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

	Lead Director – Chief Operating Officer

	SBU-2425-002
Service Group Governance

NPTS

Report Issued

May 2025

Assurance Rating

Reasonable
	Rec

Ref
	Key Findings
	Agreed Management Action
	Update/Comment

	
	1.1
	Terms of reference (ToR) were provided for the key groups within the NPTSSG’s governance structure, but a number of weaknesses were identified in the expected governance framework
	All Service Group-level terms of reference will be reviewed including sign off process, quoracy, reporting arrangements, and escalation arrangements.
	SLT & QSR Group TOR reviewed, Management Board Currently stood down due to prioritisation of Recovery & Sustainability Group

	
	1.2
	Terms of reference (ToR) were provided for the key groups within the NPTSSG’s governance structure, but a number of weaknesses were identified in the expected governance framework
	Terms of reference template documents to be reviewed for version control and changes to previous versions.
	TOR template developed and circulated

	
	1.3
	Terms of reference (ToR) were provided for the key groups within the NPTSSG’s governance structure, but a number of weaknesses were identified in the expected governance framework
	Terms of reference template to be sent to all divisions for review/amendment of their terms of reference.
	TOR template developed and circulated

	
	4.1
	For areas which were below 85% compliance in respect of key workforce metrics (e.g., PADR, S&M Training), it was unclear from reporting whether all had improvement plans in place, and/or whether these were having the required impact on performance. Similarly, reporting did not clearly indicate if all required sickness absence improvement plans had been developed.
	The Service Group will develop a standard slide for BAAM which will require Divisions to identify all cost centres where workforce KPIs for PADR, Sickness and Mandatory training are not compliant with WG targets.

The Division will be responsible for confirming which cost centres have robust improvement plans in place which are being actively monitored. Where cost centres do not have improvement plans there will be an expectation that these will be developed, and timescales agreed as part of a discussion in BAAM.
	New HR report developed and in place with teams

	
	4.2
	A deep dive was scheduled for November 2024 to improve the quantity and quality of PADRs, however the HR Business Partner confirmed that this had not yet happened. The timescales for workforce priorities and programme of work would benefit from a review to ensure that they are realistic.
	Workforce priorities and timescales will continue to be part of regular BAAM discussions.
	New HR report developed and in place with teams

	
	8.3
	There was inconsistency as to how risk is reported within the CYPWH Division: CYP reported the distribution of its risks as well as those scored above 20; WFI reported new risks and those scored above 20; maternity reported risks above 15 and new risks; and gynaecology reported on risks above 20.
	The Service Group will amend the BAAM/QSR slide decks and circulate to division to ensure consistency in reporting.
	New HR report developed and in place with teams


	Lead Director – Chief Operating Officer

	SBU-2324-002
Service Group Governance

MH&LD
Report Issued

July 2024

Assurance Rating

Reasonable
	Rec

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

	
	6.1
	The health board Standards of Business Conduct Policy (‘the Policy’) section 6.4 includes that Service Group Directors are responsible for the review of registers of declarations of interest (D.O.I). D.O.I returns were available for Service Group Directors, but none were available for the LD Division Senior Management Team.
Declarations of interest should be completed by senior management teams within the Service Group on an annual basis, and included within a register for Service Group Director review.
	Divisional compliance registers will be constructed to evidence all senior staff (8A and above) have completed an annual D.O.I. and regularly reviewed by Service Group Director. This will be included in the work programme in 1.1.
	Central database of Senior Management Team held with Ops team and reviewed by Service Director.  Divisions are responsible for management of Divisional Compliance Registers, including Consultants, with copies sent to the Head of Operations. Monthly reviews undertaken by the Head of Ops as part of the Governance Action Plan.

	
	6.2
	The Standards of Business Conduct policy also requires all consultants to complete a standard D.O.I, with an additional declaration required when undertaking private practice (s.18.2). We were informed this is considered as part of the annual job planning process, and a review of records within one directorate within the LD Division (Cwm Taf Morgannwg directorate) confirmed that additional employment and practice are recorded within the job planning software, however standard D.O.I. forms are not retained.
Declarations of interest should be completed by consultants and retained by divisions, as required by the health board policy.
	Consultant compliance registers will be constructed to evidence all consultants have completed an annual D.O.I – this can be amalgamated with the divisional register for ease of access.
	Central database of Senior Management Team held with Ops team and reviewed by Service Director.  Divisions are responsible for management of Divisional Compliance Registers, including Consultants, with copies sent to the Head of Operations. Monthly reviews undertaken by the Head of Ops as part of the Governance Action Plan.


