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

AGAINST ORIGINALLY AGREED

DEADLINES
	Lead Director – Chief Operating Officer

	SBU 2223-015
	Transition from CAMHS to AMHS (COO)
	Report Issued May 2023
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.2
	During the course of fieldwork, we were directed to services within Mental Health and Learning Disabilities Service Group, Singleton Neath Port Talbot Service Group, and Primary Community and Therapies Service Group. As transition is an area which crosses the organisational boundaries of the health board there may be merit in identification of leads within each service group to support the health board senior lead.
The Health Board should consider identifying transition and handover leads for each Service Group
	M
	As highlighted above the arrangements for Transition and Handover need to be considered, and the importance of associating those arrangements with the appropriate clinical teams.
	30/06/2023
	August 2024: The complexity of Transition has been recently highlighted in the Regional CYP programme Board meeting and at Steering Advisory Board 3. Version 8 of the regional policy was circulated for wider feedback and undertook thematic analysis.  General feedback relayed was that partners questioned clarity of purpose of the policy and that monitoring and review would be difficult to achieve. In addition, partners are also still continuing to develop local operational procedures in response to National requirements such as the implementation of the ALN code which currently makes it difficult to marry up a regional joined up policy/procedure. The Health Board will now need to consider potentially developing its own Health Board Transitional Policy incorporating any confirmed regional procedures.
	31/10/2024

	6.1a
	The admissions policy includes ‘All staff on Ward F will receive Safeguarding Children training - Level 2. Ward Manager, Clinical Leads… will undergo Safeguarding Children level 3’. Our review of records and discussion with the Ward Manager confirms that currently staff are only undertaking Level 1 training.
Management should ensure that Ward F Staff undertake Safeguarding Children Training Level 2 to ensure compliance with the admissions policy.
	H
	The MHLD SG has systems in place to report and monitor compliance against all aspects of safeguarding training through its Quality and Safety Governance processes and into the HB Safeguarding Committee. Immediate action will be taken to improve specific safeguarding children training for Ward F in line with its Policy on the Emergency Admission of Young People (16 – 18 yrs) to Adult Mental Health Wards (2020).
	31/05/2023
	August 2024: SG L3 training for Ward F RMN and MDT staff is 89%.
	31/09/2024

	7.1
	The admissions policy includes that ward staff will be subject to enhanced DBS checks.

A staff in post list for Ward F was supplied for February 2023 containing 40 members of staff. Review of this listing identified:

• One health care support worker where no DBS check could be evidenced

• One Health care support worker where the clearance was for adults only, and not both adult and children.
Management should ensure all ward staff receive DBS checks at the appropriate level.
	M
	It is the expectation that enhanced level DBS checks are completed for all staff working with patients in MHLD SG as part of pre-employment checks. The MHLD SG will take an immediate action with workforce colleagues to review DBS status for all staff on Ward F to include the DBS requirement of working with children.
	30/06/2023
	December 2023 (KH): 74% of WF staff now have both enhanced adult & children DBS. 26% of staff are in progress to have children DBS in addition to adult DBS. This work has outlined a potential discrepancy between TRAC and HB Central DBS record. Staff pre-employment checks on TRAC confirm DBS clearance but this information has been absent for some staff on the HB central record.
	31/05/2024


	Lead Director – Chief Operating Officer

	ABM 1920-038
	Patient Environment
	Report Issued October 2019
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1
	There is no overarching Policy/Procedure in place to outline how external regulator / inspection reports are being managed across the Health Board.  As a result, audit noted that the process for managing these reports varied.

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


	31/01/2020
	February 2024: The updated draft document has been provided to members of the Service Group Q&S Groups for final comment.
April 2024: Further input has now been received from the Deputy Head of Quality & Safety and the DICE Team.  It is anticipated that this work will be completed by the end of June 2024.
	30/06/2024

	5
	During our observation visit, we found areas that had recurring issues.

Management should consider how they address issues of custom and practice that is resulting in repeat non-compliance with policies and procedures.
	M
	The policy (ref action 1 above) will set out a process for managing repeat non-compliance with policies and procedures to identify the issues and actions required by Units / specialist corporate staff / groups / committees. 
	31/01/2020
	February 2024: The updated draft document has been provided to members of the Service Group Q&S Groups for final comment.

April 2024: Further input has now been received from the Deputy Head of Quality & Safety and the DICE Team.  It is anticipated that this work will be completed by the end of June 2024.
	30/06/2024


	Lead Director – Chief Operating Officer

	SBU-2324-015
	Mental Health – 111 Service
	Report Issued June 2024
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	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.
	H
	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.
	31/07/2024
	August 2024: A date of 31/10/2024 has been set to evidence the reporting in place.
	31/10/2024


	Lead Director - Chief Operating Officer

	SBU-2223-011
	Continuing Care (COO)
	Report Issued July 2023
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	2.2
	The principles of S2.46 of the Continuing Healthcare, The National Framework for Implementation in Wales (the Framework) state that the health board is ‘…responsible for ensuring consistency in the application of the Continuing NHS Healthcare National Framework…’. Review of the NCCD for the sampled service groups noted that processes for assessments, approvals and input onto the NCCD are not consistently applied. There is disparity in the processes followed between each of the service groups reviewed.
The Health Board should review its processes and procedures at service group level to consider where efficiencies can be made and processes streamlined, whilst remaining compliant with the National Framework.
	H
	The Health Board has engaged the National Collaborative Commissioning Unit (NCCU) to support improvements to its Continuing Healthcare (CHC) and Complex Care (CC) commissioning arrangements. Work around streamlining procedures and policies will feature as part of those developments.
	31/01/2024
	April 2024: Progress has been delayed due to long term sickness of key senior member of Corporate Strategy. Project Director commenced in post on 16/04/24 who has been tasked with taking forward all aspects of CHC transformation and implementation of the recommendations from the NCCU review.
	30/06/2024

	2.3
	We acknowledge that the arrangements for CHC within the service groups reviewed are well established at the health board. Roles and responsibilities appear to be well understood within each service group; however, understanding of the same from one service group to another is not well known. Service groups are working in silos.

Service groups should consider collaborating to understand the wider challenges in terms of CHC issues at the health board.
	H
	The NCCU have supported the engagement with other service groups and as a result work streams which include coproduction of procedures and policies are being taken forward through this work.
	30/11/2023
	April 2024: Progress has been delayed due to long term sickness of key senior member of Corporate Strategy. Project Director commenced in post on 16/04/24 who has been tasked with taking forward all aspects of CHC transformation and implementation of the recommendations from the NCCU review.
	30/06/2024

	4.1
	We recognise that for high-cost cases there is a paucity of provision within the locality. This situation may contribute to increasing costs and delays noting the lack of alternatives locally. Challenges regarding the commissioning processes have recently been reported (March 2023) at the MH&LD monthly updates to both the Service Groups’ Weekly Business meeting and Mgmt Bd. The Continuing Healthcare / Continuing Care Position Statement (August 2022) echoed the challenges with commissioning at the health board. As noted elsewhere, a Commissioning Continuing Healthcare review is also underway at the health board.
The actions being taken to address the challenges around commissioning of CHC packages shall continue to be monitored and managed to ensure that value for money is being gained and efficiencies can be sought where possible.
	M
	The service groups will engage with the NCCU to produce a health board wide commissioning approach to CHC packages of care.
	30/11/2023
	April 2024: Progress has been delayed due to long term sickness of key senior member of Corporate Strategy.  Project Director commenced in post on 16/04/24 who has been tasked with taking forward all aspects of CHC transformation and implementation of the recommendations from the NCCU review.
	30/06/2024

	5.1
	In the last 12 months we were informed that there have been six Mental Health and Learning Disabilities cases managed under the disputes process. Management are advised that typically disputes relate to the fact that the Local Authority does not accept the outcome of an assessment.

There was an interim funding allocation agreement in place between the health board and both LAs (25% health: 75% LA). The LAs rescinded this in March 2023, and there was no agreement in place at the date of audit fieldwork to fund cases in dispute jointly. Executives in all three organisations are due to meet within the coming weeks to try to establish an agreement.
The health board comes to an agreement with Local Authorities to fund Mental Health and Learning Disabilities care packages in dispute jointly.
	M
	The health board is continuing to work with the Local Authority Directors to agree an appropriate funding arrangement for all cases, not just disputed cases.
	31/03/2024
	April 2024: Director of Strategy continues to have regular dialogue with Local Authority.  A key element of the newly appointed Project Director's role will be to support the Director of Strategy with the agreement and implementation of pooled budgets.
	30/06/2024


	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

	2.1
	The Post-Menopausal Bleed (PMB), clinic provides the service to the health board population plus the Bridgend locality of CTMUHB. P&F Committee paper (August 2022) noted that current capacity was not sufficient to address the backlog at that point. Discussion with service management outlined that around 35% capacity is allocated to Bridgend patients.

