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

AGAINST ORIGINALLY AGREED

DEADLINES
	Lead Director – Chief Operating Officer

	SBU 2223-014
	Access to Cancer Service

(COO)
	Report Issued June 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	3.1
	Review of Cancer performance papers to Performance and Finance Committee and the Board demonstrated that the health board has developed detailed actions reflecting a mix of capacity, workforce, and pathway enhancements to support SCP and waiting list recovery. In reviewing the actions, we noted opportunities to enhance and standardise their content.

The health board should agree a format for the development of cancer recovery plans to ensure clarity of timescale and ownership, and consistency of approach.
	H
	Agreed - Formal action plans in a standard format will be introduced and monitored through the monthly Cancer Performance Group meeting.
	31/07/2023
	December 2025: This action is currently being reviewed by the recently appointed Assistant Director of Operations (Planned Care)
	31/01/2026

	6.1
	We reviewed the frequency and content of cancer performance reports provided to Management Board, Performance and Finance Committee, and the Board. We note that whilst detail is provided on current actions, papers do not include detail of the status of previous actions, their completeness or whether outlined gains were realised. Our request for evidence of action progress or completion highlighted a number where evidence of actions was not provided by the service.
Cancer performance reports should include updates on progress or completeness of previously reported actions.
	M
	Agreed - The format of reports presented to the Management Board and Performance and Finance Committee will be reviewed to ensure they include progress and completeness of previously reported actions.
	30/09/2023
	December 2025: This action is currently being reviewed by the recently appointed Assistant Director of Operations (Planned Care)
	31/01/2026


	Lead Director – Chief Operating Officer

	SBU-2425-012
	Primary Care Cluster Plans
	Report Issued Sept. 2024
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	2.1
	Review of the delivery status, included within the highlight reports, noted that that it was not clear what action would be required to take PCP schemes / priorities and Cluster IMTP GMOs to completion, specifically for those which had been assigned a red / amber RAG rating. We acknowledge that progress may be hindered by available funding, or the issue of external guidance, yet such is not always defined within the narrative.
The delivery status of PCP schemes / priorities and Cluster IMTP GMOs should be enhanced to include the defined actions, owner and timescale to progress towards completion.
	M
	Following the audit recommendations in 2021 (prior to the existence of a Pan Cluster planning Group/ plan) Local Clusters developed a comprehensive performance management tool – which clearly tracks the progress of actions and the owner of the actions. This will be further enhanced to include suggested actions for red/ amber schemes (wherever possible). 

It should be noted however that clusters include a wide range of ambitious projects in their plans not all of which will come to fruition due to external influences/ lack of funding. It is important that the PCPG which is very new and is only developing its partnership approach to planning and the clusters are encouraged to continue to innovate. The overall level of achievement of the cluster plans is very high.
	30/11/2024
	April 2025: Ongoing. Cluster IMTPS and Pan Cluster Plan 2025/26 have been developed and submitted as part of the Health Board Draft Annual Plan to Welsh Government.  Clusters and PCPG partners are now developing implementation plans with clear owners and reporting schedule (to align with the Cluster Meetings). Key 'metrics' are not always easily drawn out due to the nature of the partnership arrangements and data availability

June 2025: An additional column has been included in cluster highlight reports to insert mitigating actions, to facilitate discussions at cluster level.
	

	3.1
	From our review of the PCP priorities, there was an absence of quantitative performance measures against the programmes/projects/schemes included within each of the Tiers, and more latterly the priority areas. We acknowledge that there is a considerable amount of narrative updates on performance via the communications plan, however, this does not extend to a baseline (where they are/were) and target (where they want to be) and the timeline for achievement of the target.
Quantitative and qualitative performance measures, for PCP priorities, should be identified to measure the impact of the implementation of any programme / project / goals that demonstrate the positive impact.
	M
	The Pan Cluster planning groups (across Wales) are still developing – this is recognised nationally – they are still new groups and evolving their planning approach in a complex environment – whilst trying to align with and respond to WG/RPB/HB/PSB priorities. A discussion will be held with the Pan Cluster Planning Group about the inclusion of quantifiable measures in the 25/26 plan. (It should be noted that priority areas at Pan Cluster planning Group level are often developmental – such as mapping current activity for an area or forge new relationships which may always not lend itself to quantifiable measures)
	30/11/2024
	June 2025: A detailed delivery plan is being developed for 2025/26, with quantifiable performance measures where possible. This is due to be finalised in a workshop in July and ratified by PCPG in September.
	

	4.1
	The PCPG is a sub-committee of the Executive Management Board. As per the ToR for the PCPG, the group will report to the executive management board of the Health Board. It does not specify what will be reported, or the frequency of reporting.

Whilst Management Board have received the two updates in 2023-24, there is currently no reporting to either the Board or its Committees on the Pan Cluster Plan, including any performance reporting or year-end report highlighting the progress against the PCPs. 

Reporting to Service Group Management Board is high-level, setting out the key areas of risk/quality discussed at the monthly Primary Care Contracts meeting; with an annual highlight report also presented. We would expect regular reporting on PCP progress at the PCTSG Management Board but acknowledge that the current arrangements have been determined as appropriate by the Service Group. 

We also note that Audit Wales, in its Primary Care Follow Up Review (January 2023) noted that there is limited oversight and scrutiny of the challenges facing primary care at Board, and consideration at committees could be more systematically embedded within routine business.
The expectation of what will be reported (as a minimum the plans and the year-end reports), to which forum, the frequency of such reporting and route for escalation, where appropriate, should be agreed with the Executive Management Board and the Terms of Reference for the PCPG updated accordingly.
	H
	Agreed. A regular reporting framework will be discussed and agreed and the PCPG Terms of Reference amended.
	31/12/2024
	June 2025: Reporting schedule to management board agreed by Chief Operating Officer. Revised TOR will be submitted to PCPG for ratification in July 2025.
	


	Lead Director – Chief Operating Officer

	SBU-2425-014
	CAMHS Transition
	Report Issued November 2024
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	2.2
	Discussion with CAMHS Management confirmed that the Directorate has yet to fully map out its capacity requirements. The continued fragility in the CAMHS workforce was included in a report to the Workforce and Digital Committee in April 2024. We are informed that a full review of job plans and team capacity is to follow the Directorates benchmarking against the NHS Wales CAMHS Service Specification issued by NHS Wales Executive in July 2024.
The outcome of the workforce review, and development of a workforce plan should be shared at an appropriate committee. This should include any continued reliance on external agency, and, where possible, timescales for addressing this.
	M
	Accepted. Develop a CAMHS workforce plan and share via the appropriate committees (CAMHS Directorate Board Meeting, Mental Health Division Board, and Mental Health Legislation Committee).
	31/05/2025
	December 2025: Workforce plan action plan to be reported through Q&S for progress update in the new year.
	31/01/2026

	3.1
	In July 2023, a report to the Performance and Finance Committee highlighted initial performance had been hampered by a lack of defined processes and responsibilities within the administrative team. Noting this evidence was obtained to confirm the completeness of actions related to the creation of booking guidance to support administrative team duties, with three separate process documents provided, in reviewing these we noted: 

· One document ‘Updating a CAMHS referral following triage or review from SPOA or ADHD colleague’ was listed as draft.
· None of the three documents included contained detail of version control, author or issue date.
Management should ensure any guidance or ‘how to’ documents are finalised and contain detail in relation to version number, author and approval.
	L
	Accepted. Ensure good version control on Directorate documentation in a manner with is proportionate to the formality of the document.
	31/12/2024
	December 2025: The principles of good record keeping continue to be embedded as they arise. In addition, the specific documents highlighted as part of the audit review are currently being addressed.
	31/01/2026

	4.1
	ADHD diagnosis has been subject to recent national investment from Welsh Government; however, funding has not been similarly available to support monitoring, despite there being a suspected linked increase in demand.

Following service repatriation, the Directorate undertook a detailed review and comparison of patient letters, and data held on both CTMUHB and SBUHB clinical systems for 695 patients. This identified that 147 patients were in breach of their review dates, including 54 who were overdue by over a year. Additional resource was approved by WBM in December 2023 to assist in stabilising the service, although the validation of data estimated that there remained a possible shortfall of around 800 appointments per year even with this support. 

A recommendation of the validation paper to WBM included intention to review ADHD medication monitoring capacity in a further 6 months, however the subsequent review has yet to be undertaken.
The Directorate should undertake a follow up review of ADHD medication monitoring capacity to identify the current gap within demand and capacity.
	M
	Accepted. Conduct an immediate review of young people open to the ADHD Medication Monitoring Service to identify the number of breaches and consider demand and capacity.
	31/12/2024
	December 2025: The results of the demand and capacity analysis exercise will be presented to the next meeting of the Mental Health Division Quality & Safety Committee.
	31/01/2026

	5.1
	Review of scorecards for the period February 2024 – July 2024 noted no service user/carer feedback or patient safety indicators (e.g., incident types) included from April 2024 onwards.
There should be consistent inclusion of service user/carer feedback and patient safety indicators within the CAMHS performance scorecard.
	M
	Accepted. Embed the Experience of Service Questionnaire feedback form requested as part of the NHS Wales Service Specification within CAMHS practice and report via the CAMHS Directorate Q&S Report / CAMHS Scorecard which features in the Mental Health Division Q&S Committee / CAMHS Directorate Board Meeting.
	31/12/2024
	December 2025: The need to ensure that the content of the Experience of Service Questionnaire remains in line with the NHS Wales CAMHS Service Specification, has resulted in difficulties with automating data capture and inclusion as part of the Scorecard. Whilst work to try and address these issues is ongoing, the service continues to gather feedback via MS Forms, and report this via the Mental Health Division Quality & Safety Committee.
	31/01/2026

	5.2
	Review of scorecards for the period February 2024 – July 2024 noted that caseload numbers are included for individual services/teams, however there are a few other outcome measures, to offer guidance for performance of teams involved in primarily preventative areas such as the School in-reach team.
The CAMHS Directorate should identify outcome measures which could support the monitoring of performance for teams involved in preventative activity or in a supporting role.
	M
	Accepted. Link with the Service Group Lead for PROMS to determine and embed consistent outcome measures throughout CAMHS
	30/09/2025
	December 2025: Directorate Lead is working with the School In Reach Team Lead to produce monthly reporting for the CAMHS scorecard to evidence the benefit of preventative work. CAMHS will then continue to await the national work regarding CAMHS-wide outcomes and reporting for CAMHS activity.
	31/01/2026

	5.3
	The CAMHS Directorates initial review against the NHS Wales CAMHS Service specification had highlighted 12 performance metrics as either amber (signifying partial or non-automated collation), or red (no current collation), noting the challenge of extracting required data from systems, some of which remain paper based.
The health board should support the Service Group in working towards reporting against all the performance metrics listed within the NHS Wales CAMHS Service Specification.
	M
	Accepted. CAMHS Directorate to escalate Digital support requirements to fulfil the performance metrics identified within the NHS Wales CAMHS Service Specification via the MH&LD Service Group Digital meeting to obtain health board support.
	31/05/2025
	December 2025: Discussions are currently being held at a national level regarding the need to/possibility of developing an all-Wales system and process for gathering performance data in respect of NHS Wales CAMHS Service Specification performance. In the meantime, work on development of a local dashboard is currently ongoing.
	31/01/2026


	Lead Director – Chief Operating Officer

	SBU-2425-011
	Discharge Planning

2025
	Report Issued January 2025
	Reasonable Assurance

	Rec

Ref
	Key Findings
	Priority
	Original Response / Agreed Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	1
	National discharge guidance is available to support health board staff, which establishes responsibilities across ward, management and integrated care teams, but does not include reference to documentary, quality or audit requirements to ensure consistency of application.

