Audit, Risk & Assurance Committee
Tue 16 April 2024, 13:30 - 16:00

Agenda

1. Preliminary Matters

B 1 Audit Risk and Assurance Committee Agenda 16.04.241.pdf (3 pages)

1.1. Welcome

Oral Chair

1.2. Apologies for Absence

Oral Chair

1.3. Declarations of Interest

Oral Chair

1.4. Draft Minutes of the last meeting held on 8th February 2024
Attached Chair

Bj 1.4 08 02 2024 Draft Audit Risk and Assurance Minutes. Chair Approved.pdf (11 pages)
1.5. Committee Action Log

Attached Chair
B 1.508 02 2024 Audit Risk Assurance Committee Action Log Chair Approved.pdf (5 pages)

2. Items for Discussion

2.1. To Receive the External Audit Progress Report

Attached Performance Audit Lead, Audit Wales

To include a verbal update on Stakeholder Survey

B 2.1 Audit Risk and Assurance Committee Update - April 2024.pdf (10 pages)

2.2. To Review the Primary Care Follow-up Report following amendments
Attached Performance Audit Lead, Audit Wales

B 2.23564A2023 abuhb_primary care_follow-up_final.pdf (25 pages)

2.3. To Receive the Internal Audit Progress Report

Attached Head of Internal Audit

Bj 2.3 ABUHB April 2024 Audit Committee Progress Report.pdf (8 pages)

2.4. To Receive Internal Audit Reports

2.4.1. Unified Breast Unit at Ysbyty Ystrad Fawr - Substantial Assurance

Attached Head of Internal Audit



Bi 2.4.1 SSU ABU 2324 03 YYF Unified Breast Care Final Audit Report.pdf (19 pages)

2.4.2. Asset Management - Reasonable Assurance

Attached Head of Internal Audit

Bj 2.4.2 ABUHB 2324-4a Asset Mangement Final Internal Audit Report.pdf (13 pages)
2.4.3. Risk Management - Reasonable Assurance

Attached Head of Internal Audit

Bj 2.4.3 Final Risk Management internal audit report.pdf (8 pages)

2.4.4. Long-Term Sickness Absence Management - Reasonable Assurance
Attached Head of Internal Audit

B 2.4.4 AB-2324-20 LT Sickness Management Final Report.pdf (12 pages)

2.4.5. Follow-up of High Priority Recommendations - Not Rated

Attached Head of Internal Audit

Bj 2.4.5 ABUHB 2023.24 Follow-Up Final Internal Audit Report.pdf (6 pages)

2.5. To Receive an early indication on the Head of Internal Audit’s Final Opinion Report

Oral Head of Internal Audit

2.6. To Receive and Endorse the Internal Audit Annual Workplan 2024/25
Attached Head of Internal Audit

B 2.6 ABUHB_2024-25 DRAFT Internal Audit Plan v1.3.pdf (30 pages)

2.7. To Receive the Strategic Risk and Assurance Report

Attached Director of Corporate Governance

Bj 2.7 Committee Risk Report ARAC_April 2024.pdf (6 pages)
Bj 2.7a Appendix A Strategic Risk Register.pdf (8 pages)
B 2.7b Appendix B Strategic Risk Dashboard and Risk Assessments.pdf (33 pages)

3. Items for Approval/Ratification/Decision

3.1. To Approve the Audit, Risk and Assurance Committee Work Plan 2024/25

Attached Director of Corporate Governance

Bj 3.1 Cover Paper Audit Risk and Assurance Committee Work Plan 2024 _25.pdf (4 pages)
B 3.1a Appendix 1_DRAFT ARA_Committee Work Programme 2024-25 v2.pdf (6 pages)

3.2. To Approve the Audit, Risk and Assurance Annual Report 2023-24

Attached Director of Corporate Governance

B 3.2 Cover Report Audit Risk and Assurance Committee Annual Report 2023-24.pdf (4 pages)
Bj 3.2 Appendix 1_DRAFT Audit_Risk and Assurance Annual Report 2023 24. v2docx.pdf (41 pages)

3.3. To Approve the closing position of the Internal/External Audit Recommendations Tracker
for Q4 2023/24

Attached Director of Corporate Governance

B 3.3 Internal_External Audit Recommendations Q4 23 24 Cover Report ARAC.pdf (7 pages)



3.3a Appendix 1 - Dashboard.pdf (1 pages)

3.3b Appendix 2 - Pre 2022 Overdue Recommendations Pre Q4 Update.pdf (5 pages)
3.3c Appendix 3 - Post 2022 Overdue Recommendations Pre Q4 Update.pdf (17 pages)
3.3d Appendix 4 - Revised Timescale Requests following Q4 Updates.pdf (14 pages)
3.3e Appendix 5 - Overdue Recommendations Following Q4 Updates.pdf (1 pages)

3.3f Appendix 6 - Completed Recommendations Following Q4 Updates.pdf (10 pages)
3.3g Appendix 7 - Not Yet Due.pdf (8 pages)

oo oo o

3.4. To Approve the Report on the Use of Single Tender Action

Attached Director of Finance and Procurement

To include; A briefing note on the due diligence process for the Community Transport Association's Single Tender Action.

B 3.4 Single Tender Action Report -20.01.2024 - 22.03.2024.pdf (3 pages)
Bj 3.4a Appendix A - Single Tender Action 20.01.2023 - 22.03.2024 (1).pdf (5 pages)

3.5. To Receive the Report on Financial Governance and Reporting; and, Ratify Financial
Control Procedures (FCPs)

Attached Director of Finance and Procurement

e Accounts Receivable
e Counter Fraud Communication Strategy
e Contract Management

B 3.5 Governance Report 16.04.2024.pdf (10 pages)

Bj 3.5a Appendix 1 ABUHB_Finance 0239 Accounts Receivable Final.pdf (27 pages)

B 3.5b Appendix 2 ABUHB_Finance 0581 Counter Fraud Communication Strategy Final.pdf (11 pages)
B 3.5c Appendix 3 ABUHB_Finance 0996 Contract Management Final.pdf (7 pages)

4. Items For Information

4.1. No Iltems Received

5. Other Matters

5.1. Iltems to be Brought to the Attention of the Board and Other Committees

Oral Chair

5.2. Any Other Urgent Business

Oral Chair

5.3. Date of the Next Meeting

e Tuesday 21st May 2024 (Draft Accounts)
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rosoft Teams

Item

Title

PRELIMINARY MATTERS

Format

Presenter

1.1 | Welcome and Introductions Oral Chair

1.2 | Apologies for Absence Oral Chair

1.3 | Declarations of Interest Oral Chair

1.4 | Draft Minutes of the last Meeting held on 8t | Attached Chair
February 2024

1.5 | Committee Action Log Attached Chair

P ITEMS FOR DISCUSSION

Risk Management & Assurance

2.1 | To Receive the External Audit Progress Attached | Performance
Report Audit Lead,
To include a verbal update on Audit Wales
Stakeholder Survey
2.2 | To Review the Primary Care Follow-up Attached | Performance
Report following amendments Audit Lead,
Audit Wales
2.3 | To Receive the Internal Audit Progress Attached Head of
Report Internal Audit
2.4 | To Receive Internal Audit Reports
2.4.1 | Substantial
Unified Breast Unit at Ysbyty Ystrad Fawr Head of
2.4.2 | Reasonable Attached | Internal Audit
Asset Management
2.4.3 | Reasonable
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3.1

ITEMS FOR APPROVAL/RATIFICATION/DECISION
Attached

To Approve the Audit, Risk & Assurance
Committee Work Plan 2024/25

3.2

To Approve the Audit Risk and Assurance
Annual Report 2023 - 24

Attached

3.3

To Approve the Closing Position of the
Internal/External Audit Recommendations
Tracker for Q4 2023/24

Attached

2.4.4 | Reasonable
Long-Term Sickness Absence Management
2.4.5 | Not Rated
Follow-up of High Priority
Recommendations
2.5 | To Receive an early indication on the Head Oral
of Internal Audit’s Final Opinion Report
Head of
2.6 | To Receive and Endorse the Internal Audit | Attached |Internal Audit
Annual Workplan 2024/25
2.7 | To Receive the Strategic Risk & Assurance Attached Director of
Report Corporate
Governance

Director of
Corporate
Governance

3.4

To Approve the Report on the Use of Single
Tender Action. To include;

e A briefing note on the due diligence
process for the Community Transport
Association's Single Tender Action.

Attached

3.5

4.1

To Receive the Report on Financial
Governance and Reporting; and,

Ratify Financial Control Procedures (FCPs);
e Accounts Receivable
e Counter Fraud Communication

Strategy
e Contract Management

No Items Received

Attached

Director of
Finance and
Procurement

4 ITEMS FOR INFORMATION
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5 OTHER MATTERS

5.1 | Items to be Brought to the Attention of the Oral Chair
Board and Other Committees
5.2 | Any Other Urgent Business Oral Chair
5.3 | Date of the Next Meeting:
e Tuesday 21st May 2024 (DraftAccounts)

Motion to Exclude Members of the Public and the Press

There may be circumstances where it would not be in the public interest to
discuss a matter in public. In such cases the Chair shall move the following
motion to exclude members of the public and the press from the meeting:
“Representatives of the press and other members of the public shall be
excluded from the remainder of this meeting having regard to the confidential
nature of the business to be transacted, publicity on which would be prejudicial
to the public interest”.
Motion under Section 1(2) Public Bodies (Admission to Meetings) Act 1960
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NHS Aneurin Bevan MEETING

University Health Board

MINUTES OF THE AUDIT, RISK AND ASSURANCE
COMMITTEE ANEURIN BEVAN UNIVERSITY HEALTH BOARD MEETING

Thursday 8t February 2024

VENUE Microsoft Teams

PRESENT Iwan Jones - Independent Member, Committee Chair
Richard Clark- Independent Member, Committee Vice Chair (left at
10:00)
Shelley Bosson - Independent Member
LWy (oS Rani Dash- Director of Corporate Governance

Lucy Windsor — Head of Corporate Risk and Assurance

Rob Holcombe - Director of Finance and Procurement

Nicola Prydgodzicz — Chief Executive, ABUHB (Left at 09:56 joined
10:30)

Michelle Morris — Head of Counter Fraud (Left at 10:00)
Stephen Chaney - Deputy Head of Internal Audit

Nathan Couch - Audit Wales

Mark Ross — Assistant Finance Director
Andrew Doughton - Audit Wales

Leeanne Lewis — Assistant Director Quality and Patient Safety
(Joined 10:00 left at 10:10)

Sarah Simmonds - Executive Director Workforce and OD
(Joined 11:25 Left 11:35)

Peter Carr - Executive Director of Therapies and Health Science
(Joined 10:35 Left 11:07)

Leanne Watkins — Chief Operating Officer (Joined 09:53 left at
11:06)

Jamie Marchant - Divisional Director Facilities (Joined 10:15)
Laura Howells — Auditor, Internal Audit

Huw Richards - Auditor, Internal Audit

David Butler - Auditor, Internal Audit (Left 11:00)

Richard Harries — Audit Wales
David Murphy - Audit Wales (Joined 10:35)

Lloyd Hambridge - Divisonal Director Primary Care(Joined 11:00
Leftat 11:25)

Danielle Jackson — Secretariat
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Apologies

ARAC 0802/1 Preliminary Matters

ARAC 0802/1.1 Welcome and Introductions
The Chair welcomed everyone to the meeting.

