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

	Lead Director – Chief Operating Officer

	SBU-2324-015
Mental Health

111 Service

Report Issued

June 2024

Assurance Rating

Limited

SBU-2324-015

Cont.
Mental Health

111 Service

Report Issued

June 2024

Assurance Rating

Limited
	Rec

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

	
	1.1
	At the time of the review, the Mental Health and LD Service Group were in the process of developing a draft Service Specification.

A review of the draft Service Specification identified that roles and responsibilities are outlined for the Clinical Leads, Senior Practitioners and Well-being Practitioners. It also outlines the data requirements needed to undertake performance reviews, however, there are no reporting lines identified to escalate performance levels within the Service Group through to Board / Committee level.
The Service Group should ensure the Service Specification identifies a nominated group or Committee within the Service Group in which performance reports are issued and discussed, identifying a route to Board in which issues can be escalated.
The Service Group should issue the Service Specification to a nominated group with the Service Group to review prior to approval and dissemination of the document.
	The Service Specification will identify the Senior Team’s weekly business meeting as the group where performance reports are discussed. Issues can be escalated to board via this route. A reporting flow chart will be produced and inserted as an appendix within the Service Specification.
	August 2024: The Associate Service Director for Mental Health reports that this action is now closed.

	
	1.2
	
	The Service Specification will be issued and approved by the Service Group’s senior team at weekly business meeting and at the Mental Health Division’s Board meeting.
	August 2024: The Associate Service Director for Mental Health reports that this action is now closed.

	
	2.1
	Review of the data contained within performance reports noted that such fails to show how the health board are performing against any set targets (under 2 minutes wait time); or how the health board is performing against other health boards providing the 111#2 service. The data also fails to show the compliance rates for non-telephony data such as SUDS scores performance against the 80% compliance target (currently reporting 29% compliance rate), referral outcomes or category of call (A-G).
Performance reporting should be extended to include compliance against the defined targets to facilitate discussion at an appropriate forum.
	Weekly reports are produced to demonstrate the Health Boards compliance against the call handling/response targets. The Health Board’s compliance against the SUDs score will be incorporated into these reports.
	August 2024: The Associate Service Director for Mental Health reports that this action is now closed.

	
	2.2
	In addition to the 111#2 service we acknowledge that the health board also have a professional line, Single Point of Access (SPOA), which give GP’s, Local Authorities, 111 operatives priority access to the service. Based on the recent Peer review, calls through to the SPOA is disproportionately higher than calls coming through 111#2 noting 363 calls were received by the SPOA in April 2024 (circa 80% from GPs). These figures are not incorporated, or referenced, in the All-Wales Dashboard therefore not showing a true reflection of the health boards activity.
The health board should look to incorporate the calls received by the SPOA into the 111#2 figures to give a truer reflection on the health boards performance.
	The Service Group’s Senior Information Analyst has agreed to produce a monthly report that will include data on 111#2 and SPOA.
	August 2024: The Associate Service Director for Mental Health reports that this action is now closed.

	
	3.1
	The national target for the 111#2 Services across Wales is to achieve an 80% compliance rate for obtaining Subjective User Distress Scale scores on the 111#2 calls. During the 2023/24 period, Swansea only achieved a 29% compliance rate, less than any other health board providing the service in Wales. As reported in the July 2023 Peer Review, the health board’s call handlers had not undertaken the national training required, possibly contributing to the low SUDS performance. However, based on latest figures SUDS were only taken for 38% of calls in April 2024.
The Service Group should ensure that all staff undertaking 111#2 calls have taken the appropriate training, reiterating to all staff that SUDS need to be acquired on each call taken.
	SUDS training is an integral part of the induction training for all new starters within the 111#2 Team. The 111#2 Team manager has reiterated to all existing staff the requirement that all SUDS scores are acquired on each call
	August 2024: The Associate Service Director for Mental Health reports that this action is now closed.

	
	4.2
	The Service Group has a local action plan in place for the 111#2 Service, which has incorporated actions required following the July 2023 Peer review. We note that the action plan has been updated (May 2024), however we failed to see oversight of the plan being issued to Group or Board-level within the Service Group to gain assurance that actions taken are suffice to close the action, with no set target dates assigned to the remaining actions.
The Service Group should seek to identify a Group or Board in which the action plan should be issued to for monitoring, and to gain assurance that actions undertaken are sufficient to close the items on the action log.
	The action plan will be reviewed by the Senior Management Team at Weekly Business Meeting and signed off at the Service Group’s Quality & Safety meeting.
	August 2024: The Associate Service Director for Mental Health reports that this action is now closed.

	
	4.3
	Despite current Health Board performance in terms of telephony services and the recording of SUDS, the risk of the service not meeting Welsh Government targets has not been incorporated within the Service Group Risk Register.
The development of a risk, to reflect the performance of the service and achievement of targets set at a national level, should be considered.
	A risk assessment form will be completed to capture any identified risks on the Service Group’s risk register.
	August 2024: The Associate Service Director for Mental Health reports that this action is now closed.


	Lead Director – Chief Operating Officer

	SBU-2324-013
Waiting List Management

Report Issued

June 2024

Assurance Rating

Limited

SBU-2324-013

Cont.
Waiting List Management

Report Issued

June 2024

Assurance Rating

Limited


	Rec

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

	
	2.1a
	Availability of Waiting List Data 

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. We were only able to gain access to the Planned Care dashboard and system reports following the conclusion of our review to confirm that patients have been appropriately prioritised, and patients on several pathways have been effectively managed. We were unable to confirm the level of communication with patients on the waiting list as the information is not easily reportable. 

Lack of Checks of Waiting List Data

Performance reporting to Outpatients Board (15 February 2024) noted that validation checks of waiting list data are currently being undertaken on an ‘ad hoc’ basis. Prioritising the focus on addressing waiting list backlogs and staffing capacity was highlighted as reasons during our audit that have impacted staff being able to carry out checks of waiting lists to ensure that they are maintained and up-to-date. There has been no recent re-prioritisation of patients based on their current healthcare need within the specialities reviewed.
A robust system should be implemented to ensure that services carry out regular and consistent reviews of waiting list data to ensure data is up-to-date and patients are prioritised based on their current healthcare need.
	New monitoring proforma in the process of being implemented for use within the service teams to enable review of current waiting lists and accuracy of data available in monitoring dashboards.
	August 2024: Audits are being undertaken by PAM and are reported through the PAM Steering Group. Any issues are being shared with services to be acted on appropriately.