Additionally, external reviews have highlighted where further health board guidance or protocols are required which could be incorporated into the health boards resources once developed and approved: 

· Health board wide internal professional standards,
· Clinical criteria to reside,
· Escalation frameworks (both internal and those agreed with partners)
· Trusted Assessor standards/responsibilities, and
· Revised Patient Choice policy.

	M
	The health board recognises there is a need to develop a local policy to ensure consistency across acute sites whilst retaining alignment with national guidance. The revised policy will include supporting documents outlined, and these will be available through the health board SharePoint for staff awareness and use.

 As part of the UEC programme of work the Health Board is commissioning a piece of work to develop its D2RA pathways against the national standard commencing in January 2025. The health board will be holding its 3rd UEC summit in March 2025 which will be completely focussed on discharge processes and policy.
	30/06/2026
	Dec 2025: A Health Board wide discharge policy is currently in development (aligned with national policy). At present this has been revised/ updated but requires final completion and sign-off. This sign-off will be via the West Glamorgan RPB's 'Communities & Older Persons Board' and shared for information at the SBUHB UEC Board. After said sign-off this will be made available to all Health Board staff via COIN (SBUHB Directory for Clinical Guidelines and Documents) and to Local Authority colleagues via appropriate West Glamorgan Regional Partnership Board channels. Once this process has been completed a 'link' to the location of said discharge policy will be shared with relevant colleagues across SBUHB region (irrespective of site, location worked etc). It is anticipated that said discharge policy will shared at the next available Communities and Older Persons Board date for sign-off/ratification.
	31/01/2026

	2
	A Criteria Led Discharge (CLD) Protocol has been introduced within both Morriston and Singleton Hospitals. This allows a designated member of a multidisciplinary team to accept discharge responsibility for a patient, based upon a criteria agreed by the consultant responsible for the patients care. The protocol does not have an approver/authoriser indicated and is not available within the health board’s clinical library. 

Whilst a positive tool, we note that there are a limited number of patients in receipt of a CLD and wider MDT engagement could support its wider use.
	M
	Approval of Criteria Led Discharge protocol at an appropriate forum, inclusion within the health board discharge policy, and identification of leads to promote its use across sites.
	31/03/2025
	Dec 2025: CLD protocol has been approved by Consultant Lead and utilised for 'tests of change' at Morriston Hospital site during 2025. CLD protocol to form part of the overarching SBUHB discharge policy. This overarching policy requiring final completion (as work in progress) and subsequent sign-off at RPB Communities & Older Persons Board and shared for information with SBUHB UEC Board. Next steps re; the roll-out of CLD include forming a T&F group to roll-out CLD across all sites and to assign site specific leads.
	31/01/2026


	3
	Resources are available to assist in the planning of discharges, however since the conclusion of the SAFER roll out in Morriston Hospital, there has been no formal health board training available to support the embedding of discharge planning principles and procedures. We are informed that the NHS Executive is developing resources aligned to the Optimal Patient Flow Framework which may assist in this area, although the timescale for release had not been confirmed at time of fieldwork closing. 

Similarly, we identified that ad-hoc support was available to support wards to refresh awareness of SAFER principles, however this was not consistent across the health board.
	M
	Following receipt of national training resources, there should be circulation to wards and uptake of training monitored. The principles established within the SAFER roll out programme will be adopted across other sites. SAFER principles and Criteria to Reside will form a major part of the D2RA implementation referenced within Key Finding 1.
	31/07/2025

	Dec 2025: Board Round reviews/ audits recently (Nov. 25) undertaken by national NHS Wales colleagues. This feedback alongside internal reviews of Board Rounds have resulted in the development of a scheme of work to improve Board Rounds in line with Optimal Hospital Flow/ SAFER principles. This work programme currently underway. To support said developments a SAFER dashboard monitors key metrics such as percentage of discharges before midday, % of patients with an EDD set, number of 'red or 'green' days, average LOS, COP status, use of discharge lounge etc. The aim of this scheme of work to improve overall Board Round productivity and improve flow out of the hospital aligning with a Discharge to Recover then Assess model (D2RA). Activity currently underway at Morriston Hospital site with the aim to roll-out across all sites in due course.
	31/01/2026

	4
	Of the 30 patients sampled: 

· 17 had not had an initial EDD set within 24 hours in line with WG guidance.
· had no D2RA pathway assigned.
· 2 held no evidence of discharge planning discussions within WNCR.
· 9 held limited reference to discharge planning discussions.
· 13 had no detail within the patient recorded under ‘What Matters to Me’ which should inform the development of discharge plans. 

Changes to EDD are recorded within SIGNAL but this does not capture reasons for change, although it can be cross referenced with WNCR by date, we did not see changes to EDD referenced directly. 

These points highlight that there are opportunities to address non-compliance and improve the detail recorded within clinical records.
	M
	The development of a health board policy will include direction on the completeness of records, including in relation to setting of expected discharge dates, and communication with patients and carers. 

This will also include arrangements for periodic review of records to support quality improvement, and identification of outliers in respect of records completeness.
	31/03/2025
	Dec 2025: Overarching discharge policy currently nearing completion and will include guidance on the completing/ appropriately updating of patient records in a timely manner as part of Board Rounds. This in line with Optimal Hospital Flow principles and to include setting and monitoring of EDDs. This policy also to set out best practice guidance on the frequency of data review to ensure that decision making regarding patients next steps is made on the best possible information. The overarching discharge policy nearing completion and to be signed off by the RPB Communities & Older Persons Board and shared the SBUHB UEC Board for information as soon as possible.
	31/01/2026


	5
	Several externally facilitated diagnostic reviews have examined the health boards discharge planning and patient flow pathways. These have highlighted where further health board guidance or protocols are required, including: 

· Health board wide Internal Professional Standards.
· Clinical Criteria to Reside; and
· A revised Patient Choice policy. 

Action plans to address the above diagnostic reviews have been received at the UEC Programme Board. There have also been actions developed based upon the Management Board UEC Summit held in October 2024.

While there is good crossover between both of the above, we noted the action plan from the Multi-Agency Discharge Event (MADE) lacked specific timescales. We were also informed that whilst progress has been made against the UEC Summit actions, some timescales in relation to the areas above would not be achieved.

The above action plans have yet to be shared with the Quality and Safety Committee.
	M
	The health board will incorporate outstanding actions from recent diagnostic reviews and those identified as relating to discharge planning from within the UEC Summit and collate these into one discharge/patient flow improvement plan with agreed timescales and action leads. Progress against the plan will be shared with the UEC Programme Board and Quality and Safety Committee.
	30/06/2025
	Dec 2025: Activity underway across the region in relation to discharge planning aligning with a broader improvement plan agreed at both Health Board and regional Partnership Board levels. This to include a shift to a true D2RA model (aligning with Optimal Hospital Flow principles). Specific actions include:

· Development of an overarching Discharge Policy to include reference to key aspects such as: SAFER/ productive Board Rounds, Reluctant Discharge, appropriate data recording in real time
· Review of demand and capacity across the region pertaining to P1, P2, P3 (D2RA pathways) - this so as understand true demand
· Linked Community Services Review so as to gauge whether there is sufficient community resource that may be able to be reallocated so as to support timely discharge (and admission avoidance)
· Process mapping the discharge process to highlight any operational blockages - this across both health and social care boundaries
· Undertaking Board Round improvement activity linked to SAFER principles so as to improve flow in the acute system
· Review Pathway of Care Delay (POCD) data so as to understand where system delays occur and whether these can be mitigated

Updates on progress against actions shared regularly and RPB Communities & Older Persons Board and at SBUHB UEC Board   
	31/01/2026

	6
	UEC Programme 3 highlight reports have provided regular updates against the roll out of productive ward initiatives within Morriston Service Group. However, there has not been similar detail related to other health board sites.
	M
	Future reporting to the UEC Programme Board on UEC Programme 3 will include updates for all sites.
	31/03/2025
	Dec 2025: Programme structure amended with D2RA activity reported through the RPB Communities and Older Person Board as relating to joint activity across health & social care boundaries. Information also shared with UEC Board for information.  SAFER dashboard already developed to monitor key flow metrics, whilst Board Round improvement activity underway in relation to improving productivity at Board Rounds. Board Round improvement activity currently being rolled out at Morriston Hospital site with plans to roll-out across all sites in due course.
	31/01/2026

	7
	UEC Programme 3 highlight reports contain UEC programme metrics, but there are no measures or indicators reported through Programme 3 itself. 

The National Six Goals Programme Optimising Patient Flow guidance includes 12 suggested measures to assess pathways of care and patient flow, six of these feature within current health board dashboards. There could also be benefit in development of reporting indicators linked to the use of SIGNAL which could identify any variation in use at ward level. 

Following the agreement of Internal Professional Standards, there is a need to establish monitoring arrangements to ensure they are embedded - this could also support the measurement of productive wards
	M
	Metrics to support monitoring of discharge planning performance will be developed for inclusion in UEC Programme 3 reporting.
	31/03/2025
	Dec 2025: Programme structure amended with D2RA activity reported through the RPB Communities and Older Person Board as relating to joint activity across health & social care boundaries. Information also shared with UEC Board for information.  SAFER dashboard already developed to monitor key flow metrics, whilst Board Round improvement activity underway in relation to improving productivity at Board Rounds.
	31/01/2026



	Lead Director – Chief Operating Officer

	SBU-2425-002
	SG Governance – NPTS
	Report Issued May 2025
	Reasonable Assurance

	Rec

Ref
	Key Findings
	Priority
	Agreed Management Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	5.1
	There is not a consistent mechanism in place within NPTSSG to provide oversight and ensure that policies and procedures are reviewed within the designated timeframe.
	M
	The Service Group will establish how many policies and procedures are within the Service Group’s gift to update. Once the number has been established, the Service Group will decide whether a new forum should be established or if oversight can form part of the existing meeting in the structure.
	30/09/2025
	December 2025: To be reported into Management Board when reinstated in Q1 26/27
	31/03/2026

	3.1
	The HB’s SFI’s state that where the management of a budget is delegated, this must be in writing, in the form of an accountability letter, which must be signed.