A number of supporting actions to expand and enhance the PMB capacity are underway. Whilst this demonstrates the number of approaches underway, there is no formal action relating to services provided to Bridgend patients, although we were informed is being progressed. At the close of fieldwork Gynaecology held the largest share of the backlog within the health board.
Noting the expected impact on PMB capacity the health board should include the disaggregation of the PMB service within future improvement plans, including a forecast target date for implementation.
	M
	There is no agreed date as yet for the disaggregation of the service with Cwm Taf Morgannwg but the impact of this change will be factor into future improvement plans
	31/03/2024
	June 2024: Planning and engagement work has commenced. It is anticipated that process with take approximately 6 months.
	31/12/2024

	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
	October 2023: Formal action plans now reviewed at Cancer Performance Group meetings. A formal report mechanism (highlight report) will be established for future meetings. 
February 2024: Formal actions are in place on Teams channel.
	31/05/2024

	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
	February 2024: Formal reports are present to Management Board on P&F Committee on at least a quarterly basis
	31/05/2024

	7.1
	Cancer Waiting Times – Standards and Escalation Policy has been developed by the Cancer Information Team to reference the responsibilities of those involved within pathway reporting. Following review of National Optimal Pathways, a number of timescales have been identified relating to diagnostics and pathology results. The document was due for review in July 2022, and discussion with the Cancer Information and Performance Manager indicated intention is to undertake a review of escalation triggers as some are currently not feasible within current pressures.
While recognising the initial targets for escalation reflect good practice, noting current pressures and the need for consistency of approach, we would support the review of the current document, and follow up review at an appropriate period.
	M
	Agreed - A review of the Cancer Waiting Times – Standards and Escalation Policy will be undertaken and presented to the Cancer Performance Group for ratification with an identified review period.
	30/09/2023
	December 2023: The revised Cancer Standards and Escalation policy is tabled for the January Cancer Performance Group meeting.
	31/05/2024


	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

	1.1
	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.
	H
	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
	30/06/2024
	August 2024: Patient Access Policy, Planned Care, approved in Patient Access Management (PAM) Group on 5 July. Subsequently, Rules for Managing Referral to Treatment Waiting Times has now been circulated by NHS Exec. Future changes likely to be required.  

Policies & Procedures T&F group has been established with first meeting in August 2024. The scope of this group is to ensure the development, approval and governance of policies and procedures and to identify any practice changes required as a result. The group will be responsible for ensuring all documents are received, reviewed and escalated to the PAM Steering Group for approval. All approved documents will be communicated in a manner that ensures their effective implementation including developing systems for monitoring and auditing uptake. 

The policies and procedures working group have developed a patient access management written control document procedure (WCD) which sets out the operational processes relating to patient access management to be followed to meet the objectives of the health board policy - Policy for the Management of Health Board wide policies and procedures and other written control document 2023. The procedure includes a series of actions and arrangements that support the development review, approval, publication and implementation of all WCDs relating to patient access management and helps to achieve compliance with corporate and clinical governance standards. 

PAM Service are implementing iPassport to help with the development of policies and procedures. It will provide document version, owners, review dates. This is currently being developed as part of the Policies & Procedures working group.

The WCD has implemented a process in which the following documents need to be submitted - a Document Assessment Form (DAF), SBAR, WCD and EIA. A template has been developed and approved for each document type. 

The first 11 SOPs for the Outpatient programme are drafted and will be reviewed / approved in the next policies & procedures working group in September 2024.
	31/10/2024

	1.2
	
	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
	August 2024: PAM is developing a SharePoint site that will include a section for policies and procedures. All approved documents will be uploaded onto iPassport and SharePoint and messaging will be shared via Viva Engage for staff to be aware of the changes. Version Control and review of policies and procedures will be managed via the iPassport system. Automatic alerts are built into the system and will be generated for document owners, as required. A launch date for the site will be agreed in the Communications Working Group in September 2024. This will be supported through a comms. & engagement strategy which is currently being developed.
	31/10/2024

	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
	August 2024: Training Programme Working Group established in August 2024. The Training Programme is made up of:

Module 1 - Induction - live in ESR

Module 2 - Outpatients Pathways and WPAS Functionality - training content agreed by SMEs; content will be considered at September 2024 Training Working Group. Also working with NWSSP to update content into ESR. Advised it is approximately 3 month timeline for completion. Possible launch December 2024.

Module 3 - Diagnostics - Programme leads being identified with relevant services

Module 4 - Inpatient Pathways and WPAS functionality - training content agreed by SMEs; content will be considered at October 2024 Training Working Group. Also working with NWSSP to update content into ESR. Advised it is approximately 3 month timeline for completion. Possible launch January 2025.

Module 5 - Complex pathway assurance & WAPS functionality - not yet started

Module 6 - Digital Data Quality & Dashboards - Health Care Systems Engineering have developed training modules that will be considered in October 2024 Training Working Group.

Module 7 - Clinical Staff - not yet started
	31/12/2024

	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
	August 2024: Attendance records for Module 1 are provided to PAM, through ESR. Further reports will be provided once ESR training commences. All attendance reports will be managed via ESR system. PAM SharePoint Page will include a training section that will provide a summary of attendance on training, per service.
	31/12/2024

	2.1b
	Discussions with key staff established that there are checks of waiting list data, e.g. validation checks by the Planned Care Team and ophthalmology, weekly checks by the PAM Team, etc. However, it was difficult to evidence from the information provided the frequency or outcome of these reviews. 

Sometimes, we were unable to obtain source data only confirming the output of reviews when they were reported to the various committees and boards
An appropriate audit trail should be maintained to confirm the frequency and outcome of these checks.
	H
	Proformas to be reported to each of the bi-weekly meetings to provide details of what checks are being undertaken and any updates made.
	31/05/2024
	August 2024: Bi-weekly reporting is undertaken in performance scrutiny meetings. Audit details will be uploaded to and included in iPassport. This will support monitoring the number of audits and frequency undertaken.
	31/12/2024

	3.1a
	Several performance dashboards have been made available to staff to enable them to monitor waiting list data. As staff have cited capacity issues impacting their ability to carry out checks of the waiting list, this may also result in staff being unable to review dashboards frequently. Performance reporting to Outpatients Board (15 February 2024) also highlighted inconsistencies of these multiple tools being used with no scrutiny of data accuracy nor governance to approve the development of dashboards. The issue was also discussed at the PAM Steering Group (28 February 2024) where it was decided to review the list of dashboard users to confirm last access, and to explore the feasibility of amalgamating the dashboards. 

The Ophthalmology Service Manager highlighted that the Vitals dashboard and the RTT report does not extract the Eye Care Measures Ophthalmology grading on Health Risk Factor (e.g. R1, R2, R3). This explains why the Vitals dashboard is reporting 6,020 patients as ‘awaiting grading’ where the actual figure is 279. The Deputy Chief Operating Officer explained that Welsh Government reporting, and that carried out internally, would not use the data contained within Vitals dashboard so should not affect the accuracy of reporting. However, reporting between monitoring tools should be aligned or fully integrated where possible to prevent confusion, particularly in the absence of key staff.
Review of the data tools available, to assist in the monitoring of waiting list performance (to include cancer performance), should be undertaken to confirm: 

· the tools are still required and do not cause duplicate of effort in monitoring them;

· the accuracy of the data contained within them;

· the data can be consistently reported.
	M
	Standard proformas for the data templates used in the meetings are being developed by the services assisted by the performance teams (Monthly Meetings - Immediately)
	30/06/2024
	
	

	3.2a
	Several performance dashboards have been made available to staff to enable them to monitor waiting list data. As staff have cited capacity issues impacting their ability to carry out checks of the waiting list, this may also result in staff being unable to review dashboards frequently. Performance reporting to Outpatients Board (15 February 2024) also highlighted inconsistencies of these multiple tools being used with no scrutiny of data accuracy nor governance to approve the development of dashboards.
Guidance should be provided to staff clarifying their responsibilities for monitoring the performance monitoring tools.
	M
	SOP’s are being developed to outline “standard work” in relation to monitoring performance and outline roles and responsibilities.

User manuals and training packages in how to use performance dashboards are being developed and will be approved via the PAM group governance structure already outlined above.
	30/06/2024
	August 2024: HCSE Training Lead is developing a training programme and SharePoint site.
	31/12/2024

	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
	
	

	
	
	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
	
	

	5.1
	Following the Health Board recently receiving three Public Interest reports from the Public Services Ombudsman for Wales (January 2024) relating to the management of waiting lists for orthopaedic surgery, it was agreed in the PAM Steering meeting (February 2024), in line with a request from Welsh Government to all health boards, that a minimum of 50 patients who have had their RTT clock reset will be selected at random, from a different speciality each month, and independently checked to confirm the appropriateness of the application of the RTT rules. The outcome of this review was reported to the PAM Steering Group (February 2024) concluding that the RTT clock reset rules had been applied appropriately for the sample selected. The discussion highlighted the importance of adding notes to patient records whenever an alteration is made on an RTT event, and any issues identified as part of these checks will be escalated to service groups.

The Health Board has also received two recent non-public interest reports from the Public Services Ombudsman for Wales relating to the delays in waiting for cancer treatment or surgery (202103036 -November 2023; 202102574 - March 2023). While the Cancer Performance & Information Manager was aware of the Ombudsman’s investigations, she has not seen the resulting recommendations nor had the COO or Deputy Chief Operating Officer. The Concerns Assurance Manager (Patient Feedback Team) confirmed that action plans resulting from Ombudsman reports are shared throughout the relevant service group. However, there needs to be wider cross-service learning and reporting within the health board of issues relating to waiting list performance to highlight lessons learnt and any good practice, e.g. if there are recommendations for one specialism, these may be applicable in other areas.
	M
	The Patient Access Management Team to share examples of “Good Practice” on the PAM SharePoint page.