	
	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.
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.
	For cancer, standardised presentation of tumour site or service waiting list data as well as standardised proformas for weekly monitoring arrangements are in place (Weekly Meetings - Immediately)
	August 2024: The original management response confirms that for cancer, standardised presentation of tumour site or service waiting list data as well as standardised proformas for weekly monitoring arrangements are in place

	
	3.1b
	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.
Implementation of a robust governance structure for approving performance monitoring tools.
	Data quality checks and standardisation of data used for performance management are being picked up and reported via the PAM group (Monthly Meetings - Immediate)
	August 2024: Head of HCSE has aligned programme of work with GMOs; updates provided to PAM Steering Group.

	
	
	
	Review of tool requirements is being continuously undertaken as part of the bi-weekly performance meetings with the services. In addition to this, for cancer performance, requirements are discussed via an All Wales Cancer Managers forum and developments shared across Health Boards for learning (Bi-Weekly - Immediate).
	August 2024: The original management response confirms a review of tool requirements is being continuously undertaken as part of the bi-weekly performance meetings with the services. In addition to this, for cancer performance, requirements are discussed via an All Wales Cancer Managers forum and developments shared across Health Boards for learning

	
	3.2b
	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.
There should be oversight to confirm that services are utilising the performance monitoring tools effectively and frequently.
	The Patient Access Management Team to monitor the usage of the performance dashboards and provide an update to each Service Manager and the PAM Steering Group.

The Digital Team to monitor the usage of the performance dashboards and provide an update to each Service Manager and the PAM Steering Group.
	August 2024: HCSE are monitoring use of the performance dashboards.

	
	3.3
	While action plans are used to assist with monitoring improvements with waiting lists, there is not a consistent template used across services to confirm that the necessary actions have been undertaken and to assist with identifying measures to sustain improvement. Note: a similar enhancement was raised in our ‘Access to Cancer Services’ review.
To assist with delivering and sustaining improvement within waiting list management, a consistent template for action plans should be developed to provide confirmation of ownership and timescales for implementation.
	Performance trajectories and recovery plan timelines have been aligned with the timescales outlined in the TI targets provided by WAG. Standardised templates aligned to the timescales given have been developed (Monthly - Immediate).
	August 2024: The original management response confirms that performance trajectories and recovery plan timelines have been aligned with the timescales outlined in the TI targets provided by WAG, and standardised templates aligned to the timescales given have been developed.


	Lead Director – Chief Operating Officer

	SBU-1920-025
Discharge Planning

Report Issued

February 2021

Assurance Rating

Limited


	Rec

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

	
	1
	All patients we reviewed had some form of clinical plan in place promptly following admission, but the detail of plans varied from ward to ward, and the clear documentation of clinical management plans with content as expected by section 7.9 of the SAFER Policy was not common.

Management should take steps to improve the consistency of practice in the documentation of clinical management plans and compliance with policy. Consideration should be given to progressing this as part of a quality audit & improvement initiative. Additionally, there may be merit in the implementation of standard template documentation to prompt key requirements.
	The policy is being reviewed and revised to provide greater clarity on expectations regarding the documentation of clinical management plans and include actions to provide assurance regarding implementation.

Anticipated first draft for consultation end of February 2021.
	Noting that Discharge Planning will be reviewed again by NWSSP Audit & Assurance during 2024/25, reporting against all 16 overdue actions relating to the February 2021 report on this area has been suspended. All outstanding actions will be revisited in light of the findings of the new review in order to identify any which have been superseded or are no longer relevant, and a new combined/amalgamated action plan incorporating the relevant findings from both audits will be produced thereafter.  

	
	2
	The methods used across wards for setting EDDs was inconsistent - on some wards, EDDs were set by Ward Managers, and some by Ward clerks, but there was little evidence within patient notes of medical input in determining the EDD.

Management should take steps to ensure that the setting of the initial EDD is undertaken as part of the initial clinical management plan documentation within patient notes.
	The policy is being reviewed and revised to provide greater clarity on expectations regarding the documentation of expected date of discharge within clinical management plans, and on signal.

Requirement to audit and improve recording of EDD will be included within the corporate audit tool.
	

	
	3
	Testing at Ward E, Neath Port Talbot Hospital, showed that EDDs are not always set within 24 hours having identified 9 patients that did not have an EDD after being admitted between 2 to 14 days earlier.

Management should review the process for setting EDDs at Neath Port Talbot Hospital Ward E to ensure that they are set within 24 hours of admission in line with Policy
	The policy is being reviewed and revised to provide greater clarity on expectations regarding the documentation of expected date of discharge within clinical management plans, and on signal.

Requirement to audit and improve recording of EDD will be included within the corporate audit tool.
	

	
	4
	Several observations identified divergence from policy requirements across wards: 

· Records did not demonstrate senior medical review occurring on a daily basis. Discussion with the Senior Corporate Matron has identified that a senior review might not always be required for some patients on some wards. 

· Patients at Gorseinon and Neath Port Talbot Hospitals did not receive a daily consultant review and there were also gaps between reviews by junior doctors too, but it was considered that patients on the wards visited here did not require daily medical input. The Policy does not indicate where variation from the daily requirement would be acceptable.

· Often, the times of patient reviews recorded in notes fell after midday.

· Reviews undertaken at weekends were very inconsistent across all wards with the majority of patients not receiving a senior or junior review.

Management should consider these areas of divergence from policy. Where they are considered acceptable we would recommend policy be reviewed to accommodate them appropriately. Otherwise we would recommend action be taken to reinforce policy requirements and improve compliance.
	The policy is being reviewed and revised to provide greater clarity on expectations regarding the frequency, timing and recording of senior medical review, and include actions to provide assurance regarding implementation.
	Noting that Discharge Planning will be reviewed again by NWSSP Audit & Assurance during 2024/25, reporting against all 16 overdue actions relating to the February 2021 report on this area has been suspended. All outstanding actions will be revisited in light of the findings of the new review in order to identify any which have been superseded or are no longer relevant, and a new combined/amalgamated action plan incorporating the relevant findings from both audits will be produced thereafter.  

	
	5
	Ward 8 at Singleton used a Weekend Handover Sheet which outlined the criteria for patient discharge over the weekend to enable nurse-led discharge.

Management should consider the implementation of weekend handover sheets across all wards
	The standard for handover will be reflected within the revised policy version.
	

	
	6
	There was non-compliance with policy in that the reason for changing the EDD was not always recorded within the Clinical Portal (or SIGNAL) which meant that it was not always possible to establish if all of the changes to the EDD were appropriate. Additionally, we noted differences between EDD dates recorded in the portal and those within SIGNAL (with one ward inputting only to SIGNAL). SIGNAL being a relatively new development is not currently covered by policy.