	Lead Director – Chief Operating Officer

	SBU-2324-015
Mental Health

111 Service

Report Issued

June 2024

Assurance Rating

Limited
	Rec

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

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


	Lead Director – Chief Operating Officer

	SBU-2425-013
AMSR Benefits Realisation

Report Issued

July 2025

Assurance Rating

Reasonable
	Rec

Ref
	Key Findings
	Original Response / Agreed Action
	Update/Comment

	
	1
	Benefits Realisation Framework

The health board does not have a benefits realisation framework or guidance which directs the process of identifying and measurement of benefits.

A benefits register should provide a tool for identifying deliverables, providing a basis for measuring outcomes and success. Review of the AMSR Programme benefits register identified:

· Five benefits without a measure or criteria assigned
· 18 benefit indicators without a comparative baseline or specified target to measure against
· None of the benefits were assigned to specific leads or had specific timescales.
	Swansea Bay University Health Board to develop a Benefit Realisation Framework; inclusive of process and measurement guidance, to be formally incorporated within the health board investment review process.

An initial draft will be shared with the Executive Team in July 2025
	Benefits Realisation Framework produced and integrated as part of the revised operating arrangements of the Planning & Finance Assurance Group and Planning & Finance Assurance Subgroup.


	Lead Director – Chief Operating Officer

	SBU-2324-013
Waiting List Mgmt

Report Issued

June 2024

Assurance Rating

Limited
	Rec

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

	
	1.1
	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.
	Patient Access Team to provide the Patient Access Management (PAM) Group with a list of all Policies and Procedures (relating to waiting lists) with review dates included. 

Patient Access Team to provide a detailed update in regards to: 

· which SOPs have been reviewed / approved

· plan for reviewing the remaining SOPs and expected timeframe for approval

	The Patient Access Management Support (PAMS) Team has established a Policies & Procedures Working Group which will report to the Patient Access Management Steering Group, on all non-clinical policies, procedures and protocols relating to Planned Care Patient Access Management. The purpose of the group is to ensure the development, approval and governance of policy and procedures and identify any practice changes required as a result. The group will be responsible for ensuring that all non-clinical documents are received, reviewed and escalated to the Patient Access Management Steering Group for approval.  All approved documents will be communicated in a manner that ensures their effective implementation.

Both the Suspected Cancer Pathway & Tracking SOP and Cancer Waiting Times Standards & Escalation Policy have been reviewed and updated as required. The WPAS Cancer Tracker Module: User and Training Guide was also reviewed, with no further update required.




	Lead Director – Director of Corporate Governance

	SBU-2122-017
Safety Notices & Alerts

Report Issued

June 2022

Assurance Rating

Limited
	Rec

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

	
	2.1b
	Review of Datix identified that only 195 of the 964 alerts and notices between 1st April 2019 to 1st April 2022 were recorded as closed in the system. In addition, we selected a sample of 30 alerts and notices for confirmation that they had been distributed and actioned, and found the following:

[image: image1.png]Types of alerts / notices Sample No Completed | Completed | Spectrum | Overdue
size deadline | within the | after the of delays
was set deadline deadline (in

Patient Safety Notices within 1-7
(PSNs) months
Patient Safety Alerts (PSAs) within 3-4
months
Medical Device Alerts (MDAs) within 1-12
months
Estates & Facilities Alerts - as no evidence was provided.
and Notificafions
(EFAs/EFNs)
Chief Medical Officer letters N/A

TOTAL 30 3 8 ) 7
% as of total sample 100% 10% 27% 30% 23%




We also recommend that compliance with actions be proactively monitored, evidenced and the related audit trail is maintained to support the completion of actions.
	Detail regarding monitoring and reporting requirements, together with the management trail to be maintained and retained in respect of compliance with required actions will be set out in the relevant Procedure document(s)
	SBU Key Performance Indicator is 100% compliance.  As part of the Corporate Monthly Audit Programme (Audit 11), every alert added to the Concerns Management System (Datix Cymru) will undergo scrutiny to ensure the alert has been reviewed and relevant action or assurance has been provided.  Where an alert is identified as not having been reviewed / lack of confirmation of compliance / assurance, this will be escalated to the Level 1 staff member in the relevant service group / department.  The audit programme findings are reported into the bi-monthly SBU Once for Wales Risk Management System Implementation Group/User Group.  Compliance is also monitored within the bi-monthly Patient Safety and Compliance Group meeting.