The Patient Access Management Team to evaluate any concerns, complaints raised regarding waiting list management and ensure appropriate training is put in place where themes are being identified.
	31/07/2024
	August 2024: PAM have shared their training programme with NHS Execs
	31/12/2024


	Lead Director – Director of Corporate Governance

	SBU 2122-008
	Standards of Business Conduct Declarations
	Report Issued July 2022
	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 set process which allows the Corporate Governance Team to be certain that all required declarations have been made, in so far as that is possible, and to identify missing declarations. We note that plans remain for the declarations form to be electronic, where the data can be held centrally.
Management should determine and implement a solution to ensure the completeness and accuracy of declarations of interest, including nil returns.
	M
	Quarterly reminders are sent to the corporate and service group leads to cascade within their teams to remind staff of their responsibilities to declare interests. In addition, declarations of interest and secondary employment are to be created as competencies within the statutory and mandatory training section of ESR with all employees required to complete these once a year and confirm that they have read the standards of business conduct policy.
	30/11/2022
	August 2024: Feedback has been received from the HR Policy Lead, indicating that it is not felt appropriate confirm declarations of interests/gifts/hospitality as part of the PADR process. Workforce & OD colleagues have contacted the National ESR Team in order to establish whether competencies can be updated to mandate staff confirmation of their awareness of the Standards of Business Conduct, and appropriate declarations. A response is awaited.
	31/10/2024

	2.1
	At present the staff handbook issued to all new starters is being renewed. Whilst the previous version did not make reference to the health board’s Standards of Business Conduct Policy, the draft copy of the revised handbook provided to us during the audit included an introduction. 

We were also provided with a more recent version of the new starter checklist from the Head of Compliance. This included a section confirming awareness of responsibilities regarding declarations of interest. 

The revised staff handbook should be finalised and circulated to staff. The handbook should contain a checklist which requires completion by new starters and countersignature by the line manager, intended to ensure the initial declarations are received and submitted to the Corporate Governance Team within a specified time from the commencement of their employment.
	M
	A previous version of the handbook was considered during the audit. A more recent version has since been published and does now reference the standards of business conduct.

Declarations of interest and secondary employment are to be created as competencies within the statutory and mandatory training section of ESR with all employees required to complete these once a year as well as confirm that they have read the standards of business conduct policy. This will be part of the check-box on the checklist for completion of mandatory training.
	30/11/2022
	August 2024: Feedback has been received from the HR Policy Lead, indicating that it is not felt appropriate confirm declarations of interests/gifts/hospitality as part of the PADR process. Workforce & OD colleagues have contacted the National ESR Team in order to establish whether competencies can be updated to mandate staff confirmation of their awareness of the Standards of Business Conduct, and appropriate declarations. A response is awaited.
	31/10/2024

	SBU-2223-025
	Follow Up Review
	Report Issued July 2023
	Reasonable Assurance

	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.
	M
	The Health Board intend to use AMaT to monitor recommendations raised by other external inspection and review bodies.
	31/10/2023
	August 2024: Pilot currently underway focussing on Singleton/NPT Service Group using AMaT for HIW inspections.  Report to go to management board in October providing an update and to November AC in terms of current position of the pilot and next steps.
	31/10/2024


	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

	1.1a
	Review of the process document highlighted that the required document review date has since passed (23rd November 2021). The current version of the document holds a number of blank areas, including author job title, approved by, and publication date. We were informed that the review commenced in January 2022 and remains ongoing at the time of fieldwork.

The main SOP: Safety Notices and Important Documents Management Procedure should be reviewed updated, and contain standard elements such as author, approval and publication date. It should also be ensured that it is subject to an annual review going forward
	M
	The Safety Notices and Important Documents Management Procedure document will be reviewed and updated, and incorporate detail of the author and approval date. Once approved, the document will be subject to review in line with the Health Board’s Policy on Policies.
	30/09/2022
	August 2024: Work in this area is ongoing.
	31/10/2024

	1.1b
	The latest version of the overarching SOP, Safety Notices and Important Documents Management Procedure was formally approved on 10th December 2020 by the ‘Once for Wales Risk Management System Implementation Group / User Group’. There is no evidence that the SOP has been approved in line with the ‘Policy for the management of health board wide policies procedures and other written control documents’ requirements.

The process document should be subject to formal governance approval at an appropriate group which contains Executive Director membership
	M
	The updated document will be submitted to the Management Board for approval.
	31/10/2022
	
	31/10/2024

	1.1c
	The SOP does not include reference to an overall lead Executive for alerts and notices, this reflects a lack of single point of ownership within the health board for the process as a whole as responsibilities sit across a number of directorates and specialist areas.

The health board should identify a lead Executive Director for notices and alerts, and this should be reflected within the SOP.
	M
	As part of the update process referred to above, discussions will be held to consider a lead Executive Director with overall responsibility for the safety notices and alerts process.
	31/10/2022
	
	31/10/2024

	1.1d
	We found that in some places the main SOP used alerts and notices as synonyms rather than containing clear definitions, which may result in lack of clarity for readers.

In addition, alerts and notices should be clearly defined and differentiated within the SOP
	M
	The various types of alerts and notices covered by the Procedure will be clearly identified, defined and differentiated as part of the update process.

	31/10/2022
	
	31/10/2024

	1.1e
	Review of the SOP content identified that it includes listing of 15 different types of alerts. Section 6 of the SOP requires that the ‘Responsible Persons’ for each alert develop local arrangements to be outlined in their own SOP. However, seven out of 15 alert types were not supported by any process documentation. We were informed that two of the SOPs, for Estates and Facilities alerts and notices, and CMOs, are currently under development.

We also note that the overarching SOP requires that each Service Group should have its own SOP, to reflect local arrangements to support distribution and management of alerts/notices. Our review of these Service Group SOPs found that three of them have not been reviewed for a number of years and varied in level of detail and content. In addition, we were informed that the combined SOP for Singleton Neath Port Talbot remains under development.

In line with the requirements of the overarching SOP, appropriate SOPs should be developed at the Service Group level and for each alert type where required. These SOPs should be subject to regular review and formal approval.
	M
	Service Group and/or Department level Procedures will be updated and/or developed as appropriate in tandem with the above.
	31/10/2022
	August 2024: Work in this area is ongoing.
	31/10/2024

	2.1a
	We selected a sample of 30 notices and alerts and found that, with the exception of one MDA, all were recorded in Datix. We found that alerts and notices have been entered within the Datix system in a timely manner, although our testing revealed that completion deadlines, in line with the timeframes required e.g. by WG, were not formally set within the system.

We recommend that formal deadlines are set, to complete the necessary actions in relation to safety notices and alerts. These deadlines must be in line with the specifications stated in the safety notices and alerts and, if there is no such specification, then the deadline should be formally set by the relevant Level 0 Responsible Person.
	H
	Deadlines for action will be set and communicated for each safety alert and notice received by the health board.
	30/09/2022
	
	31/10/2024

	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:
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We also recommend that compliance with actions be proactively monitored, evidenced and the related audit trail is maintained to support the completion of actions.
	H
	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)
	31/10/2022
	
	31/10/2024

	3.1
	Distribution lists are in place to cascade alerts and notices through the health board. We tested two distribution lists in Datix and found that appropriate levels of representation were included. The main SOP requires that the distribution lists are subject to a review. However, we found no evidence that the distribution lists were circulated (as minimum annually) to the Service Group Directors for confirmation or amendment changes.

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

The distribution list should be subject to regular reviews, and these reviews should be formally evidenced. We also recommend that substitutes are formally identified for level 0 Responsible Person.
	M
	Distribution lists will be subject to regular review. Detail regarding timeframes, together with the management trail to be maintained and retained to evidence checks undertaken will be set out in the relevant Procedure document(s). All Level 0 Responsible Persons will be asked to nominate deputies to act in their absence.
	30/09/2022
	August 2024: Work in this area is ongoing.
	31/10/2024

	3.2a
	The health board’s overarching SOP sets out the arrangements for communicating alerts and notices, cascading information from the Responsible Person (level 0) down to Ward and Departmental Managers (level 3), although the responsibilities for level 3 are not directly outlined. 