Management should clarify what is expected of staff in respect of populating systems with the EDD data and reasons for changes, particularly where more than one system is in operation. Awareness of expectations should be reinforced and policy updated to reflect systems in place.
	The policy is being reviewed and revised to provide greater clarity on expectations regarding adjustments to EDDs, appropriate reasons for them and how these will be documented. The policy will include actions to provide assurance regarding implementation
	

	
	7
	Of the 55 patients tested there were ten patients where the EDD was updated beyond a patient being medically fit for discharge with the reason being related to Social Worker, Continuing Healthcare/Funded Nursing Care applications or repatriation. These do not fall under clinical reasons for change of EDD and therefore the EDD should not have been changed. 

Five patients at Singleton Hospital were identified as being medically fit for discharge within patient notes but this was not recorded as such within the Clinical Portal or Signal and so the EDD continued to be updated.
Management should ensure all staff are trained and made aware of the appropriate reasons for updating the EDD. Consideration be given to a programme of improvement work across wards to coach staff in effective use and recording of the EDD to monitor better compliance & outcomes.
	The policy is being reviewed and revised to provide greater clarity on expectations regarding adjustments to EDDs, appropriate reasons for them and how these will be documented. The policy will include actions to provide assurance regarding implementation.
	Noting that Discharge Planning will be reviewed again by NWSSP Audit & Assurance during 2024/25, reporting against all 16 overdue actions relating to the February 2021 report on this area has been suspended. All outstanding actions will be revisited in light of the findings of the new review in order to identify any which have been superseded or are no longer relevant, and a new combined/amalgamated action plan incorporating the relevant findings from both audits will be produced thereafter.  

	
	9i
	The review of 69 patients found that only one patient had an EDD recorded within patient notes and this did not provide any evidence of discussion with patient, family or carers. 

Through discussion at the MDT Board Round we attended at Gorseinon, there was evidence that EDDs were being discussed with patients but that this was not sufficiently recorded within patient’s notes.

Management should ensure that EDD is discussed with patients and families and the discussion is recorded in the patient notes.

Consideration should be given to including this within a programme of improvement work across wards to coach staff in effective implementation of this aspect of discharge planning & documentation and to monitor improvements in practice.
	Further engagement with Carers via Stakeholder reference group will be undertaken and a leaflet produced that outlines what communications and involvement patients and their families can expect to receive regarding the plans for their expected date of discharge.
	

	
	9ii
	
	Comprehensive training and communication programme will be developed that includes communication with families and patients as part of the launch of the revised SAFER policy.
	

	
	9iii
	
	The all wales newly developed and piloted digital clinical risk assessments includes Expected date of discharge and will be rolled out across the health Board – this will improve recording of EDD and engagement with families and carers.
	

	
	10i
	Within Signal, the 'MDT d/c planning' column is utilised to record details and actions in relation to a patients discharge. There were wards at Morriston that had no comments this column in and very little detail recorded within patient’s notes.

We would recommend that the expected use of PSAG Boards (whether manual or electronic) be reinforced by management and direction be given to staff on expectations in respect of patient notes. Consideration should be given to including this within a programme of improvement work across wards to coach staff in effective implementation of this aspect of discharge planning & documentation and to monitor improvements in practice.
	To be captured as a requirement within the new Audit Tools. Which will be included within the appendices to the revised policy.
	

	
	11
	On ward 6 at Singleton there was evidence to suggest that arrangements for patients discharge would wait until after the patient is medically fit for discharge rather than this process being ongoing from admission.

Management should ensure that discharge planning is undertaken by ward staff from the point of admission in line with policy.
	The standards will be reflected in the rewording of the revised policy

	

	
	12
	There was a low level of compliance with the Red / Green Day aspect of Policy. Two of the five wards tested at Morriston Hospital did not utilise the Red to Green columns on their PSAG Boards and the remaining three did not use them as intended, instead using them to show that a patient was Medically Fit and waiting for a process (e.g. Social Worker, CHC assessment). There was no evidence of use of Red to Green days at Singleton Hospital or NPTH.

Management should ensure that the Red to Green Days element of the policy is understood and implemented at Ward level. Consideration should be given to progress this via a quality improvement programme approach.
	To be captured as a requirement within the new Audit Tools. Which will be included within the appendices to the revised policy.
	Noting that Discharge Planning will be reviewed again by NWSSP Audit & Assurance during 2024/25, reporting against all 16 overdue actions relating to the February 2021 report on this area has been suspended. All outstanding actions will be revisited in light of the findings of the new review in order to identify any which have been superseded or are no longer relevant, and a new combined/amalgamated action plan incorporating the relevant findings from both audits will be produced thereafter

	
	13
	Staff at Singleton ward 8 highlighted that patient notes available at ward level were not comprehensive - interventions provided by staff from Therapies were held separately.
We recommend that management take steps where necessary to ensure that ward-level patient records provide a comprehensive, up-to-date account of the patient's care and steps taken to ensure a safe discharge.
	Revised policy will clarify how discharge planning will be recorded following the introduction of new systems.
	

	
	15
	A review of Signal at Singleton in particular, has shown that staff are populating the system with detailed patient information which is not duplicated within patient notes. Staff report the system has had a positive impact at ward levels, reducing workloads and making patient information more accessible - However, once Signal is optimised across the Health Board, it will only have capacity to store information for a maximum of 30,000 patients which translates to storing information for approximately 6 months post patient discharge. After which, all of the detailed entries within Signal will be deleted. 

It is noted that the introduction of electronic nursing notes will overcome some of the above, however this system only includes entries from Nurses and assessments undertaken

Management should review the arrangements for documenting patient records to ensure that a full patient history is maintained post discharge
	This identified risk will be escalated to the Signal User Group and any unresolved risk assessed and added to the corporate risk register for monitoring until action is identified to resolve it.
	

	
	16
	Discussion with management following issue of the draft version of this audit report has identified an additional action to improve the system design – the addition of an audit tool to provide management assurance regarding the implementation of revised policy.

Earlier points have recommended consideration should be given to progressing as part of a quality audit & improvement initiative.
	Development of a new Corporate Audit Management Tool, and standard operating procedure outlining the roles, responsibilities and expectations (including frequency) for service group audit of compliance, and to identify improvements and actions relating to the discharge policy.

	


	Lead Director – Director of Digital

	SBU-2324-019
Technical Resilience

Report Issued

November 2023

Assurance Rating

Reasonable
	Rec

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

	
	2.1
	There is extensive use of virtualisation software in order to provide resilience, with VMWare in use and VSphere high availability being operational. We note that VSphere Fault Tolerance (which provides continuous availability for applications) is not in use however, and this could be enabled to provide additional resilience for critical systems. In addition, consideration should be given to using Vcenter Site Recovery Manager to automate disaster recovery.
Consideration should be given to expanding the use of VMware tools such as Fault Tolerance and Site Recovery Manager
	Digital Services will discuss with Dell experts to understand whether this can improve resilience with consideration given on potential limitations due to the current network configuration i.e. lack of layer 2 availability between data centres.
	July 2024: Further evaluation work completed. If this recommendation is implemented then it disables the ability to create a snapshot and would impact on our existing backup plans therefore a decision has been taken not to implement this.