ARAC 0802/1.2 Apologies for Absence
There were no apologies of absence noted

ARAC 0802/1.3 Declarations of Interest
There were no declarations of interest raised to record.

ARAC 0802/1.4 Minutes of the previous meeting

The minutes of the meeting held on the 23 November 2023
were agreed as a true and accurate record.

ARAC 0802/1.5 Committee Action Log

The Committee reviewed the action log, noting actions
completed, actions in progress, and actions that were not yet
due.

ARAC 0802/2 Items for Approval / Ratification/ Decision

ARAC 0802/2.1 To Endorse the change to the Risk Appetite Statement
Rani Dash (RD), Director of Corporate Governance, Provided the
Committee with a summary of the proposed changes to the Risk
Appetite Statement.

The committee were informed that the Board approved the Risk
Management Framework on the 25 January 2024, it was
requested that the Risk Appetite Statement be updated to
remove the word “reputation” in relation to the Confidence and
Trust theme to avoid misinterpretation. "The Health Board’s
natural position is to not tolerate risks that breakdown or impact
confidence & trust. However, building on and maintaining the
confidence and trust of all stakeholders, including staff is vital, so
to highlight both the complexity and importance of transparency,
the Health Board shall be cautious to any risk or opportunity that
may influence that confidence and/or trust.”

The Committee NOTED the report and ENDORSED the amended
description for the risk theme of Confidence and Trust

ARAC 0802/2.2 To Approve the Report on the use of Single Tender Action
Mark Ross (MR), Assistant Finance Director, provided the
Committee with a summary on Single Tender Action Waivers - 11
November 2023 - 19 January 2024.

The Single Tender Action (STA) schedule contained a summary of
the two STA requests that had been submitted and approved to a
total value of £123,262.22.

2/11 5/378



- Community Transport Association
- Care-Com Systems

Iwan Jones (1J), Committee Chair, inquired as to whether any
due diligence takes place to review how money is spent by
contractors. Robert Holcombe (RH), Director of Finance and
Procurement confirmed that it would be expected for the
management team commissioning the service to monitor the
contract terms and organisational arrangements. RH agreed to
look further into the due diligence process followed specifically for
the Community Transport Association STA and bring provide a
short paper back to committee for assurance.

Action: Director of Finance and Procurement.

The Committee NOTED the report.

ARAC 0802/2.3 Ratification of Financial Governance, Reporting and
Control Procedures.

Mark Ross (MR), Assistant Finance Director, provided the
Committee with a summary of financial governance, reporting
and controls.

There were two financial control procedures presented that
required approval.

e Petty Cash

e Petty Cash - Mental Health

Shelly Bosson (SB), Independent Member, queried the use of
petty cash, due to modernisation and the lack of physical cash
used in many places. Iwan Jones (1J), Committee chair,
supported this by raising the question of whether Petty Cash is
still a requirement. Robert Holcombe (RH), Director of Finance
and Procurement advised that petty cash arrangements are being
cut down in line with modernisation, however, there is at present
a requirement to keep an element of cash due to the general
public using cash in certain circumstances; for example,
situations in which reimbursements to patients are required
instantly meaning cash is the most suitable method.

It was noted that the NHS Public sector payment remained in a
good position, albeit just below the 95% target; the non-NHS
payment remained in a positive position, above 95%.

The Committee APPROVED both financial control procedures and
noted the contents of the report for Assurance.
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ARAC 0802/3 Items for Discussion

ARAC 0802/3.1 To Receive Counter Fraud Report

Michelle Morris (MM), Head of Counter Fraud, provided the
Committee with an overview of the Quarter 3 2023/24 Counter
Fraud Report.

The Committee was informed that there were three scheduled
risk assessments to take place throughout the next quarter; Petty
Cash, Omnicell storage of WP10s and Staff Banking.

Shelley Bosson (SB), Independent Member, inquired when the
ESR Counter Fraud E-Learning training was expected to go live,
Michelle Morris (MM) confirmed that a meeting is scheduled to
determine a date.

SB, inquired why the E-System "“Self-Care” is taking such a long
time to be introduced. MM, advised that it was due to the volume
of data that was required transferring prior to the system being
fully implemented.

Iwan Jones (1J), Committee Chair, asked if there was a possibility
of displaying numerically how many staff should have completed
mandatory training to compare to how many had. MM, agreed to
explore what data was available in ESR to inform future
reporting. ACTION: Head of Counter Fraud

The Committee NOTED the contents of the report for assurance.

ARAC 0802/3.2 To Receive an update on Clinical Audit Activity 2023/24
Leeanne Lewis, Assistant Director Patient Quality and Safety,
Provided the Committee with an overview of the 23/24 Clinical
Activity report.

The Committee was informed that the updated Clinical Audit Plan
for 2024/25 and Clinical Activity Report for 2023/24, would be
ratified at PQSOC in April 2024.

It was noted that a standardised audit report had been
developed., The Audit Management and Tracking (AMAT)plan had
been fully implemented and AMAT was also being utilised to
record all local audits.

It was confirmed that full responsibility for Clinical Audit would be
transferred to the People, Quality and Safety Committee after
April 2024.
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The Committee NOTED the contents of the report.

ARAC 0802/3.3 To Receive the 2023/24 Committee Programme of
Business and update on the development of the 2024 /25
Programme of Business.

Rani Dash (RD), Director of Corporate Governance, advised that
the 2024/25 Committee Programme of Business was under
development. A strengthened process had been implemented to
ensure clear alignment to the Committee’s Terms of Reference,
outcomes of Committee self-assessments and ensure all
assurance requirements were considered and included.

The Committee NOTED the Committee Programme of Business.
ARAC 0802/3.4 Review Internal and External Audit Recommendations
Tracking

Rani Dash (RD), Director of Corporate Governance, provided the
Committee with a summary of the Internal and External Audit
Recommendation Tracker and requested that the Committee
approve the 31 recommendations that had proposed revised
timescales, 30 completed, leaving a residual position of 12
overdue recommendations.

Peter Carr (PC), Director of Therapies and Health Sciences,
Provided the committee with an assurance update on the 2017
Medical Equipment Devices Recommendation as requested at the
previous Audit, Risk and Assurance Committee Meeting. An
extension to the agreed deadline was requested to allow the
recommendation to be fully implemented.

Richard Clark (RC), Independent member, left meeting at
10:00am, as this item required approval of the closing position of
audit recommendations and the meeting was not quorate,
electronic approval was sought and received.

The Committee NOTED the report and APPROVED the 31
revised timescale requests and 30 completed recommendations.
ARAC 0802/3.5 To Receive Internal Audit Progress Report

Stephen Chaney (SC), Deputy Head of Internal Audit, provided a
summary of the Internal Audit Progress Report to the Committee.

It was requested to defer the 2023/24 Maternity Action Plan Audit
to 2024/25, to enable embedding of updated processes following
consolidation of all actions relating to maternity from various
internal and external audits.

Shelley Bosson (SB), Independent Member, raised concerns
surrounding the delay of the Maternity Action Audit due to
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possible risks which was supported by the Committee Chair. SC
acknowledged the possible risks of delaying the audit and
recommended that the audit not be deferred.

It was noted that the 2024/25 audit plan was in the process of
being developed, a number of key areas had been highlighted
that require focus. The draft plan would be shared with the
Committee at its next meeting.

SC requested the views of the Committees in respect of to
including a whistleblowing audit in the 2024/25 plan. The
Committee supported inclusion of a Whistleblowing Audit

The Committee NOTED the Report and rejected the request to
the amendment to the 2023/24 Internal Audit Plan.

ARAC 0802/3.6 To Receive Internal Audit Reports

Stephen Chaney (SC) - Deputy Head of Internal Audit, provided
the Committee with a summary of the following two limited and
two reasonable assurance reports with the support of the Lead
Executive and capital audit.

- Facilities - Limited Assurance

- Estates Condition - Limited Assurance

- Data Quality - Reasonable Assurance

- IT Stakeholder Engagement — Reasonable Assurance

Facilities

The Committee was informed that the audit was completed at the
request of facilities management following two identified areas of
concern, the bank process for facilities staff and the management
of stock.

The main areas of concern highlighted following the audit related
to the management of stock process.

Iwan Jones (1J), Committee Chair, requested further detail
around the stock review trend, SC confirmed that
recommendations highlighted in previous reviews needed to be
implemented to identify any trends. A decision to complete a full
review at a later date was agreed.

1], inquired whether enough time had been allocated to complete
the recommendations.

Jamie Marchant (JM), Divisional Director Facilities, reassured the
committee that the team remain committed to complete
recommendations within the timescales provided.
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IJ requested a date to be provided for recommendation
Management response to "8.1 Continue to monitor Bank Shift
Booking Reports and address issues in accordance with Health
Board policy”.

ACTION: Divisional Director Facilities

Estates Condition

Huw Richards - Auditor, Internal Audit informed the Committee
that the estates condition audit had taken place across all NHS
organisations within Wales, following completion an overall
summary report would be shared with Health Boards and Welsh
Government.

Shelley Bosson (SB), Independent Member, raised concerns
regarding plans to address issues highlighted considering the
significant cost involved.

Nicola Prydgodzicz (NP, Chief Executive,confirmed that
discretionary funding of £2 million, which was cut had since been
reinstated. Work was ongoing to develop clearer future plans and
to determine areas of prioritisation.

SB inquired about the source of funds for addressing the backlog
prior to the handover of PFI buildings. Robert Holcombe (RH),
Director of Finance and Procurement, confirmed that the cost
would be taken from capital funds.

Data Quality

1], queried the extensive timeline agreed to produce and
implement a procedure. SC) confirmed that due to volume of
data it is likely to be a time extensive process.

IT Stakeholder Engagement
The Committee noted the contents of the audit report.

The Committee NOTED the audit reports for assurance.

ARAC 0802/3.7 To Receive External Audit Progress Report 2023/24
Nathan Couch (NC), Audit Wales, provided the Committee with a
summary of the External Audit Progress Report.

It was reported that the Audit of Accounts 2022/23 and
Charitable funds work had been completed and reported to the
relevant committees.
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Richard Harries (RH), Auditor Internal Audit, informed that the
deadline of accounts had been brought forward to the 15t July
from the 31st July which had been agreed by Welsh Government.
It was noted that the 2024/25 timetable plan would be presented
to the Committee at its meeting in April 2024.

The Committee NOTED the Report and change to the audit of
accounts schedule.

ARAC 0802/3.8 To Receive the External Audit Annual Audit Report

Nathan Couch (NC), Audit Wales, Provided the Committee with a
summary of the External Audit Annual Report.

The Committee was informed that considering the financial challenges
across NHS Wales it was decided to focus on financial savings and cost
improvement plans, it was anticipated that the report would be finalised
in April 2024.