As would be expected, given the wide range of notice and alerts, the Responsible Persons are drawn from a number of directorates and specialist areas. Despite this, the SOP does not make a reference to individual Executive Director roles and responsibilities.
We also recommend that roles and responsibilities are clearly defined in the main SOP, including for Executive Director and Level 3 (Service Group).
	M
	This will be actioned as part of the document review and update process.
	31/10/2022
	
	31/10/2024

	3.2b
	We found other SOP (Morriston Service Group and the combined MDAs, Local Safety Notices (LSNs) and Local Security Alerts (LSAs) SOP) included references to level 4 cascading but the documents did not define roles and responsibilities to this level.
Where additional levels are used in the Service Group SOPs, these should be clearly defined accordingly.
	M
	This will be actioned as part of the update and/or development of Service Group and/or Department level Procedures.
	31/10/2022
	
	31/10/2024

	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.
	M
	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.
	31/10/2022
	
	31/10/2024

	4.1b
	The current main SOP does not explicitly state how issues related to safety notices and alerts should be escalated.
A formal escalation route should be established and formally documented.
	M
	Details of escalation processes will be set out within the relevant procedure documents as part of the update and development process
	31/10/2022
	August 2024: Work in this area is ongoing.
	31/10/2024

	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
	
	31/10/2024


	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
	June 2024: Meeting held with KIER. Integrity of ceiling space signed-off, with quotes for work expected by the end of June.
July 2024: Still progressing with Kier, and awaiting quotation. Regular communication, but implementation not practically possible until at least end December 2024.
	30/11/2024

	4.1
	The Business Continuity Plan (BCP) includes planning for loss of server rooms, although we note that there is limited detail for this, with an instruction to “…use other rooms to relocate DR equipment”. We also note that as failover is not automatic, there is a need to readdress the network; however, this is not clear within the BCP. As such, there is no formal Disaster Recovery (DR) plan that sets out exactly what will be done in the event of a major failure of service

We also note that whilst the key information is in place to enable recovery of individual services, the use of this in a disaster scenario relies in the user knowing where the information is and how to use it. We note that DR plans may need to be invoked late at night, by an individual who may not be familiar with the service. Whilst Digital Services operate an on call rota, and if necessary will declare an incident in order to bring key individuals on site, the current DR planning may lead to delays in service restoration.
A more structured disaster recovery plan should be defined that builds on the information already available.
	H
	The DR plan going forward will change depending on the outcome of considerations around an automated failover between Morriston and NPTH data centres, and options for cloud hosting. A more structured plan will then be developed.
	30/06/2024
	June 2024: This is being considered with the work to implement layer 2 connectivity between Morriston and NPT data centres which is due 30/09/2024. In parallel the appropriate documentation is being prepared but will not be able to be tested until above work is complete. An update will follow after the layer 2 connectivity is established.
	31/10/2024


	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

	2.1
	We were provided with a list of current SIGNAL users, of which there were 9,304 at the time of fieldwork, and selected a random sample of 100 users to undertake user testing. We noted that a total of 14 users no longer worked for the health board; 5 had either no Active Directory (AD) record or no information recorded against them, and 9 had active records for other NHS Wales organisations. We also noted that 2 of these users had ‘Signal Admin’ access, of which 1 had an active AD record for another organisation. We further selected a random sample of 10 temporary locum / agency login records and requested the corresponding user details and noted that 1 record could not be traced back to a user.
Management should ensure that a review of current user accounts in SIGNAL is undertaken, and should leavers and/or movers be identified, their accounts appropriately managed and disabled as required.
	M
	To address this a console application will be developed which will run nightly to review the membership of the AD group that grants access to Signal. This will then disable any account in Signal that does not exist in the AD group.
	31/07/2024
	August 2024: Console application has been developed and successfully tested. Due to the necessity to add a column to the User Details table this will not go live until the release of version 3.4 which is due in October
	31/10/2024

	2.2
	Whilst access to SIGNAL is determined by a user’s AD account status, it is dependent on wider health board procedures being followed correctly and in a timely manner. Work to improve procedures around new starters, leavers and movers is currently being progressed with WOD.
Periodic reviews of SIGNAL users should be undertaken in conjunction with Workforce & OD to safeguard the system against unauthorised access whilst work to improve wider health board processes is progressed.
	M
	The console application will reflect the processed leavers from AD on a daily basis and monitoring of the applications success will then form part of the daily checks performed by the Software Development team.
	31/07/2024
	August 2024: Console application has been developed and successfully tested. Due to the necessity to add a column to the User Details table this will not go live until the release of version 3.4 which is due in October
	31/10/2024

	3.3
	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 running exception reports periodically and share with Services to correct and resolve any outliers.
	L
	Since the functionality to allow patients to be created manually has been introduced, it has only been used once outside Mortuary. A PowerBI report will be created that shows use of this function. The Product Support team will run this routinely and communicate with services if any issues arise.
	31/07/2024
	August 2024: Work on Power BI report is underway.
	31/10/2024


	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 EOLC Action Plan should include a cross reference to the NACEL audit, to demonstrate the linkage between the NACEL findings and the health board’s local 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.
	30/09/2024

	
	
	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.


	30/09/2024

	SBU 2324-020
	Digital Support
Effectiveness & Efficiency
	Report Issued March 2024
	Assurance Rating – Reasonable

	Rec

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

Update/Comment
	Milestone Target

	1.1
	Out-of-hours support models operate on a mostly goodwill basis, and the members of staff covering the on-call service resume working the following morning to undertake their contracted duties. The lack of formalised arrangements could ultimately impact on patient safety, as members of staff could withdraw from the voluntary rotas, which would lead to inadequate cover in the event of critical incidents.

Management should review the digital out-of-hours support models and formalise arrangements to align with the current landscape.
	H
	Agree an appropriate out of hours support model for HEPMA with Morriston SDG and Pharmacy services, similar to that in place with NPT and Singleton (medium term).
	31/05/2024
	August 2024: EPMA v8.2 was postponed due to defects identified during testing, subsequently delaying anticipated enhancements such as password reset with self-service.  A decision is yet to be made regarding potential changes to incorporate support from the pharmacy on-call service for clinical queries. The HEPMA team continue to pilot an extended hours model [between 8am and 11pm] to reduce the impact on the team whilst a longer term solution is sought.
	30/09/2024

	
	
	H
	Identify and implement options to support the infrastructure on call service to provide a more sustainable out of hours service in the medium term.
	30/06/2024
	June 2024: Four workshops have been held to discuss options for an Out Of Hours service. The next phase is to agree the scope of an interim support arrangement in order to understand the demand which will feed into the business case to BCAG. This interim arrangement will either require volunteers or potentially be procured from a third party. The follow up session and costing of the interim service will require a time extension to end of August 2024 and will require an agreement on funding.
August 2024: Further workshop held in July. Two interim models being developed for costing purposes and learning for the business case. Anticipated date for this is end of October 2024.
	31/10/2024


	Lead Director – Director of Finance

	SBU-2324-002
	Estates Condition
	Report Issued October 2023
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	5.2
	We are advised a detailed resource analysis of existing and required maintenance staff has not been undertaken to assess whether a sufficient maintenance regime can be delivered to support the current estate, or support the ambitions of the Estates Strategy.
To support 5.1, a full review should be undertaken of the Estates workforce to analyse the current position in terms of capability and capacity.
	M
	Agreed
	31/12/2023
	June 2024: Workforce review/modernisation has commenced, including the planned recruitment of additional staff resources. As part of this process, a series of key priority tasks have been identified, to be completed during the period up to May 2025. Reports on progress will be brought to the Performance & Finance Committee as part of the Estates matters update paper.
	30/09/2024

	5.4
	This report presents the UHB and All-Wales comparators for maintenance expenditure on the estate: with the UHB spending slightly above the All-Wales average in 2021/22 (based on the latest reported EFPMS data). 

When this was correlated against an increasing estates backlog position, it indicated that the UHB was unlikely to see significant progress in reducing the backlog in the short to medium term. Also, any new or refurbished estate is likely to deteriorate in the future without a change in the level of investment. An inadequate maintenance resource can contribute to an increasing backlog position, i.e. reduced ability to address reactive and planned maintenance.
Any resource gap both in terms of ability to maintain the current estate and ability to support delivery of the Estates Strategy should be determined, and reported to an appropriate forum.
	M
	Agreed. Following the standing down of the Health & Safety Committee, we now report Estates matters to the Performance & Finance Committee. Following an initial report in August 2023, the Committee has requested the inclusion of more statistical data. This will include maintenance compliance data. The results of the above review into future requirements will also be taken to this Committee.
	31/12/2023
	June 2024: Workforce review/modernisation has commenced, including the planned recruitment of additional staff resources. As part of this process, a series of key priority tasks have been identified, to be completed during the period up to May 2025. Reports on progress will be brought to the Performance & Finance Committee as part of the Estates matters update paper.
	30/09/2024


	Lead Director – Director of Finance

	SBU-2324-007
	Health & Social Care RIF

DoF
	Report Issued March 2024
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	The ICF MOU details the role of the health board as the banker, and discussion with Finance leads highlighted that there has been no change in responsibilities as a result of the move from ICF to RIF. In January 2024 the Audit Committee approved Financial Control Procedure 022 – Regional Integration Fund, clarifying the Health Board’s governance arrangements to manage the banker process. The FCP references the ICF MOU and so will require updating in line with any changes the RIF MOU may contain.
Once the memorandum of understanding has been agreed, the Financial Control Procedure (022) – Regional Integration Fund, should be updated to reflect this change in agreement.
	M
	The Financial Control Procedure (022) – Regional Integration Fund, will be updated by the Health Board to reflect the updated MOU.
	31/07/2024
	August 2024: The MOU has been updated and was agreed by the Health Board. It will now be presented to the Supporting Programme Update meeting in September.
	30/09/2024


	Lead Director – Director of Finance

	SBU-2324-003
	EIMP: Sub-Station 6
	Report Issued May 2024
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	4.1
	The highest risk on the Risk Register at the point of the audit related to “Contaminated ground” or “Obstructions in the ground”, with a mitigating action stated as “Ground investigations”.

It is acknowledged that the nature of the works and the site would inevitably mean additional issues being identified as work progressed. A large number of Compensation events were raised in connection with obstructions/asbestos etc. identified on site.