	SBU-2425-017
Clinical Coding

Report Issued

August 2024

Assurance Rating

Limited
	2.1b
	We noted issues with out of date or incomplete documentation:

· The Clinical Coding Policy is a 'draft' dated November 2015;
· There is no clear guidance for clinicians on the information required by clinical coders. This contributes to the need for daily follow-ups by the coders requesting additional information; and
· There is currently no formal, documented process to record and track information requests and no standardised request form, whether electronic or hard copy, making it difficult to monitor their frequency and identify areas with persistent poor quality records.
Documentation should be reviewed and updated to ensure the following are in place:

· An up to date Clinical Coding Policy;
· Guidance for clinicians on the information needed for coding;
· A standard template for additional information requests; and
· A record of information requests.
	The Coding presentation video for junior doctors will be updated and presented at future junior doctor induction meetings.
	August 2024: The Assistant Director of Digital Intelligence reports that this action is now complete.

	
	4.1
	Clinical Coding sits within Digital Services for which there is a monthly Digital Services Business Meeting (DSB) attended by senior management. These are formal meetings with an agenda and action log, however, our review of the DSB business noted that there was no inclusion of issues or updates related to clinical coding, specifically the monthly coding targets, which consistently fall below the Tier 1 Welsh Government target.
Clinical coding should be regularly reported to the DSB.
	Coding performance KPIs including monthly coding target performance will be presented at the Business meeting every 3 months as part of the Digital Intelligence presentation.
	August 2024: The Assistant Director of Digital Intelligence reports that this action is now complete.


	Lead Director – Director of Finance & Performance

	SBU-2223-003
Swansea Wellness Centre

Report Issued

July 2023

Assurance Rating

Limited
	Rec

Ref
	Swansea Wellness Centre
	Original Response / Agreed Action
	Update/Comment

	
	1.1
	An appropriate governance structure had been defined at the project, with a Project Team reporting to the Project Board. However the following points were noted.

• Management advised that sensitive discussions took place outside of the Project Board noting the presence of the development partner at the forum. However, these discussions were not formalised.

• The project has been subject to significant changes in design and capital cost from the options approved within the SOC. Further, concerns surrounding revenue affordability have not been appropriately considered. The Project Board should ensure such matters are subject to appropriate monitoring and control, with escalation to higher forums if the project moves significantly outside previously agreed parameters.

• Whilst the terms of reference determined the Project Board would meet bi-monthly, we would consider monthly meetings more appropriate for a project of this size. The project board met only intermittently during 2022.
A review should be undertaken to ensure that Governance arrangements are fit for purpose (to take the project forward) including adequacy of the following: 

• Levels of scrutiny / challenge applied at key stages;

• The membership, role and remit of the Project Board e.g. to include “UHB in private” and “open” sessions;

• The robust monitoring and reporting of capital and revenue affordability and associated implications / actions, to support ongoing decision making (see MA4);

• Timeliness of reporting / escalation of key matters outside the Project Board’s delegated remit (see MA7);

• The role and remit of the Project Team; and

• Frequency of meetings to facilitate appropriate governance and oversight. 

Any changes resulting from the review should be reflected in an updated Terms of Reference.
	Agreed. A review of the project governance arrangements will be undertaken. 

The frequency of Project Board meetings during 2022 was a decision made by the SRO, recognising routine meetings would not be an effective use of senior members’ time, until outputs were ready for review and decisions needed to be made. Recognising the presence of the HB’s external development partner on the Project Board, it was also not possible to channel all discussions and decision making through this forum – leading to discussions taking place via other channels. 

We agree a review of Project Board arrangements would be beneficial, and also recognise the benefit of considering a revised format of meetings where external partners are present for part of the session, e.g. part A/B, to allow for internal discussions to take place in confidence.
	August 2024: This project has been paused, pending a review of its overall scope. As such, and following consultation with NWSSP Audit & Assurance colleagues and the Audit Committee Chair, it has been agreed that monitoring and reporting of progress against these actions be paused at this time as they cannot currently be progressed. Once the review of the overall project scope has been completed and a way forward agreed, all actions will be reopened/revisited and addressed in the context of the revised arrangements.

	
	1.2
	The Project Director did not attend the Project Team meetings during 2022. Whilst understanding the Chair role was delegated to the Associate Group Service Director, the project governance documents were not updated to reflect this.
Terms of Reference should be updated to reflect the intended Project Team Membership (including the role of the Chair)
	Agreed, the Project Team's membership and terms of reference will be reviewed.
	

	
	2.1
	Noting the intermittent nature of project governance arrangements during 2022, routine progress reports were not provided by the external advisers (with only two identified: January ‘22 and May ‘22). 

Progress reports are important to ensure the Project Board is appropriately sighted on the progress of project activity led / coordinated by the external advisers. Even where the Project Board does not meet as scheduled, reports can be circulated to members for information, scrutiny and decision-making. 

We also sought to evidence whether the Project Board was appropriately sighted on the total expenditure position against the agreed funding position, inclusive of UHB directly controlled expenditure. Whilst we evidenced communication between the Associate Director, Operations (Primary Care) and Project Team members, emphasising the importance of understanding the implications of additional adviser costs against the original allocations, the Project Board were not sighted (during the period reviewed – 2022) on these matters, to inform decision-making.
The Project Board should receive routine progress reports from both the external adviser and the UHB Project Team, including a clearly stated cost position of project funding expended against agreed objectives.

	The Project Board should receive routine progress reports from both the external adviser and the UHB Project Team, including a clearly stated cost position of project funding expended against agreed objectives.
	August 2024: This project has been paused, pending a review of its overall scope. As such, and following consultation with NWSSP Audit & Assurance colleagues and the Audit Committee Chair, it has been agreed that monitoring and reporting of progress against these actions be paused at this time as they cannot currently be progressed. Once the review of the overall project scope has been completed and a way forward agreed, all actions will be reopened/revisited and addressed in the context of the revised arrangements.

	
	3.1
	Welsh Government granted project funding of £1.190m in January 2020, for the development of the Outline Business Case (OBC).

At the time of the audit, this funding had been fully allocated in the payment of the Developer and their appointed team of advisers. Noting that during 2022, design activity was paused and re-performed, agreed funding had been fully expended ahead of achievement of the UHB’s objectives for these monies. We had not evidenced the reporting of the funding/expenditure position to Project Board, to inform decision making in relation to the re-design.

Noting the project is currently paused again, whilst the UHB considers its options for taking the project forward with a potential revised service model, there is currently no agreed funding with which to deliver any further design development or finalise the OBC.
Prior to any further commitments being made to the Developer and their appointed design team:

• The UHB will develop a robust estimate of all additional costs required to deliver the OBC to WG; and

• Associated source/s of additional cost funding will be confirmed i.e. Discretionary Capital / alternative funding streams or additional funding request to WG.