The Review of unscheduled care arrangements report was
anticipated as being to be completed and published March 2024.
The review of Quality Governance and planned care remained in
the scoping stage.

The Committee NOTED the Report.

ARAC 0802/3.9 To Receive the Audit Wales Primary Care Follow-up Report
Andrew Doughton (AD) Performance Audit Manager, Audit Wales
provided the Committee with a summary of the Primary Care
Follow-up Report with the support of Lloyd Hambridge (LH),
Primary Care Divisional Director.

It was noted that the purpose of the audit was a follow up review
of the Primary Care Review undertaken in 2019.

Robert Holcombe (RH), Director of Finance and Procurement,
raised concerns as the financial resource recommendations
contained throughout the report he had not been sighted on and
stated that there had been no engagement with the finance
team. RH requested to revisit the report before being approved
by the Committee.

ACTION: Director of Finance and Procurement and Audit
Wales.

Iwan Jones (1J), Committee Chair, requested that following the
engagement with Finance and any amendments be bought back
to the Committee for oversight

ACTION: Secretariat
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Shelley Bosson (SB), Independent Member, asked if there was a
plan in place to incorporate a strategic risk relating to Primary
Care as recommended within the report. Rani Dash (RD), Director
of Corporate Governance reassured the Committee that work was
underway to develop a Corporate Risk Register and meetings
were scheduled with Executive Directors to identify all corporate
risks and ensure all strategic risks were recorded in the Strategic
Risk Register.

ACTION: Head of Risk and Assurance

The Committee NOTED the Report.

ARAC 0802/3.10 To Receive the Workforce Planning Report

David Murphy (DM), Audit Wales, Provided the Committee with a
summary of the Workforce Planning Report with the support of
the Lead Executive.

Sarah Simmonds (SS), Director of Workforce and Organisational
Development reassured the Committee that work to complete
recommendations was ongoing noting that the report and
progress update was scheduled for the People and Culture
Committee on the 22nd of February.

Shelley Bosson (SB), Independent member inquired as to
whether the date for recommendation 2 had been determined,
SS, confirmed that this had not yet been established and would
be presented to the Executive Committee by the end of February
2024.

The Committee NOTED the Report.

ARAC 0802/3.11 To Receive the Final Structured Assessment Report 2023

The Committee NOTED the Report for information which was
received at the Committee’s last meeting in November and at the
Board meeting in January.

ARAC 0802/3.12 To Review Standing Orders (SOs), Standing Financial
Instructions (SFIs) and Scheme of Delegation (SofD)

Rani Dash (RD), Director of Corporate Governance, presented the
Committee with a summary of the Standing Orders (SOs),
Standing Financial Instructions (SFIs) and Scheme of delegation
report.

The Committee was informed that an annual review of SOs, SFIs,
and SofDs was required, which was completed and approved by
the Board at its meeting in September 2023.
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Shelly Bosson (SB), Independent Member asked whether DBS
checks were a requirement and how they were completed and
maintained. RD confirmed that pre-employment checks were
conducted by Shared Services. RD agreed to confirm onboarding
arrangements and report back to the Committee.

ACTION: Executive Director of Corporate Governance

The Committee NOTED the Report and actions required to
address areas of non-compliance.

ARAC 0802/3.13 To Review the adequacy of arrangements for declaring,
registering and handling interests

Rani Dash (RD), Director of Corporate Governance, Presented the
Committee with an overview of the Declarations of Interest,
Register of Gifts and Hospitality Report as at 16t" January 2024.

The Committee was informed that work was underway to improve
and update the policy. The review included discussions with other
Health Boards to ensure consistency.

The Committee NOTED the Report.

ARAC 0802/3.14 To Receive the Committee Risk and Assurance Report

Rani Dash (RD), Director of Corporate Governance, Presented the
Committee with an overview of the Risk and Assurance Report.

Shelley Bosson (SB), an Independent Member, questioned the
assurance rating process, how it was determined, and whether it
determined if risks were being tolerated or managed to an
appetite/target level. SB used SRR 002 - "There is a risk that
there will be a significant failure of the Health Boards Estate, due
to significant levels of backlog maintenance and structural
impairment” as an example and was not convinced that the
overall assessment rating was consistent with the controls,
assurances, and current risk score to determine an overall
reasonable assurance rating. RD confirmed that this was new
approach to reporting risks that was still being developed and
stated that the assurance assessment sought to determine the
effectiveness of the controls and what additional measures were
required. RD would discuss with the Head of Corporate Risk and
Assurance how future reports could demonstrate whether risks
were being tolerated or mitigated.

The Committee NOTED the Report.
ARAC 0802/4 Items for Information
ARAC 0802/4.1 Stakeholder Perception Research Project Report
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Richard Harries (RH), Audit Wales, presented the Committee with
a summary of the Stakeholder Perception Research Project
Report for awareness.

Iwan Jones (1J), Committee Chair, inquired about the action plan
in place to ensure the recommendations highlighted were being
addressed. RH, agreed to discuss with the chair what was
expected and how the Committee would like to see the report for
the next meeting.

ACTION: Committee Chair and Audit Wales

The Committee NOTED the Report.

ARAC 2811/5 Other Matters

ARAC 2811/5.1 Items to be Brought to the Attention of the Board and
Other Committees

It was noted that a more comprehensive overview of the audit
recommendation position would be provided to the board within
the summary report.

ARAC 2811/5.2 Any Other Urgent Business

No items for any other business.

ARAC 2811/5.3 Date of the next meeting;
« Tuesday 16t April 2024 at 13:30
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Not Due Completed
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Transferred to another
Commiittee
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July 2023 | ARAC1807/2.1 A completed Ward Assurance Audit to Medical In Progress
Clinical Audit be included within the activity update Director February | 06.01.2024 - The
Update scheduled for the Committee meeting 2024 | implementation of
in February 2024 for information. Ward assurance audits
is still in its early
stages, and one has
not been completed in
its entirety, so there is
no data to
demonstrate
outcomes at this time.
November | ARAC 2811/3.1 Circulate a briefing note to Committee Director of 21 May | Not Yet Due.
2023 Losses and Members detailing the Losses and Finance and 2024
Payments Report Special Payments made by the Health Procurement
Board.
1/5
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ANEURIN BEVAN UNIVERSITY HEALTH BOARD
ACTION LOG

. - -
Schedule

November | ARAC 2811/3.4 Following full implementation of the job Medical Not Yet Due.
2023 Job Planning planning process an update report is to Director for Q1/Q2
Arrangements be received at a future meeting to 2024/25.
provide assurance that all audit Secretariat
recommendations have been
implemented.
November | ARAC 2811/3.9 Review outstanding overdue audit Chief 08 Completed.
2023 Review of Audit recommendations with respective Executive February
Recommendations | executive directors during one-to-one Officer 2024
Tracking meetings.
January ABUHB 2401/16 | Rewording of “"Reputational Risk” to be Head of Risk March Completed.
2024 Risk Management | amended and presented at the Audit, |and Assurance 2024
Framework Risk and Assurance Committee.
February | ARAC 0802/2.2 Produce a briefing note to the Director of 16 April | Completed
2024 To Approve the use | Committee detailing the due diligence Finance and 2024 \,%
of Single Tender process followed in relation to the Procurement Briefing%20for%20th
Action Community Transport Association €%20Audit%20Comm
Single Tender Action.
2/5
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ANEURIN BEVAN UNIVERSITY HEALTH BOARD
ACTION LOG

. - -
16 April

February ARAC 0802/3.1 Explore data available via ESR in Head of In Progress. As a
2024 To receive Counter | relation to staff mandatory training. Counter Fraud 2024 result of the item being
Fraud Report f:leferred{ this_
information will be
included in the report
scheduled for May.
February | ARAC 0802/3.6 Provide a completion date for Divisional February | Completed
2024 To receive Internal | recommendation 8.1 Internal Audit Director of 2024
Audit Reports Facilities Report. Facilities
February | ARAC 0802/3.9 ABUHB finance department and Audit Director of 16 April | Completed
2024 To Receive the Wales to revisit the Primary Care Finance and 2024
Audit Wales Follow-up Report and update Procurement
Primary Care Management Responses. and Audit
Follow-up Report Wales
February ARAC 0802/3.9 Primary Care Follow-up Report to be Secretariat 16 April | Completed
2024 To Receive the brought back to Audit Committee 2024
Audit Wales following amendments.
Primary Care
Follow-up Report
3/5
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ACTION LOG

ARAC 0802/3.9
To Receive the
Audit Wales
Primary Care
Follow-up Report

Meet with Executive Directors to
identify all corporate risks and develop
a comprehensive Corporate Risk
Register.

Head of Risk
and Assurance

In Progress
14/03/2024 - The
HofCRA has conducted
initial meetings with
Executive Directors to
discuss their risks.
Risk assessments are
underway and will be
reviewed over the
course of the next 4
weeks and will be
presented to the
Board meeting in May
2024 as part of the
Strategic Risk Report.

February
2024

ARAC 0802/3.12
To Review Standing
Orders, Standing
Financial
Instructions and
Scheme of
delegation.

Circulate a briefing note to Committee
Members detailing the on boarding
process of Shared Services

Director of
Corporate
Governance

16 April
2024

Completed

Copy of Final Non
Executive Directors |

4/5
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University Health Board
ACTION LOG

s

v

Comm!ttee Minute Reference Agreed Action iz
Meeting Completed
February ARAC 0802/4.1 Liaise to discuss how the committee Committee 16 April | Completed
2024 Stakeholder would like to receive the report on the Chair and 2024 Audit Wales to provide
Perception action plan for implementation of Audit Wales a verbal update to the
Research Project recommendations. committee 16 April
Report 2024,

All actions in this log are currently active and are either part of the Committee's forward work programme or require more immediate
attention, such as an update on the action or confirmation that the item scheduled for the next Committee meeting will be ready.

Once the Committee is assured that an action is complete, it will be removed. This will be agreed upon at each Committee meeting.
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This document has been prepared for the internal use of Aneurin Bevan University
Health Board as part of work performed / to be performed in accordance with statutory
functions.

The Auditor General has a wide range of audit and related functions, including
auditing the accounts of Welsh NHS bodies, and reporting on the economy, efficiency,
and effectiveness with which those organisations have used their resources. The
Auditor General undertakes his work using staff and other resources provided by the
Wales Audit Office, which is a statutory board established for that purpose and to
monitor and advise the Auditor General.

Audit Wales is the non-statutory collective name for the Auditor General for Wales and
the Wales Audit Office, which are separate legal entities each with their own legal
functions as described above. Audit Wales is not a legal entity and itself does not have
any functions.

© Auditor General for Wales 2023. No liability is accepted by the Auditor General or
staff of the Wales Audit Office in relation to any member, director, officer, or other
employee in their individual capacity, or to any third party, in respect of this report.

In the event of receiving a request for information to which this document may be
relevant, attention is drawn to the Code of Practice issued under section 45 of the
Freedom of Information Act 2000. The section 45 Code sets out the practice in the
handling of requests that is expected of public authorities, including consultation with
relevant third parties. In relation to this document, the Auditor General for Wales, the
Wales Audit Office and, where applicable, the appointed auditor are relevant third
parties. Any enquiries regarding disclosure or re-use of this document should be sent
to Audit Wales at infoofficer@audit.wales.
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About this document

1 This document provides the Audit, Risk and Assurance Committee with an update
on our current and planned accounts and performance audit work at Aneurin
Bevan University Health Board.

