s financial position has resulted in proposals to strengthen the engagement function not being taken forward at this time.  The matter will be progressed as part of the Organised for Success programme where a key focus will be on prioritisation. In terms of the EIA, this has now been evolved into an Integrated Impact Assessment. The IIA approach was used for the urgent and temporary closure of the Gorseinon inpatient ward.


	Lead Director – Director of Corporate Governance

	3311A2023
Structured Assessment

2022

Report Issued

February 2023
	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Most Recent

Update/Comment

	
	6b
	Recommendations made by organisations including Healthcare Inspectorate Wales and the Delivery Unit are also not tracked or scrutinised by the appropriate committee or included on the audit recommendation tracker.

The Health Board should ensure appropriate monitoring and scrutiny of progress in addressing actions relating to recommendations by other external inspection and review bodies.
	Health Board will use AMAT to monitor all audit/inspection actions which will provide greater assurance to the Audit Committee.

	It has been agreed that any new external inspection reports received after 01/12/2025 will be added to the AMaT system. SOPs have been created/updated and approved by the Management Board, and clear instructions have been issued to all relevant senior teams. Population of the AMaT system has commenced in line with the foregoing.

	3798A2023

Structured Assessment

2023

Report Issued

April 2024


	3c
	Board walkarounds are ad-hoc and focus too much on secondary care services.

The Health Board should ensure key themes and actions arising from the visits are reported to the Quality & Safety Committee
	Key themes and actions will be included in the Chair and CEO’s report to Board with a quarterly highlight report to the Quality and Safety Committee setting out actions and responses.
	A ‘Board Engagement – Visiting Health Board Services Protocol’ was approved by the Board in March 2025. The first report to the Q&S Committee under the new protocol was received in November 2025.

	4609A2024
Structured Assessment

2024

Report Issued

March 2025


	Rec

Ref
	Findings & Recommendation
	Original Response / Agreed Action
	Most Recent

Update/Comment

	
	1.1
	The Health Board is yet to develop a new long-term strategy for the organisation. It has many enabling strategies and plans which are well written and well-intentioned but are not aligned to each other and, in some cases, lack clear plans for implementation.

	The Health Board will, in 2025/26, review and refresh its Organisational Strategy from 2018 ensuring it reflects the work undertaken as part of the One Bay Vision. The refreshed Organisational Strategy will be available in Quarter 2 2025/26 to inform engagement with our staff and key stakeholders.
	The refreshed Organisational Strategy was launched at the Health Board AGM in September and is available on the Health Boards website
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