 Within NPTSSG, generic financial letters were issued to divisions that detailed the budgetary process for the financial year (2024/25), but did not specify the amount of the budget delegated to the division nor did the letter need to be signed.
	M
	Divisional budgets will be set out in 25/26 accountability letter when agreed. The requirement for the letter to be signed will be set out in the 25/26 accountability letter.
	30/06/2025


	August 2025: Letters have been sent to Assistant Service Group Directors, with a request to sign.
	31/01/2026


	Lead Director – Chief Operating Officer

	SBU-2425-013
	AMSR – Benefits Realisation
	Report Issued July 2025
	Reasonable Assurance

	Rec

Ref
	Key Findings
	Priority
	Agreed Management Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	2
	Document Retention

External programme support was commissioned to support the development of the PBC and implementation of the programme. In reviewing the documentation retained for the AMSR Programme Board and supporting workstreams, we identified gaps in both the retention and completeness of papers. For the AMSR Programme Board no documentation prior to September 2022 was available. As a result, it has been difficult to confirm the methodology, timescales and individual involvement in identifying and developing the programme benefits.
	M
	Agreed Action for Implementation into Urgent Emergency Care (UEC) Redesign Programme:

· Documentation Asset Repository: All approved business cases and quality improvement programmes to create an explicit documentation asset repository
· Information Governance: All Documentation Asset Repository to be formally registered as an Information Asset (as per GDPR requirement), including data owner
· Information Asset Management: Data Owner and Data Manager to be explicitly identified
· Information Asset Management: Checklist to be developed to ensure that if/when a Data Owner or Data Manager changes there is a comprehensive data handover checklist
· Audit: Routine Assurance Audit of all current large scale business cases and quality improvement programmes to test actual against planned governance arrangements
	30/09/2025
	December 2025: The Chief Operating Officer is currently working with the Assistant Director of Operations and Head of Quality & Safety (MSG) on progressing these issues.
	31/01/2026

	3
	Four benefits from within the Programme Business Case were not included within the final benefits register:

· Reduction in the number of patient moves (and corresponding impact on continuity of care, and length of stay)
· Increase the number of cubicles to support the ability to isolate patients.
· Reduction in the intensity of bandings due to centralised resources.
· Enhanced teaching and training opportunities.

We were not able to identify any supporting reasoning for their exclusion being discussed or communicated within Programme documents. For the latter two benefits we could identify alignment benefits which remained within the register.
	M
	Agreed Action for Implementation into Urgent Emergency Care (UEC) Redesign Programme:

· Documentation: Risk, Action, Issue, Decision (RAID) Log to be implemented to support all approved business cases and quality improvement programmes
· Documentation: Using RAID, all Decisions and Actions agreed to be recorded as part of meeting/event outcomes
· Assurance: Actions and Decisions to be reviewed by Chair(s) of improvement workstream review meetings to explicitly sign-off RAID Log updates
· Audit: Assurance audit to be undertaken to ensure active use of RAID log ensuring that is comprehensive, accurate and up to date
	30/09/2025
	December 2025: The Chief Operating Officer is currently working with the Assistant Director of Operations and Head of Quality & Safety (MSG) on progressing these issues.
	31/01/2026

	4
	Annual Review of Benefits Realisation

The AMSR Programme closure report included an action to undertake an annual benefits realisation review; this would have been scheduled for mid-2024.

Our review of the Programme benefits realisation register identified 10 benefits which were listed as requiring a later review based upon circumstances or availability of data. Whilst recognising that there has been a subsequent divisional restructure, and that a number of workstreams are moving forward under the UEC heading, the periodic assessment of the benefits should be considered to ensure achievement or shortfall is identified.
	M
	Agreed Action for Implementation into Urgent Emergency Care (UEC) Redesign Programme:

· Assurance: Map AMSR Programme Closure Report against current UEC Redesign Programme documentation in order to identify gaps
· Documentation: Update UEC Programme Project Plan with any and all relevant actions which have been identified for transfer from the AMSR Closure Report
· Documentation: Development of a benefits assessment review plan to support the UEC Redesign Programme inclusive of review dates and reporting timetables
	30/09/2025
	December 2025: The Chief Operating Officer is currently working with the Assistant Director of Operations and Head of Quality & Safety (MSG) on progressing these issues.
	31/01/2026

	5
	Review of Re-Admissions

At the time of programme closure, benefit A10 ‘Reduction in Readmissions’ was rated ‘amber’ for the monthly indicator having seen a 1% increase, and ‘red’ against a projected annual increase.

The outstanding action within the closure report to undertake a case note review has not been progressed, and November 2024 data within the AMSR dashboard indicates an increase of 10% against the pre AMSR baseline and increase of 125 readmissions at a monthly level indicating further review remains necessary.
	M
	Agreed Action for Implementation into Urgent Emergency Care (UEC) Redesign Programme:

· Assurance: Review of agreed key performance indicators identified by the UEC Redesign Programme to ensure fit for purpose and provide the agreed level of assurance
· Performance: Review current performance against agreed key performance indicators start of all UEC Redesign Programme meetings
· Documentation: All issues identified as a result of key performance indicator review to be recorded within the UEC Redesign RAID 9
· Documentation: All Decisions and Actions agreed as a result of Issues identified to be recorded within UEC Redesign RAID Log
· Assurance: “Desk-top Review” to be undertaken on ALL readmissions to establish any trends, themes, commonality and to enable the development of audit specification to support a “deep-dive” patient note review
	30/09/2025
	December 2025: The Chief Operating Officer is currently working with the Assistant Director of Operations and Head of Quality & Safety (MSG) on progressing these issues.
	31/01/2026

	6
	UEC Reporting to Committee

The Performance and Finance Committee receives regular reporting on key indicators, and updates against actions to mitigate the challenges experienced within this area. We note committee reporting did not include any summary of the AMSR Programme closure report, actions to address the NHS Executive deep dive in January 2024, and while wider actions and measures are referenced this does not include lessons learnt where not achieved.
	M
	Agreed Action for Implementation into Urgent Emergency Care (UEC) Redesign Programme:

· Assurance: Review of agreed key performance indicators identified by the UEC Redesign Programme to ensure fit for purpose and provide the agreed level of assurance
· Performance: Review current performance against agreed key performance indicators start of all UEC Redesign Programme meetings
· Documentation: All issues identified as a result of key performance indicator review to be recorded within the UEC Redesign RAID 9
· Documentation: All Decisions and Actions agreed as a result of Issues identified to be recorded within UEC Redesign RAID Log
· Assurance: “Desk-top Review” to be undertaken on ALL readmissions to establish any trends, themes, commonality and to enable the development of audit specification to support a “deep-dive” patient note review
	30/09/2025
	December 2025: The Chief Operating Officer is currently working with the Assistant Director of Operations and Head of Quality & Safety (MSG) on progressing these issues.
	31/01/2026

	7
	Benefits Realisation UEC Redesign

The health board continues to progress the elements of AMSR not achieved within ‘phase 1’ such as 7-day services, furthering initiatives supporting admissions avoidance and Same Day Emergency Care. Project initiation documents are in place which provide objectives and deliverables, however, there is no definition of benefits contained within the same
	M
	Agreed Action for Implementation into Urgent Emergency Care (UEC) Redesign Programme:

· Assurance: Map AMSR Programme Closure Report against current UEC Redesign Programme documentation in order to identify gaps.
· Assurance: Review of agreed key performance indicators identified by the UEC Redesign Programme to ensure fit for purpose and provide the agreed level of assurance.
· Documentation: Update UEC Programme Project Plan with any and all relevant actions which have been identified for transfer from the AMSR Closure Report.
	30/09/2025
	December 2025: The Chief Operating Officer is currently working with the Assistant Director of Operations and Head of Quality & Safety (MSG) on progressing these issues.
	31/01/2026


	Lead Director – Chief Operating Officer

	SBU 2324-013
	Waiting List Mgmt.
	Report Issued June 2024
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.2
	The Patient Access Policy details it was approved by ABMUHB’s Executive Team and has a review date of June 2018. There were some revisions to the Policy during 2022, however we have been unable to obtain a copy. There are national rules relating to Referral to Treatment (RTT) rules which staff can refer to, but the Patient Access Management (PAM) Team have been updating the Policy (using the 2018 version as a baseline) and Standard Operating Procedures (SOPs) are being reviewed and standardised within the health board to assist with staff awareness and understanding with an appropriate framework designed to approve them. Revisions were near to completion, but recent training feedback has resulted in further revisions to the Policy and to the SOPs. 

The ‘Access to Cancer Services’ audit identified that the Cancer Waiting Times and Escalation Policy details a review date of July 2022. The Policy is currently being reviewed and documented procedures to support the Policy will need to be developed.
Management should ensure that all policies and procedures that relate to the management of waiting lists (including procedures that relate to cancer performance), are developed or updated as soon as possible to provide clarity over the processes to be followed and the rules to be complied with. Once approved, policies and procedures should be circulated to all staff and retained in a central location.
	H
	Patient Access Team to:

· Ensure all approved policies and procedures are communicated via the PAM SharePoint page.

· Agree a launch date for the page and communicate to all staff. 

· Be responsible for version and control and review of the policies and procedures on an ongoing basis.
	31/07/2024
	December 2025: The newly created Patient Access Management Hub Site contains a Document Library, which will contain all approved patient-access related documents. Population of the library has commenced.
This action is currently being reviewed by the recently appointed Assistant Director of Operations (Planned Care) from a cancer perspective.

	31/01/2026

	1.3
	Two training sessions were delivered to staff during January 2024, but course delivery was paused as outlined to the Outpatients Board in February 2024.

The plan is to resume training by the end of May 2024 to support the finalised policy and SOPs, and some of the transformation funding available will be repurposed for recruitment to enable a digital platform to be developed to enhance training. 

While the above training will signpost to cancer performance processes, it is not intended to provide a detailed overview as there are different pathway events and systems used. No recent training has been provided of this area.