2 We also provide additional information on:

o Other relevant examinations and studies published by the Audit General.

o Relevant corporate documents published by Audit Wales (e.g. fee schemes,
annual plans, annual reports), as well as details of any consultations
underway.

3 Details of future and past Good Practice Exchange (GPX) events are available on
our website.

Page 4 of 10 — Audit, Risk and Assurance Committee Update — Aneurin Bevan University Health
Board

4/10 23/378


https://www.audit.wales/our-work/good-practice

Accounts audit update

4 Exhibit 1 summarises the status of our current and planned accounts audit work.

Exhibit 1 — Accounts audit work

Area of work

Executive Lead

Focus of the work

Current status

Planned date for
consideration

Audit of Accounts Rob Holcombe — We will follow the audit approach designed Planning Audit of Accounts
2023-24 Director of as part of our planning work and undertake report presented
Finance and appropriate audit testing to enable to to the July 2024
Procurement Auditor General to provide his opinions on Audit, Risk and
the financial statements of the Health Assurance
Board. Committee
Audit of Rob Holcombe — We will follow the audit approach designed Not started To be confirmed

Charitable Fund
Accounts 2023-
24

Director of
Finance and
Procurement

as part of our planning work and undertake
appropriate audit testing to enable to
Auditor General to provide his opinion on
the financial statements of the Charitable
Fund.

Page 5 of 10 — Audit, Risk and Assurance Committee Update — Aneurin Bevan University Health Board
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Performance audit update

5 Exhibit 2 summarises the status of our current and planned performance audit work.

Exhibit 2 — Performance audit work

Area of work

Executive Lead

Focus of the work

Current status

Planned date for
consideration

Structured Nicola In addition to the core structured Planning To be confirmed
Assessment Prygodzics — assessment work, we will also undertake
2023 — Deep Chief Executive “deeper dive” work in a specific area. We
dive Officer had initially identified digital transformation
as the deeper dive topic for 2023. However,
given the financial challenges facing the
NHS at present, we are looking to now
focus our deep dive work in health boards
on financial savings / cost improvement
plans.
Follow-Up of Leanne Watkins Follow-up of recommendations made in our Report amended April 2024
Primary Care — Chief Operating Primary Care services review and updated
Services Officer report in today’s

Page 6 of 10 - Audit, Risk and Assurance Committee Update — Aneurin Bevan University Health Board
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Area of work

Executive Lead

Focus of the work

Current status

Planned date for
consideration

Unscheduled
Care
Arrangements

Leanne Watkins
— Chief Operating
Officer

This work has been carried forward from the
2020 Audit Plan, after having initially been
postponed due to the pandemic. Our phase
one work has examined discharge planning
arrangements and patient flow. We will
assess the Health Board’s progress against
the 2017 audit recommendations we made
on discharge planning. We are also
producing a report for the Health Board and
its partners on the Regional Partnership
Board that describes progress being made
in developing whole system solutions to
delayed discharges.

Reporting

To be confirmed

Quality
Governance
Review Follow

up

Page 7 of 10 - Audit, Risk and Assurance Committee Update — Aneurin Bevan University Health Board

Jennifer
Winslade —
Executive
Director of
Nursing

James Calvert —
Medical Director

Peter Carr —
Executive
Director of
Therapies and
Health Sciences

The work will assess the extent to which
previous audit recommendations arising
from our thematic review of Quality
Governance arrangements have been
implemented and are delivering the
intended outcomes / benefits. It will also
focus on the Health Board’s preparedness
for the Duty of Quality and Candour and the
effectiveness of its governance
arrangements in providing assurance over
its compliance.

Project Brief
Issued

To be confirmed
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Area of work Executive Lead Focus of the work Current status Planned date for
consideration
Tackling NHS Leanne Watkins This work will be completed across all Planning To be confirmed
Waiting Lists — Chief Operating health boards and follows on from our
Officer national overview report on the planned

Page 8 of 10 - Audit, Risk and Assurance Committee Update — Aneurin Bevan University Health Board

care backlog in May 2022. Although we are
still in the scoping phase, we intend to
consider waiting list performance and
arrangements to improve elective waits.
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Other relevant publications

6 Exhibit 3 provides information on other relevant examinations and studies
published by the Auditor General in the last six months. The links to the reports on
our website are provided. The reports highlighted in bold have been published

since the last committee update.

Exhibit 3 — Relevant examinations and studies published by the Auditor General

Title

Publication Date

Supporting Ukrainians in Wales

March 2024

From firefighting to future-proofing —the
challenge for Welsh public services

February 2024

Corporate Joint Committees — commentary on their
progress

Additional information

November 2023

7 Audit Wales is currently developing its Annual Plan for 2024-25 and this will be

circulated when available.

Page 9 of 10 — Audit, Risk and Assurance Committee Update — Aneurin Bevan University Health

Board

28/378


https://www.audit.wales/cyhoeddiad/supporting-ukrainians-wales
https://www.audit.wales/publication/firefighting-future-proofing-challenge-welsh-public-services
https://www.audit.wales/publication/firefighting-future-proofing-challenge-welsh-public-services
https://www.audit.wales/sites/default/files/publications/Corporate_Joint_Committees_report.pdf
https://www.audit.wales/sites/default/files/publications/Corporate_Joint_Committees_report.pdf

10/10

Archwilio Cymru
Audit Wales

Audit Wales

1 Capital Quarter, Tyndall Street,
Cardiff CF10 4BZ

Tel: 029 2032 0500

Fax: 029 2032 0600

Textphone: 029 2032 0660

E-mail: info@audit.wales

Website: www.audit.wales

We welcome correspondence and
telephone calls in Welsh and English.
Rydym yn croesawu gohebiaeth a

galwadau ffon yn Gymraeg a Saesneg.
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This document has been prepared as part of work performed in accordance with
statutory functions.

In the event of receiving a request for information to which this document may be
relevant, attention is drawn to the Code of Practice issued under section 45 of the
Freedom of Information Act 2000. The section 45 code sets out the practice in the
handling of requests that is expected of public authorities, including consultation with
relevant third parties. In relation to this document, the Auditor General for Wales and
Audit Wales are relevant third parties. Any enquiries regarding disclosure or re-use
of this document should be sent to Audit Wales at infoofficer@audit.wales.

We welcome correspondence and telephone calls in Welsh and English.
Corresponding in Welsh will not lead to delay. Rydym yn croesawu gohebiaeth a
galwadau ffén yn Gymraeg a Saesneg. Ni fydd gohebu yn Gymraeg yn arwain at oedi.

Mae’r ddogfen hon hefyd ar gael yn Gymraeg. This document is also available in
Welsh.
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Summary report

Introduction

1

Primary care is the first point of contact for most people who use health services in
Wales. It encompasses a wide range of services, delivered in the community by a
range of providers, including General Practitioners (GPs), Pharmacists, Dentists,
Optometrists, as well as other professionals from the health, social care, and
voluntary sectors.

In 2018-19, the Auditor General reviewed primary care across all Health Boards in
Wales, with a particular focus on general practice. That work focussed on strategic
planning, investment, workforce, oversight and leadership, and performance.

Our 2019 Review of Primary Care at Aneurin Bevan University Health Board (the
Health Board) found that it had comprehensive plans for primary and community
care and was making steady progress towards implementing the key elements of
the national vision. While performance levels were above average for many
indicators, growing workforce pressures were challenging the sustainability of core
GP services in some areas. The Health Board had assessed the workforce
challenges in some practices and was in the early stages of testing solutions.
Primary care plans were informed by Neighbourhood Care Network plans, but the
networks were not fully mature. Despite strong leadership arrangements, limited
performance indicators did not allow oversight of all areas of primary care and
there was scope for greater focus on primary care at Board-level. Our 2019 work
also found examples of resources shifting closer to home and the aim was to
increase investment in primary care. However, our report recommended that more
needed to be done to form a baseline of the investment and resource use.

The landscape for primary care in Wales has changed since our original review in
2019:

o Welsh Government has published its long-term plan for health and social
care - A Healthier Wales. The plan highlights primary care’s crucial role in
helping to realise the ambition of creating a seamless whole system
approach with services designed around people, based on their needs,
supporting them to stay well and not just providing treatment when they
become ill. This means that more services traditionally provided in a hospital
setting are shifted into the community to provide care at home or closer to
home to take pressure off hospitals and reduce the time people wait to be
treated.

o the Strategic Programme for Primary Care is the all-Wales primary care
response and contribution to ‘A Healthier Wales’. It set out six workstreams:

- focussing on ‘ill-health’ prevention and wellbeing;

- developing 24/7 access to services;

- exploiting data and digital technologies;

- strengthening workforce and organisational development;

Page 4 of 25 - Primary Care Follow-up Review — Aneurin Bevan University Health Board
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- improving communications and engagement; and
- developing ‘cluster-level’ vision and enabling service transformation.

o in February 2023, the National Primary Care Board, which oversees the
Strategic Programme for Primary Care, identified that work is progressing at
a varying pace within each Health Board area. Aligned to this, there are
wider concerns around the capacity of central Primary Care Services Teams
within Health Boards to deliver organisational priorities, as well as Board-
level visibility and focus on primary care.

o Welsh Government has embarked on an ambitious programme of contract
reform across General Medical Services, Dentistry, Community Pharmacy,
and Optometry to:

- ensure primary care services are sustainable;

- improve patient access to primary care services;

- reinforce the focus on quality and prevention;

- enable cluster working to plan and deliver services; and
- strengthening the workforce.

° primary care services were severely impacted by the COVID-19 pandemic.
Whilst the immediate public health emergency has subsided, primary care
providers continue to face challenges as they recover and reconfigure their
services with the aim of responding to the needs and expectations of the
public in a post-pandemic world.

5 Our review has focussed primarily on assessing the extent to which the Health
Board has implemented our 2019 recommendations. However, we have also
undertaken some additional work to consider the extent that:

o the Health Board’s central Primary Care Services Team has the appropriate
capacity and capability (in terms of knowledge, skills, and experience) to
deliver local and national priorities, as well as to manage day-to-day
operational and business needs; and

o the Board and / or its committees regularly consider matters relating to the
planning, performance, risks, and opportunities associated with the Health
Board’s primary care services.

6 The methods we used to deliver our work are summarised in Appendix 1.
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Key findings

7 Overall, we found that the Health Board has made reasonable progress in
addressing our previous recommendations, particularly in relation to public
engagement and Neighbourhood Care Network development and activity.
However, the sustainability of some primary care services remains a concern
and there needs to be a more co-ordinated, unified, and strategic approach to
primary care planning, resourcing, and reporting on outcomes.

Implementation of previous audit recommendations

8 We found that the Health Board has strengthened public engagement and key
aspects of Neighbourhood Care Network activity and development. It is also
beginning to improve its approach to evaluating new ways of working, which
will ultimately need to inform whether Primary care mainstream these
initiatives.