	Agreed. The Chief Executive has agreed the new service model for the Wellbeing Centre, and we are currently awaiting a decision from the external development partner to confirm whether they wish to continue the partnership with a reduced scheme. Once confirmed, we will ensure the above is actioned before any further commitments are made.

 A meeting is being scheduled for July 2023 with the actions to be determined following that meeting.
	

	
	4.1
	The project was subject to a Welsh Government Gateway Review in November 2021, which reported an Amber/Red rating, highlighting concerns in relation to the project’s revenue affordability.

In early 2022, the Chief Executive instructed a ‘rapid review’ of the project, to reduce the floors and bring down the revenue gap. Following a consideration of options, the Project Board and Chief Executive approved the progression of a reduced scheme, with a 6-storey design. This re-design was developed during 2022 through the RIBA Stage-2 process. 

The Project Board did not meet from July 2022 onwards whilst the re-design was being progressed, and progress reporting from advisers has been minimal throughout 2022. We have not therefore evidenced the reporting or monitoring of emerging capital or revenue costs at Project Board level during the re-design process, to inform ongoing decision-making. 

In October 2022, the Chief Executive requested a more significant review of the service model for the Swansea Wellness Centre, potentially leading to a smaller offering on the Swansea site, in conjunction with potential other developments across the region, and with greater Local Authority engagement. 

We recognise that the concerns raised at both pauses were valid. However, significant additional costs have been incurred in the re-design work undertaken following the first pause, we did not evidence the ongoing monitoring of emerging scheme revenue costs during this period, by the Project Board, to ensure the direction remained viable.
Noting the themes identified during this report, a review should be undertaken to ensure that Governance arrangements are fit for purpose (to take the project forward)
	Agreed. We recognise the benefit of a review of governance arrangements to take the project forward as per MA1.
	August 2024: This project has been paused, pending a review of its overall scope. As such, and following consultation with NWSSP Audit & Assurance colleagues and the Audit Committee Chair, it has been agreed that monitoring and reporting of progress against these actions be paused at this time as they cannot currently be progressed. Once the review of the overall project scope has been completed and a way forward agreed, all actions will be reopened/revisited and addressed in the context of the revised arrangements.

	
	6.1
	The UHB has been invoiced on a periodic basis by the Developer, to reimburse the project management and design development costs incurred from the appointed advisers, plus Developer management fees, in the development of the scheme.

 To improve clarity in charging, the UHB requested the Developer provide supporting invoices from each adviser to support the costs incurred. However, it is noted these adviser invoices have not typically included any break-down / supporting detail of the costs charged.

 To ensure the UHB can undertake appropriate checks as to the reasonableness of the costs incurred against the agreed fee schedules, prior to making payment, it would be expected that advisers provide detail as to the outputs / activities completed in each period.
Adviser invoices should be supported by resource / output schedules clearly demonstrating the make-up of costs claimed, to be spot checked periodically by the UHB prior to payment.
	Agreed. We will review invoicing processes to date and ensure sufficient information is provided with any future charges.
	

	
	7.1
	The Strategic Outline Case (SOC) was approved by the UHB in March 2019, and presented a range of options for development of the Swansea Wellness Centre.

In developing the Outline Business Case (OBC), whilst the strategic drivers and case for change remained unchanged, further options appraisal activity saw an increased service scope towards the “Do Maximum” option, along with a site change. The changes necessitated an increased building size and associated increase in capital costs to those initially outlined within the SOC.

The draft OBC (not yet finalised), stated these changes were discussed and agreed with Welsh Government, and had the support of the Project Board and Health Board. However, we have not evidenced the escalation of these changes to the Board for awareness/approval. The Project Board meeting of June 2021 did acknowledge the changes from the SOC position (with a forecast project cost of £29m at this time) and concluded the Board should be advised; however this does not appear to have been actioned. 

Whilst acknowledging the SOC is only intended to present a high-level estimate of potential costs, with options firmed up and costed during OBC stage, we consider that the significantly increasing capital costs should have been escalated by the Project Board to an appropriate level within the UHB (e.g. Committee/Board), for scrutiny and approval of the scheme’s affordability, before progressing further with design development activities (and incurring the associated costs).
Significant design changes or design issues (e.g. scope creep) which materially impact on project affordability should be approved by an appropriate forum in accordance with SOs/SFIs/Scheme of Delegation.
	Agreed. In line with the agreed review of Project Board arrangements at MA1 and wider governance effectiveness at MA4, we will ensure the delegated authority of the Project Board is clearly determined and agreed, including when matters should be escalated above the Project Board’s authority.
	August 2024: This project has been paused, pending a review of its overall scope. As such, and following consultation with NWSSP Audit & Assurance colleagues and the Audit Committee Chair, it has been agreed that monitoring and reporting of progress against these actions be paused at this time as they cannot currently be progressed. Once the review of the overall project scope has been completed and a way forward agreed, all actions will be reopened/revisited and addressed in the context of the revised arrangements.


	Lead Director – Director of Finance & Performance

	SSU-SBU-2324-003
EIMP

Sub-Station 6

Report Issued

May 2024

Assurance Rating

Reasonable
	Rec

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

	
	1.1
	For ease of review and to evaluate progress of actions taken, it is best practice to maintain an action log stating:

· the action that is required,
· who will complete it,
· a target date for completion,
· any specific resources required to complete the action,
· the status of the action (complete/ incomplete/ an update on progression).

Despite minutes detailing actions and stating involvement by individuals, there is no Project Board Action Log accompanying the Project Board minutes, which would encourage a more structured discussion within the Project Board and ensure that actions were being adequately progressed.
A Project Board Action Log will be implemented at projects (aligned to the Project Board Minutes) to detail ownership of action, target completion date, resources required to complete and progress etc., since the previous Project Board.
	Agreed - Action log to be implemented on future Project Board meetings where required
	Aug 2024: An action log has been developed and populated and is reviewed monthly

	
	2.1
	The 5th January 2024 Project Board minutes, identified programme delivery issues relating to a contaminated pond, a fuel line, and a generator delivery delay. The associated risks were substantially reduced or were removed entirely from the register at its update on the 12th January 2024. Whilst noting the same, neither the minutes or the risk register reflected or documented the reasoning behind the changes.
The Project Board minutes should adequately reflect the risk assessment and document approved changes to the risk register.
	Agreed – Minutes will be reviewed to ensure detailed discussions within the project board are adequately captured to show the PB review the red risks as a minimum, monthly.
	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 on tractor and again removed from the Risk log. The generators were delayed and delivered in February 2024 and was removed from the risk log.

