APPENDIX E
AUDIT TRACKER UPDATE
NWSSP AUDIT & ASSURANCE
AGREED ACTIONS COMPLETED SINCE

 LAST REPORT

	Executive Lead – Chief Operating Officer

	ABM-2122-013
Planned Care Recovery Arrangements

Report Issued

February 2022

Assurance Rating

Reasonable

	Rec

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

	
	1.2
	The Outpatient Redesign and Recovery group includes the review and discussion of advice and guidance tools which support pathway and referral management alongside receipt of service level recovery plans.

We identified two forms of recovery plans submitted to the ORR group. Initial plans used Transformation format highlight reports and included a format of Goal Method and forecasted outcomes across the October 2021 – March 2022 period and overall projected outcome. The highlight report also included requirements to include the scoring and mitigating actions for key risks and an outline of current month and planned forecast actions. The completeness of returns and level of detail provided varied across services.

To address Welsh Government urgent and long waiter targets further recovery plans were requested and received at the December 2021 ORR group meeting. Review of these plans again highlighted variation in levels of detail across returns. We note that Ear, nose & throat (ENT), oral and maxillofacial (OMFS), and urology contained a number of intended actions across validation, waiting list initiatives, additional clinics, use of consultant connect and alternative pathways but not necessarily projected trajectories. The return from trauma & orthopaedics indicated that the Service Manager had recently commenced in post and provided narrative rather than performance outcomes.

Minutes of the January ORR Group did not highlight detailed discussions of the service plans.

Additionally, we note that the January 2022 meeting minutes and the groups highlight report to PCPB indicate that Service Group engagement, particularly from clinical leads, could be improved. Morriston has provided no medical representation in the period April 2021 – January 2022, but has designated a lead Outpatients sister to attend, whilst Singleton Neath Port Talbot has had clinical representation at just two meetings.

We recommend management review arrangements for receipt and monitoring of service/specialty recovery plans for appropriate approval and monitoring.
	The governance within the service groups should be revisited and will be discussed with members of the outpatient’s redesign & recovery group. Each service group have historically had their own outpatient’s group, this provides the opportunity for a wider management review of service/ speciality plans, prior to submission to the Health Board wide group. Reassurance will be sought from service groups that these groups are still active and if they are not, they should be re-instated to provide an additional level of assurance at a speciality level.

A review of the overall management structure of outpatients has been initiated to ensure that the correct reporting mechanisms are in place. In addition, steps are being taken to improve access to demand and capacity and performance information with a bespoke dashboard for outpatients.
	June 2023: Centralisation of the management of Outpatients has now been agreed. This will be aligned to the Singleton Neath Port Talbot Service Group. Details will be finalised over the coming weeks, including any organisational change implications. Based on the foregoing, this action has now been closed

	ABM-2122-015
Transition from CAMHS to AMHS
Report Issued

February 2022

Assurance Rating

Reasonable
	3.1
	Discussion with the Lead Nurse (Community Mental Health) highlighted that there is no specific monitoring of CAMHS transition patients beyond the systems established to monitor all referrals or those targets related to the Mental Health (Wales) Measure 2010. During the course of fieldwork, we were provided with some information on referral numbers but there is no clear capture of the transition process from CAMHS to AMH services.

The regional transition policy will include performance and monitoring indicators (which are still to be developed), and Welsh Government transition guidance includes capture of patient and carer feedback. To support both of these developments the health board would need to have sight of referral and transition activity.
	The health board should consider how it could capture referral and transition activity to support any regional partnership performance indicators, and future transition reporting.
The MHLD SG has systems in place to capture referral activity into its community services. These systems will need to be refined to capture specific activity of referrals and transition of CAMHS patients into AMHS. This activity will be captured through the MHLD SG performance monitoring structures for assurance.
	June 2023: Monthly meetings now take place to ensure that transitions from CAMHS to AMHS are identified and monitored. Complete.