Noting the number of Compensation Events and the associated mitigating action at the project risk register, consideration should be given to the adequacy of the initial site surveys undertaken and identified risk mitigating actions at the post project evaluation.
The post project evaluation will consider the adequacy of the initial site surveys undertaken and identified risk mitigating actions to ensure that lessons are learnt for any future developments on the site.
	M
	Agreed. During the lesson learned meeting, all factors will be considered and discussed at the appropriate time following scheme handover.
	31/07/2024
	Aug 2024: Minutes have been reviewed and agree that the details were not recorded in them. Contaminated pond/land. Discussions held with Dangerous Good Safety Advisor and Natural Resources Wales on site with HB and contractor, where it was agreed that the items found were non-hazardous and to be removed as offensive waste and has subsequently been segregated and disposed of the offensive waste, hence the removal from the risk register. Some asbestos was identified with the fuel line excavation and again, this was removed by a specialist contractor and again removed from the Risk log. The generators were delayed and delivered in February 2024 and was removed from the risk log.

There was a slight time lag in the RR review and the scheduled monthly financial meetings. The main risk identified with the scheme at the time was the suspected hazardous waste, with the contractor initially informing the HB that there would be a significant cost in the disposal of the waste, including 200 plus cubic meters of soil, that was only able to be accepted by a waste transfer station in Belgium. This was mitigated following the on-site review with the HB Dangerous Good Safety Advisor and Natural Resources Wales specialist.  
	30/09/2024


	Lead Director – Director of Finance

	SSU-SBU 2122-005
	Waste Management
	Report Issued February 2022
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	6
	A process of action tracking and reporting was not evidenced for Pre-Acceptance audit non-conformities.
a) Recommendations / non-conformities arising from Pre-Acceptance audits should be monitored via the central tracker.

b) Pre-Acceptance audit non-conformities, and progress towards actioning the same, should be reported to a relevant forum/s (e.g. Estates Board / Hospital Management Boards).
	M
	a) Agreed, we will prepare a RAG-rated summary log of all audit findings.

b) Agreed. Recognising that Morriston has recently established a Management Board (with the same anticipated for Singleton), the presentation of relevant audit findings could be directed to these forums (rather than the Estates Board, which only has the ability to influence Estates issues), to enable appropriate oversight and action by the relevant responsible officers (i.e. ultimately the Service Directors).  The Assistant Director of Operations (Estates) will liaise with the Service Directors to confirm how they wish for relevant issues to be reported.  Where pre-acceptance audit findings relate to Estates, these will be incorporated into the existing Environmental Report.

It is also noted that Estates are in the process of developing a Compliance Manager post, which would play a key role going forward in the monitoring of audit recommendations.
	31/01/2022
	April 2024: Technical Services Position advertised and interviewed December 2023 - successful candidate declined the position. Position advertised again as a 12 month Internal Secondment – date of advert 15/04/24. Wider paper regarding addressing changes in Waste Legislation has been submitted requesting funding for 2 x Band 4 positions. Estates waiting for formal confirmation it has been approved and incorporated in the financial plan. In addition to other duties, these positions will be used to address some of the onsite actions raised by Pre Acceptance audits. 
June 2024: The Department were unsuccessful in internally seconding into the Technical Services position. Senior Estates managers and Workforce Business Support are meeting during June to discuss opportunities to restructure the department. Job descriptions for the Band 4 posts are currently with Job Matching.
	31/07/2024

	SSU-SBU-2324-001
	Singleton Cladding

Final Account
	Report Issued February 2024
	Substantial Assurance

	Rec

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

Update/Comment
	Milestone Target

	2
	VAT had been appropriately applied at the standard rate (20%) at the SCP valuation submissions reviewed. VAT recovery has been provisionally agreed with the HMRC at 36.17% of the VAT for the overall project. This is subject to re-evaluation based on final project costs (including works cost, fees, other etc.), and supporting evidence.
VAT reclaim will be adjusted at project completion as agreed with HMRC.
	M
	Agreed. The VAT reclaim will be adjusted at the final account.
	31/05/2024
	August 2024: Confirmation of the final account for the cladding scheme has now been received. A date of 31/10/2024 has been set for further update regarding the re-evaluation of VAT reclaim
	31/10/2024


	Lead Director – Director of Finance

	SBU 2223-016
	Health & Safety
	Report Issued September 2022
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	9.1
	Priority two within the Strategic Action Plan outlines steps towards the development of training to support managers within the health board. Milestones include:

1. Identify appropriate managers to undertake IOSH Managing Safely or equivalent.

2. Identify course provider or develop internally.

3. Schedule initial dates for pilot course completion. This potentially will be 10-year programme. 

During fieldwork we were informed that there has been consideration of the method of programme delivery, including review of training provided by neighbouring health boards. However, identification of managers remained outstanding outside of links to specific bandings and we note there is opportunity to link this to the identification of site leads currently being progressed by the health board

The health board should undertake an assessment to ensure there is identification of managers, and those with health and safety responsibilities for specific sites, to ensure the rapid progression of training once the course and its delivery method are agreed.
	M
	Managing safely or equivalent level of course aimed at managers/supervisors is in progress, with the aim to have the first pilot in place by December 2022, with the intention of commencement of full roll out of this course in 2023.

Dates will be published and the overall duration to capture identified staffing groups will depend on the number of courses and attendances at each course per week, with the commencement of a health and safety advisor post in September/October increasing the resources to help support this.
	31/03/2023
	August 2024: A paper will be presented to the next HSOG on 11 November outlining H&S training priorities for managers.
	30/11/2024

	SBU-2223-011
	Continuing Healthcare
	Report Issued July 2023
	Limited Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.2
	There are several policies / procedures in place that link to CHC including Financial Control Procedure (FCP) 14: Non-Pay Expenditure. However, we note that it required review in 2020/21.
FCP 14: Non-Pay Expenditure should be reviewed and updated.
	H
	The review of Financial Control Procedures (FCP) is scheduled for Audit Committee in November.
	30/11/2023
	August 2024): Finance Team met with both AP and Procurement during August to review the FCP jointly and final comments from all parties expected by 20th September, with revised FCP planned to be presented for sign off at November Audit Committee.
	30/11/2024


	Lead Director – Director of Workforce & Organisational Development

	SBU-2324-021
	Sickness Absence Management
	Report Issued October 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	3.1
	Managing Attendance at Work training is available to all managers who have responsibilities in managing staff attendance. Attendance records at training sessions are taken and issued to the Business partners at each Service Group, however there is no central monitoring of those attending against expectation - while access to ESR to record this is available, the functionality within the OLM platform is not currently used to enable this. At present MAAW training is not recorded centrally and therefore compliance rates cannot be obtained for monitoring.
Recognising that there is a broader issue with the systems used to capture training requirements and reporting on compliance within the HB, compliance with MAAW training should be captured and reported at an appropriate forum.
	M
	Ongoing reporting of attendance to Service Group meetings.
	30/04/2024
	August 2024: Education Programme has been set up on ESR. Training for administrators is due to commence to allow recording. 
	30/09/2024


	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

	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.
	M
	We will develop and implement an agency approval form. We will also ensure that all spend reports include the identification of non-framework use
	31/07/2024
	August 2024: Work is currently ongoing to review reporting functionality in order to separately identify non-framework agency spend.
	30/09/2024

	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
	August 2024: Development of an agency approval form is currently being considered in the context of the wider recovery and sustainability work being undertaken across the Health Board.
	30/09/2024

	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
	August 2024: Service Group Directors will be reminded of the need to ensure that all temporary workers complete an induction checklist if working in new wards that is approved by an appropriate person. They will be informed that compliance with this requirement will be audited on a 6-monthly basis, and asked to ensure that these messages are appropriately disseminated. 
	30/09/2024


	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
	April 2024: The Interim Director of Workforce & OD continues to work with the Assistant Director of Workforce & OD and Head of Workforce Effectiveness & Analytics on the completion of an option appraisal. Once complete, the appraisal will be taken to Management Board for approval. 
June 2024: The option appraisal paper for Management Board is nearing completion.
	31/07/2024

	SBU-2223-010
	Nurse Rostering (DoWOD)
	Report Issued May 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	3.1
	The Roster Analyser is a Red, Amber, Green (RAG) rated report that provides an overall assessment of the efficiency of the roster which is reviewed ahead of second level approval of the roster. The report provides an assessment of the budget, safety, effectiveness, fairness and annual leave. The staffing budget for the wards are not included in Health Roster, as such, the budget is always shown as green. We were informed that the health board does not have the manpower to enter this information due to the different grades and spinal points under Agenda for Change.

The health board should consider including the overall budget on Health Roster to provide an estimate of actual spend against budget.
	L
	Agreed. This will further inform the scrutiny meetings. It will be a big piece of work and will be linked to the work ongoing at the health board with the implementation ESR-Go; and the appropriate time investment will be required to ensure the effective implementation.
	30/04/2024
	None received
	


	Lead Director – Director of Insight, Communication & Engagement

	SBU-2223-006
	Stakeholder Communication & Engagement
	Report Issued August 2022
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	3
	We noted that in order to operate effective health board oversight of the full range of engagement work provided by the Stakeholder Reference Group (SRG), the Group provides an annual report to the Board of its activities and work in the year. The last such report was made to cover the group’s work of 2018/19.
We recommend that the SRG resume its annual reporting to the health board to restore full oversight over its activities and work.
	M
	A workshop is planned in Autumn 2022 to restart the work of the SRG and an annual report will therefore be prepared in line with the agreed timescale for the Health Board in May 2023.
	31/05/2023
	October 2023: A draft annual report has been prepared for 2022-23 but the need to formalise the Chair role as part of a revised approach to engagement within the Health Board means that there have been delays in finalising and submitting to the Board.  
April 2024: Due to a staffing issue and work pressures, the recruitment of the Chair has been delayed.  This will be progressed during Quarter 2 provided the staffing issue is overcome.
	30/09/2024

	SBU-2223-003
	Quality & Safety

Governance Framework (DoICE)
	Report Issued May 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	7.1
	As part of engagement with the national groups overseeing implementation of the two duties, the health board has returned status updates which RAG rates readiness against a set of road map milestones. 