	
	4.1a
	Overall, we note that no Key Performance Indicators (KPIs) had been set, monitored and reported across the various areas. As such, there is risk that the quality of the monitoring may not be sufficient and/or consistent across the different types of alerts/notices.
A more robust monitoring and reporting process should be put in place, including setting up KPIs for each alert type, and monitoring them, especially in the compliance area.
	Monitoring and reporting processes, including the setting of any relevant KPI, will be set out with the relevant procedure documents as part of the update and development process.
	SBU Key Performance Indicator is 100% compliance.  As part of the Corporate Monthly Audit Programme (Audit 11), every alert added to the Concerns Management System (Datix Cymru) will undergo scrutiny to ensure the alert has been reviewed and relevant action or assurance has been provided.  Where an alert is identified as not having been reviewed / lack of confirmation of compliance / assurance, this will be escalated to the Level 1 staff member in the relevant service group / department.  The audit programme findings are reported into the bi-monthly SBU Once for Wales Risk Management System Implementation Group/User Group.  Compliance is also monitored within the bi-monthly Patient Safety and Compliance Group meeting.


	Lead Director – Director of Corporate Governance

	SBU-2223-025
Follow Up

Review

Report Issued

July 2023

Assurance Rating

Reasonable
	Rec

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

	
	1.2
	We previously highlighted that the tracker could be extended to capture recommendations from other assurance providers/inspection bodies, including Healthcare Inspectorate Wales, Counter Fraud and the Health and Safety Executive, and note that this was also raised by Audit Wales in their recent Structured Assessment report.
The health board should ensure appropriate oversight of recommendations raised by other external inspection and review bodies.
	The Health Board intend to use AMaT to monitor recommendations raised by other external inspection and review bodies.
	It has been agreed that any new external inspection reports received after 01/12/2025 will be added to the AMaT system. SOPs have been created/updated and approved by the Management Board, and clear instructions have been issued to all relevant senior teams.


	Lead Director – Director of Digital

	SBU-2425-019
Records Management
Report Issued

November 2024

Assurance Rating

Limited
	Rec

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

	
	5.2c
	During the review, it became evident that some departments are retaining records beyond the designated retention periods partly due to the lack of health board guidance. The Occupational Therapy department has not destroyed any records since 2019 and continues to retain records dating back to 2010. Similarly, the Workforce and Organisational Development (WOD) team has also refrained from destroying records. The retention of records past defined removal dates may result in a breach of the GDPR requirements and exacerbates storage pressures.
All departments should be reminded of the need to destroy records appropriately in accordance with retention periods.
	A Multi-Disciplinary Project Group will be set up to review the destruction programme across all SBUHB record services.
	The Records Management Code of Practice for Health & Social Care 2022 has been recirculated across the Health Board, as part of a general update/advice on the retention and destruction of records. This was later supplemented by a further notice advising of the reintroduction of the embargo on the destruction of all patient records. The Multi-Disciplinary Project Group continues to review progress against the destruction of records not covered by the foregoing.     


	Lead Director – Director of Digital

	SBU-2526-019
Benefits Realisation Digital Programmes

Report Issued

November 2024

Assurance Rating

Limited
	Rec

Ref
	Key Findings
	Agreed Management Action
	Update/Comment

	
	1b
	While both the Values Based Healthcare (VBHC) programme and the Welsh Nursing Care Record (WNCR) project demonstrate structured and robust approaches to benefits management, neither has formally applied the Benefits Management Framework developed by the Digital Benefits Realisation Team. This variation in approach introduces a risk around consistency and assurance across programmes, which may affect the comparability of outcomes and limit the ability to provide cohesive oversight across digital initiatives.

We also note some variation in the application of the benefits framework within VBHC. Not all business cases fully adopt SMART principles. Some project briefs, such as Lymphoedema, Stroke, and Cardiac, identify relevant benefits but lack quantified baselines or time bound targets, reducing their ability to demonstrate value with the same rigour. Accountability is sometimes broadly assigned to “service teams” rather than named benefit owners, creating potential gaps in delivery assurance.
	Framework Compliance Monitoring

Introduce periodic reviews to assess adherence to the framework and identify areas for improvement across Digital Services led programmes. This will be done via reporting to the Digital Services Business Meeting.
	Status of compliance reported to business meeting in November and will continue quarterly aligned to KPI reporting process.

	
	1d
	
	Integration with Health Board-Wide Framework

Digital Services has shared the Digital Benefits Realisation Framework more broadly to support its incorporation into the Health Board-wide benefits framework currently under development.
	Digital services framework shared with Strategy and used as a basis for the HB wide benefits framework. Framework to be used for all projects that go through PFAG.


	Lead Director – Director of Finance & Performance

	SBU-2425-028
Burns & ICU
Theatre 7

Report Issued

November 2024
Assurance Rating

Reasonable
	Rec

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

	
	3.1
	Whilst an NEC contract was being utilised for the main contractor, it was noted that for several of the advisors, Service Level Agreements (SLA’s) had been used instead. The HB Capital Manual does not acknowledge the Public Sector Framework policy (NHS SBS, and Welsh Procurement Alliance Frameworks) requires use of SLA’s. 