	Executive Lead – Director of Corporate Governance

	SBU-2122-001
Risk Mgmt. & Board Assurance Framework

Report Issued

February 2022

Assurance Rating

Reasonable

	Rec

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

	
	1.1
	We noted service groups work with bespoke versions of the Datix risk register reports to conduct their in-service group risk reviews. Practices vary between the service groups in the way in which they review their risks and anomalies were noted. 

The Datix risk database has been the subject of a recent internal scrutiny review in which issues were raised over the completeness of actions related data fields but at the time of our audit these had not been rectified. This links to an RMG review of the health board risk management process in August 2021 in which was observed a need for further work on risk articulation and SMART actions to assist with completion of actions and help reduce scores.

We recommend that improvements are made in service group risk registers to provide more consistency in the application of risk scores and better clarity over the documenting of risk mitigating actions.
	Agreed. A series of risk workshops for clinicians and managers, in specialty-related sessions, was completed within Neath Port Talbot & Singleton Service Group in the late summer. The sessions provided training on risk management principles, health board arrangements and opportunity to apply this to local risk register entries. Arrangements are being made to roll the training out to the other service groups during the next two Quarters and progress will be reported to the Risk Management Group and Management Board. A review of Service Groups will also be undertaken and reported on. We anticipate completion by September 2022.

A programme of service group risk register presentations for 2022 has been agreed at the December Risk Management Group meeting. Service Groups will be asked to report on processes in place to manage & scrutinise registers at a local level, and present their registers with a focus on their top risks. This will commence from March 2022 and the programme will complete by the end of the calendar year.
	May 2023: Service Group workshops have been completed in across all service groups. Training will continue to be provided to individual managers via Risk Management (Level 2) training sessions and as part of the Manager’s Pathway training. Additionally, workshops will continue to be delivered at the request of services. The presentation of service group registers and corporate audits of register use will continue at Risk Management Group.

	
	2.1
	We noted that the HBRR, by comparison with other health boards in Wales, contains a relatively high count of risks, some of which may be operational in nature. Typically corporate level risk registers have 12 to 20 risks. A focus on only the health board’s top risks would improve the process of risk management at health board level.

We recommend that the health board explore separating:

i. Strategic risks (those threatening the achievement of principal objectives) in a reduced and more focussed Corporate Risk Register and

ii. High scoring operational risks with a corporate wide impact, and review these separately and thereby streamline and increase the effectiveness of the review of corporate level risks.


	Agreed. A review of the Health Board Risk Register and underpinning high scoring operational risks will be carried out and the HBRR refreshed.
	June 2023: Links to health board objectives and Board Assurance Framework have been added/refreshed within the May 2023 HBRR. This has not reduced the number of risks in the register, but makes clearer the relevance of risks to current health board objectives. The dashboard section of the register groups the risks according to objectives to facilitate that. Separately, the reports to Board and Committees are now more explicit in their consideration of risks against the health board’s risk appetite to assist focus of attention.

	SBU-2223-004
FOIA Requests

Report Issued

September 2022

Assurance Rating

Reasonable

	2.1
	The current training compliance rate for the mandatory IG module (as of June 2022 IGG meeting) is 82%, which is an increase from the 77% that was reported at the March 2022 IGG meeting. However, this is still short of the 95% compliance rate required. A review of the June IG compliance rate identified seven areas where compliance is below 75% and require staff to prioritise the completion of IG training.
Staff should be reminded to prioritise the completion of IG training, with more focussed and targeted action being taken in the under-performing areas.
	IG KPI’s are a regular agenda item at IGG with IG training highlighted. Compliance is improving, however will continue to be driven forward and monitored closely with those 7 areas targeted, with leads to provide reports to IGG on improvement plans.
	June 2023: Overall Health Board-wide compliance has now increased to over 85%, with compliance in all areas highlighted as part of the audit review at 80% or above. The importance of the completion of Information Governance training continues to be promoted via the IGG, who receive and monitor regular reports on compliance. This will continue. Noting the foregoing, this action is considered closed.