The training programme should be finalised and rolled out to improve knowledge of key principles and guidance in relation to waiting time management and provide clarity on cancer performance processes.

The health board should ensure that all key staff involved in the process complete the required training.
	H
	Patient Access Management to provide:

· An update to the PAM Group in each meeting regarding the completion of the on-line modules.

· The timelines and detail of the roll out of the training programme

The above to commence July 2024
	31/07/2024
	December 2025: The PAM team has developed a planned care academy programme consisting of 10 modules. These cover Inpatient and outpatient RTT rules and WPAS functionality, complex pathways, stand-alone diagnostic and clinical modules.
This action is currently being reviewed by the recently appointed Assistant Director of Operations (Planned Care) from a cancer perspective.


	31/01/2026


	1.4
	
	H
	Patient Access Management to provide an update to the PAM Group in each meeting. The report to include: 

· Completion rate of the training modules

· Attendance of each module by speciality

· Areas of low attendance to be escalated 

The above to commence July 2024
	31/07/2024
	March 2025: As each module within the planned care academy programme becomes live, it is delivered via the ESR system which records and is able to report on completion.
This action is currently being reviewed by the recently appointed Assistant Director of Operations (Planned Care) from a cancer perspective.


	31/01/2026

	3.4
	Waiting list data for Planned Care is categorised on the Vitals dashboard as ‘Reported’, Non-RTT’ and ‘Unreported’ (there is also an ‘Excluded’ categorisation for patients not on pathways and are therefore not RTT-reportable) to clarify what data is RTT-reportable to Welsh Government. 

For gynaecology, there are 219 patients that are categorised as ‘Unreported’ and 522 patients for ophthalmology. The COVID pandemic impacted waiting lists, which got longer and increased waiting times, but there has been no recent check of the ‘Unreported’ to confirm that patients have been correctly categorised, e.g. if the RTT element of their pathway is triggered correctly.
	M
	Each month, the Patient Access Management Team to review an “unreported” waiting list and confirm that any RTT reportable element is being triggered appropriately (Monthly - Immediate).
	30/06/2024
	November 2025: Recently revised RTT guidance contained major updates regarding what classifies a reported or unreported episode. We are currently working through the guidance, and a working group has been established to action the changes. This includes patient access, digital and waiting list.
	

	
	
	M
	Any issues identified to be reported to the Service Manager and addressed asap. A record of the issues identified to be recorded and discussed at the Performance Scrutiny Meetings (Bi-Weekly - Immediate).
	30/06/2024
	November 2025: Recently revised RTT guidance contained major updates regarding what classifies a reported or unreported episode. We are currently working through the guidance, and a working group has been established to action the changes. This includes patient access, digital and waiting list.
	


	Lead Director – Director of Corporate Governance

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

	Rec

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

Update/Comment
	Milestone Target

	5.1
	While the current processes at the health board aim to reach compliance in relation to all safety notices and alerts, once the adequate status is achieved and compliance is established, no further check or reporting takes place. As a result, the health board does not actively monitor on-going compliance with the safety alerts and notices.
Management should consider how on-going compliance related to safety notices and alerts can be assured, such as inclusion of alerts and notices within any internal quality assurance inspections.
	M
	Systems and processes capable of providing assurance in respect of compliance with safety notices and alerts at both a Service Group and Corporate level will be developed and documented as part of the Procedure review and update process.
	31/10/2022
	December 2025: The Assistant Head of Concerns Assurance will undertake bi-monthly audits of Datix records relating to Welsh Government-issued Patient Safety Alerts, Notices and Circulars. A plan is in development for auditing of other types of alerts, including a review of incident records associated with particular alerts or notices.  A further meeting of the Task & Finish Group has been arranged for January 2026 to progress the approach to operational audit.
	31/01/2026

	SBU-2425-001
	Risk Mgmt & BAF
	Report Issued April 2025
	Reasonable Assurance

	Rec

Ref
	Key Finding
	Priority
	Agreed Management Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	1
	While we acknowledge that risks may well be affected by external factors outside the Health Board’s control, there are a significant number of risks that have been on the Risk Register for a very long time, and where the risk score has not improved despite there being a number of completed or on-going mitigating actions in place.

	M
	As the report notes, as part of the refreshed risk management arrangements, the Health Board is developing a Strategic Risk Register (SRR), which will be underpinned by a Corporate Risk Register (CRR) of significant operational risks for oversight by Board members. These will replace the current Health Board Risk Register (HBRR). As part of the development and adoption of these new registers, long-standing risks and mitigating actions will be considered by the Risk Management Group. The Registers will be updated where rapid changes can be made. For those that cannot be addressed rapidly, entries will continue to be reviewed and challenged periodically as part of the RMG work plan (and evidence of that will be captured within meeting notes).
	30/09/2025
	December 2025: The Strategic and Corporate Risk Registers were presented to the November 2025 meeting of the Board, where the adoption of their use was endorsed. Appropriate extracts from both documents will now be recirculated to Directors and their teams during December 2025 for review and update, as part of the normal cyclical process. They will then be circulated to members of the Risk Management Group (RMG) for review and comment, in order to inform discussion when they are next presented to the RMG (scheduled for January 2026).
	31/01/2026


	Lead Director – Director of Corporate Governance

	SBU-2324-001
	Risk Mgmt & Assurance
	Report Issued August 2024
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	2.1
	Risk Assessment and Approval: It was not always clear from reviewing the Datix system who was involved in assessing and approving the risk, and the rationale for risk inclusion was not always evident. 

New Risks: Further analysis across the entire risk registers for each of the SGs identified a lack of evidence to demonstrate the review and approval of ten new risks. Seven related to the risk type “Controlled Drugs - PHARMACY & MEDS MANAGEMENT ONLY” where access to the risk is restricted to the Pharmacy team. The setting of access levels impacted three other risks where the speciality field was blank. The Assistant Head of Risk & Assurance explained that it is acceptable to leave the field blank, e.g., if a risk spans more than one specialty or SG. While access has been amended in these instances, a wider review may be required to ensure that there is an appropriate level of access for risks where the speciality field is blank.

Controls & Mitigating Actions: Analysis of the risk registers identified that there were 26 risks that did not detail a control. All twelve risks in our sample detailed controls, but only four had actions recorded. The actions for NPTS and Morriston did not record a timescale or action owner. Analysis of the risk registers for each of the four SGs indicated a lack of evidence to demonstrate that actions were subject to a regular review.

Risk Scoring: There is nothing on Datix to prompt for the scoring rationale to be detailed. Of the twelve risks tested, we identified issues with the scoring of ten across all SGs. When reviewing the entire risk registers for each SG, there were 107 risks where the current score was higher than the initial score.

Risk Register Updates: Analysis of the whole risk registers for each of the SGs identified that the ‘review date’ field had not always been updated despite there being evidence that the risk had been reviewed regularly. Similarly, while a closed date was recorded, our analysis identified that the risk was not always marked as ‘closed’.
We recommend that the health board considers arrangements to promote and monitor the consistency and completeness of operational risk registers (evidencing assessment and approval of risks; controls and mitigating actions; updating review date and closed fields; confirming that risks have been scored appropriately; and access rights to risks are correct).
	M
	Review of arrangements to promote and monitor the consistency and completeness of operational risk registers in other Health Boards to be completed and options presented to the Risk Management Group for consideration and approval.
	30/11/2024
	December 2025: All SGs have been asked to review DATIX entries of 16 and above and confirm their accuracy. A request has also been made that this data be included in the December performance reviews. A paper detailing proposed priority KPIs, to focus review of SG risk register management going forward, is being formulated for consideration and approval by the RMG.
	31/01/2026

	3.1
	There was a lack of oversight of risk by SG Management Boards, as some were only starting to put in place mechanism for the reporting of risk. Having a consistent report template for the reporting of operational risks to management boards, other forums/groups and the corporate Risk Management Group, similar to the format presented at Board and Committees, would provide clear oversight and enhance monitoring arrangements.

A summary risk report, similar to the format presented to the Health Board and Committees, should be developed for the reporting of operational risks. The report should include themes, age of risk, risk changes (new/closed risks, risk score amendments), issues identified (no progress, unapproved risks, risk scoring issues, highlighting where fields have not been completed or updated).
	M
	Review of operational reporting of risks to be carried out in the Health Boards and options presented to the Risk Management Group to consider and approve.
	30/11/2024
	November 2025: The format and content of the KPI report going to the RMG in February 2026 will include further information on operation risks managed within SGs for consideration and review. The report will be adapted and developed according to the needs of RMG members.
	28/02/2026


	Lead Director – Director of Digital

	SBU 2324-019
	Technical Resilience
	Report Issued November 2023
	Assurance Rating – Reasonable

	Rec

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

Update/Comment
	Milestone Target

	1.1
	Not all sites containing core infrastructure items have fire suppression. We note that this is partly due to those areas which are not within a data centre having dual use. Without fire suppression there is an increased risk of loss of service, in particular during out of hours.
Consideration should be given to installing fire suppression. Potentially using a system that can be turned off when the room is in use by staff.
	M
	Fire suppression is installed in the data centre at Morriston Hospital but not in the data centre at NPT Hospital. This is planned for 2023/24 and capital funding is agreed.
	31/03/2024
	November 2025: Further delays encountered with the PFI. Capital planning involved in terms of addressing some design concerns. The design questions are being discussed with a third party and will be fed back to the PFI in December. If the works are above £117K it will require a letter of indemnity and a deed of variation agreement which can take up to 5 months to complete.
	30/04/2026


	Lead Director – Director of Digital

	SBU 2324-017
	SIGNAL System
	Report Issued July 2024
	Assurance Rating – Reasonable

	Rec

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

Update/Comment
	Milestone Target

	3.2
	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 implementing duplication controls for patients entered manually within SIGNAL.
	L
	When Signal is able to process ADTs from WPAS, it is anticipated that patients would no longer need to be entered manually other than in Mortuary. Patients who would need to be entered manually are those who cannot be identified at admission and, as per the current Unknown Patients process, they will have a temporary record in WPAS and be admitted in Signal under that record. ADT functionality in Signal is scheduled to be developed in Q4.