	
	2.2
	Any changes in the movement of risk values, probability, risk ratings, mitigating/ management actions, the removal of risks and the associated reasons, were not clearly identifiable within the updated risk register. The inclusion of these issues within the available comments sections (currently incomplete) would provide the project board with increased assurance on management actions and afford the increased ability to scrutinise and challenge.

At the time of the audit fieldwork (December 2023 to February 2024), the risk register identified risks remaining totalling £2.837m (reduced to £88.8k due to potential mitigating actions/ probability), whereas the cost report indicated circa £12k of contingency remaining, i.e. inadequate remaining contingency to fund the potential risks remaining at the project. No comments were provided within the cost report (as seen at other UHB projects), risk register or project board minutes, considering the level of risk exposure and additional funding requirements/options etc. associated with the risk liability.
The Project Risk Register should be regularly reviewed and updated where necessary at each Project Board. The register should be fully populated (e.g. including comments and highlighting changes since the previous iteration). The register should be reviewed against the available contingency provision (provided at the monthly cost reports), to ensure the level of risk exposure and any additional funding options required are appropriately considered.

This should provide the Project Board with increased assurance on management actions and afford the increased ability to scrutinise and challenge.
	As per 2.1, this will be captured as appropriate going forward
	Aug 2024: 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.  

	
	3.1
	The Cost Adviser’s cost report (and associated supporting information) was examined at the current review. It was noted that entries in the cost report were prudent in their presentation and commentary explaining variances, ratified entries.

Commentary on variances was however limited within the finance report presented at the Project Board meetings, although it was noted that attendance at the Project Board Meetings by the Cost Advisor facilitated scrutiny and explanation as required.

The inclusion of commentary (a comments section) at the issued budget cost report, would facilitate increased scrutiny and Project Board understanding of key cost variances. This would also enhance the delivery of the informed client role.
Variances to budget shown within Project Cost Reports provided to the Project Board should be accompanied by appropriate commentary explaining key variables and any associated contributing factors.
	Agreed - This is captured in the main report that the external project manager goes through. We will look at implementing a summary on a page going forward with all external PM’s and where practicable to do so, internal PMs on smaller schemes, where project boards are required. Information on smaller schemes, internal PM’s provide highlight reports.
	Aug 2024: Due to the current timeline of the scheme and given that the PM report is discussed at length in PB, it is not viable to change this late in the programme and will be recommended for future schemes where applicable.

	
	5.1
	One unconventional compensation event was raised at the project. The compensation event was raised to enable a fee being paid for an S278 licence application. The payment was initially expected to be made directly by the Health Board/ Contractor but was paid by a sub-contractor for expediency. Whilst this is outside of the normal usage of a CE, it demonstrated ongoing management and avoidance of potential delays.

It was noted that the description on the change form lacked detail and was ambiguous in explaining which party had made the final payment; this necessitated further investigation to ensure it did not, in fact, present a position where Health Board costs were being augmented inappropriately.

A review of the Early Warning Notice Registers, PMI Register and Change Event Registers, also showed that whilst items on each register cross referenced each other (numerate references), the written description of the item was often more ambiguous and lacked detail.
The adequacy of item descriptions provided on Change Control Registers and forms should be reviewed at the PPE, e.g. to ensure the records of future projects identify the item and parties involved in CE’s without having to rely on unique identifiers
	Agreed - Descriptions noted within change control documentation are to be reviewed in future, if required.
	Aug 2024: Due to the delay in response from the planning department in relation to a bond that was requested from the planning department, this delayed the commencement of the project as a S278 was required. The bond was resolved between the HB and planning department (no longer required), therefore, the quickest route to expedite payment was to instruct the contractor to facilitate this, as this was the quickest route to ensure a delays were kept to a minimum. Going forward, as noted in the original responses, descriptions noted within change control documentation are to be reviewed in future, if required.


	Lead Director – Director of Finance & Performance

	SBU-2324-009
Savings Programme

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

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

	
	6.1
	A CIP reporting template has been developed for weekly reporting to service areas. Previously, there was also a monthly highlight report for each individual service area, and while we understand the need to provide efficient streamlined reporting, the existing weekly report does not provide enough detail in relation to the progress made against individual savings schemes. It needs to encapsulate SMART criteria clearly detailing progress, significant changes and provide robust actions to assist with future delivery of savings. Further, the level of discussion and scrutiny of savings was not always evident from review of meeting minutes.
Management should consider enhancing the CIP weekly report template to provide more information on progress made, changes, future actions, and risk and assurance scoring.
	Agreed. PMO will assess whether to incorporate more detail in the Weekly CIP Report for each Service group to detail CIP Progress, by scheme detail, or re-introduce the Highlight report with these details. This will be assessed and the approach agreed with the Deputy Director of Finance.
	June 2024: The Budget Management Process document and accountability letters were issued at the end of April 2024 Specifically on reporting there will be a new approach to reporting developed to identify changes in the drivers of spend, which will impact on run rates and the revised concept of savings as detailed in the Budgetary Management document.  Of note is that for 2024/25 there has been a new approach to the allocation and management of savings, with a focus on run rates as opposed to budgetary releasing savings. In Quarter 4 2024/25, a review will be undertaken to assess the benefits of this approach and lessons learnt for 2025/26.
August 2024: Reports are issued monthly to Services Groups, with updates on delivery and wider saving programme/recovery & sustainability incorporated within the PFC monthly Report.

	SBU-2223-016
Health & Safety

Report Issued

September 2022

Assurance Rating

Limited
	1.2b
	The Policy includes that Service Directors will ensure there are ‘appropriate arrangements within their areas of the organisation.’ The health board is currently establishing arrangements in place for Service Groups operating across multiple community sites.

Once site leads have been identified for all premises this information should be shared with the HSC and arrangements made for this information to be accessible to relevant staff.
	Once the service group provides the information, this will be shared with the HSC, it is worth noting that the only area not covered to date is Primary Care, so this information is already available for three out of the four service groups.
	August 2024: Site Leads for all Primary Care sites have now been identified. These names will be made available to the Quality & Safety Committee.


	Lead Director – Director of Workforce & OD

	SBU-2324-021
Sickness Absence Management

Report Issued

October 2023

Assurance Rating

Reasonable
	Rec

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

	
	2.1a
	The health board provides training sessions for managers around the ‘Managing attendance at work’ policy. Feedback is not sought from managers across all Service Groups on completion of the training. Access to ESR to record this is already available, but the functionality within the OLM platform is not current used to enable this.
Feedback should be sought from managers who have attended the training to ascertain if the training is relevant and effective for the users.
	To enable access to the OLM functionality within ESR for MAAW training.
	August 2024: OLM attendance and competence recording has been set up

	
	2.1b
	
	To explore ways to measure qualitative effectiveness of MAAW training.
	August 2024: The MAAW education programme review is now complete and training has commenced within the service groups. Feedback is being sought after each training session and data analysed to ensure continuous improvement. Action complete.