	Executive Lead – Director of Digital

	SBU-2122-021
ITIL Service Management Review
Report Issued

October 2021
Assurance Rating

Reasonable

	Rec

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

	
	3.1
	Currently the organisation has not fully implemented ITIL processes and Practices for Problem Management and recording and communicating Known Errors. Without these processes in place the Board is at risk of being:

· a purely reactive support organisation;

· an IT User organisation, confronted with recurring Incidents; and

· an ineffective support organisation, since similar Incidents have to be resolved repeatedly and structural solutions are not provided.

ITIL processes and Practices for Problem Management and recording and communicating known errors should be strengthened by implementing a more formal structure.
	As highlighted in the report, the team do not adopt problem management processes, this will take time to implement and resource, it will be linked to the All-Wales Infrastructure Programme service desk replacement and associated process timescales.

This requires a dedicated service management resource which will require a resource plan aligned to the IMTP digital resource plan for 2022/23 onwards.

Subject to funding being made available a post will be recruited and a formal structure developed.
	March 2023: Due to lack of funding to recruit to a dedicated service management resource the action can’t be completed as described in the management response to the recommendation. Problem Management processes have been reinforced with the Service Desk Team and there is currently an All Wales procurement to replace the current Service Desk solution used by DHCW and Health Boards across Wales. SBU Digital will work with the national team to ensure the new solution specification includes improved functionality relating to the Problem Management process. Noting the foregoing, this action has been closed.

	SBU-2223-023
Information Governance

Report Issued

November 2022

Assurance Rating

Limited

	4.2
	The IG Team began to maintain logs of general queries and DPIAs from January and July 2022 respectively. We noted that requests to the IG Team to assist with SARs are not logged unless they are received as complaints or breaches. Captured data in its current form does not measure performance or compliance with GDPR duties.
Management should ensure that KPIs are developed to measure and appropriately manage performance and compliance with GDPR duties.
	Consideration to be given on what additional KPIs could be used by the IG Team to measure and manage performance and compliance with legislative requirements. We have requested recommendations from Internal Audit on examples of good practice already used across NHS Wales that could be considered for adoption as appropriate.
	May 2023: KPI examples were provided by Internal Audit. These examples mirrored the KPIs already in place and being reported to IGG. Further enhancement of SAR KPIs will be considered by the Health Records Department as part of the on-going SAR Working Group

	SBU-2223-022
Mgmt. of Physical Health Records

Report Issued

May 2023

Assurance Rating

Reasonable

	1.2
	Medical record libraries are regularly risk assessed for fire, and the Fire Safety Manager is aware of the lack of fire suppression. However, it is not held on the departmental risk register as we were informed that, due to the age and types of the buildings, there is no requirement to have fire suppression installed. We were also advised that it would require a major renovation project at significant cost to install this.
The fire risk to patient records should be included within the departmental risk register, with appropriate mitigation defined and any residual risk being clearly accepted.
	A risk will be developed and taken to the next Digital Services Risk Management Meeting, for escalation onto the Digital Services Risk Register
	June 2023: A fire risk has been developed for the Health Records Library, and accepted onto the Digital Services Risk Register.