It was noted that consideration had been given by the Health Board to inclusion of NEC clauses, however guidance in the SBUHB Capital Manual should be reviewed to ensure alignment with NEC SCP contracts when considering framework selection and SLA/ NEC Professional Services use.
The SBUHB Capital Manual, Section 6.0 should be reviewed to ensure that guidance relating to use of NEC contracts versus Service Level agreements is appropriate.
	Accepted - As a result of advanced procurement processes and a varied market of available Public Sector Frameworks, the Capital Planning department will amend the Capital Manual to reflect the various types of contracts that can be accepted as part of SCP appointments. This will consider the interaction of advisor and consultant contract types, and impact on change and resolution management etc. when using an NEC contract for the SCP/ main contractor.
	Updates to the Capital Manual to reflect the point raised by NWSSP Audit & Assurance colleagues have been made. These have been presented to the Capital & Estates Board, and approved.


	Lead Director – Director of Finance & Performance

	SBU-2425-004
Asset Management

Report Issued

February 2025

Assurance Rating

Limited
	Rec

Ref
	Key Findings
	Agreed Management Action
	Update/Comment

	
	1

	Both the SFIs and FCP 15 require review and update. 

In line with the findings arising from this report, there are opportunities to better reflect and provide more clarity on current practices in particular areas of asset management, including asset verification and reconciliation processes.
	FCP 15 will be updated in Q1 2025/26 to reflect the agreed changes in this report.
	FCP15 has been updated and received by the Audit Committee


	Lead Director – Director of Finance & Performance

	SBU-2425-027
Estate Condition Governance
Report Issued

March 2025

Assurance Rating

Reasonable
	Rec

Ref
	Key Findings
	Agreed Management Action
	Update/Comment

	
	3

	The detail at the Health Board Risk Register in respect of HBRR98 ('Overall condition and suitability of the Health Board estate') and HBRR93 (‘Reduced Capital Funds’) could be improved
	Narrative contained within relevant Health Board Risk Register entries will be reviewed and updated, taking into account the issues highlighted in this report. This will be done as part of a wider piece of work that is currently ongoing to reset the Health Board risk management processes, which includes the creation of a Strategic Risk and Assurance Register.
	The Strategic Risk Register and Corporate Risk Register are now in place, with all risks being fully reviewed and updated by the relevant Lead Director and their teams during that process. Adoption of the use of both registers was endorsed by the Board at its November 2025 meeting.

	
	4
	The Board Assurance Framework (BAF) captured the estate condition risk under Objective 3: ‘Care is Delivered in Safe and Appropriate Settings’. This objective also encompassed a health and safety risk. The majority of narrative in the BAF related to the health and safety risk (including the reference to the responsible committee, which differs for the two risks), with minimal reference to the estate condition risk (despite the latter having the higher risk score). 

Likewise, the Reduced Capital Plans risk captured under BAF Objective 6: ‘The Health Board is a resilient, financially sustainable organisation’ focused on the deficit risk, and did not provide any narrative in relation to the Reduced Capital Plans risk.
	Narrative currently contained within relevant Board Assurance Framework entries will be reviewed and updated, taking into account the issues highlighted in this report. This will be done as part of a wider piece of work that is currently ongoing to reset the Health Board risk management processes, which includes the creation of a Strategic Risk and Assurance Register.
	The Strategic Risk Register and Corporate Risk Register are now in place, with all risks being fully reviewed and updated by the relevant Lead Director and their teams during that process. Adoption of the use of both registers was endorsed by the Board at its November 2025 meeting.


	Lead Director – Director of Workforce & OD

	SBU-2324-008
Agency Staff Management

Report Issued

June 2024

Assurance Rating

Reasonable
	Rec

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

	
	2.1
	Whilst framework suppliers are prioritised for escalation, sample testing has noted that the health board has used non-framework suppliers to fill shifts where necessary. Whilst recognising that non-framework agency use may be unavoidable to protect patient safety, it would not be appropriate to enter a formal contract with this agency. Such spend is non-compliant with Standing Orders and the Public Contract Regulations 2015 and should be highlighted to the Board.
Non-framework agency spend in breach of Standing Orders and the Public Contract Regulations 2015 should be reported to an appropriate Board committee.
	We will develop and implement an agency approval form. We will also ensure that all spend reports include the identification of non-framework use
	November 2025: Non-framework agency spend is now being reported to the Workforce & OD Committee in whole time equivalents (WTE). This will now continue on a quarterly basis.