If the functionality to create patients manually outside of Mortuary is still required post the implementation of ADT functionality, then we will incorporate duplication controls as per this recommendation.
	31/03/2025
	December 2025: Version 3.6 released 10/12/2025 including HEPMA alerts e.g. patient on warfarin, anti-microbial review due and enhancements to support D2RA. A change freeze on any other development within SIGNAL has been ratified by Planned Care and Cancer Board to allow the development of ADT functionality in SIGNAL to be prioritised in Q4.
	31/03/2026


	Lead Director – Director of Digital

	SBU 2425-017
	Clinical Coding
	Report Issued August 2024
	Assurance Rating – Limited

	Rec

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

Update/Comment
	Milestone Target

	3.1a
	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.
	M
	Appointment of a Band 6 Service Improvement lead responsible for creation and enabling of a service improvement plan following recruitment freeze.
	30/11/2024
	December 2025: Post interviewed for, however not recruited to. Post will be re-advertised with immediate effect
	


	Lead Director – Director of Digital

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

	Rec

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

Update/Comment
	Milestone Target

	2.1a
	A dashboard was developed by the Quality Information Manager in October 2022, which includes metrics for the health board as a whole and each of the service groups individually. However, the dashboard does not include metrics around performance against the five priorities for care for the last days of life.

The Health Board should develop performance measures that align to the five priorities of care and the NACEL Action Plan.
	M
	Identify gaps in existing data which are required to align our measures to the five priorities of care and NACEL action plan
	31/07/2023
	August 2024: Currently in discussion with national colleagues to understand where digital support for EOLC sits amongst other national priorities.
	

	
	
	M
	Present plan to Quality Priority Programme Board with timescales for implementation of measures
	30/09/2023
	April 2024: To be scheduled for Q2 2024/25.


	


	Lead Director – Director of Digital

	SBU-2425-019
	Records Management (DOD)
	Report Issued November 2024
	Assurance Rating – Limited

	Rec

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

Update/Comment
	Milestone Target

	3.1
	Due to the lack of coordinated management for storage of records, as noted above there are a number of external providers holding health board records. The costs vary between the providers as such the health board may not be sourcing the best value storage.
A review of the storage of records should be undertaken in order to establish the full health board need and to identify the most suitable locations for storage of records which should take into account the needs once appropriate disposal of records as noted in MA5 has been undertaken.
	H
	A Multi-Disciplinary Project Group will be established following the centralisation of the acute health records service to Ty Samlet, which will be completed by the 1/4/25. The project group will review the Health Board’ wide storage requirements and will encompass all the associated security/retention and disposal of records aspects highlighted within the audit report.  
	31/05/2025
	November 2025: Action plan presented in October 2025 to IGCAG and escalation to close the action which was approved. Action plan will continue to be monitored and enacted by the Head of Health Records.       
	31/01/2026

	3.2
	The HB utilises Transmedia for external record storage from multiple departments, including Workforce. However, our review noted that the only contract in place with Transmedia is for the storage of Pathology materials. Spend with the company is more than double than the contracted value, which may leave the health board open to legal challenge. We also note that the lack of a formal contract for storage other than Pathology items introduces uncertainty regarding Transmedia’s responsibilities in managing personal records, raising potential GDPR compliance concerns.
The arrangements for storage of records other than Pathology at Transmedia should be formalised with a contract or agreement that clearly states the requirements and responsibilities for records storage.
	H
	A contract/agreement will be developed to formalise the storage of all other records stored at Transmedia which clearly defines the requirements and responsibilities for storage of all records if SBHB continues to store records within this third-party storage facility  
	30/06/2025
	November 2025: Project Group met in August 2025 with nominated leads from all services that store records with Transmedia. Agreed by all that a robust contract needed to be put in place which met all service users’ needs and met all HB financial standards and obligations. The Deputy Head of Procurement has circulated a proposed questionnaire to all service leads to ensure all contract requirements are captured and considered.
	31/01/2026


	Lead Director – Director of Digital

	SBU-2425-020
	Data Quality
	Report Issued March 2025
	Assurance Rating – Reasonable

	Rec

Ref
	Findings & Recommendation
	Priority
	Agreed Management Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	1
	Whilst the Welsh Patient Administration System (WPAS) benefits from proactive and comprehensive data quality checks and monitoring, other clinical systems within the health board do not have equivalent oversight, with limited data quality reporting and dashboarding.

Whilst Product Specialists are in place for clinical systems, data quality issues in these systems are primarily identified and reported by users which can lead to inconsistent data quality management, and delayed identification and resolution of data quality issues.
	M
	The Product Specialists carry out various data quality tasks as part of their day-to-day duties and data quality forms part of their job description. The data quality measures for the systems managed by Digital Services will be formalised, documented and monitored to allow reporting and therefore improved oversight. 

A process will be implemented to agree data quality measures for new systems/ modules or upgrades to existing systems and these will form part of the transition to business-as-usual following implementation. 

SBU has a mixed economy of systems managed centrally within Digital Services and others that are managed within specialty/ service areas, such as Radiology, Pathology, Cardiology, where digital subject matter experts manage, maintain and monitor the service-specific systems in those areas. The subject matter experts provide quarterly updates to the Digital Services Management Group (DSMG). Taking a pragmatic approach to reporting from the specialty/ service areas, Data Quality will be added to the standard reports that these services provide to DSMG.
	30/06/2025
	December 2025: DSMG held 05/11/2025 and Data Quality for systems outside Digital Services reported as part of service updates. Some further refinement of the quality of the reporting needed but this part of the action is complete in terms of providing a mechanism for reporting and provision of assurance to the HB governance structure. IGLOG held in Sept did not include an update on the wider clinical systems managed by the product specialists. This will be addressed in the next meeting in January
	31/01/2026

	2
	Linked to key finding 1, not all clinical systems within the health board are proactively monitored for data quality issues. Whilst we note that the Information Governance Learning & Operational Group (IGLOG) will receive quarterly validity and consistency reports, this pertains to WPAS data only.

As IGLOG includes data quality as a key agenda item, it is essential that it receives data quality updates and improvement plans across all clinical systems, not limited to just one. This approach ensures comprehensive oversight and facilitates consistent monitoring and improvement of data quality across the entire clinical system landscape.
	H
	As per Key Finding 1, provide data quality updates and improvement plans: 

· To IGLOG for systems managed within the Clinical Systems and Data Quality team in Digital Services, and
· To Digital Services Management Group (DSMG) for service specific clinical systems
	30/06/2025
	December 2025: See comments above.
	31/01/2026


	Lead Director – Director of Finance

	SBU-2425-004
	Asset Management
	Report Issued February 2025
	Limited Assurance

	Rec

Ref
	Key Findings
	Priority
	Agreed Management Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	2
	The FCP states that:

“… the basic information for equipment purchases should be extracted from the Purchase Order and/or invoice, but advice should be sought from the appropriate manager where clarity is needed.”

This is a different process to some other NHS Wales organisations where an additions form is completed by the relevant manager confirming purchase cost and location of the asset for inclusion in the fixed asset register. We note that where purchases are through an electronic capital prioritisation bid, the essence of the additions form is reflected; however, further enhancement to the details recorded for those purchases made outside of this bid process is required. 

Further, noting the number of assets that could not be located during the course of the physical verification exercise (for the 2023/24), compliance with the expectations of the FCP regarding verification of asset information is not evident across Directorates.
	M
	It should be noted that advice provided by the MEMS, is that it is rare for medical equipment to be moved to a totally different location on a permanent basis and is most likely moved around local areas on the same site as part of the normal business of running a hospital – for example items of equipment are shared between departments on a need to have basis. 

Agreed that the verification process will be enhanced with the completion of full equipment details on addition to the Fixed Asset Register by the quarter following addition – including make, model, serial number, department, MEMS E-Quip system reference and going forward the possible addition of passive tags to some appropriate items of medical equipment. Part of this work will review how to enhance the use of technology to collect this information.
	31/07/2025
	November 2025: Asset Information being collected at source from new Capital Prioritisation Group Bids. FCP15 has been updated and received by the Audit Committee
	31/01/2026

	3
	For 2023/24, the annual non-physical verification exercise was undertaken only in respect of IT assets rather than all equipment assets as the FCP defines – and we note that this has been the case since 2019/20. 

The ‘status’ field within the e-Quip system is populated for the location of the asset. Whilst we were informed that it is reviewed by the Capital Finance Team, there is no documentary evidence to support that this is currently used as part of the verification exercises.
	H
	The outstanding assets from the 2023/24 verification process have been incorporated into the 2024/25 verification process.
A download/reports from the E-Quip system will be maintained as part of the reconciliation process.
	30/06/2025
	November 2025: FCP15 has been updated and received by the Audit Committee
	31/01/2026

	5
	Whilst capital acquisitions are recorded on the ledger throughout the year, the requirement of the monthly reconciliation to the fixed asset register as per the FCP (and as is undertaken at other health boards) is not completed. This is due to the RAM only being updated on an annual basis. 

We note that it is the health board’s intention to move to a quarterly reconciliation in 2025/26, noting that the Projects Module that was used within the RAM system (until 2022/23) prevented completion of reconciliations more frequently than an annual basis.
	M
	A quarterly upload from the ledger to the RAM Fixed Asset register will commence in 2025/26. 

Update FCP15.
	31/07/2025
	November 2025: FCP15 has been updated and received by the Audit Committee
	31/01/2026


	Lead Director – Director of Finance

	SBU-2425-027
	Estate Condition Governance
	Report Issued March 2025
	Reasonable Assurance

	Rec

Ref
	Key Findings
	Priority
	Agreed Management Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	2
	The Estates Risk Register has been updated on an annual basis at year end, and whilst we evidenced a recent review by Estates, this was for the purpose of handover to the incoming Assistant Director of Estates. We note the Estates Risk Register had also been separately reviewed by the Assistant Director of Capital to undertake a similar exercise, and this suggests there is scope for more joined up working in this area. 

There should be a process going forward for ensuring this document receives regular review and updating and can therefore be meaningfully considered alongside the 6-facet survey results to inform capital prioritisation decisions.
	M
	The Assistant Director of Estates and Assistant Director of Strategy (Capital) will jointly review the Estates Risk Register during Q2 of 2025/26. Going forward, this will then be jointly reviewed on at least a 12-monthly basis, alongside the 6 FACET survey, to inform the capital plan.

In addition, the Assistant Director of Estates has agreed with the Assistant Director of Finance that the Estates Risk Register will become the primary planning tool for informing business continuity and rolling investment plans.
	30/09/2025
	November 2025: Estates Risk Register now update, and high-risk backlog maintenance priorities presented to the Capital & Estates Board. Priority items are now included within the WG Targeted Estates Funding Bid 2025 to 2027 and funding some of the backlog priority works. Risks are also included in the reports to Performance and Finance committee. Quarterly updates will be provided to Performance and Finance committee.  
	31/01/2026

	5
	Management advised that the assigned governance forums responsible for the allocation and management of discretionary capital were not operating at the time the 2024/25 annual programme was agreed.