	Executive Lead – Director of Finance

	SBU-2122-005
Waste Management
Report Issued

February 2022
Assurance Rating

Reasonable

	Rec

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

	
	2
	Environmental awareness / recycling training had been removed from the UHB’s Corporate Induction programme. 

Management recognises the need for wider awareness/recycling training provision within the UHB, and acknowledged they have sought support from the Learning & Development team to implement an online training module. However, progress has been slow, recognising COVID priorities. Support from the recently launched Sustainable Swansea Bay forum may be possible to take this forward, noting the potential benefits to improved waste reduction / recycling rates.
Management should engage with the Sustainable Swansea Bay forum (or appropriate alternative) to present the benefits of wider awareness/recycling training across the UHB.
	Agreed. We will engage with the forum to present the benefits of cross-UHB awareness / recycling training, to support the UHB’s recycling targets
	June 2023: Management have engaged with the Sustainable Swansea Bay Forum to present the benefits of wider awareness/recycling training across the UHB. A meeting was held with the Sustainability Planning Manager, and suggestions for amending both the Sustainability and Environmental Portals (HB Intranet) and staff handbook were made. The possibility of a dedicated ESR module has also been discussed. The Sustainable Swansea Bay Forum will now look to develop a suite of recycling resources and information. As such, from an Estates perspective, this action is now considered to be closed.

	SBU-2122-003
Financial Reporting & Monitoring

Report Issued

May 2022
Assurance Rating

Reasonable

	1
	Budget delegation letters are issued to the four Service Group Directors. The Standing Financial Instructions states budget holders must sign the accountability letter formally delegating the budget. We note that of the four letters issued to Service Groups, the corporate Finance Team did not receive any responses.

We also note that budget holders appear to be working to the budgets delegated to them, and the health board is on track to deliver the year end position.
The importance of signing and returning delegation letters is re-iterated to budget holders to formally recognise budget accountability.
	Accepted. Following the publication of the 2022/23 letters, which will include a deadline for replies, the Finance team will ensure there are regular checks on the receipt of responses and where necessary ensure reminders are issued. Where no responses are received within 4 weeks of the deadline this will be escalated to the DOF. Formal responses will be held on file by the Finance Team.
	June 2023: Aligned to the revised Health Board Budgetary Management approach approved by the Performance and Finance Committee, accountability letters were issued in June 2023 for Financial Year 2023/24 to all Executive Directors and Service Group Directors, which clearly set out both the recurrent budget brought forward from 2022/23, the investment agreed by the Board as part of the 3 Year Financial Plan (2023-2026) and the 2023/24 savings targets. The letter requires the recipients to reply within a set deadline and responses will be monitored and where no reply is received follow up correspondence will be issued.

	
	2
	As part of our review, we liaised with colleagues at other health boards to establish how broadly delegation letters are issued. Letters were issued at Service Group level along with all corporate delegates. One health board issued to some deputy directors and senior managers within Service Groups, dependent on the value of the budget and significance of the service delivery within a Service Group. Within Swansea Bay, only the four Service Group Directors receive delegation letters.
Consideration is given to assess the need to issue delegation letters to a wider group of budget holders
	Noted. As part of the wider process to review Budgetary Management this will be considered and is directly linked to the actions and programme detailed in point 4.1 of this report.
	June 2023: Aligned to the revised Health Board Budgetary Management approach approved by the Performance and Finance Committee, accountability letters were issued in June 2023 for Financial Year 2023/24 to all Executive Directors and Service Group Directors.


	Executive Lead – Director of Finance

	SBU-2122-003
Health & Safety

Report Issued

September 2022

Assurance Rating

Limited

	Rec

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

	
	1.3
	The Policy notes, under section 6.4 ‘Health and Safety Information’, that copies of relevant policies and procedures will be available for employees. The current iteration of the intranet does not hold any health and safety guidance, although key policies are available in the corporate policy library.
Health and safety policies held within the corporate library and on the external internet page should be updated to the latest approved version. The health board should also consider adding key health and safety guidance to the intranet ahead of the full roll out of detailed health and safety page.
	The Health and Safety Policy as stated by audit is the old H&S policy, this has been superseded by the one approved by the HSC in 2022, this will be uploaded on to the intranet and internet websites.
	February 2023: The Revised H&S Policy has been approved by the H&S Committee, and is available via the Health Board intranet site. Complete