We reviewed the road map update returned in March 2023, and were able to verify updates provided for key areas, with the exception of the development of a communications plan. The road map outlines expectation that there should be a ‘Mechanism and publication schedule / plan in place for sharing Duty of Quality progress information externally’ and ‘All staff are aware of key Duty of Quality messages tailored to their organisation’ 

The accompanying paper to the Quality Strategy, presented to the board in January 2023, included a target date of 31 March 2023 for the development of the communications plan. The quality management system ‘stock take’ paper in March noted a plan had been developed, but no copy could be provided when requested.
The health board should develop a Duty of Quality communications plan to ensure there is a structured approach to raising awareness both internally and externally of key actions and impacts from the implementation of the duty. Following development, the plan should be shared at an appropriate forum.
	M
	Agreed. Development of a Duty of Quality communication plan, to include the requirements of ‘Always on’ reporting.
	30/09/2023
	April 2024: An overarching campaign plan for the Health Board as a whole has been developed for the 2024-25 financial year.  It incorporates key elements of the Quality Strategy and has at its core the One Bay Way mantra which will help us deliver against our vision of becoming a High Quality Organisation.  The annual campaign plan will be presented to a formal executive team meeting in May 2024.
	31/05/2024


	Lead Director – Executive Director of Nursing & Patient Experience

	SBU 2021-027
	Safeguarding
	Report Issued June 2021
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	3
	We note that the health board has developed a Quality & Safety Dashboard, which provides a tool for corporate/service group triangulation & oversight of key incident levels at ward and hospital level.

Management indicated that when the safeguarding module of Datix is implemented, safeguarding cases will also be included in the dashboard. The dashboard does not currently include workforce issues.
Management should consider the development of monitoring information further to triangulate data on concerns with workforce matters such as grievances, suspensions, and sickness absence to provide broader indication of service areas with potential safety and safeguarding risks. Consideration should be given to how the review of this can be best implemented and demonstrated. This recommendation may require action outside the corporate safeguarding team.
	L
	• The Head of Nursing has emailed the Head of Patient Experience, Risk & Legal Services and the Head of Quality & Safety, Corporate Nursing to arrange to meet and discuss the recommendation

• Safeguarding module on Datix work is progressing, there is no date as yet for the completion of

this work
	01/09/2021
	August 2024: From an internal update, we have been unable to progress our internal Dashboards due to the need for Digital colleagues to prioritise other pieces of work. From an all Wales perspective work is progressing for the Safeguarding module on Datix to be implemented from 1st October 2024.
	31/10/2024

	SBU 2122-023
	Mental Health

Legislative Compliance
	Report Issued February 2022
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	2.2
	As reported to the MHL Committee, there have been 3 invalid detentions identified by the MHA Team in the first half of this financial year. We note that there is no formal MHA training provided to staff within the MHLD service group on a cyclical basis but that guidance in relation to form completion is available within patient dashboards.

A review of service group performance reports taken to Safeguarding Committee has shown inconsistent levels of reporting of MCA and DoLS training and that in some instances, compliance is measured against all staff while some training is specific to certain staff levels. There was one report that did not record compliance against MCA and DoLS training. We recognise that this finding has wider implications across the health board and is not specific to MCA and DoLS
Consideration should be given to undertake service group training needs analysis to establish which staff levels require which level of training, in order to effectively manage compliance across the health board.
	H
	The Learning & Development team will put processes in place to ensure that the training available is targeted at the correct staff groups.
	30/04/2022
	June 2023: Review of invalid detentions identified issues regarding errors in paperwork. Training Needs Assessment has commenced and is ongoing.

April 2024: We have collated data from the clinical teams, which has been a challenge due to the requirement for training and the recording. From the data we have collected, we now need to analyse the evidence and distilled this into a formal report that provides a current position and any actions that need to be taken with agreed timescales. I have asked that this is reported to our next Q&S Committee and we will then be in a position to formally update you and the MHLC. 
	30/06/2024


	Lead Director – Executive Director of Nursing & Patient Experience

	SBU-2223-010
	Nurse Rostering
	Report Issued May 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	1.1
	The Nursing and Midwifery Rostering Policy (Policy ID: HB70) was issued in April 2017, revised in December 2019 with a next review date of December 2022, which has been missed. The policy was the same policy in place at the date of our previous review, which was produced and approved when e-rostering had not been fully rolled-out in the health board. As such, some appendices and reporting arrangements do not reflect current practices. However, we acknowledge that there is clear and concise guidance notes available to staff on how complete and manage the rosters on HealthRoster. 

Whilst the level of scrutiny of rosters was found to be robust. There is an inconsistent approach to roster scrutiny across the service groups. Any update to the Policy should detail the expectation or accurately reflect the current process for scrutiny and reporting (including European Working Time Directive) of the rosters across the service groups and centrally.
The policy should be reviewed and updated, as a matter of priority, to reflect the current practices in respect of rostering.
	M
	Agreed. Acknowledge that the policy is out of date but also recognise with more workforce moving onto rosters (including medical and therapies) there is a need for a multi-disciplinary policy to be developed. In the development of this policy, we will ensure that there is a specific section on nurse rosters and, within this, include the required arrangements for roster scrutiny.
	31/10/2023
	August 2024: A draft policy will be tabled for discussion at the next nursing workforce meeting. Following this, it will go through the normal policy sign-off process with staff side.
	31/10/2024

	SBU-2223-017
	End of Life Care

DoN
	Report Issued June 2023
	Reasonable Assurance

	2.1b
	As part of the 2020-21 NACEL audit, the health board reported on the Part B pro-forma that action was required on ‘Establishing baseline of need and performance measures to understand current position around supporting care in the last year of life’. 

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. Review of the performance dashboard identified that it currently contains a series of graphs which show the trajectories over time. There is an absence of specific targets and expectations against which performance can be measured.
The health board should develop performance measures that are aligned to the five priorities of care and the NACEL Action Plan. Baseline positions and performance targets/timescales should be defined within the performance measures.
	M
	Establishment of baseline within one month of measures being available (availability of measures is subject to a separate piece of work being overseen by the Director of Digital).
	30/11/2023
	August 2024: Further validation has taken place for the EOLC digital dashboard, outstanding data includes medical examiner data and we would like further analysis of the existing data to be provided. It still needs full inclusion of the EOLC training data. Therefore although a dashboard has been developed due to delays in some data sources we cannot close this action as yet.
	31/10/2024


	Lead Director – Executive Director of Nursing & Patient Experience

	SBU-2324-003
	Quality Mgmt. System
	Report Issued June 2024
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	3.1a
	The Quality Strategy (p46) detailed that, “to make sure that we keep talking about and looking at quality, we will develop a communication plan that outlines how we will regularly engage and promote the strategy.” Similarly, reporting to Audit Committee (18 January 2024) noted the development of a communications plan as an action. No copy of the plan could be provided when requested as there has been a delay in progressing this due to capacity issues within the team.
The Health Board should develop a communications plan to ensure there is a structured approach to raising awareness of the Quality Strategy both internally and externally.
	M
	Communications plan for the Strategy and ongoing implementation plan to be discussed with the Director of Insight, Communications & Engagement and put a plan in place by July.
	31/07/2024
	None Received.
	

	4.1a
	There is no documented programme risk register that records what could impact the achievement of quality priorities. While there is escalation of risks, they are not clearly defined, e.g. detailing RAG status, risk owner, controls to mitigate the risk, etc.
Risks relating to the achievement of quality priorities should be captured in a programme risk register detailing their RAG status, risk owner, and noting the appropriate mitigating controls in place.
	M
	Quality Priority Risk Log to be added to the Quality Priority reporting system and updates given each month.
	30/06/2024
	None Received
	

	4.1b
	There is not always the continuity in risk reporting to confirm that they have been addressed if they are no longer documented in subsequent reports.
Risks relating to the achievement of quality priorities should be captured in a programme risk register detailing their RAG status, risk owner, and noting the appropriate mitigating controls in place.
	M
	Update on Risks to be reported at Quality Programme Board.
	31/07/2024
	None Received
	

	4.2a
	There is inconsistency in the reporting of progress with the goals, methods, and outcomes (GMOs) so it is unclear why the total number of GMOs has differed and to identify the progress made.
Performance measures relating to quality priorities should be reviewed to clarify the GMOs; with any outstanding activities transferred to the new workplan for the Frailty Quality Priority.
	M
	GMO’s will be owned by the Service Groups but QSI Clinical Leads will attend the Integrated Planning Group meetings to support and advice service groups on the GMO’s. Quality Priority Programme Board will have oversight and updates bimonthly.
	30/06/2024
	None Received
	

	4.2b
	Similarly, the reporting template for the Quality Priority Highlight report could also be improved to confirm the progress made with actions in relations to the falls prevention quality priority and to clearly document any issues or items for escalation.
Performance should be regularly reported utilising SMART criteria, noting any amendments to that previously reported, and clearly highlighting items for escalation.
	M
	QI methodology and measurement will underpin our Performance Report.