 We have not been sighted on an equivalent audit trail (e.g., via email between key officers) demonstrating appropriate consideration and approval of the funding allocations.
	M
	Where schemes are to be funded via discretionary capital, a management trail will be retained to evidence the appropriate consideration and approval of the funding allocations. Consideration will be given to the part which the 6 Facet Survey spreadsheet could play in this process.
	30/09/2025
	December 2025: Capital Discretionary plan funding allocation is now agreed through the Capital Management Group and Capital & Estates Board. A paper is then produced for the Health Board to approve in January 2026 for spend 26/27.
	31/01/2026

	6
	Whilst the 6-facet survey spreadsheet had been updated to record allocations of all-Wales, EFAB and discretionary capital against the assets, it did not incorporate the more recently assigned Backlog Maintenance funding allocations. There were also some variances between the annotations related to discretionary capital and the allocations captured at the Estates discretionary capital spreadsheet (recognising the two processes were separately managed by Capital and Estates).
	M
	The 6 Facet survey spreadsheet will be reviewed and updated, taking account of the issues raised in this report. The Assistant Director of Estates will be responsible for updating the spreadsheet going forward, and will ensure that: 

· All allocation sources are clearly recorded
· Entries accurately reconcile to the Estates discretionary capital spreadsheet
	30/09/2025
	December 2025: The 6 Facet Survey information will be superseded with an Asset Register which will provide the current condition of the Plant/Estates Infrastructure together with Life Cycle replacement timelines and included on the Estates Risk Register. Work in progress and due to be complete April 2027.
	30/04/2027


	Lead Director – Director of Finance

	SBU-2425-026
	Energy Management
	Report Issued January 2025
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	2
	Recognising the UHB’s existing UHB Energy Management Systems, there are opportunities to enhance the current process. It is understood that there are a number of possible add on’s that could add value and reduce elements currently undertaken manually. Although noting these would complement and not replace controls such as manual meter reads which are required to reconcile against.
	M
	Review with TEAM SIGMA their software APP for recording meter reads. Evaluate with TEAM implementation of STARK consumption data supplied directly into TEAM database. Noting manual reads to be retained. Electronic bill receipt and automatic payment to be considered.
	28/02/2025
	December 2025: We have requested from Total Energies to remove commas from the CSV AMR Files we receive as this is causing issues when uploading to Team Sigma. We have loaded all AMR files we have received by manually removing commas. We are awaiting feedback from Total Energies to investigate if this can be done when sending monthly automated AMR Reads.
	31/01/2026


	Lead Director – Director of Workforce & Organisational Development

	SBU-2324-008
	Agency Staff Management
	Report Issued June 2024
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	There is no policy or procedure in place for the management of medical and non-medical agency staff within the health board. The review did note that the Nurse Rostering policy has a checklist in place for temporary staff decision making, however the policy has surpassed it December 2022 review date and failed to rectify gaps previously highlighted.
The health board should look document roles and responsibilities, processes, controls and record-keeping requirements in a policy and/or procedure document for the management of both medical and non-medical agency staff. The document should be communicated appropriately to the staff involved in the process.
	M
	The Health Board will create an agency procedure which confirms the process including roles and responsibilities. This will be in line with procurement procedures.
	30/09/2024
	November 2025: The Rostering policy is in draft and has not been signed off due to staff side challenge over breaks. An overarching policy has been developed that will have individual appendix for different professional groups. Again, we have a medical locum policy in draft. However, it is important to note that since the HB has been in a higher level of control escalation a number of these procedures have changed. Therefore, until there is some stability in terms of governance arrangements it will be difficult to complete a revised policy/protocol. Please note that this is an action that is within the variable pay steering group which is multi-disciplinary.
	31/01/2026


	3.1
	From our review of a sample of shifts, gaps were identified in formal authorisation for the approval of agency staff. Further, where ‘off-contract’ agencies have been used, there was no documented evidence available to support the authorisation of its use, or of the rates to be applied.
The health board should ensure that all shifts issued to agency has an audit trail that ensures authorisation was approved prior to agency cover being obtained.
	H
	We will develop and implement an agency approval form.
	31/07/2024
	November 2025: The formal agency form has been in place for nursing. There is an overarching document that captures the submissions. Medical have daily agency meetings. Under the revised arrangements all agency requests are submitted to the respective professional board. We are currently formalising a documented process for non-clinical variable pay.
	31/01/2026

	4.1
	NWSSP Procurement appointed Audit & Assurance to undertake work to confirm nurse agency compliance with the All-Wales Agency Nurses contract specification. We note that eight agencies have been reviewed since April 2023, four of which were used for shifts sampled at this audit. Whilst assurance can be taken from no significant issues being raised in relation to pre-employment checks for the applicable agencies, there is no evidence of reporting of such within the health board.
Reporting on the output of the contract specification compliance checks should be reported to an appropriate forum within the health board.
	M
	Outcome of the checks undertaken to date will be reported within the health board.
	30/11/2024
	November 2025: NWSSP have advised that there is a schedule, and this may be chargeable to the Health Board.
	31/01/2026

	4.2
	The appointment Audit & Assurance to undertake work to confirm nurse agency compliance with the All-Wales Agency Nurses contract specification was to cover 2022/23 and 2023/24. It has not been determined how this will continue going forward, noting that the contract specification states that such work can be undertaken by the Health Boards and/or NWSSP as Agent for Health Boards.
To further address the recommendation by the Local Counter Fraud Services team, consideration should be given at both a local and national level as to how continued compliance will be measured and reported.
	M
	To consider how assurance on continued compliance will be measured and reported, this will be raised at national forums to determine consistent approach.
	30/11/2024
	November 2025: All agency workers have pictures on Healthroster so when the staff attend the ward they can check the ID against the picture held on file. Where we have not been supplied a picture by the agency the bank office are actively chasing. Instructions have been issued to service groups regarding checking ID’s. The bank office have an agreed audit programme to assess compliance for nursing staff which began in October and will be reported to an appropriate forum.
	31/01/2026

	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.
	M
	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.
	30/06/2024
	November 2025: Evidence of completion is awaited

	


	Lead Director – Director of Workforce & Organisational Development

	SBU 1920-042
	Disclosure & Barring Service

(DBS) Checks
	Report Issued January 2020
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

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

We recommend that:

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

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

· the number of DBS checks that are required;

· have been completed;

· are in progress;

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

ii) Future reporting to WODC will record progress against these milestones/targets including clear quantitative information such as the number of DBS checks that are required; have been completed; are in progress; or are yet to be started. 
	28/02/2020
	December 2025: Data cleanse of employee records as part of Right to Work (RTW) project is complete.  We have now moved into file checking for missing RTW data and will extract any relevant DBS data at the same time. We are now able to identify those employees who do not have a DBS recorded on ESR but do not at this point know if they require one (albeit we can assume for certain staff groups such as N&M that all staff should have a DBS recorded).  We will be preparing a paper ready for early 2026 which will detail the current status of the RTW project and make some assumptions regarding the status of missing DBS data in order for a further assessment to be made regarding current risk, and what investment would be required to alleviate some or all of the risk, as the resources committed to the RTW project will not be able to address the missing DBS data.  Given that RTW data is a statutory Home Office requirement, this risk needs to be addressed initially.
	28/02/2026


	Lead Director – Director of Workforce & Organisational Development

	SBU-2425-029
	Job Evaluation
	Report Issued May 2025
	Reasonable Assurance

	Rec

Ref
	Key Findings
	Priority
	Agreed Management Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	1
	Current practice at the health board is for staff side representatives to utilise their Facilities Time to participate in job evaluation panels, which we are advised can be a barrier to participation. However, the latest NHS Job Evaluation Handbook does not expressly state that use of Facilities Time for attendance at panels is a requirement. Accordingly, we consider that the health board may wish to broaden their options for staff side representatives.
	M
	We will share the audit findings at Health Board Partnership Forum to reinforce the request for additional staff side representatives to be consistency and job match trained. This will broaden the pool of staff side representatives available.
	19/07/2025
	December 2025: Three additional Staff Side representatives have undertaken Job Matching training during Q3 of 2025/26, with a further Staff Side rep undertaking consistency training. From 2026, all Job Match Practitioners who have regularly participated in Job Matching sessions will be requested to complete Consistency Training. This initiative aims to strengthen representation by increasing the number of both Management and Staff Side practitioners. The Registration Form for Job Match Training in 2026 has now been released. It has been shared via Engage and emailed to Business Partners (BPs) for circulation within their respective Service Groups.
	

	4
	Whilst we understand the close nature of the working arrangements between the JE Lead and line management, there is an expectation that an annual report from CAJE be generated and reported. However, we note that the report for 2024 has been delayed.
	M
	Generate an Annual Report utilising Power BI – reportable April – to – April. The Annual Report will be presented at Health Board Partnership Forum and also WOD In-Committee on an annual basis.



	19/07/2025
	November 2025: In January 2026, a comprehensive report will be presented summarising all job evaluation activity undertaken throughout 2025. This report will provide an overview of key developments, training milestones, panel activity, Welsh Translations and consistency outcomes and trends. Following this, a six-month interim report will be produced, capturing the activity and emerging trends from January to June 2026 and presented to Committee & Partnership Forum. This will support ongoing monitoring.
	

	5
	KPIs are not outlined by the Handbook. The development of the new dashboard (Power BI) report by the Job Evaluation Lead is being developed to include KPIs however we are cognisant that the health board is still defining what those KPIs should be. Accordingly, there is no performance data in relation to the job evaluation process currently reported at Committee level.
	M
	The Annual Report utilising Power BI, as per key finding 4, will include KPIs. Performance against KPIs included in the Annual Report to be reported to Health Board Partnership Forum and WOD In-Committee on an annual basis.
	19/07/2025
	November 2025: To improve efficiency and accessibility within the Job Evaluation process, technology has been increasingly integrated into operational workflows. The use of Microsoft 365 Bookings has enabled the Job Matching Team to streamline panel scheduling. Job Matchers can now self-select preferred dates and times for panel participation across the calendar year, significantly reducing administrative burden and enhancing flexibility. This approach has contributed to a more efficient process, allowing the team to better prioritise tasks and accelerate turnaround times. Additionally, the Job Evaluation Request Form has been digitised via Microsoft Forms. This automation has simplified the submission process for managers, making it less time-consuming and more user-friendly, while also improving data capture and consistency. To further strengthen governance and ensure adherence to Standard Operating Procedures (SOPs), an audit tool has been developed. Beginning in January 2026, a comprehensive audit of all Job Evaluation folders from 2025 will be undertaken. This review will assess compliance with established standards and support continuous improvement in documentation and process integrity. This structured approach will help maintain transparency, support continuous improvement, and ensure alignment with job evaluation principles.
	