	
	10.1
	The HSC 2021-22 work programme included presentation of a health and safety annual report scheduled for October 2021. Review of papers and discussion with management confirmed that no annual report was prepared for the committee and so subsequently the Board has not received an overview of the issues and risks outside of the key issues reports which summarise HSC meetings.
An annual health and safety report should be provided to the HSC which captures issues, risks, and actions for subsequent presentation to the board.
	This point is noted and it is the aim of the team to produce an annual report for the November 2022 HSOG meeting ahead of presentation to the HSC and to the board.
	February 2023: The 2021/22 Annual Report was approved at the January 2023 meeting of the H&S Committee. Complete


	Executive Lead – Director of Workforce & Organisational Development

	ABM-1718-046
EWTD
Portering Services

Report Issued

May 2018
Assurance Rating

Limited

	Rec

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

	
	1
	There is no policy or procedure within the Health Board that supports the European Working Time Directive
The Health Board should look into composing a Policy to ensure compliance with the Working Time Regulations 1998 across all staff disciplines.
	Agreed. A policy/guidance will be composed.

	May 2023: Confirmation received that the European Working Time Directive Guidance document has been approved by the Partnership Forum Subgroup, and is available via the Health Board intranet. This action is now considered closed.


	Executive Lead – Director of Workforce & Organisational Development

	SBU-2223-013
ESR

Self-Service

Report Issued

November 2022

Assurance Rating

N/A

	Rec

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

	
	1.1
	We understand that a significant number of staff (approximately 9,500) user roster systems that directly interface with ESR. The health board also has access to other rostering systems which are utilised by medical and dental staff which do not currently interface with ESR, and therefore annual leave records require direct input. Nevertheless, every member of staff at the health board now has access to self-service and should be utilising ESR to record annual leave. 

However, we were advised that user uptake is an issue, where recent reports highlight that ESR does not currently hold annual leave data for approximately 2,876 staff. 
The health board should continue to stress and enforce the requirement for staff and managers to record their absence records (including annual leave, sickness, study and maternity leave) on ESR.
	Accepted. We continue to look for opportunities to embed self-service in the organisation, e.g. we are developing a newsletter for staff which we plan to issue on a monthly basis. This will highlight key changes and messages, with the intention of adopting a ‘subscription’ model to deliver directly to personal email Inboxes (to be adopted in Q4). WF Business Partners continue to support in reinforcing messages by disseminating to their local networks, and we plan to bring Finance Business Partners on board to assist in the same way.
	June 2023: This action was marked as 'Completed and ongoing' in the original report and was a pledge to continue with the actions already being taken, which we have done. For example we are currently running multiple training sessions per month to encourage understanding and usage of ESR Self Service. Exploration of a subscription model did not result in a fit for purpose solution, however, the usage of HB wide bulletins combined with HRBP networks to highlight the contents of bulletins is proving effective as measured by the signup rate for training sessions for example.

	
	2.1
	Current arrangements in respect of role specific training are reliant on manual and local records. There is an opportunity therefore for the health board to make more use of ESR to capture additional training requirements. However, it has been made clear by management that this is a completely separate project which falls outside of the scope of self-service implementation.
Noting that current arrangements in respect of role specific training are reliant on manual and local records, we recommend that the health board reviews training needs analysis undertaken with reference to the suite of training modules available to staff on ESR and update the system to ensure alignment.
	Accepted in part. Preliminary discussions have taken place regarding the development of role specific training records on ESR. Baseline scoping indicates that ESR currently holds approx. 7000 position numbers requiring cleansing before, and in addition to, training needs analysis commencement. Given the scale and complexity of the exercise, it would be vital to ensure that proper scoping and outline planning is undertaken beforehand, to understand the level of commitment and time required to undertake this piece of work and to ensure that a clear agreement is made at the outset around intention, and therefore inclusion/exclusion from scope. Action plan to be agreed by Q4 2022/23
	February 2023: Recommendation accepted in part as it is not in scope of the Self Service Project which was the subject of the review, and would have to be undertaken as a separate project. Scoping has revealed that the scale of requirements are such that insufficient resource is currently available to carry out the preparation and implementation work required. NWSSP has withdrawn their interest in supporting a potential project, further reducing capacity that may have been available. Noting the foregoing, management consider this action to be closed

	
	4.1
	We were advised that numerous workforce related reports can be generated and maintained across the organisation. These may be reports that can be generated locally, from manual records, or information may be requested from the Workforce Team, via the workforce support email address. However, generation of these reports appears to be ‘ad hoc’.