	
	4.1
	It was also noted that the Morriston Service Group has adopted their own approach to undertaking audits. The HR Project Manager has developed an extensive audit template of 24 questions around the MAAW policy for the ward/area manager, and 5 questions to be asked to ward staff around responsibilities when on sickness leave. This is followed by three deep dive reviews into both Long-Term and Short-Term sickness absences files. On completion of the audit, a comprehensive report is issued, with follow up audits are undertaken after 3 months for areas scoring poorly during the audit.

There is an opportunity for all SGs to adopt Morriston’s approach to undertaking sickness absence audits. The approach from Morriston is comprehensive and thorough in terms of coverage in comparison to the Workforce team’s audit template in use in the other SG.
	Review of Morriston’s approach to sickness audit to ensure a similar template is used in all service groups.
	August 2024: Morrison best practice has been shared and action plans developed in each Service Group area. Action complete.


	Lead Director – Director of Strategy

	SBU-2324-004
Decarbonisation

Report Issued

May 2024

Assurance Rating

Limited
	Rec

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

	
	2.1c
	An annual Management Board paper on the Decarbonisation Action Plan (dated March 2023 – noting the 2024 annual update has yet to be published) stated that ‘confidence in HB ability to meet the 16% carbon reduction by 2025 is rated RED due to continuing issues of accuracy relating to emissions data and baseline, as well as increased service demand. The HB DAP delivery is rated as AMBER mainly due to funding requirements.’ 

Decarbonisation is included in the quarterly IMTP delivery updates reported to Management Board. The most recent report was presented in January 2024. However, whilst the health board recognises that it is unlikely to meet its national targets, reporting of further detail to Board or its assigned Committees has been limited to the current position of EFAB schemes to the Performance and Finance Committee in August 2023.
Challenges and risks to the achievement of the objectives within the health board’s Decarbonisation Action Plan, along with any mitigating factors, should continue to be monitored with regular updates provided via the established governance routes through to the Board.
	Raising awareness of Sustainability across the Health Board through inclusion within the Team Brief or other appropriate communications
	August 2024: A sustainability slide has been added to the overarching team brief and was included in the slide deck for August.  This is a standard slide going forward on the brief.

	
	3.1a
	The risk register for decarbonisation is managed through a RAID Log and is monitored by the DIG. As of March 2024, ten open risks were currently recorded, with five recorded as critical (risk score 16) and three recorded as high (risk score 12). 

We note that work continues to articulate the level of corporate risk for consideration at Board level, and that this has been recorded as an action in the DAP (and more latterly the CAP) with a target date of ‘during 2024’ assigned.
Inclusion of the risk around the potential failure to deliver the Welsh Government NHS Wales Decarbonisation Strategic Delivery Plan should be finalised to ensure the Health Board’s Corporate Risk Register is appropriately reflective of prevalent risks.
	Review of the Decarbonisation RAID log to develop overarching risk which will reflect health board’s risk of compliance with the emissions reduction targets. Proposed wording to be agreed by CAPIG.
	August 2024: The wording of the draft risk has been agreed by the Climate Action Plan Implementation Group (CAPIG).


	Lead Director – Director of Strategy

	SBU-2324-006
Commissioning LTA Contracts

Report Issued

August 2023

Assurance Rating

Reasonable
	1.1
	There are no health board policies, procedures or guidance for managing LTA commissioning contracts. The health board drafted a ‘Commissioning Framework’ in July 2022, the purpose of which is to set out the health board’s approach to all commissioning. This framework had not been approved at the time of our audit.
The commissioning framework should be approved and appropriately communicated.
	The Commissioning Framework was approved by Management Board on 16 August 2023. The Assistant Director of Strategy has been tasked with setting up workshops to socialise the detail of the framework with the relevant health board officers.
	August 2024: Workshop held with CCOG members on 29/07/24 to run through the framework and to work through how it can be improved further.  One key suggestion from members was inclusion of flowchart to show process for development of SLAs in order to provide clarity of governance routes, areas of responsibility etc.

	
	3.1
	Performance reporting is achieved through the half year and end of year Commissioning & Contracting reports presented to Management Board. Noting the detail included in the monitoring returns prepared, there is an opportunity for the health board to enhance the level of reporting.
The health board should review the content of the Commissioning & Contracting reports produced and enhance the performance detail reported.
	Additional elements to the reporting will be included such as over/underperformance and areas of significant under delivery, with a view to triangulate with the waiting times.

	August 2024: End of year commissioning report presented to Management Board on 17/07/24


	Lead Director – Director of Therapies & Health Sciences

	SBU-2324-011
Additional Learning Needs
Report Issued

January 2024
Assurance Rating

Limited
	Rec

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

	
	3.2a
	The DECLO confirmed that progress with delivery has been impacted in the absence of project management support, and there is no regular monitoring or progress reporting of the delivery of key priorities.
There should be regular monitoring of progress with the work plan so key priorities and the strategy’s principles can be evaluated and adjusted if required.
	Progress on the new work plan will be monitored with regular reports provided to the ALN Steering Group (which meets bi-monthly). The plan will be iterative and will be adjusted as needed as key priorities and principles evolve.
	August 2024: An update on the ALN Work Plan was provided to the ALN Steering Group in June 2024. Arrangements for future reporting though the Steering Group were agreed.


	Lead Director – Executive Medical Director

	SBU-2021-026
Who Surgical Safety Checklist
Follow-Up

Report Issued

April 2021
Assurance Rating

Limited
	Rec

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

	
	6
	On review of the letter issued by the Executive Medical Director to the Units it notes under action point 4:

 ‘Please ensure that compliance data and observational audit outcomes are included as a standard item on your agenda for your Delivery Unit Quality and Safety meetings. It would also be appropriate for you to ensure that key Directorates within your Units also have audits of WHO Checklist compliance on their own Quality & Safety meeting agendas regularly.’

As part of the follow up, we reviewed the Unit Quality & Safety minutes and papers for each of the units to ensure that regular updates on TOMs data and WHO Checklist compliance audits have been issued to the groups for assurance. The following was noted:

Singleton Delivery Unit - The Unit’s Quality & Safety Group papers from March 2020 to December 2020 were supplied for review. On review of the minutes and papers, no review data or WHO Checklist compliance audit outcomes were identified during this period. 

Morriston Delivery Unit - Q&S Unit papers for 2019/20 and 2020/21 were supplied for review. No compliance data or observational audit outcomes were identified within notes of the meetings between Oct. 2019 and Nov. 2020. 