	
	7.1a
	The health board is currently reporting on agency use and cost at both a local level and at Board and Committee level. However, from review of reporting undertaken at other NHS Wales organisations, there is an opportunity to enhance reporting by breaking down the spending further to show ‘on-contact’ and ‘off-contract’ spend.
The health board should look to enhance the reporting detail into agency spend by breaking down total spend to show ‘on-contact’ and ‘off-contract’ spend.
	We are reviewing reporting agency reporting arrangements and will break down the information to on-contract and off-contract and report into relevant committees.
	November 2025: Non-framework agency spend is now being reported to the Workforce & OD Committee in whole time equivalents (WTE). This will now continue on a quarterly basis.

	
	7.1b
	There are opportunities to explore the functionality within the Health Roster system to enable more formal real-time reporting and analysis of agency use, including by whole time equivalent and hours, % of shifts filled by substantive, bank and agency staff, rationale for agency use etc.
The health board should also look to enable more formal real-time reporting and analysis of agency use.
	We are reviewing reporting agency reporting arrangements and will break down the information to on-contract and off-contract and report into relevant committees.
	November 2025: Non-framework agency spend is now being reported to the Workforce & OD Committee in whole time equivalents (WTE). This will now continue on a quarterly basis.


	Lead Director – Director of Workforce & OD

	SBU-2425-021
Speaking Up Safely

Report Issued

January 2025

Assurance Rating

Limited
	Rec

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

	
	1.2
	Following the Lucy Letby verdict, in August 2023, the Welsh Government set out the expectation for NHS organisations to undertake a self-assessment against the organisational requirements detailed in section 6 of the Framework and develop an action plan to address any gaps between current practice and the expectations of the Framework. The health board completed and submitted its action plan in October 2023.

Progress against the action plan has been slower than anticipated due to restructures and gaps in resource impacting delivery across priorities. Of the eight actions included in the plan, only one has been addressed to date and target timescales for the remaining seven have lapsed. Whilst the action plan is sponsored by the interim Director of Workforce and Organisational Development (OD), successful delivery requires commitment from across the health board. The plan’s delivery status was reported as ‘amber’ at the August 2024 Workforce, OD and Digital Committee, but still achievable within the year.

Management advised that current capacity is likely to impact the ability to meet the requirements of the Framework and therefore a risk is being developed for inclusion on the health board risk register.
Regular reporting, to an appropriate forum, should be undertaken regarding the progress of implementation of the action plan.
	Outputs of the Speaking Up Safely Working / Stakeholder Group are to be monitored and reported quarterly via the Workforce & OD Delivery Group and 6-monthly via the Health Board Workforce & OD Committee. 

Reporting to the Delivery Group will commence in March 2025. Reporting to Committee will commence in September 2025
	December 2025: Report on Speaking Up Safely & End of Year Report from the Guardian Service presented to WOD Delivery Group on 29th July 2025 and subsequently WOD Committee on 14th August 2025.  The report outlined the progress of the Speaking Up Safely Working Group including collaboration with stakeholders and Service Group against the recommendations and actions set out in the internal audit report.

	
	3.2
	It is the responsibility of the Service Groups to ensure concerns raised are appropriately investigated and managed by line managers. High level reporting of the number of incidents was evident, however these provide limited detail on the caseloads resulting in a lack of assurance to demonstrate that requirements of national policies and the Speaking Up Safely framework are being met. The need to improve governance reporting and structure within the Service Groups is also recognised within the action plan submitted to Welsh Government.
	Service Groups should amalgamate the detail of concerns raised (themes, trends, actions taken, lessons learned) and report to an appropriate Board-level committee to have an organisation-wide understanding of incidents arising. The reporting should also provide assurance that policy requirements, including timescales etc, are being adhered to.
	December 2025: Through collaboration with Service Groups, all service groups have now self-assessed against the relevant elements of Section 6 of the National Speaking Up Safely Framework using a live centralised template, setting out their evidence and actions to close any gaps. The template is also being used by Service Groups to capture themes of key concerns, trends, actions taken and lessons learned. Reporting commenced via WOD Delivery Group WOD Committee during July and August 2025 and will now continue in line with the 6-monthly rotational reporting agreed.


	Lead Director – Director of Nursing

	SBU-2324-003
Quality Management
System

Report Issued

June 2024
Assurance Rating

Reasonable
	Rec

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

	
	5.2
	The Health Board arrangements in seeking continuous improvement (as per the Quality Strategy p46-47) have not had the opportunity to reflect on its success or lessons learnt on its reporting.
Once the governance structure has been reviewed, a mechanism to enable post-implementation learning should be developed to completely capture and report good practice and lessons learnt relating to quality management system reporting.
	Report to be sent to Q&S Group in March 2025 regarding the updated Governance Structure and identifying good practice and lessons learnt.
	A paper presenting the lessons learnt through introducing our QMS was presented to Management Board in April 2025. This highlighted good practice and changes made as a result of learning.  Reporting on the priority areas set out in the Quality Strategy, including good practice and areas for improvement, has been through a programme of 'deep dive' reports to both Management Board and QSC from 2023 up until 2025. Monthly reports on the strategic quality priorities are sent to Management Board and QSC. In addition, on going monitoring of quality metrics related to these areas is provided through the Quality Dashboard.