The health board should look to adopt a more structured approach to ensure that workforce information is produced consistently in a timely manner and monitored and managed more effectively.
	Accepted in part. Current reporting arrangements are fit for purpose in the sense that data is available to a wide range of designated points within the HB, and requirements are met via the established network. We currently have approx. 119 Business Intelligence URP’s allocated to approved individuals. In addition, an established line exists into the ESR Team enabling more complex or ad hoc requests to be fulfilled. To date we have not received any reports of managers having concerns regarding timeliness of availability of data, and feedback indicates that turnaround times are very fast (within 1-2 working days in most cases).

Standardising reporting within the HB is a difficult task, given that so many departments exist, each with different (and constantly changing) requirements at any given time. However, we do intend exploring this, in an attempt to establish common requirements at HB wide level, and understand the capacity for standardisation, with a view to producing monthly datasets which would be accessible via the Intranet to all staff. This has already been taking place to some degree for several years, although a review would establish the relevance of current publications, and provide opportunity to build on and expand the datasets being made available. Historically, this data has been available to an ‘approved’ group of people with individual access awarded on a case by case basis, however, as the data is not sensitive we are now making it available to the whole HB via the new Workforce Intranet pages. This data is already available, and will be reviewed and maintained/updated on an ongoing basis as part of normal business.

Further to the above, we intend exploring the potential for making a Workforce specific platform available to HR Business Partners, which would provide access to set reports each month for e.g. sickness, PADR etc. This would reduce the time spent by individual users on running reports from ESR, and ensure all users are working from the same dataset. This would need to be supported in a protected and secure environment as it would include sensitive information, and this needs to be investigated fully as part of the piece of work. Deadline 30/09/2023
	June 2023: The WF Digital Intranet pages hold a range of published data on Statutory & Mandatory Training Compliance, Staff turnover (including Reason for Leaving Breakdown), Staff in Post (including vacancies), Sickness trends, timeline, summary reports, and PADR Compliance, which is available to all staff (previously access was awarded on a case by case basis). Every opportunity is used to raise awareness of this pool of information, and we are continuously improving the reports published so that they evolve in line with identified needs.
Regarding the creation of a Workforce-specific platform available to HR Business Partners, we have not yet been able to identify a secure means of storing this type of data without it potentially being accessed by additional individuals in an uncontrolled way. We will continue to try to identify a suitable storage space.



	
	4.2
	We were advised that numerous workforce related reports can be generated and maintained across the organisation. These may be reports that can be generated locally, from manual records, or information may be requested from the Workforce Team, via the workforce support email address. However, generation of these reports appears to be ‘ad hoc’.
The health board should raise awareness of ESR reports available and their benefits to staff. Guidance and training should be provided to line managers and report usage monitored on an ongoing basis.
	Accepted in part. Awareness of data available to managers has (and will further be) advertised and supported by the introduction of portals within the self-service platform of ESR. These provide ‘at a glance’ graphs and tables regarding compliance of key areas e.g. Registrations and Memberships, Absence, and PADR’s. The portals can be clicked on to reveal additional detail down to an individual team member level. For most managers this access fulfils their needs, with the needs of higher level managers requiring a wider perspective being addressed by the points in 4.1.

In addition, individual members of staff are able to access their own personal information more readily via self-service e.g. by the use of the Absence Calendar and Employee Self Service Portals.
	June 2023: All portlets are now present within Self Service for managers to interrogate the detail of the graphs and tables presented in the main Portal screen.