Items for escalation will be discussed in Quality Priority Programme Board and reports taken to Management Board and Committee monthly.
	30/06/2024
	None Received
	

	5.1a
	We have not been able to evidence the outcomes of the Quality Priority Collaborative Group meetings. Similarly, due to a lack of administrative support, there is only an action log completed for each Falls Prevention Quality Priority Delivery Group meeting that provides insufficient evidence of key decisions made and scrutiny of agenda items.

At some meetings, there were no written reports provided for key agenda items within the governance structure (service group reporting to the Patient & Stakeholder Experience and Patient Safety & Compliance; written updates not always provided by the Patient & Stakeholder Experience or Safer Care Collaborative to the Quality & Safety Group; and both the Falls Prevention Quality Priority Delivery Group and the Quality Priority Programme Board mostly had verbal updates). Highlight reporting by the Patient & Stakeholder Experience to Quality & Safety Group did not always follow the agreed format to allow for appropriate escalation of key issues.
To demonstrate effective governance arrangements, the health board should review its structure for oversight of quality management arrangements to ensure there is appropriate attendance at the meetings, and to improve the quality and scrutiny of reporting and documenting of meeting outcomes.
	M
	Falls Overarching Group – New admin staff in place to be allocated to take the minutes from the meeting to ensure all papers and discussions are captured.
	31/05/2024
	None Received
	

	
	
	M
	Tracking of attendance at QS meetings and identify actions required regarding attendance.
	30/06/2024
	None Received
	


	Lead Director – Executive Director of Nursing & Patient Experience

	SBU-2223-003
	Q&S Governance Framework

DoN
	Report Issued May 2023
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	6.1a
	The Patient Safety and Compliance Group includes ward assurance visits as a standing agenda item, and we note in March 2023 it received an update summary on action status from assurance visits undertaken in 2022. The update indicated further information on action completion was required for the majority of visits undertaken, a number of which have been impacted by organisational changes.
Whilst ward assurance visits are included as a standing item on the PSCG agenda, there should be an assurance programme implemented to effectively manage completeness of agreed actions.
	M
	Agreed. Tracking system for assurance visits to be approved by the PSCG.
	31/08/2023
	June 2024: Band 4 in place since February 2024. Tracking system/assurance programme underdevelopment that, once in place, will enable effective management and reporting on the completion of agreed actions stemming from ward assurance visits. 
	31/07/2027

	6.1b
	The SOP and guidance document relating to the Quality Assurance Framework dates from 2019, and so there is scope to update this to reflect developments and additions to the toolkits, and clarify requirements for reporting on action completeness.
The QAF SOP and guidance document should be updated to reflect the new toolkits, and include detail on organisational reporting and follow up requirements.
	M
	Agreed. Revised guidance to be presented to the QSG following approval by the PSCG.
	31/08/2023
	June 2024: Band 4 in place since February 2024. Assurance Toolkits updated and revised to align with new Health Care Standards - same trailed. SOP developed and both being taken to NMB in June 2024. Same to be adapted and put onto AMaT by November 2024.
	31/07/2024


	Lead Director – Director of Strategy

	SBU-2324-007
	Health & Social Care RIF

DoS
	Report Issued March 2024
	Reasonable Assurance

	Rec

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

Update/Comment
	Milestone Target

	3.1
	The terms of reference for the Strategic Partnership Group (SPG) state that it will provide ‘briefings’ to the Population Health and Partnership Committee (PHPC) in line with the frequency of Committee meetings.

There has been development of a highlight report to collate key discussions, priorities, challenges based upon the SPG meetings and this could form the basis of periodic reporting to the PHPC. The January 2024 SPG meeting included agreement to identify health board schemes in receipt of RIF. 

PHPC reports in October 2023 and December 2023 referenced health board receipt of RIF funds, however they did not provide a full listing of schemes where the health board has received funding, and there could be consideration of including this detail, through incorporation of information provided by the WGRPB, within future reporting.
The proposed reporting from SPG to PHPC should contain periodic inclusion of the performance status of health board schemes funded through RIF. This could be through collation of the quarter two/quarter four reporting provided by the WGRPB evaluation process.
	M
	The SPG will receive quarterly reports in relation to the RIF and the progress of Health Board schemes through the 5-year RIF process. An annual RIF assurance report on Health Board schemes will be provided to the PHPC.
	30/06/2024
	None Received
	

	6.1
	Health Board risk register (HBRR) risks are assigned to Board sub-committees for oversight and to inform work programmes. The first Population and Partnership risk report was received at the December 2023 PHPC.

No risks were directly assigned to the Committee, with the paper providing detail on two associated risks (Engagement & Impact Assessment Requirements, and Failure to Develop an Approvable IMTP).

The Committee highlighted concern that there were currently no risks detailing partnerships, their relationships, and impact on delivery of health board priorities. Review of draft minutes for the meeting did not include an action with associate timescale to address this.
The health board should ensure its risk register includes an entry which addresses the risk to delivery of priorities due to the quality and fragility of partnership relations.
	M
	Risks related to partnerships to be ratified at the next meeting of the PHPC.
	31/03/2024
	April 2024: Following discussions with members of the Population Health and Partnerships Committee a risk for Partnerships has been drafted and will be considered by the Committee at its next meeting in July 2024
	31/07/2024


	Lead Director – Director of Strategy

	Rec

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

Update/Comment
	Milestone Target

	SBU-2223-011
	Continuing Healthcare

DoS
	Report Issued July 2023
	Limited Assurance

	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.
	H
	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.
	30/11/2023
	August 2024: A CHC Programme Board has been set up to deliver a centralised model by April 2025. A model to deliver shadow running will be put in place in the Autumn of 2024.
	31/10/2024

	2.1
	The Framework states that ‘Each LHB must identify a named Executive, at director level, who is responsible for monitoring performance and maintaining strategic oversight’. This is not explicitly stated anywhere, noting the lack of a formal policy at the health board, and is contrary to the arrangements noted at other NHS Wales organisations, where officers such as Head of Long Term Care and Lead Nurse for CHC and FNC are named.
The health board should review its current structure to consider the appropriateness of arrangements for strategic oversight for CHC.
	H
	The NCCU scope to work with the health board to plan the transition to a centralised CHC commissioning model includes review of strategic oversight structures.
	30/11/2023
	August 2024: A CHC Programme Board has been set up to deliver a centralised model by April 2025. A model to deliver shadow running will be put in place in the Autumn of 2024.
	31/10/2024


	Lead Director – Director of Therapies & 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

	1.1a
	The regional strategy, ‘One Child, One Approach, One Life: A shared vision, principles for collaborative working through ALNET’ (June 2023) was shared as a final version with relevant service leads within the health board, and to local authority partners (Swansea Council and Neath Port Talbot Council), but we have been unable to evidence its approval

We were unable to evidence the approval of the terms of reference for both the ALN Steering Group and the ALN Operational Group; 

There is a need to reflect on current governance arrangements to encapsulate the views of all key partners and ensure that existing documentation sufficiently clarifies key roles and responsibilities; and

To demonstrate effective governance arrangements, the Health Board should ensure that it reviews, assesses, and documents its arrangements regularly to ensure roles and responsibilities are clear, and that the intended outcomes are achieved.  
	M
	The ALN Steering Group will review and assess current Terms of Reference for the ALN Steering and Operational Groups, the jointly developed strategy, and collaborative governance arrangements around ALN more generally. The review / assessment will focus on the extent to which current arrangements provide clarity regarding roles and responsibilities (including clear accountability arrangements) and thereby enable intended outcomes to be achieved. Improvements will be agreed, and the outcome of this review / assessment will be documented through Steering Group minutes.
	30/06/2024
	June 2024: Work to complete this action has been impacted by operational/resource pressures. It is now envisaged that this will be completed by November 2024.
	30/11/2024

	2.1
	Despite Welsh Government providing documented guidance to assist with complying with the Act, e.g. the ALN Code, the DECLO advised that there have been different interpretations of the process nationally.
Existing draft guidance should be reviewed to ensure it clearly outlines the process to ensure compliance with the ALN Act.
	M
	All draft guidance documents to be finalised or reviewed and revised as necessary to ensure documents are clear and that they align with the requirements of the ALN Act.
	31/05/2024
	June 2024: A timetable has been mapped to review and update all relevant SOPs and guidance documents, and take them through the Operation and Steering Group for review and sign-off. It is now envisaged that this action will be complete by the end of January 2025. A date of 31/01/2025 has been set for further update (LJC)
	31/01/2025

	3.2b
	Previously, a project highlight report was submitted to both the ALN Steering Group and ALN Operational Group. Our review of the July 2023 report identified that there needed to be more alignment in the reporting compared against the project plan, e.g. detailing workstream names. Categorisation of actions should be clearly defined to reflect the current status, e.g. an action recording the quality assurance of IDPs was rated green when the moderation workshop that was addressing this could not proceed and has been re-scheduled for Spring 2024.
Once it has been confirmed that data quality is robust, performance reporting of deliverables should be re-introduced within governance arrangements to provide effective oversight of compliance with the Act that clearly defines risks and aligns to the information held within the project plan.
	M
	Systems and processes will be in place to ensure reportable data regarding Health Boards’ compliance with their duties under the ALN Act from April 2024.