	Lead Director – Executive Director of Nursing & Patient Experience

	SBU-2425-008
	Learning
Incidents & Concerns
	Report Issued May 2025
	Reasonable Assurance

	Rec

Ref
	Key Findings
	Priority
	Agreed Management Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	1.1
	We understand that an ‘All Wales Learning From Events Framework’ model document has been developed on a national basis by Welsh Risk Pool, and a local version has been developed within the health board. There is also an opportunity to learn from frameworks being developed elsewhere across NHS Wales to reinforce their commitment to learning, clarify roles and responsibilities, set out the sources and routes for learning, and mechanisms for sharing and escalating learning.
	M
	We will link in with other health board’s nationally to learn their learning structures and to review and revise our existing Learning Framework in light of other models.
	30/11/2025
	December 2025: Action to be revised to reflect work around LTP implementation
	31/01/2026

	2.2
	Our review of the ‘Lessons Learned’ field within Datix identified that it is not always completed with sufficient detail, information is inconsistently captured and often did not always clearly and concisely document the learning from the event where appropriate.
	M
	Executive Director of Nursing (EDON) and Executive Medical Director (EMD) to write to Service Group Nurse Directors to remind service groups of the importance of completion of investigations and action planning
	30/11/2025
	December 2025: Action to be revised to reflect work around LTP implementation
	31/01/2026

	3.2
	Discussion with key officers at Service Groups implied that the function to produce action plans directly from Datix was not fit for purpose.
	M
	Discussion with service group quality leads regarding functionality of DATIX action plan and feedback provided to All –Wales user group
	30/11/2025
	
	

	4.2
	The WRP report issued to the health board in May 2024 identified the need to improve processes around the storage and sharing of learning between the Service Groups.
	M
	Review function of Patient Safety Congress events, to include sharing learning from Never Events and creation of learning briefs.
	30/11/2025
	December 2025: To come to January 2026 QSG
	31/01/2026

	5.1
	Our review has identified variation in the reporting of learning from incidents and concerns, at both Service Group and Corporate level. We have seen some good examples where learning is identified by incident type, for instance within reporting to the NPTS Quality and Safety Group.
	M
	NPTS to present in Quality and Safety Group on their systems for learning and assurance
	30/11/2025
	December 2025: Action to be revised to reflect work around LTP implementation
	31/01/2026


	Lead Director – Executive Director of Nursing & Patient Experience

	SBU-2425-009
	Quality Assurance Framework

DoN
	Report Issued March 2025
	Limited Assurance

	Rec

Ref
	Key Findings
	Priority
	Agreed Management Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	3a
	The health board’s Quality Strategy sets out the responsibility of Service Groups for undertaking assurance activity and audits. Evidence to support the existence and outcomes of these assurance arrangements has been limited.

Further, no information was provided to support the work completed on the Healthcare Monitoring System (HCMS) prior to the introduction of AMaT. There is currently no reporting on the completion, results nor action status of Service Group level audits across the health board.

 Whilst recognising that the health board is still in the process of rolling out the AMaT system on a phased basis, and in the absence of any previous information, a review of the October 2024 data from the AMaT system noted that out of the total 807 audits available for completion across the Service Groups, only 476 (59%) had been completed. There are gaps on completion across each Service Group.
	H
	Service Group directors will provide reports to each Patient Safety and Compliance Group meeting of assurance visits undertaken, and the status of open actions from previous visits, using the Health Board tool in the period and the outcome.

	30/09/2025
	December 2025: Update position provided to QSG in Nov 2025. PCT have commenced visits, MH&LD undertaking visits but revising AMaT tool to meet their needs, Morriston advised post meeting that they are planning their programme. NPTSSG confirmed outside meeting that they are undertaking unannounced visits. Closure anticipated following January PSCG meeting when updates will be received from service groups.
	31/01/2026


	Lead Director – Director of Strategy

	SBU-2425-005
	Business Continuity Mgmt.
	Report Issued July 2025
	Limited Assurance

	Rec

Ref
	Key Findings
	Priority
	Agreed Management Action
	Original Agreed Deadline
	Most Recent

Update/Comment
	Milestone Target

	3b
	While still a working draft (as awaiting finalisation of the health board revised risk management process), the EPRR operational risk register has high current and target scores for its risks, in line with the national position. Despite the assurances detailed, six of eight risks were scored as catastrophic, including the staff capacity within the corporate EPRR team. The consolidation of such within the proposed two overarching risks remains to be determined to ensure alignment with other high scoring risks on the strategic risk register; and the mitigations to support national responses.
	M
	Ensure sufficient context has been provided for EPRR risk register in relation to justification on catastrophic risks and why despite mitigations / assurances in place there will be no change to risk scoring. To work with the Risk & Assurance Team to resolve how these risks will be dealt with in the context of the Health Board’s revised risk management processes.
	
	December 2025: The Head of EPRR and EPRR Manager are arranging to meet with Hywel Dda UHB colleagues in order to discuss how they are addressing the issue of EPRR risk, and to look at opportunities to aligning approaches where possible.
	31/01/2026


	Lead Director – Director of Allied Health Professionals & Health Sciences

	SBU-2324-011
	Additional Learning Needs
ALN
	Report Issued January 2024
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	2.2
	To provide consistency and clarity in complying with the ALN Act, a number of policies and procedures have been developed in conjunction with the health board’s partners, but have not been finalised.
Guidance should be finalised and approved by an appropriate forum, communicated to all key individuals involved in the process, and subject to a regular review with the date recorded.
	M
	On completion, all guidance documents / Standard Operating Procedures will be brought to the ALN Steering Group via the Operational Group for approval and for direction regarding any other fora at which approval is required. Approval / ratification will then be sought through the appropriate forum as needed. Review arrangements and the mechanism for review for all documents will be formally documented.
	30/09/2024
	November 2025: Integrated Impact Assessments have now been completed for all previously approved SOPs, with the support of the Directorate of Insight, Communication & Engagement. These final documents will now be presented to the next meting of the ALN Steering Group in order to evidence formal approval.
	28/02/2026

	4.1c
	The DECLO is a shared resource employed across three health boards, but we were unable to obtain documentation to confirm the agreement for the recharge.
The written agreement that records the basis for the DECLO’s salary recharge should be retained in a central location.
	H
	There will be liaison between Swansea Bay, Hywel Dda and Powys Health Boards to formally document the agreement that the DECLO post for the three Health Boards, hosted by Swansea Bay University Health Board, is jointly funded by the three Health Boards with salary recharge arrangements in place.
	30/06/2024
	November 2025: This remains outstanding. Deputy Director of AHPs & HSs is liaising with neighbouring Health Boards to finalise this; aim is to have this completed by 31st December 2025.
	31/01/2026


	Lead Director – Director of Allied Health Professionals & Health Sciences

	SBU-2425-016
	Mortuary Services
	Report Issued January 2025
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	Roles and responsibilities have been clearly documented within the Transitional MoU and Mortuary Service MoU. While the Transitional MoU has been approved by both health boards in May 2024, no signed version of the document could be located during our review.
	M
	We will ensure the Transitional MoU is signed and the document is easily accessible.
	31/03/2025
	November 2025: Transitional MOU to be signed in January 2026
	31/01/2026

	1.2
	The Mortuary Service MoU has been reviewed and approved by the Chief Executives of both health boards in March 2024. However, the contact point for SBUHB is not recorded within the document; and we have been unable to confirm the reporting of the MoU within the health boards and its communication to mortuary staff.
	M
	The Mortuary MoU will be reviewed and updated to ensure key contact information is included, and we will ensure the final version is circulated appropriately within both health boards and communicated to mortuary staff.
	31/03/2025
	November 2025: This will be updated in the Transitional MOU
	31/01/2026

	3
	We note that the development of the Operational Delivery Network (ODN) has been impacted by capital funding and the delivery plan is behind schedule, however, the ODN Service Specification and commissioning arrangements have not been finalised. This would assist in determining how the ODN, including leadership roles, will be financed. 

In relation to the regional mortuary service provision, there is a spreadsheet that details the basis for the sharing of staffing costs between the health boards. However, current arrangements need to be more explicit to confirm the basis of the recharge.
	M
	We will formally document the agreement between the health boards of shared costs for the provision of the regional mortuary service and ODN.
	31/03/2025
	December 2025: A meeting was held on 9th December with Hywel Dda colleagues; further revisions are needed to the text to ensure it is agreeable to both sides and allow them to progress the regional mortuary SLA for signature.
	

	4.1
	Originally, regionalisation of the mortuary services was conceived as a separate workstream within the programme focusing on the capital build. The scope was extended to encompass staffing issues at HDUHB and the ODN, but mortuary now forms part of the Regional Pathology Cellular Pathology Working Group. This has resulted in gaps within the project management process as there is no clearly defined project scope outlining roles and responsibilities.
	H
	We will ensure that the scope of the regionalisation of the mortuary services is clearly detailed along with roles and responsibilities. 

Review existing HTA regional and regional meetings and focus on HTA issues and utilise new operational groups to discuss regional mortuary operational matters.
	31/03/2025
	November 2025: A Regional Mortuary Services delivery plan has been circulated to all relevant stake holders.
	

	4.2
	Additionally, the terms of reference provided for the cellular pathology working group are dated 2022 and would benefit from a review as the document details that, “arrangements shall be reviewed on at least a 6 monthly basis.”
	H
	Terms of reference for the cellular pathology working group will be reviewed and approved.
	31/03/2025
	November 2025: A Regional Mortuary Services delivery plan has been circulated to all relevant stake holders.
	

	5
	The Transitional MoU details key leadership roles for ODN delivery, including the Regional Pathology Network Director; Network Clinical Director and the Pathology Transformation Programme Director. While job descriptions have been prepared, there has been no recruitment into these posts which will result in a lack of continuity when the Regional Pathology Programme Director’s two-year secondment ends in February 2025. It may also result in the health boards being unable to go live with the ODN from April 2025 as planned (a review is currently being undertaken to assess the readiness of the Network).

During our audit, there was a reliance on the Regional Pathology Programme Director to provide operational documentation rather than the wider programme evidence he was responsible for. Key issues and lessons learnt relating to the programme have not been documented.
	H
	We will ensure that all key issues and lessons learnt relating to the programme are documented. These will be shared at the Regional Management Meeting and Regional Mortuary Operations meeting (see key finding 4) to ensure they are considered and amendments made / changes embedded as the programme progresses.
	31/03/2025
	November 2025: A decision was made in September’s public board to pursue a regional model for cellular pathology.
	