	Executive Lead – Executive Director of Nursing

	ABM-1920-025
Discharge Planning

(DoN)

Report Issued

February 2021

Assurance Rating

Limited

	Rec

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

	
	14
	There were mixed findings in relation to Information Governance with different wards having different concepts relating to the amount of patient data permitted to be displayed within patient and visitors view.

However, in general, full patient names were visible on most Signal PSAG Boards with some Wards displaying dates of birth, area of residence and detailed health information. These screens should be switched off when not in use for Board Rounds to limit the visibility to patients and visitors, however there were several instances when a Board was left unattended by staff and visible to passers-by.
Clarity should be provided to staff across all sites on the detail permitted and required to be visible on the PSAG Boards in line with GDPR
	The Quality & Safety Governance Group will develop a standard for inclusion of key requirements and management of PSAG “know how you are doing” boards.
	June 2023: The detail permitted and required to be visible on the PSAG Boards in line with GDPR has been confirmed. A programme of work has been completed to reinvigorate ward information and each SDG is taking this forward – this will be checked by the Matrons in their weekly quality reviews.

	SBU-2122-002
Quality & Safety Framework
Report Issued

January 2022
Assurance Rating

Limited

	4.1
	Review of service group terms of reference identified variation of content related to group’s purposes. Only one contained a reference to the Quality & Safety Process Framework, with others referencing the health board’s expired Quality Strategy 2014-18.

Each contained a requirement for annual review of their terms of reference and self-assessment but the methodology and any further reporting of these are not outlined
Following any review of the health board’s Quality and Safety Process Framework and Quality and Safety Governance Group terms of reference, there should be consideration of any key content to be adopted within quality and safety groups throughout the organisation to promote consistency and alignment of objectives.
	Agreed - These “golden threads” will be reviewed and confirmed following the Quality and Safety away sessions being held in Feb/March 2022. They will include a focus on the quality priorities, key requirements of the annual plan, service specific indicators, national quality frameworks, NICE compliance, as well as local risks, harms, outcomes.
	June 2023: This action has been superseded by agreed action resulting from the 2022/23 review of Quality and Safety Governance Framework (SBU-2223-003 refers). As such, this action will now be closed.

	
	4.2
	Review of service group terms of reference identified variation of content related to group’s purposes. Only one contained a reference to the Quality & Safety Process Framework, with others referencing the health board’s expired Quality Strategy 2014-18.

Each contained a requirement for annual review of their terms of reference and self-assessment but the methodology and any further reporting of these are not outlined
In undertaking the above, the health board should consider if specific requirements are needed to support quality and safety group’s self-assessments and if these should be periodically reviewed. The maturity matrix included within the health board’s quality governance review may provide reference point for this.
	Agreed – These will be considered, as well as the use of the maturity matrix, along with the outcomes of the Quality and Safety away sessions and the expectations contained within the Health and Social Care (Quality and Engagement) (Wales) Act 2020.
	June 2023: This action has been superseded by agreed action resulting from the 2022/23 review of Quality and Safety Governance Framework (SBU-2223-003 refers). As such, this action will now be closed.


	Executive Lead – Executive Director of Nursing

	SBU-2223-007
IP&C

Service Group Arrangements

Report Issued

May 2023
Assurance Rating

Reasonable

	Rec

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

	
	3.1
	The Health Board have created work programmes to help improve Infection Prevention and Control at both Corporate and Service Group levels. Review of the progress made against the implementation of the work programmes showed that a number of actions at Service Group level are yet to be implemented or are off target.
The work programme target dates, and associated resource requirements, should be reviewed; with changes approved, and monitored at ICC and QSC meetings.
	The Infection Improvement Programme is under review for 2023/24. The key themes for the 2023/24 programme will reflect the IPC-related Outcome Measures to be approved by the Health Board. These include: 

1. Achieve reduction in 5 key healthcare associated infections in line with national reduction expectations.

2. Develop a proactive schedule of IPC-related audit for Service Groups, and IPC team, using the Audit Management and Tracking (AMaT) clinical audit assurance software.