9 The Health Board has strengthened key aspects of Neighbourhood Care Network
activity and development. Whilst there remains some variation in Neighbourhood
Care Network membership, representation at meetings has improved and there are
clear plans to develop arrangements further. The Health Board has clearly defined
the role of the Neighbourhood Care Networks as part of the Primary Care and
Community Services Division, the five Integrated Service Partnership Boards, and
the Public Service Boards. The Health Board continues to invest in leadership
development, and all Neighbourhood Care Networks Leads have completed the
Confident Primary Care Leaders course. However, there is no specific locum
Neighbourhood Care Network Lead post to provide additional capacity and backfill
for absences and share learning.

10  The Health Board is strengthening its approach to public engagement, and this is
helping both to highlight pressures facing the primary care system and signpost
alternative services as they become embedded. But the Health Board needs to
become better at determining the extent that its investment in primary care
improvement is delivering the intended impact. There also isn’t a truly evaluative
approach to determine the impact Neighbourhood Care Network initiatives,
although the Health Board is strengthening its evaluation approaches during 2023.
Where there is evidence of evaluation, the Health Board does not always allocate
mainstream funding to new ways of working. This could mean that impactful
approaches to manage health conditions in the community may not be embedded.

Board-level visibility and focus on primary care

11 We found that primary care is appropriately reflected in Health Board
strategies and plans. However, there is a need for a more integrated, unified,
and strategic approach to primary care planning and resource utilisation.
Whilst primary care reporting to the Board and its committees has improved,
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opportunities remain to provide greater coverage on primary care
challenges, opportunities, improvements, and risks.

12 Primary care services are appropriately reflected in the Health Board’s clinical
futures strategic plans, Integrated Medium-Term Plan (IMTP), and 11 underpinning
Neighbourhood Care Networks IMTPs. Between them, they set out a high-level
ambition and some detailed improvement actions to transform services. The Health
Board has a Primary Care and Community Services Integrated Medium Term Plan
for the 2023-26 period. This incorporates both service modernisation and the
sustainability of primary care services and integrates enabling requirements
including digital, estates, communications, workforce and quality. The Health Board
is intending to move away from a solely community service focussed plan, from
2024, to integrate primary and community services with acute services aligned to
wider clinical futures strategy and plans.

13 There is improving primary care reporting to the Board and committees, but it is
fragmented which makes is hard to form a collective view on the primary care
challenges, opportunities, improvements, and risks. There remain a very limited
number of corporately reported performance indicators for primary care. There
needs to be clearer outcome-based measures and reporting to help to understand
what impact or difference is being achieved.

Capacity and capability to deliver local and national priorities

14  We found that the work of primary care support and contracting teams has
broadened and increased significantly. But it has also become increasingly
crisis-driven, and this needs to be addressed as a priority.

15  The work of primary care support and contracting teams has grown significantly;
however, they are increasingly crisis-driven. The Health Board recognises a need
to review the function of the Primary Care Operational Support Team to provide
‘upstream support’ rather than crisis response and consider team resourcing
levels. At present though, resources supporting transformation are separate to core
primary care practice support which may mean that overall capacity is not best
utilised.
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Recommendations

Implementation of previous audit recommendations

16  Based on our findings above and in the detail of this report, the status of our 2019
audit recommendations is summarised in Exhibit 1. We have provided the
progress and status against each recommendation in more detail in Appendix 2.

17  The Health Board has provided an update to the open recommendations, setting
out proposed action for improvement (Appendix 3).

Exhibit 1: status of our 2019 recommendations

Implemented No action Superseded Total
7 8 0 1 16
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Detailed report

Implementation of previous audit
recommendations

18  We considered the Health Board’s progress in implementing our 2019 audit
recommendations. These focus on:

o investment in primary care (2019 Recommendations 1a and b);
o new ways of working (2019 Recommendations 4a, b, ¢, and d); and
o Neighbourhood Care Networks (2019 Recommendations 5a, b, c, d, and e).

19  Recommendations relating to oversight of primary care at Board and committees
(2019 Recommendation 2 and 2019 Recommendations 3a, b, and c) are
discussed later in this report.

20  Overall, we found that the Health Board has strengthened public engagement
and key aspects of Neighbourhood Care Network activity and development. It
is also beginning to improve its approach to evaluating new ways of working
which will inform future investment decisions.

Investment in primary care

21 We considered whether the Health Board has:

o calculated a baseline position for its current investment and resource use in
primary and community care (2019 Recommendation 1a); and

o reviewed and reported, at least annually, its investment in primary and
community care to assess progress since the baseline position and to
monitor the extent to which it is succeeding in shifting resources towards
primary and community care (2019 Recommendation 1b).

22  We found that the Health Board is reporting on its baseline and changing
profile of investment between hospital and non-hospital services.

23  The Health Board has analysed and routinely reported on the comparative trends
between acute and community services. It implemented a different approach to
budget setting for the 2023-24 financial year based on forecast spend within
divisions rather than based on historical budgets. This is intended to address the
historical issue of funding not being transferred between divisions and is to be
accompanied by greater focus on baselines to help facilitate activity and resource
shift in the future. We therefore consider Recommendation 1a to be completed.
‘A Healthier Wales’ clearly seeks a shift in resources to community services, there
are a range of examples, more recently community based MSK services, but also
minor skin surgery and ophthalmology/optometry integration which show
increasing shift towards community and primary care based services. The Health
Board have analysed the initiatives and changes in ‘out of hospital care’ by
division. We therefore consider Recommendation 1b to be complete.
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New ways of working
24 We considered whether the Health Board has:

o worked with the Neighbourhood Care Networks (NCNs) to agree a specific
framework for evaluating new ways of working, to provide evidence of
beneficial outcomes, and to inform decisions on whether to expand these
models (2019 Recommendation 4a);

o centrally collated evaluations of new ways of working and shared the
learning by publicising the key messages across all NCNs (2019
Recommendation 4b);

o begun to fund these new models from mainstream funding, subject to
positive evaluation, rather than from the Primary Care Development Fund
(2019 Recommendation 4c); and

o worked with the public to promote successful new ways of working,
particularly new alternative first points of contact in primary care that have
the potential to reduce demand for GP appointments (2019
Recommendation 4d).

25  We found that the Health Board has appropriately strengthened its
arrangements for promoting new ways of working amongst the public and
signposting them to alternative points of contact. However, given growing
funding constraints, it needs to become better at systematically evaluating
the outcomes from new models and initiatives to inform decisions on
continued investment.

26 The Health Board started its new Neighbourhood Care Network" funded project
evaluation process in January 2023. Its aim is to assess projects systematically
and objectively to improve accountability, measurement, and increased
transparency of project outcomes. The work is being led by Neighbourhood Care
Network Office Service Improvement Managers who are providing support to
locality teams. Through these new approaches, the Health Board is expecting to
strengthen its evidence base for projects, inform decision making, help to identify
key organisational learning, and establish unmet need and demand. The Health
Board is planning to prepare evaluation outcomes in time to inform the 2024-25
Neighbourhood Care Network Plan development process. The Primary Care and
Community Services Division performance dashboard is also under review, and
the Health Board currently plans to update this to reflect the agreed measurement
strategy across the Neighbourhood Care Network funded projects. We therefore
consider Recommendations 4a and 4b to be ongoing.

" A Neighbourhood Care Network (also known as a GP cluster) is a ‘place-based’
partnership network whose aim is to shape services at a neighbourhood level (typically
supporting populations of 40,000 to 60,000). The Health Board has 11 Neighbourhood
Care Networks in total.
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27  There are some examples where new models and initiatives have become
mainstream in primary care. These include the Ophthalmology Diagnostic
Treatment Centre for Glaucoma and Wet AMD (age-related macular
degeneration), the extended Minor Skin Surgery Service, and the introduction of an
Integrated Primary and Community Care Academy. However, the Health Board
faces risks when implementing new primary care services as many sources of
funding are non-recurrent. If the funding stops, this could either affect the
sustainability of new models and initiatives or result in unfunded service cost
pressures within the Primary Care and Community Services Division. The Health
Board’s central Neighbourhood Care Network Office is working with the Value-
Based? Health Care Team to evaluate new models that are clearly demonstrating
impact. This will then be used to support business case proposals to begin
mainstreaming some models of care that are proven to be effective. The
Neighbourhood Care Network Office is also strengthening financial governance to
ensure there is an Award Letter and Project Initiation Document or Service Level
Agreement in place for all Neighbourhood Care Network funded projects. These
agreements will specify the outcome data to be collected to inform decisions about
scaling-up and mainstreaming effective models. We therefore consider
Recommendation 4c to be ongoing.

28  The Health Board appointed a Communication and Engagement Officer in October
2022 to help ensure that the public are aware of pressures and alternative services
which can help to reduce the pressure on GPs. This has resulted in stronger and
more coordinated communication programme that is aligned to the wider corporate
Health Board approach. Furthermore, the Health Board is appropriately promoting
several alternative points of contact including the:

o Community Pharmacy Common Ailment Service;
o Eye Health Examination Wales Service;
o Urgent Dental Hotline; and

o NHS 111 Option 2 for Mental Health Crisis support.

29 In support of the new arrangements above, the Health Board requires that all
existing patient-facing staff undertake the national care navigation training package
as part of the national GMS Contract access commitment. All new patient-facing
staff complete the national care navigation training package within three months of
their start date. The Health Board has recently produced and shared videos on its
social media channels featuring Neighbourhood Care Network Leads as part of a
wider social media campaigns to help manage patient expectations during periods
of peak demand. Part of that work included the production of video stories to raise
public awareness of extended roles within primary care such as associate nurse
practitioners, clinical pharmacists, and psychological health practitioners. We
therefore consider Recommendation 4d as implemented.

2 Value-based healthcare is the equitable, sustainable, and transparent use of available
resources to achieve better outcomes and experiences.
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Neighbourhood Care Networks

30 We considered whether the Health Board has:

o reviewed the relative maturity of clusters, and targeted and strengthened its
support for clusters where necessary (2019 Recommendation 5a);

o reviewed the membership of NCNs and attendance at NCN meetings to
assess whether there is a need to increase representation from local
authorities, third sector, lay representatives and other stakeholder groups
(2019 Recommendation 5b);

o clarified and publicised governance and leadership arrangements for NCNs,
to ensure better understanding of the responsibilities for decision making
(2019 Recommendation 5c);

o ensured that all NCN leads have attended the Confident Primary Care
Leaders Course (2019 Recommendation 5d); and

o considered introducing a locum NCN lead post, to work across all NCNs
providing additional capacity and backfill for leads. The post could also be
valuable in sharing learning across NCNs (2019 Recommendation 5e).

31 We found that the Health Board has made good progress in implementing new
Neighbourhood Care Networks and wider governance structures, as well as
supporting individuals to develop their leadership skills.