	Lead Director – Director of Nursing

	SBU-2425-009
Quality Assurance Framework

Report Issued

March 2025

Assurance Rating

Limited
	Rec

Ref
	Key Findings
	Agreed Management Action
	Update/Comment

	
	2a
	The Quality Assurance Framework (QAF) requires that action plans following corporate quality assurance visits are return to the QSIT within two months of issuing the quality assurance visit report. We selected a sample of three visits undertaken in year and we note that despite reminder emails being issued by the QSIT, only one of the wards had returned their action plan within the required timeframe.

We note that the potential transition to AMaT for the completion of the corporate quality assurance visits, and their subsequent action plans, may assist in a more timely completion/acceptance of the same by the responsible Service Group.
	Service Group directors will provide assurance of the actions taken following an assurance visit to the Patient Safety and Compliance Group within two months of receipt of the report. Failure to do so will be formally escalated to the Quality and Safety Group.
	All action plans following corporate assurance audits have been presented to PSCG within two months. Evidence of recent assurance audits and PSCG agendas provided as evidence.

	
	2b
	The Quality Assurance Framework (QAF) requires that action plans following corporate quality assurance visits are return to the QSIT within two months of issuing the quality assurance visit report. We selected a sample of three visits undertaken in year and we note that despite reminder emails being issued by the QSIT, only one of the wards had returned their action plan within the required timeframe.

We note that the potential transition to AMaT for the completion of the corporate quality assurance visits, and their subsequent action plans, may assist in a more timely completion/acceptance of the same by the responsible Service Group.
	Service Group directors will provide assurance on the completion of the actions taken following assurance audits to the Quality and Safety Committee as part of their routine reporting.
	Service groups no longer report directly to QSC, but report to QSG instead. Reporting on actions from QAF audits is part of their routine reporting and is included in the pro-forma that they complete. Evidence provided from November QSG meeting.


	Lead Director – Director of Nursing

	SBU-2425-008
Learning

Incidents & Concerns

Report Issued

May 2025

Assurance Rating

Reasonable
	Rec

Ref
	Key Findings
	Agreed Management Action
	Update/Comment

	
	2.1
	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.
	Develop training resource for investigators in how to complete investigations on DATIX and action planning and disseminate this resource
	Training needs analysis conducted, and training developed. Training Implementation has commenced.

	
	3.1
	Greater clarity is required over the circumstances where an action plan should be completed following investigation of incidents and concerns and in what format.
	Develop training resource for investigators in how to complete investigations on DATIX and action planning and disseminate this resource
	Training needs analysis conducted, and training developed. Training Implementation has commenced.

	
	5.3
	While reporting routes for the management of incidents and concerns exist across the health board, improvements could be made to strengthen the focus on learning. This would include the identification, analysis and scrutiny of wider learning, and to highlight key themes and trends.
	Learning to be included in Duty of Candour annual report
	Duty of Candour report published. Learning report from PCT coming to QSG Dec 2025


	Lead Director – Director of Nursing

	SBU-2526-010
Patient Experience
Report Issued

September 2025
Assurance Rating

Reasonable
	Rec

Ref
	Key Findings
	Agreed Management Action
	Update/Comment

	
	3
	While the Civica platform enables effective collection and analysis of patient experience feedback, including real-time alerts for urgent issues, there is currently no formal system in place to document follow-up actions or track their resolution.

Communications following an alert are typically conducted via email and are not centrally recorded, limiting traceability and assurance. Attempts to use Civica’s management features to address this gap were unsuccessful due to inconsistent data entry by service groups. As a result, there is limited visibility of how feedback is acted upon, which may hinder accountability and organisational learning.
	We are now going to adopt the Civica Action Manager System for Alerts going forward. Patient Advice & Liaison Service (PALS) and other Quality & Safety teams are being trained on the Action Manager function.
	A training programme has now been developed and is being implemented for all relevant staff. Guidance notes have also been produced and distributed.