3. Achieve compliance with national training target for infection prevention DT) - all available staff. Increase compliance with staff training. Working toward IP&C Training, Level 1 and Level 2 – ≥85% (available staff).

4. Environment – Cleaning Compliance scoring matrix >95%.

5. Develop a proactive schedule of antimicrobial-related audit, using the Audit Management and Tracking (AMaT) clinical audit assurance software.

6. Develop a Quality Improvement programme to work towards compliance with the National Decontamination Agenda and relevant Welsh Health Technical Memorandum documents.
	June 2023: The 2022/23 Improvement Plan was reviewed and a Quarter 4 update provided to the Quality & Safety Committee 23/05/23, with the key areas for focus in 2023/24.  These key areas have been included within the 2023/24 Infection Prevention Improvement Plan, which will be reviewed by the Infection Prevention & Control Committee on 29/06/2023.


	Executive Lead – Executive Medical Director

	SBU-2122-017
NICE Guidance
Report Issued

May 2022
Assurance Rating

Limited

	Rec

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

	
	3.1
	The health board has developed a Standard Operating Procedure (SOP) for the ‘Development, Dissemination and Review of NICE Guidelines not Specifically Related to Medicines’. The SOP was approved by COEG in November 2020 and was due for review in November 2021. Review of the SOP has highlighted sections that appear incomplete, including examples where roles and responsibilities were not clearly stated or defined. We also noted several instances where question marks were still present in the text of the SOP demonstrating it was incomplete.
	The SOP for the Development, Dissemination and Review of NICE Guidelines not Specifically Related to Medicines should be reviewed and updated.
	March 2023: Revised SOP/flowchart in place.

	
	5.1
	The health board maintains a ‘master spreadsheet’ or tracker for monitoring and managing NICE Guidance publications. We consider that the inclusion of the following details at the master spreadsheet would enhance the monitoring arrangements at the health board: 

1) Details of the lead individual(s) (nominated responder) responsible for ‘championing’ the NICE Guidance publication;

2) Confirmation of whether or not the NICE Guidance publication has been adopted and the date this was completed;

3) Justification is documented when it is determined that NICE Guidance will not be adopted; and

4) Measures that have been taken to ensure compliance with the guidance.
The HB should consider enhancing the level of detail captured on the tracker to strengthen arrangements to manage and monitor compliance.
	The Health Board will explore what options are available to capture additional detail within the digital AMaT software and will implement where this is possible; if there are constraints to the level of detail that it’s possible to capture, these constraints will be reported through COEG and consideration given whether an alternative can be used.
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	5.2
	A separate tracker is presented and discussed at the COEG meetings. It is a dynamic document and only contains NICE Guidance that is currently under review and consideration. Once COEG is satisfied, based on responses provided from the Service Groups that guidance has been considered appropriately, the item is removed from the tracker. There is therefore an absence of a mechanism to demonstrate ongoing compliance with the guidance.

Since July 2021, updates on NICE Guidance have been provided to the Quality Safety Governance Group, mainly via the ‘COEG outstanding responses to national guidance’ paper. At the July 2021 QSGG meeting, the percentage of responses received for newly published NICE Guidance was reported at 22.2%, with a small improvement to 27.3% noted in September 2021. This snapshot of ‘responses received’ is not evident at every COEG and QSGG meeting. However, whilst it is considered a useful tool to highlight the level of engagement within the health board, there is a lack of detail and clarity regarding the content of the responses in order to confirm that the NICE Guidance has been adopted by the health board and is being complied with.
The tracker should be presented at COEG to allow senior management to seek assurances that NICE Guidance has been implemented as appropriate. Issues identified should be escalated to QSGG and the Quality and Safety Committee.
	The data available on the AMaT system will be collated as a regular report for COEG.
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