32  Internal Audit’s report on Neighbourhood Care Networks, issued in December
2022, concluded that they were not fully mature, drawing attention to complex
primary care structures. Since then, Welsh Government has set 2022-23 as a
transition year for introducing new local authority footprint-based partnership
governance structures and has awarded £0.56 million of additional funding to the
Health Board to support their development?®. Throughout 2022-23, the Health
Board has utilised the funds to create an Accelerated Cluster Development Hub
project to strengthen governance structures, and to support pan-cluster planning
and local Neighbourhood Care Network delivery and distributed leadership. The
Strategic Programme for Primary Care Fund is also supporting additional capacity
and capability to:

o enhance health intelligence,
o promote service improvement, communication, and engagement,
° and strengthen workforce planning, organisational development, and

business support across the networks.

The Accelerated Cluster Development Hub Project and associated programme has
made good progress in supporting the Neighbourhood Care Networks and creating
the local authority footprint-based (pan-cluster) Integrated Services Partnership
Boards. We therefore consider Recommendation 5a as implemented.

3 Aneurin Bevan University Health Board Strategic Programme for Primary Care year 1
funding proposals
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33  Neighbourhood Care Network governance is guided by nationally agreed Terms of
Reference for NHS Wales Clusters. This sets out the responsibility of individual
cluster members and the role of the Health Board in leadership. The membership
and structure of the Health Board’s Neighbourhood Care Networks have developed
over the last year, resulting in strengthened representation from local authorities
and the third sector in all Neighbourhood Care Networks. Furthermore, the
‘Professional Collaboratives’ are also starting to provide a mechanism for GP
Practices, Dental Practices, Community Pharmacies, Optometry Practices,
Community Nurses, and Allied Health Professionals to together. Over time, these
collaboratives should support development within their profession specific groups
and facilitate working across a Neighbourhood Care Network to design solutions
that meet the needs of local people. We therefore consider Recommendation 5a
as implemented.

34  The Health Board agreed its Neighbourhood Care Networks governance and
leadership arrangements at its public Board meeting on 30 November 2022. This
set out the structure, roles, interrelationships between the Accelerated Cluster
Development Programme Board, the Supporting Neighbourhood Care Networks
Office, and local government and health board corporate leadership structures and
scrutiny committees. The Board also agreed the partnership governance structure
for planning and delivery under the Regional Partnership Board, which included the
5 Integrated Services Partnership Boards, the role of the Neighbourhood Care
Networks, and the underpinning role of professional collaboratives. During the first
three months of 2023-24, the Health Board has published its first newsletter
“Neighbourhood Care Network News”, which signposts to progress of the work of
the networks and provides links to updated website information on the form and
function of the networks. We therefore consider Recommendation 5c as
implemented.

35 The Health Board is investing in corporate support for individuals to develop their
leadership skills. All Neighbourhood Care Networks Leads have completed the
confident primary care leaders course. In addition, neighbourhood care network
leads are encouraged to pursue other leadership development opportunities. This
includes, for example, the Health Education and Improvement Wales leadership
training platform and also pairing some leads with those in other health boards.
The newly appointed workforce transformation manager has developed a bespoke
leadership development programme for Neighbourhood Care Networks and
Professional Collaborative lead roles. We therefore consider Recommendation
5d as implemented.

36  There is no specific locum” Neighbourhood Care Network Lead post to provide
additional capacity and backfill for absences and share learning as we previously
recommended. However, the Health Board’s investment in its Accelerated Cluster
Development Hub, including its supporting development programme, is improving
the resilience of delivery arrangements. We therefore consider recommendation
5e as superseded.
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Board-level oversight of primary care

37

38

39

40

41

42

We considered the extent to which the Board and / or its committees regularly
consider matters relating to the planning, performance, risks, and opportunities
associated with the Health Board’s primary care services. In doing so, we
specifically considered whether the Health Board has:

o reflected primary care in its strategies and plans in line with the ambitions of
‘A Healthier Wales’;

o developed an action plan for raising the profile of primary care in the Health
Board (2019 Recommendation 2); and

o ensured the contents of Board and committee performance reports

adequately cover primary care (2019 Recommendations 3a, b, and c).

We found that primary care is appropriately reflected in Health Board
strategies and plans. However, there is a need for a more centralised, unified,
and strategic approach to primary care planning and resource utilisation.
Whilst primary care reporting to the Board and its committees has improved,
opportunities remain to provide greater coverage of primary care challenges,
opportunities, improvements, and risks.

Welsh Government is encouraging localised planning at a cluster level and
strengthening co-ordination at a local authority footprint level through the creation
of pan-Cluster Planning Groups, known as Integrated Services Partnership Boards.
The Health Board’s primary care improvements are developed ‘bottom up’ by the
Health Board’s Neighbourhood Care Networks. All Neighbourhood Care Networks
have developed their own Integrated Medium-Term Plans for the period 2020-23.
Some have also recently prepared Annual Plans for 2023-24. The two published
2023-24 Neighbourhood Care Network ‘cluster plans’ link appropriately to national
strategy, policy, and legislation. They also both effectively align to the priorities of
the Health Board and relevant local authorities. The Health Board’s Integrated
Medium-Term Plan provides a reasonable approach for consolidating some quite
detailed short-term primary care actions to be delivered during 2023-24.

However, the many plans that cover primary care services do not sufficiently allow
the Health Board to collectively understand the totality of its resource requirements.
Whilst the Neighbourhood Care Network Plans appropriately identify delivery
actions, they do not effectively identify the totality of the resource requirements
needed to deliver them. This is particularly notable in terms of digital, workforce,
capital, and estate resource requirements.

The regional and place-based Neighbourhood Care Network planning is supported
by national and often short-term funding streams. The Health Board is utilising
national Strategic Programme for Primary Care Funds to support area-based
planning and enhance obesity services.

Furthermore, whilst the Health Board’s IMTP identifies primary care improvements,
it is difficult to see the totality of the capital and revenue resource required to
deliver the plans. As a result, we cannot determine whether there is sufficient
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resource allocated to deliver the Health Board’s primary care aims and ambition.
Nor can we determine whether the Health Board is planning to utilise the totality of
its current £276 million primary care and community revenue spend to best effect.

43  The Health Board has a Primary Care and Community Services Integrated Medium
Term Plan from 2023-26. This incorporates both service modernisation and the
sustainability of primary care services and integrates enabling requirements
including digital, estates, communications, workforce and quality. The Health Board
is intending to move away from a solely community service focussed plan, from
2024, to integrate primary and community services with acute services aligned to
wider clinical futures strategy and plans. This should assist the Health Board in
developing new integrate care pathways.

44  Our review of Board papers over the year to August 2023 found that whilst the
Health Board is increasing and improving Board and committee oversight of
primary care services, it remains very fragmented:

o core primary care divisional spend against budget is included in the finance
update to Finance and Performance Committee and the Board. However,
this doesn’t give a sense of whether primary care services are financially
efficient.

o information on the funding of wider Neighbourhood Care Network
improvement work is not routinely reported. The report on Accelerated
Cluster Development (Neighbourhood Care Network development)
programme report prepared for the July 2023 Partnerships, Population
Health, and Planning Committee, provided a good overview on actions and
improvement activity but little information on costs or quantified outcomes.

o Primary Care Sustainability updates to the Board (including Board briefings)
and the Partnerships, Population Health and Planning Committee over the
last year frequently refer to failing practices, practice closures and managed
practices. This helps the Board react to increased primary care risk, but
because it is not reported alongside wider cluster improvement plans it
makes it difficult to see a joined-up sustainable solutions.

o Board IMTP updates include frequent references to primary care although
these are on a relatively narrow range of primary care issues/initiatives.

o the Board Assurance Framework (BAF) does not identify any risks regarding
the achievement of strategic aims for primary care. For example, it does not
include:

- a strategic risk relating to the Health Board’s ability to achieve a shift
in resources to primary care to fulfil the goals set out in ‘A Healthier
Wales’.

- a strategic risk relating to corporate primary care resources to support
transformation and change.

e the Integrated Performance Report contains some primary care indicators, but
these do not effectively reflect either the primary care sustainability risks or
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wider Neighbourhood Community Network plans. Furthermore, they do not
focus on outcomes, the impact achieved from improvement initiatives, or
measures that may help to indicate primary care service sustainability risk.

e the 2021-22 Annual Report on Primary Care provides a good overview of
developments and risks across general medical services, general dental
services, general ophthalmic services, and community pharmacy services.
However, there is limited information on finances, performance reporting, and
links to wider Neighbourhood Care Network activities. Evidence suggests that
the annual report did not go to a committee or the Board, and we have not
seen any evidence to indicate that a 2022-23 Annual Report in primary care
services has been prepared and reported to committee or the Board.

45 As a result of the above, Board members are unable to form a strategic view on the
totality of the primary care services and whether actions will lead to sustainability of
services in the longer term. We therefore consider Recommendation 2 and
Recommendations 3a, b, and c to be ongoing.

Capacity and capability to deliver local and
national priorities

46  We considered whether the Health Board’s central Primary Care Services Team
has the appropriate capacity and capability (in terms of knowledge, skills, and
experience) to deliver local and national priorities, as well as to manage day-to-day
operational and business needs. In doing so, we considered whether the central
Primary Care Services Team has:

o an appropriately resourced structure, which is kept under review, with clear
lines of accountability; and

o arrangements for identifying and supporting learning and development
needs, and succession planning on an ongoing basis.

47  We found the work of primary care support and contracting teams has
broadened and increased significantly. It has also become increasingly
crisis-driven, and this needs to be addressed as a priority.

48  The Primary Care Operational Support Team (the Support Team) was established
to provide support for GP practices working closely with the Urgent Primary Care
Team (UPTC). The Support Team resides in the Chief Operating Officer’s portfolio
and comprises three nurses, one pharmacist and two administrators. It supports
GP practices in several areas, including:

° recruitment challenges;
° early practice interventions;
° assisting managed practices;
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49

50

51

52

. the Merger Incentive Scheme*; and
o addressing vacant practice outcomes.

Several practices have required crisis support in recent years, which has limited
the capacity of the Support Team to work on the prevention agenda and support
early interventions. The Primary Care Contracting Team was originally developed
as a back-office function to manage primary care contracts. It too has become
increasingly involved in managing the Health Board’s response to contract
resignations and branch surgery closures. This includes responding to the resultant
patient and service provider concerns and helping to support multi-disciplinary
team-based solutions for primary care.

Because of increasing concerns about the sustainability of some primary care
services, the Health Board re-established the Primary Care Sustainability Board in
October 2022. Its remit is to oversee and direct a programme of work to improve
the sustainability of primary care services. This includes a strong focus on training,
staff retention, and a public communications strategy. The Primary and Community
Care Academy was also re-established in 2023. Its remit includes workforce
planning and succession planning, identifying training needs and developing an
education and training programme, workforce development, communications, and
engagement with primary care providers.

The Health Board recognises the need to review the function of the Support Team
to provide ‘upstream support’ rather than crisis response and to consider team
resourcing levels. Alongside the capacity to support the day-to-day operation of
services, the Health Board is also investing in strengthening its support for
Neighbourhood Care Network development. The Neighbourhood Care Network
office, coordinated by a Senior Programme Manager includes a Commissioning
Manager, leads for organisational development, communications and engagement,
a business management, and data analysis capacity. The office also includes,
dental, optometry and pharmacy clinical advisory capacity. Neighbourhood Care
Network Office capacity is supported by funding from the Strategic Programme for
Primary Care and supports Neighbourhood Care Network development and related
clinical service design.