	Lead Director – Director of Strategy

	SBU-2223-011
CHC

Report Issued

July 2023

Assurance Rating

Limited
	Rec

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

	
	1.1
	The health board is required to comply with Continuing Healthcare, The National Framework for Implementation in Wales (the Framework). Whilst management explained the requirements of the Framework are adhered to, formal, written policies and procedures outlining the processes to be followed for evaluating CHC packages (e.g. undertaking assessments and the approval process by panel) are not in place at a local level and across the whole of the health board.
The health board should develop formal procedures clarifying how its service groups will meet the Framework requirements for CHC cases.
	Management Board approved engaging the National Commissioning Collaborative Unit (NCCU) to work with the health board to plan the transition to a centralised CHC commissioning model to include clarifying responsibilities of service groups in meeting Framework requirements.
	A Standard Operating Procedure (SOP) has now been approved by the CHC Programme Board, describing the systems and processes currently in place. This SOP will continue to be reviewed and updated as the centralisation of the function continues to embed, and systems and processes are further refined.


	Lead Director – Director of Strategy

	SBU-2324-007
Health & Social Care RIF

Report Issued

March 2024

Assurance Rating

Reasonable
	Rec

Ref
	Key Findings
	Agreed Management Action
	Update/Comment

	
	1
	There is a Memorandum of Understanding (MoU) between the health boards that supports the Regional and Specialised Services Provider Planning Partnership (RSSPPP) programme and includes the terms of reference for the partnership board. The MoU covers key elements expected of a partnership agreement including objectives, roles and responsibilities, and governance arrangements. However, the intended outcomes of the RSSPPP programme along with the monitoring, risk and financial arrangements, including the recharge of costs between the health boards, are not clearly defined.

While the MoU details the principles for collaboration, there has been no reflection to consider whether the RSSPPP is meeting them.

	We will develop an appendix to the Memorandum of Understanding to further define the areas that are not currently included, e.g. review of principles for collaboration, outcomes, financial, risk and monitoring arrangements. These will be signed and approved by the RSSPPP and SBUHB Management Board.
	Required amendments to the MOU have now been agreed/approved.


	Lead Director – Director of Strategy

	SBU-2425-005
Business Continuity Management

Report Issued

July 2025

Assurance Rating

Limited
	Rec

Ref
	Key Findings
	Agreed Management Action
	Update/Comment

	
	5b
	For two BCPs, we were advised that they had not been tested recently and four indicated they had been, but we have only been provided with evidence of this in one case. Analysis of the dashboards confirmed that 5% had recorded when the BCP was last tested.
	Business Continuity exercises will be undertaken during 2025. 

Population of the EPRR Training & Exercise schedule has already commenced. The purpose of these exercises is to test BCPs; 3 scenarios covering the 5 themes of BC.
	All Business Continuity exercises have now been completed. Reports have been generated for each.

	
	6
	Whilst business continuity training is being delivered within the health board, with a training programme and records maintained, in some areas there has been low attendance at courses due to operational pressures resulting in training or exercises having to be cancelled
	Where necessary, issues around non-attendance will be escalated via Service Group/Corporate Management Teams and reported as part of bi-monthly EPRR updates to the Management Board.
	Non-attendance issues are being escalated via management teams and Management Board, in line with agreed management action.

	
	8a
	The lessons identified register details key themes relating to significant incidents that have occurred (the corporate EPRR team will not always be made aware of a business continuity issue if it is service specific and managed at that level). There are 25 entries on the register with 13% relating to BCM; 11% to training and exercising issues and 13% relating to communication. While the register links back to the original debrief report, the Service Group or corporate/cross-cutting area is not recorded.
	An ""affected SDG"" Column will be included on the Lessons Identified register to record the affected SDG.
	An additional 'Affected SDG/Service' column has been added to the Lessons Identified Register. A SBUHB Lessons Identified Process document has also been produced.

	
	8b
	It is difficult to determine the number and nature of business continuity incidents and to enable monitoring of trends.
	A Declared BC/Critical Incidents Log has been put in place, which is linked to the Lessons Identified Register, and includes information on the nature and location of the incident. This will be used by the EPRR Strategy Group to identify any relevant ‘themes’, being cognisant of the differences between SGs complexities and services.
	A Declared Business Continuity and Critical Incidents Log is in place and presented to/discussed at EPRR Oversight Group in order to facilitate identification, discussion and dissemination of themes/trends. All incidents are discussed in the EPRR Oversight Group.

	
	8c
	Similarly, it is unclear how promptly actions are being addressed.
	Reporting of actions resulting from BC Incidents to the EPRR Strategy Group, as well as updates on progress against the same, will be reviewed in order to ensure they adequately evidence timely action being taken. Issued identified will be escalated as appropriate.
	This process is in place, following any BCI the lessons identified are included in a debrief report and added to the lessons identified register. The debrief report goes to the EPRR Oversight Group and is recorded in the meeting notes. Actions are then added to the respective SDG or cross cutting/corporate action logs. Overdue actions within logs, or those where additional support or a decision is required, are discussed during EPRR Oversight Group Meetings.