NPTH Delivery Unit - As noted in objective 5b, the NPT Unit has issued regular updates on WHO Checklist compliance audits to the Q&S Improvement Group. 
As indicated in the Executive Medical Director’s letter, assurance regarding TOMS compliance data and observational audit outcomes should be reported periodically to service group Quality & Safety groups and discussed at appropriate Directorate meetings.
	Unit medical directors have been reminded to ensure that the results of LocSSIPs (including the WHO) checks should be included in unit quality and safety meetings. (See recommendation 3 in relation to TOMS data)
	August 2024: NPTSSG oversees LOCSSIPS as theatres sit within its remit on behalf of the service groups. It receives presentations from the Surgery Division at its Quality, Safety & Risk Group meetings, which provide an update on LOCSSIP compliance. In addition, there is a Theatres Group which meets monthly and has LOCSSIPs on each agenda – this feeds into the surgery presentation to the QS&R Group. Agendas, presentations and minutes shared with Head of Compliance.

	
	7
	On completion of the previous review, the Executive Medical Director contacted the Director of Nursing & Patient Experience at the time suggesting that the checklist audit outcomes be issued to the Quality & Safety Forum (now the Quality & Safety Governance Group) on a bi-annual basis. No reports on this were evident in papers of the Quality & Safety Forum / Quality & Safety Governance Group from September 2019 – January 2021.

A paper to the QSC in February 2020 set out intended improvements to governance arrangements. These included the establishment of a Clinical Outcomes and Effectiveness Group (COEG), which would be a sub-group of the corporate Quality and Safety Governance Group. The onset of the pandemic has delayed progress on actions intended. In particular, at the outset of the review the Assistant Medical Director informed us that the COEG was still forming and not yet operating fully, so the intended route for assurance to the Quality & Safety Governance Group was not yet in place.
We would recommend that a reporting line for corporate assurance on WHO Checklist compliance be implemented.
	Review of LocSSIPs audits will be undertaken at COEG and both Unit/Board Q&S groups. Both groups have been informed of this requirement and have agreed to require reports.
	August 2024:  LOCSSIPS is scheduled for COEG twice a year. Presentations took in January and August 2024.


	Lead Director – Executive Medical Director

	SBU-2223-014
Access to Cancer Services EMD

Report Issued

June 2023

Assurance Rating

Reasonable
	Rec

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

	
	1.1b
	At the time of fieldwork, the Executive Medical Director remained the lead Executive for Cancer. Minutes of the March 2023 CPB meeting included that following the appointment of a substantive Chief Operating Officer there would be need for discussion on the future of the meeting, and how cancer is managed within the health board. Review of CPB agendas and minutes for the period May 2022 – March 2023 identified that four meetings had been stood down or cancelled, and the April 2023 meeting deferred. Review of minutes also confirmed that the August 2022 and March 2023 meetings were not quorate, with the CPB approving two business cases at the August meeting.
Meetings should be held in accordance with the terms of reference with decisions made only when there is appropriate representation.
	Agreed - The Terms of Reference for the Cancer Performance Group will define its quoracy
	August 2024: Confirmation received from the Head of Service (Medical Directorate), that the last 4 meetings of the Cancer Programme Improvement Group (CPIG) have been quorate, in line with their agreed terms of reference.


	Lead Director – Executive Medical Director

	SBU-2324-027
Consultant Job Planning

Report Issued

April 2024

Assurance Rating

Limited
	Rec

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

	
	1.1
	There is a ‘Consultant and SAS Job Planning Guidelines’ document in place. It is dated May 2017, with a review date of May 2019, and refers to the predecessor organisation (ABMUHB). 

We acknowledge that a revised guidelines document, which largely aligns to the previous version, has been drafted. We note approval of the document is required from the Trade Unions prior to being approved through the health board’s governance structure. Industrial action has delayed this process and we understand that meetings have been scheduled with the relevant Trade Union partners in March 2024.
The health board’s guidelines should be updated, approved, published and communicated on the intranet.
	Revised guidelines to be discussed with LNC/BMA and then shared with Medical Workforce Group, Management Board and Workforce, OD and Digital Committee for sign-off after which they can be published. Discussions are also being undertaken by Welsh Government around the national guidance.
	August 2024: Revised 'Consultant and SAS Job Planning Guidelines' and 'Consultant Job Planning Tool Kit' ratified by Management Board in July 2024

	
	1.2
	Neither the ‘Consultant and SAS Job Planning Guidelines’ document, or guidance setting out the job planning sign-off and lockdown process, are available on the health board’s intranet, and there is generally limited guidance on the job planning process, including links to documents on external websites which are no longer valid.
The intranet pages should be updated with guidance for Service Managers and those involved in the job planning process.
	Once guidance has been agreed, intranet page to be reviewed and updated with links to current external guidance as well as health board resources.
	August 2024: The revised 'Consultant and SAS Job Planning Guidelines' and 'Consultant Job Planning Tool Kit' are available via the Health Board Intranet, together with a ratified by Management Board in July 2024 spreadsheet setting out the job planning sign-off and lock down process.

	
	3.1
	The guidance states that all job plans are expected to include mutually agreed outcomes that are SMART (Specific, Measurable, Achievable, Relevant, and Time-Bound), are monitored for delivery and properly supported. From discussion with management, we understand that the requirement of the guidance and the application of the Allocate system do not align. The detail recorded on those job plans which had personal outcomes recorded are reflective of the detail for Personal Development Plans which are held on MARS (note: this have not been reviewed as part of the audit). Activities at an operational level, including number clinics, number of patients to be seen etc., should form the basis of the SMART objectives at job planning. The guidance does not make this level of distinction.
The guidance document should be updated to reflect the distinction between Personal Development Plans and activities at an operational level to be recorded on the job plans in Allocate (the latter which should address the SMART requirements).
	Job planning guidance to be reviewed to make the distinction between personal development plans (to be documented on MARS) and operational activities.
	August 2024: Revised 'Consultant and SAS Job Planning Guidelines' and 'Consultant Job Planning Tool Kit' ratified by Management Board in July 2024

	
	7.1
	As per the guidance, there is a requirement for every senior doctor to have at least one quality improvement (QI) priority captured within their job plans to support the delivery of Service Group priorities. The Allocate job plans include a section to capture Board Outcomes and Service Outcomes, which is where the QIs could be recorded.

However, management advised that these sections are not mandatory, and that the QI requirements do not feature on the Allocate system. Rather, they should form part of the personal objectives within the Personal Development Plans on MARS. This is another reflection of where the guidance and application of Allocate do not align.
The guidance document should be updated to provide clarity on where the quality improvement priorities should be recorded.
	Guidance to be updated to provide clarity on quality improvement priorities
	August 2024: At Section 4, the revised 'Consultant and SAS Job Planning Guidelines' states that quality improvement activity should be recorded on Allocate as Core SPA Activity, as part of the job plan.
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