At present and as identified above, resources supporting primary care
transformation are separate to core primary care practice support which may mean
that overall capacity is not being used to full effect. In reviewing the function and
resource levels of the Support Team, the Primary Care Sustainability Board should
consider opportunities to bring operational and transformational resources together
in a more integrated way to strengthen resilience and optimise resources.

4 The Health Board introduced the Merger Incentive Scheme in 2018 in order to support
practices with smaller population list sizes to reach the necessary critical mass required
to deliver the most effective and sustainable services.
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Appendix 1

Audit methods

Exhibit 3 sets out the methods we used to deliver this work. Our evidence is limited to
the information drawn from the methods below.

Exhibit 3: audit methods

Element of audit methods

Description

Documents

We reviewed a range of documents, including:

Neighbourhood Care Network’s plans from 2020
onwards.

Health Board Integrated Medium Term Plans.
Cluster Annual Plans.

Relevant primary care focussed Board and
Committee papers.

Papers relating to the April 2023 Board
Development Session.

Patient Quality Safety and Outcomes Committee
agenda and papers.

Relevant Internal Audit Reports including reports
on NCNs, and Tredegar and Newport Health and
Wellbeing Centres.

Self-Assessment.

Collaborative leadership development resources.
Organisational/divisional structures.

Relevant Executive team briefings.

Interviews

We interviewed the following:

Executive Director of Primary Care (prior to
restructure).

Assistant Director of Primary Care.
Consultant in Public Health.

Lead Independent Member for Primary Care.
Head of Primary Care.

Deputy Medical Director.

Observations

We observed the Board Development session
focussing on primary care in April 2023.
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A summary of progress against our 2019

recommendations

Exhibit 4 sets out the recommendations we made in 2019 together with our

summary assessment of progress in 2023.

Exhibit 4: our recommendations from 2019

Recommendation

Progress

Recommendation R1a

Calculate a baseline position for its current investment and
resource use in primary and community care.

Implemented — See
paragraph 23

Recommendation R1b

Review and report, at least annually, its investment in primary
and community care, to assess progress since the baseline
position and to monitor the extent to which it is succeeding in
shifting resources towards primary and community care.

Implemented — See
paragraph 23

Recommendation 2 Ongoing — See
The Health Board should develop an action plan for raising paragraphs 43 to 49
the profile of primary care in the Health Board. Actions could

include ensuring a standing item on Board agendas regarding

primary care and publishing an annual report on primary care.

Recommendation 3a Ongoing — See
Review the contents of its Board and committee performance paragraphs 43 to 49
reports to ensure sufficient attention is paid to primary care.

Recommendation 3a Ongoing — See
Review the contents of its Board and committee performance paragraphs 43 to 49
reports to ensure sufficient attention is paid to primary care.

Recommendation 3b Ongoing — See

Review the frequency with which Board and committees
receive performance reports regarding primary care.

paragraphs 43 to 49
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Recommendation

Progress

Recommendation 3¢ Ongoing — See
Review the way it currently reports to Board and committees paragraphs 43 to 49
on its progress in delivering its plans for primary care, and

importantly, how it is reporting on improved outcomes for

patients in primary care.

Recommendation 4a Ongoing — See

Work with the NCNs to agree a specific framework for
evaluating new ways of working, to provide evidence of
beneficial outcomes and inform decisions on whether to
expand these models.

paragraph 30

Recommendation 4b

Centrally collate evaluations of new ways of working and
share the learning by publicising the key messages across all
NCNSs.

Ongoing — See
paragraph 30

Recommendation 4c

Subject to positive evaluation, begin to fund these new
models from mainstream funding, rather than from the
Primary Care Development Fund.

Ongoing — See
paragraph 31

Recommendation 4d

Work with the public to promote successful new ways of
working, particularly new alternative first points of contact in
primary care that have the potential to reduce demand for GP
appointments.

Implemented — See
paragraph 32

Recommendation 5a

Review the relative maturity of NCNs, to develop and
implement a plan to strengthen its support where necessary.

Implemented — See
paragraph 36

Recommendation 5b

Review the membership of NCNs and attendance at NCN
meetings to assess whether there is a need to increase
representation from local authorities, third sector, lay
representatives and other stakeholder groups.

Implemented — See
paragraph 36
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Recommendation

Progress

Recommendation 5¢

Clarify and publicise the governance and leadership
arrangements for NCNs, to ensure better understanding of
the responsibilities for decision-making.

Implemented — See
paragraph 37

Recommendation 5d
Ensure all NCN leads attend the Confident Primary Care
Leaders course.

Implemented — See
paragraph 38

Recommendation 5e

Consider introducing a locum NCN lead post, to work across
all NCNs providing additional capacity and backfill for leads.
The post could also be valuable in sharing learning across
NCNSs.

Superseded — See
paragraph 39
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Appendix 3

Organisational response to audit recommendations

Exhibit 5 below sets out the Health Board’s response to our audit recommendations.

Recommendation Organisational response Completion Responsible
date officer
Recommendation 2 The Health Board’s Integrated Medium-Term Plan is based on the life Actions Director of
The Health Board should develop an course approach and consequently includes key priorities for primary care complete Corporate
action plan for raising the profile of to integrate across the whole health care system. Monitoring of the and will Governance/
primary care in the Health Board. Primary Care related elements of the IMTP follow the same format as continue Divisional
Actions could include ensuring a other areas, including Executive chaired monthly assurance meetings, ongoing Director
standing item on Board agendas mid-year reviews, end of year reviews and issue led discussion at Primary and
regarding primary care and publishing Executive Team, Health Board and other committees. Community

an annual report on primary care.

The Division has been invited to lead a number of Board development
sessions over the past 12 months, notably the presentation of the Primary
Care Sustainability plan, which includes the expansion of the primary care
academy and is key in ensuring the workforce of the future. The weekly
Executive Team meeting provides a forum to discuss any issues across
the operational divisions, and primary care features regularly on the
agenda. This will include updates from the primary care contracting team
reporting on GP and other independent contractor changes.

A potential risk that Primary Care could lose profile at Board level due to

re-structure and cessation of the Executive Director for Primary Care post.

However, stability has been brought to the Primary Care & Community
Services Division through substantive appointment of a new Divisional
Director with presence at senior committees within the Health Board.
Welsh Government no longer requires the Health Board to submit an
annual plan for primary care, however a report is produced for internal
purposes.
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Recommendation

Organisational response

Completion

Responsible

date officer
Recommendation 3
a) Review the contents of its Board As with the other operational Divisions, Primary Care forms part of the Action Director of
and committee performance Health Boards regular agendas across the various Committees and complete Corporate
reports to ensure sufficient Boards. The Divisions performance is reported as part of the overarching and will Governance/
attention is paid to primary care. reporting against the IMTP and is presented to each formal Board meeting continue Divisional
b) Review the frequency with which and the Finance and Performance Committee. ongoing Director
Board and committees receive Primary and
performance reports regarding The Primary Care Division will be updating the Health Board at the April Community
primary care. Development session to report on progress against the sustainability
c) Review the way it currently reports workstream. April 2024
to Board and committees on its
progress in delivering its plans for There is work ongoing to integrate the Divisions data into the Performance
primary care, and importantly, how Report for the Finance & Performance Committee. Initially this will be a
it is reporting on improved minimum data set with plans to expand reporting in the future. December
outcomes for patients in primary 2024

care.

Ad hoc / topic specific reports are requested and shared with the Executive
Team / Board on a regular basis.
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Recommendation Organisational response Completion Responsible
date officer

Recommendation 4a

a) Work with the NCNs to agree a NCN project evaluation framework has been established. Actions Director of
specific framework for evaluating complete Primary &
new ways of working, to provide There have been some successes in terms of substantiating services and will Community
evidence of beneficial outcomes previously funded by NCNs to release funding back into new initiatives. continue Services
and inform decisions on whether to ongoing

expand these models.

b) Centrally collate evaluations of new
ways of working and share the
learning by publicising the key
messages across all NCNs.

c) Subject to positive evaluation,
begin to fund these new models
from mainstream funding, rather
than from the Primary Care
Development Fund.

This includes conversion of many practice-based pharmacists to practice-
employed status and cessation of funding of direct-access physiotherapy /
first contact physiotherapists with the advent of the MSK Hub. Plans being
put in place to utilise Building Capacity through Community Care: Further
Faster funding to scale up other successful projects, such as care home
in-reach. Some other initiatives requiring resolution, including future
funding of Psychological Wellbeing Practitioners.

Significant work has been undertaken to understand the implications of an
alternative skill mix model for primary care. Costed workforce plans are
being developed with support from Corporate Workforce Team — funded
via Strategic Programme for Primary Care.

Workforce modelling has indicated the scale of the problem with
insufficient training being commissioned by HEIW. The Health Board has
subsequently agreed to invest funding — as a cost pressure — into an
expanded Primary Care & Community Academy, in agreement that a
sustainable future funding model is a priority.
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Internal Audit Progress Report April 2024

1. Introduction

The purpose of this report is to:

e confirm the status of the audit work for the 2023/24 Internal Audit Plan for
Aneurin Bevan University Health Board (the ‘Health Board’) to the April 2024
Audit, Risk and Assurance Committee (the ‘Committee’);

e discuss and seek approval for the draft 2024/25 Internal Audit Plan; and
e provide an overview of other activity undertaken since the previous meeting.

2. Progress against the 2023/24 Internal Audit Plan

There are 29 individual reviews in the 2023/24 Internal Audit Plan and an additional
review included regarding Facilities. In addition, our Specialist Services Unit (SSU)
undertake assurance work over major capital projects.

The table below details progress against the 2023/24 Internal Audit Plan.

Number of audits in plan: 29
Additional review: Facilities 1
Less: deferred audits (3)
Revised total 27
Number of audits reported as final 13
Number of audits reported as draft 6
Number of audits work in progress 7
Number of audits at planning stage 1

The following 2023/24 final reports have been issued since the meeting of the
Audit, Risk and Assurance Committee on 8% February 2024:

AUDIT ASSIGNMENT ASSURANCE
RATING
Unified Breast Unit at Ysbyty Ystrad Fawr Substantial
Long Term Sickness Absence Management Reasonable
Asset Management Reasonable
Risk Management Reasonable
Follow-up of High Priority Recommendations Not rated

The delivery status of the audits is illustrated within Appendix A and further
information over the assurance rating detailed above is included within Appendix B.
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3. Summary of Findings

Limited assurance reports are considered by the Audit, Risk and Assurance
Committee in detail. The following summary provides the Committee with the main
messages from the reports issued since the last meeting on 8th February 2024.

Unified Breast Unit at Ysbyty Ystrad Fawr (substantial assurance)

The audit sought to review the management arrangements in place to progress the
Ysbyty Ystrad Fawr Unified Breast Unit — in the period after the prior audit, which
was completed in December 2022.