	
	9a
	The Group’s draft terms of reference detail that, “a minimum of one representative from each relevant department or group is required for the meeting to be quorate” (the previous version did not clearly specify quorum arrangements, so we were unable to confirm if meetings were quorate). Insufficient assurance is being provided as not all the service areas can provide updates due to low attendance at meetings.
	As part of the updated EPRR Strategy Group TOR, many service areas now have more than one nominated representative. Attendance at EPRR Strategy Group to be monitored by the Chair, and poor attendance will be escalated as necessary.
	Issues of non-attendance are monitored and reported via the EPRR Oversight Group, included in Management Board updates, and followed-up directly with SG/Directorate management where appropriate.

	
	9b
	Where service delivery areas provide updates, these are done verbally rather than providing written reports due to staff pressures. Whilst written reports would ensure robustness, the use of a standard checklist for verbal updates to ensure appropriate coverage could be considered to ensure that the EPRR Strategy Group is receiving consistent information and robust assurance of arrangements.
	A highlight report template has been produced to allow services to provide updates if there is no representation at a meeting. Members will be advised to use this template to structure their verbal updates to the Group.
	The EPRR Oversight Group agenda has been updated to ensure that verbal updates follow the sample template as those submitted in writing.

	
	10
	The terms of reference for the EPRR Strategy Group have recently been reviewed but not yet been finalised. Currently, they do not define who the Group will report into to ensure there is appropriate escalation of key issues. This is currently being explored with the Director of Corporate Governance. As part of this there needs to be clarification as to where policies and procedures will be approved (as the Overarching Major Incident Procedure was approved by Management Board, but both the BCM Framework and Business Continuity/Significant Incident Overarching procedure were only approved by the EPRR Strategy Group).
	The EPRR Strategy Group (now known as the EPRR Oversight Group) will report to the Management Board on a bi-monthly basis. The updated EPRR Strategy Group Terms of Reference will be approved at the Group’s next meeting and included in the next EPRR paper to Management Board. Business Continuity Framework, and Business Continuity/Significant Incident Overarching Procedure will be updated to reflect this change.
	Revised EPRR Strategy Group Terms of Reference in Place.


	Lead Director – Director of Therapies & Health Sciences

	SBU-2425-016
Mortuary Services

Report Issued

January 2025

Assurance Rating

Limited
	Rec

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

	
	9.3
	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. During testing, we noted that the Terms of Reference for each of the HTA meetings (SBUHB, HDUHB and regional) have recently been reviewed, but several verbal updates are provided for agenda items at the regional HTA Assurance meetings instead of written reports.

	Written reports to be standard practice in Health Board HTA assurance meetings.
	Significant improvements seen in the submission of written reports to Regional HTA Assurance Group meetings.


	Lead Director – Executive Medical Director

	SBU-2324-027
Consultant Job Planning

Report Issued

April 2024

Assurance Rating

Limited
	Rec

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

	
	3.2
	The Allocate system includes a section to document personal outcomes in respect of job plans. 22 of the 39 job plans in our sample did not detail personal outcomes. Where personal outcomes had been completed, these were not always SMART with some simply referencing brief general activities, such as completion of statutory and mandatory training, and to take annual and study leave in a timely manner.
The health board should run an Allocate exception report to identify instances where personal outcomes are not included and escalate where necessary.
	Report to be run on a monthly basis to identify non-compliant job plans with and those which are to be highlighted to the service manager to address and provide an exception report to the Medical Workforce Group as part of the escalation process
	Personal outcomes will be included in appraisal and personal development plans which are managed through the MARS system. Board outcomes and service outcomes have been pre-populated onto Allocate and therefore negate the need for exception reports to run as this will become standard for all job plans.

	
	7.2
	For the sample of 39 job plans reviewed on the Allocate system, no Board Outcomes were detailed and only two of the job plans included narrative on Service Outcomes. Personal Development Plans on MARS were not reviewed as part of this audit.
Reporting should be undertaken to confirm compliance with quality improvement priority requirement.
	Report to be run on a monthly basis to confirm job plans include at least one quality improvement priority to the service manager to address and provide an exception report to the Medical Workforce Group as part of the escalation process
	Quality improvements form part of the PDP/appraisal process which is undertaken through the MARS system. Job plans will be reliant on board and service outcomes which have now been pre-populated onto Allocate.

	
	9.3
	For our sample, we sought to confirm whether the intensity banding as per the job plan agreed to the payment as per the payslip. Differences were identified for six of the 16 job plans that had intensity bandings included.

The health board should quantify, report and escalate any under/overpayments identified.
	Intensity banding payments to be compared with jobs plans and anomalies investigated and reported to the Medical Workforce Group.
	Salary overpayments are now a standing agenda item at Medical Workforce Group meetings..
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