Reports on this data will be available from June 2024 onwards, as until this date there will be insufficient data available for meaningful reporting. Reports will be provided to the ALN Steering Group and to the Patient Safety and Compliance Group relating to all statutory requests for involvement under the Act received by the Health Board from the 1st April 2024 onwards.
	30/06/2024
	June 2024: With digital support in place by July 2024, it is anticipated that the necessary digital infrastructure will be in place by the end of September 2024. Activity will then be required to ensure that this is reliably used by Operational Services. Systems and processes to ensure reportable data anticipated to be in place by the end of December 2024, with initial data available for reporting by the end of March 2025.
	30/09/2024

	4.1b
	Workforce capacity is limited within the health board to assist with the additional demands resulting from the Act impacting on the ability to provide robust business continuity arrangements in the absence of key staff, e.g. ALN Administrative Assistant and DECLO. This was recently discussed at ALN Steering Group (October 2023) and concluded that the Director of Therapies & Health Sciences will discuss with financial leads.
Putting in place appropriate measures to provide cover in the absence of key ALN staff.
	H
	A contingency plan will be developed to clarify roles and responsibilities in the event of key corporate ALN staff being absent (specifically, the DECLO and the ALN Administrative Assistant) and articulating any associated risks.
	30/06/2024
	June 2024: This action will be progressed once the Project Manager is in post. It is envisaged this this will now be completed by the end of January 2025 
	31/03/2025

	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
	June 2024: This has been discussed, and is being progressed by the Director of Therapies & Health Sciences. It is envisaged this this will now be completed by the end of November 2024. 
	30/11/2024

	5.1a
	In March 2023, a full staff survey was issued to determine confidence and competence levels around ALN within the SaLT Dept. Other operational services impacted by ALN have not undertaken a similar analysis. In September 2023, the ALN Operational Group discussed the revised operational processes where NHS professionals are invited to person-centred meetings, provide information to assist local authorities’ decision-making and for inclusion of services and treatments in the Individual Development Plan. The DECLO asked Group members for assurance that training is being cascaded across all relevant operational services. Confirmation has not been provided from all attendees.
Analysis should be undertaken to identify any gaps in ALN training, e.g. for new members of staff so that appropriate provision can be put in place to allow them to effectively carry out their role.
	M
	An audit will be carried out to assess the knowledge and confidence of all relevant operational staff from services impacted by the ALN Act that provides assurance that they are able to effectively carry out their role.
	30/04/2024
	June 2024: The DECLO will meet with the Leads for Therapies, Health Visiting and Community Paediatrics to agree next steps, before the matter is then discussed at the August meeting of the ALN Operational Group. The process itself will require Project Management support to progress. It is envisaged this this will now be completed by the end of November 2024.
	31/11/2024

	5.1b
	
	M
	Following this audit, a plan will be developed setting out the actions required to address current gaps in the knowledge and confidence of staff. A regular process to assess staff’s knowledge and confidence will be developed.
	30/06/2024
	June 2024: This will follow the completion of the action set out at 5.1a above. It is envisaged this this will now be completed by the end of January 2025. 
	31/01/2025

	5.2
	Reporting to the Quality & Safety Committee (July 2022) noted that there had been engagement with SNAP Cymru, a national charity who provides advocacy and facilitates dispute resolution, which could assist in incorporating the perspectives of children, young people, and their parents or carers into the Health Board’s planning around ALN. Yet there have been limited opportunities provided for children and young people with ALN to engage and influence on planning and processes to comply with the ALN Code. The health board’s website details, “we are currently working on an effective mechanism by which to seek parent carer feedback throughout the school year 2023/2024”
Develop a mechanism to ensure there is appropriate engagement with children and young people with ALN, and that feedback is incorporated within ALN planning and processes.
	M
	Mechanisms to ensure that the voices of children and young people with ALN and their parents / carers will be developed, with a clear plan in place to achieve agreed outcomes. This will be built into the ALN workplan.
	31/07/2024
	June 2024: Activity in this area is ongoing, but would benefit from Project Management capacity in order to progress further. It is envisaged this this will now be completed by the end of December 2024.
	31/12/2024

	5.3

ai
	Despite efforts, data quality is currently poor. Further development is required, but capacity is currently limited to enable this, which could impact reporting to Welsh Government on compliance with some of the national key performance indicators when these are finalised.

Clear timescales should be agreed when further developments to the data infrastructure can be undertaken along with putting in place an effective outcomes framework (noting that the latter has not been a priority due to the other demands required by the Act). These should be recorded within the project delivery work plan.
	H
	Subject to the outcome of the Digital Prioritisation Process, it is anticipated that the data infrastructure required to ensure reliable data regarding the Health Board’s compliance with its statutory duties will be in place to enable reporting from April 2024.
	30/04/2024
	June 2024: With digital support in place by July 2024, it is anticipated that the necessary digital infrastructure will be in place by the end of September 2024. Activity will then be required to ensure that this is reliably used by Operational Services. Systems and processes to ensure reportable data anticipated to be in place by the end of December 2024, with initial data available for reporting by the end of March 2025.
	30/09/2024

	5.3

aii
	
	H
	Measurement of outcomes and experience will be brought to the ALN Steering Group as an agenda item for consideration and agreement of ways forward, linking to partnership and national work as appropriate.
	31/07/2024
	June 2024: This matter will be considered at the September 2024 meeting of the ALN Operational Group, and escalated to the Steering Group in November 2024. 
	30/11/2024

	5.3b
	During our review, staff were unclear how long documentation in relation to ALN needed to be retained for.

Any changes to the data infrastructure should incorporate agreed data retention periods. If this is not possible, these should be clearly communicated to staff to ensure that ALN documentation is not retained for longer than necessary.
	H
	As part of finalising the ALN data infrastructure, clarity will be provided regarding data retention requirements. This will be informed by engagement with Information Governance colleagues
	30/04/2024
	June 2024: This matter is being progressed collaboratively with neighbouring Health Boards. It is anticipated that this will be completed by the end of September 2024.
	30/09/2024
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	2.3
	Despite the lack of evidence provided, the Service Group Medical Director (SGMD) for Mental Health and Learning Disabilities advised that NICE Guidance should be added to the Quality and Safety Group agenda for action. Audits against NICE Guidance would be managed by the Clinical Audit subgroup and reported to the Mental Health and Learning Disabilities Quality and Safety Group. 

Similarly, the SGMD for Neath Port Talbot and Singleton Service Group advised that NICE Guidance and other technology appraisals are disseminated to the relevant divisions and are subject to departmental audits as appropriate. The SGMDs were unable to offer evidence that NICE guidance had been considered by the Service Group and that guidance had been adopted, or that there was a clear rationale for not adopting. However, they planned to have NICE Guidance as a standing agenda item at their Service Group Quality and Safety meeting to monitor going forward.
Consideration should be given to include NICE Guidance, and other relevant standards, as a standard agenda item at Service Group Quality and Safety meetings.
	H
	The Internal Audit Report and required actions will be shared with the Group members at the next available meeting on 13th May 2022. Service Delivery Group MDs will be reminded of their responsibilities to the Group.
Service Delivery Group MDs will be asked to progress the action point and report progress.
	31/05/2022
	August 2024: All service groups have now added NICE guidance to the agenda of an appropriate governance forum. This will be tested in October 2024 to ensure the discussions are taking place
	31/10/2024


	Lead Director – Executive Medical Director

	SBU-2223-019
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	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
	June 2024: The Interim Executive Medical Director is meeting with Service Group Controlled Drugs Leads during July in order to further discuss and map CD governance processes. 
August 2024: A paper describing a proposed CD governance structure/process has been drafted for presentation to Management Board.
	30/09/2024

	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
	June 2024: The Interim Executive Medical Director is meeting with Service Group Controlled Drugs Leads during July in order to further discuss and map CD governance processes. 
August 2024: A paper describing a proposed CD governance structure/process has been drafted for presentation to Management Board.
	30/09/2024

	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
	June 2024: The Interim Executive Medical Director is meeting with Service Group Controlled Drugs Leads during July in order to further discuss and map CD governance processes. 
August 2024: A paper describing a proposed CD governance structure/process has been drafted for presentation to Management Board.
	30/09/2024

	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
	June 2024: The Interim Executive Medical Director is meeting with Service Group Controlled Drugs Leads during July in order to further discuss and map CD governance processes. 
August 2024: A paper describing a proposed CD governance structure/process has been drafted for presentation to Management Board.
	30/09/2024

	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
	June 2024: The Interim Executive Medical Director is meeting with Service Group Controlled Drugs Leads during July in order to further discuss and map CD governance processes. 
August 2024: Review is currently ongoing, with a view to include requirements regarding CD Management & Assurance Plans as part of the CD Policy.
	30/09/2024

	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
	June 2024: The Interim Executive Medical Director is meeting with Service Group Controlled Drugs Leads during July in order to further discuss and map CD governance processes. 
August 2024: Review is currently ongoing, with a view to include requirements regarding CD Management & Assurance Plans as part of the CD Policy.
	30/09/2024
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