	6
	Finding 4 highlighted gaps in how the mortuary element was incorporated in the wider programme. This also includes not having a clear plan for the joint mortuary service that includes timescales to deliver the following:

· Standardisation of processes
· Mechanisms to share information
· Use of technology
· The regional workforce plan for future mortuary service provision
· Identifying training needs of the mortuary staff
· communication and engagement
	H
	A dedicated delivery plan will be developed for the regionalisation of the mortuary service that will incorporate SMART criteria to define success and provide realistic timescales for delivery.
	31/03/2025
	November 2025: Processes continue to be reviewed
	

	7
	Operational mortuary service risks are documented separately by each health board. 

There is no overall project register that documents the risks to delivery of the regionalisation of the mortuary service. There is a Programme RAID log detailing both strategic and operational risks, including funding risks, but mortuary service risks are not detailed. We also note that the Cellular Pathology workstream’s RAID log does not detail any risks at all.
	M
	A dedicated risk register will be developed to incorporate risks relating to the regionalisation of the mortuary service. A Regional Mortuary Operational Management Group will be formed whose terms of reference will include oversight of this risk register, which will be a standing agenda item. Risks will be escalated to the ODN Operational Group, where appropriate.
	31/03/2025
	November 2025: Regionalised risks to be reviewed as part of the new ODN
	

	8
	A Communications & Engagement Plan was developed in July 2022 to ensure there is regular engagement of the Regional Pathology Programme. Thirteen actions are detailed within the Plan, but there are no clear timescales for delivery.

 Noting the passage of time from the release of the Plan, there is scope for such to be reviewed and updated as well as to confirm the reasonableness of the actions included.
	M
	To review Communications and Engagement plan as part of the review of the ODN implementation progress during March 2025.
	31/03/2025
	November 2025: Staff engagement resumed in September 2025, with a presentation to all staff.
	

	9.1
	The governance structure that incorporates the ODN, ARCH and HTA Assurance does not provide sufficient oversight of arrangements in relation to the mortuary element of the Programme. We identified the following issues during our testing:
· There has been no recent reporting to the “quality and safety and finance and performance committees” at either health board, as required by the Transitional MoU
· Recent ODN Delivery Board meetings have been cancelled, resulting in there being no robust reporting structure to escalate key issues from the sub-groups.
· The cellular pathology workstream reports into the ARCH Regional Pathology Programme Board, but there is insufficient oversight over arrangements in relation to the mortuary element of the workstream.
· Differences in the level of ARCH reporting to each health board.
· Terms of reference for each of the HTA meetings (SBUHB, HDUHB and regional) have recently been reviewed, but we note that several verbal updates are provided for agenda items at the regional HTA Assurance meetings instead of written reports.
	H
	Re-establishment of ODN Board.
	31/03/2025
	December 2025: The ODN Board does not have an operational function in overseeing operational delivery. ARCH reporting and infrastructure is being superseded by the establishment of the Regional Joint Committee as a formal subcommittee of both boards
	

	9.2
	
	H
	Establishment of agreed ODN Operational Group and separation of mortuary and cellular pathology under this structure to provide focus to mortuary issues.
	31/03/2025
	December 2025: The ODN Board does not have an operational function in overseeing operational delivery. ARCH reporting and infrastructure is being superseded by the establishment of the Regional Joint Committee as a formal subcommittee of both boards
	


	Lead Director – Executive Medical Director

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

	Rec

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

Update/Comment
	Milestone Target

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

· the order had been raised and received by the same individual;

· the ward signature in the ‘Received by’ section of the order slip was illegible or absent

· the delivery bag seal number was absent from the orders’ entry in the ward/theatre CD register;

· the signature in the order entry section of the ward/theatre CD register was illegible; and

· the second (witness) signature section on the CD register was illegible.

Further testing identified instances where ward signatures in the register dispensing entries were illegible

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

· Making all staff involved in the management of controlled drugs aware of these findings in order to help staff reflect on current practice.

· Drawing staff attention to the Health Board’s controlled drug policy and in particular the relevant sections relating to this recommendation, with the aim of improving adherence to policy requirements.

· Ensuring performance relating to this recommendation is re-audited by the Service Group within 6 weeks to provide the Service Group, the Executive team and the Controlled Drug Accountable Officer with the necessary assurance that mitigating action has been successful and that practice is fully compliant with policy.

· Ensuring that the findings and recommendation are discussed at the relevant Service Group controlled drug governance and quality & safety forums together with the outcome of mitigating actions.
	06/01/2023
	March 2025: Given the service changes which have taken place since the original recommendations were made, management have requested that a follow-up review of the current position against these actions is included as part of the 2025/26 Controlled Drugs audit.


	31/03/2026

	1.1b
	We also noted that some of the wards/ theatres sampled recorded a second (witness) signature in the ‘Received by’ section of order slips. Whilst this is not at present a requirement stated in the policy or procedure documentation, the health board should consider introducing into the CD order documentation this good practice step to strengthen further the existing controls.

We recommend that the health board consider introducing the requirement to provide a second (witness) signature on CD order stationery to strengthen further the existing controls.
	M
	The Controlled Drug Accountable Officer will work with Service Group Controlled Drug Leads to review controlled drug policy in respect of witness signatures for the receiving of CDs and for existing controls in place.
	31/03/2023
	March 2025: Given the service changes which have taken place since the original recommendations were made, management have requested that a follow-up review of the current position against these actions is included as part of the 2025/26 Controlled Drugs audit.


	31/03/2026

	2.1
	Testing confirmed that hospital pharmacy teams were conducting and documenting periodic CD audits; however instances were noted where Pharmacy CD balance checks had not been evidenced in the ward / theatre CD register (six of eight cases).

We recommend that hospital pharmacy team CD balance checks are recorded on the individual drug pages of the CD registers and in the Pharmacy CD dashboard tool for all audits undertaken. The latter should then be used to support a more formal management review of the audit findings, the results of which could be shared with stakeholders across the health board.
	M
	Pharmacy Leads will work with Service Group Controlled Drug Leads to ensure as a minimum:

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

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

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

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

• Ensuring that these findings and recommendations are discussed at the relevant Pharmacy and Service Group controlled drug governance and quality & safety forums together with the outcome of mitigating actions.
	31/03/2023
	March 2025: Given the service changes which have taken place since the original recommendations were made, management have requested that a follow-up review of the current position against these actions is included as part of the 2025/26 Controlled Drugs audit.


	31/03/2026

	2.2
	In a broader sample of pharmacy CD audits, we noted some instances where documentary records were not retained to support that the audit and balance check had been undertaken.

Pharmacy should retain original audit documentation for all audits they perform in order that they are available for examination in the event of enquiry.
	M
	Pharmacy Leads will work with Service Group Controlled Drug Leads to ensure as a minimum:

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

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

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

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

• Ensuring that these findings and recommendations are discussed at the relevant Pharmacy and Service Group controlled drug governance and quality & safety forums together with the outcome of mitigating actions.
	31/03/2023
	March 2025: Given the service changes which have taken place since the original recommendations were made, management have requested that a follow-up review of the current position against these actions is included as part of the 2025/26 Controlled Drugs audit.


	31/03/2026

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

· Mental Health & Learning Difficulties: actions were not dated and there were many of amber status denoting that they were not completed.

· Singleton / NPT: the document has a narrative format without clear actions or target dates so it wasn’t possible to determine status of the former.

· Morriston: the latest revision of the CDMAP was dated April 2022 and we noted actions of the action plan largely completed, excepting three where revised target dates had expired (implementing a comprehensive training programme, structured review of the CD “Potential Diversion” Log, developing and implementing a comprehensive performance monitoring framework.)

We recommend that all Service Groups review and update their CDMAP action plans to give clarity over those actions that are outstanding, their significance rating and target dates for completion and going forward, that these should be monitored and updated at each of the respective Service Group CD management group review meetings.
	H
	The Service Group Controlled Drug Lead will direct the Service Group’s response to these recommendations. This will include as a minimum:

· Ensuring that the Service Group reviews their Controlled Drug Management & Assurance Plan (CDMAP) in line with these recommendations.

· Discussing the Service Group’s updated CDMAP, or latest draft if ongoing, at the Service Group Controlled Drug Lead/Controlled Drug Accountable Officer biannual meeting in late November/early December 2022, to provide the Controlled Drug Accountable Officer with the necessary assurance that mitigating action has been successful.

· Ensuring that these findings and recommendations are discussed at the relevant Service Group controlled drug governance and quality & safety forums, together with the outcome of mitigating actions.
	06/01/2023
	March 2025: Given the service changes which have taken place since the original recommendations were made, management have requested that a follow-up review of the current position against these actions is included as part of the 2025/26 Controlled Drugs audit.


	31/03/2026

	3.2
	There is no evidence that CDMAP scopes have been reviewed against legislation to ensure all key aspects are covered (an action raised in our previous advisory review).

CDMAPs scope should be reviewed against current legislation to ensure that all key aspects are covered, and against the findings reported in this audit and updated where necessary.
	H
	See 3.1 Above
	06/01/2023
	March 2025: Given the service changes which have taken place since the original recommendations were made, management have requested that a follow-up review of the current position against these actions is included as part of the 2025/26 Controlled Drugs audit.


	31/03/2026


	Lead Director – Executive Medical Director

	SBU 2425-010
	Mortality Reviews
	Report Issued Sept 2024
	Reasonable Assurance
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	4.1
	The review of the Service Groups identified a lack of reporting of Mortality Reviews: 

· Divisional reports to Morriston’s Quality, Safety & Patient Experience Group are to include detail of mortality reviews, however, we noted minimal reporting of such for the period September 2023 to July 2024.
· Review of the minutes of the Singleton/NPTSG Quality Safety & Risk meetings between January – June 2024 noted a lack of reporting and discussion relating to mortality reviews.
· From 9 September 2024 the law is changing to include undertaking a Mortality Review by the Medical Examiner for all deaths within Primary Care as a statutory requirement.
Routine reporting to the Service Group designated groups should be undertaken through which the mortality review process is appropriately discussed and scrutinised. Monitoring of actions plans in place and communication of lessons learned should also be evidenced through these groups.
	H
	Service groups will ensure the mortality review process/serious incident process, including any learning and actions from cases, is considered at an appropriate forum within its governance structure to ensure progress is made with any implementation plans.
	27/02/2025
	November 2025: Minutes of the August and September NPTS SG Quality Safety & Risk Group meetings evidence discussion of the importance of the receipt of mortality reviews, with all divisions being instructed to bring summaries, including action plans, to future meetings.
	31/01/2026
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