Following Welsh Government approval and commencement on site, the contract
completion date has only been extended by two weeks - noting the audit was
completed eight weeks prior to anticipated completion. The project was forecast to
be delivered £200k under the approved budget, resulting in a small gain share for
the Health Board and Supply Chain Partner.

Generally, the audit observed sound controls and good compliance across the
assurance objectives. The key recommendations raised include:

e Whilst not having a significant impact on the key objectives of this project,
minutes should be sufficiently robust to record discussions, decisions, and
actions.

e All Project Progress Reports submitted to the Welsh Government should
routinely be fully completed and comprehensive. Recognising that the project
is highly likely to be delivered within acceptable tolerances for time and cost,
substantial assurance has been determined at this stage of the project’s
development.

Long Term Sickness Absence Management (reasonable assurance)

We undertook a review over a sample of areas to determine compliance with the
NHS Wales Managing Absence at Work Policy. This was not an audit on the number
of sickness absence episodes, but whether the Health Board is acting promptly and
managing the interests of all parties within the process of managing long term
sickness absence.

We selected a sample throughout the Health Board, to encompass a mixture of
teams (clinical and office based) and different sites. Overall, within our sample
testing we largely found that the policy is being applied correctly, alongside
additional actions to aid staff in implementing the policy. These actions include
training, sickness absence groups and deep dives to assist with the design of action
plans.

We also found pockets of good practice, which would assist the wellbeing of staff.
The processes within Facilities were of a high quality, with the Service Improvement
Team playing a significant role. We raised a couple of recommendations to assist
the Health Board, including reviewing the NHS Wales Managing Attendance at work
Policy: Information Pack and to focus training and support within areas where
compliance is not as strong.
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Asset Management (reasonable assurance)

This review provided an opinion over the effectiveness of the Health Board’s
processes to create and maintain accurate and up-to-date records of its equipment
assets. In particular, we focused on the roll-out of RFID tagging.

Overall, we noted that the asset register relies on manual processes for data capture
and updating. This uses both paper flows from asset owners advising of additions,
disposals and asset movements and capital spend analysis to update the equipment
asset register. However, we found delays in the receipt of these change forms,
leading to register inaccuracy.

The radio frequency (RFID) asset tagging process, which has now reached 67% of
the eligible equipment base, with a plan to complete the process by March 2025,
improves asset management and, in particular, facilitates asset physical verification.
However, as with the manual process, we found weaknesses persist around
equipment disposal management.

Risk Management (reasonable assurance)

This review sought to assess the effectiveness of the risk management and
assurance arrangements in place within the Health Board, to ensure that strategic
objectives are achieved. We focussed on the management of risks within the Digital
Services Directorate.

Overall, we found a clear escalation process is in place enabling risks to be
effectively reviewed at an appropriate level. We also found that risks are being
appropriately scored and updated with actions and updates regularly provided.

We raised a recommendation relating to the following matters arising:

e Risks should be migrated to Datix when the necessary Datix upgrades are
made.

e An overarching Directorate risk register should be compiled. There should be a
clear and documented process of review of the risk register. This can be
achieved when risks are migrated to Datix.

Follow-up of High Priority Recommendations (not rated)

This review assessed whether a sample (23 in total) of high priority
recommendations were appropriately included on the Audit Recommendation
Tracker (the ‘Tracker’). Where the recommendations sampled had been
implemented and subsequently removed from the Tracker, we assessed whether
this was appropriate to do so.

Overall, as with previous reviews of this area, we found that recommendations were
being tracked appropriately. We also found that for our sample of recommendations
tested that they had been removed appropriately. However, we raised a
management point for further consideration, including whether the implementation
timeframe for some outstanding recommendations still remained appropriate.
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4. 2024/25 Internal Audit Plan

The 2024/25 Draft Internal Audit Plan (the ‘Plan’) has been produced and is reported
to the April Committee meeting for review, discussion and approval. The process
for the development of the Plan is the same as for previous years.

The draft Plan reflects the general risk profile of the organisation, as shown in the
Strategic Risk Register and rotational coverage of key areas. The Plan may require
revision, both in terms of coverage and timing when it is appropriate to do so. If
required, this will be done through the established governance and approval
processes.

5. Other Activity

The following meetings have been held/attended during the reporting period:
¢ monthly meetings with the Director of Corporate Governance;
¢ monthly meetings with the Director of Finance, Procurement and Value;

e Audit, Risk and Assurance Committee pre-meeting with the Audit, Risk and
Assurance Committee Chair;

e review and advice over financial control procedures and workforce
procedures; and

e liaison with senior management.

6. Recommendation

The Audit, Risk and Assurance Committee is invited to note the above points within
the report and to review and approve the draft 2024/25 Internal Audit Plan.
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Appendix A: Progress against 2023/24 Internal Audit Plan

Audits

Savings Programmes

Financial Controls

Decarbonisation

Asset Management

Medical Equipment & Devices

Risk Management & Assurance

Follow-up of High Priority Recommendations
The Health & Social Care (Quality & Engagement) (Wales) Act
Integrated Medium Term Plan

Integrated Performance Dashboard - Data Quality
Business Continuity Planning

Safeguarding

Waiting List Management

Directorate Review - Theatres

Job Planning

Clinical Coding

Providing Care to Asylum Seekers & Refugees
Early Supported Discharge - Stroke

Intra-site Patient Transfers

Regional Partnership Board

Long Term Sickness Absence Management
Maternity (Action Plan)

Flexible Working (advisory)

Allegations against Staff Policy

Network Infrastructure (VPN)

Stakeholder Engagement on IT Projects

LINC Programme

Bevan Health & Wellbeing Centre

Estates Assurance - Estate Condition
Facilities Bank Approval Process

Status

WIP

WIP

Draft report
Final report
Draft report
Final report
Final report
Deferred
Final report
Final report
Final report
Final report
WIP / Draft report
WIP
Deferred
Final report
Planning
Draft report
Draft report
Draft report
Final report
WIP

WIP
Deferred
Final report
Final report
Draft report
WIP

Final report
Final report
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Appendix B: Audit Assurance Ratings

We define the following levels of assurance that governance, risk management and internal control
within the area under review are suitable designed and applied effectively:

. Few matters require attention and are compliance or advisory in
' % Substantial nature q P y
- assurance . . .
(" Low impact on residual risk exposure.

Some matters require management attention in control design or

){f Reasonable compliance.
A assurance

i) Low to moderate impact on residual risk exposure until resolved.
E".\ Limited More significant matters require management attention.
' I"il ‘ assurance Moderate impact on residual risk exposure until resolved.
Action is required to address the whole control framework in this
‘ ‘ No assurance area.
) High impact on residual risk exposure until resolved.

Given to reviews and support provided to management which form

part of the internal audit plan, to which the assurance definitions

licabl are not appropriate.

Cf—ﬂ’f" applicable These reviews are still relevant to the evidence base upon which
the overall opinion is formed.

Assurance not
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Executive Summary

Purpose Report Classification
The audit sought to review the management
° Trend
arrangements in place to progress the Ysbyty
Ystrad Fawr Unified Breast Unit — in the period Substantial E .
after the prior audit which was completed in ubstantia ew matters require
December 2022. attention ~ and  are
) ; compliance or advisory in
Overview ' < hature.
Following Welsh Government approval and Low impact on residual
commencement on site, the contract risk exposure. 2022/2023
completion date has only been extended by 2
weeks - noting the audit was completed 8
weeks prior to anticipated completion.
Assurance summary !
The project was forecast to be delivered £200k
under the approved budget, resulting in a small  Assurance objectives Assurance
gain share for the UHB and Supply Chain
Partner (which has not been accounted for 1 Project Performance Substantial
within the above). e
. 2 Validation of Management Actions Substantial
Generally, the audit observed sound controls L
and good compliance across the assurance 3 governance Reasonable
objectives. Key matters requiring management
attention include the following: 4 Cost Control & Management Substantial
e Whilst not having a significant impact on ------ - oo
the key objectives of this project, minutes 5 Change Management Reasonable
should be sufficiently robust to record ~------mmmmmommmmmmmmmmmooommmmmmosoooosssooooooooossponoososntiioonoon
discussions, decisions, and actions. 6 Commissioning & Handover Substantial

e All Project Progress Reports submitted to ! The objectives and associated assurance ratings are not necessarily given
Welsh Government should routinely be equal weighting when formulating the overall audit opinion
fully completed and comprehensive.

Recognising that the project is highly likely to
be delivered within acceptable tolerances for
time and cost, substantial assurance has been
determined at this stage of the project’s
development.
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Assurance Control Recommendation
Key Matters Arising Objective ~ D€sign or Priority
Operation
11 M_lnutes_ will be_ §uff|C|entIy d_etalled to record 3 Operation Medium
discussions, decisions, and actions.
PPR reports are missing key field completion
2.1 such as Programme Manager reporting and cost 3 Operation Medium
reports.
4.1 Change control documents should be signed/
authorised using a recognised document control 5 Operation Medium
programme.
NWSSP Audit and Assurance Services 4
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1. Introduction

1.1 This audit sought to review the progress made in completing agreed management
actions from the previous audit, and re-assessed management arrangements in
place to progress the Ysbyty Ystrad Fawr (YYF) Unified Breast Unit. The previous
audit issued in December 2022 determined a reasonable assurance rating.

1.2 The audit was delivered in accordance with the agreed 2023/24 audit plan for the
project, provided within the Full Business Case (FBC).

1.3 Approval was initially provided by Welsh Government on 24 February 2022 to
provide a unified facility for high quality diagnostic and treatment services for
Breast Care within the University Health Board (UHB). Welsh Government approval
of capital funding of £12.239m was received in November 2022, recognising an
uplift in costs to take account of current market conditions, revised procurement
strategy etc. A further adjustment for inflationary forecast underspend including
VAT movement against Welsh Government approval of -£0.255m reduces this
figure to £11.984m.

1.4 The audit was undertaken at a point approximately 8 weeks ahead of expected
construction completion and commencement of handover and commissioning.

1.5 The potential risks considered within the review were as follows:

e Failure to address previously identified control weaknesses.

e Potential failure to achieve key project objectives (e.g., delivery to time,
cost, and quality).

e Failure to achieve key project objectives through poor governance and
project management controls.

e Project costs may escalate uncontrollably through an absence of adequate
cost control, monitoring, and reporting.

e Value for money may not be achieved through appropriate application of
contract control mechanisms.

e Critical success factors may not be achieved.

2. Detailed Audit Findings

Project Performance: Consideration of performance against project objectives (e.g.,
time, cost, benefits, critical success factors etc.).

2.1 At a project audit, levels of assurance are determined on whether the project
achieves its original key delivery objectives and that governance, risk management
and internal control within the area under review are suitably designed and applied

effectively.

2.2 When assessing progress against the original delivery objectives, this audit notes
that:

Time

2.3 Despite the initial delay to commencement of the project from October 2021 to
November 2022, it is recognised that revised handover and commissioning has
only been extended by 2 weeks.

NWSSP Audit and Assurance Services 5
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Cost

2.4 The project forecast was summarised as follows:

Funding £m £m
Initial funding (approved Feb 2022) 11.623

Additional Funding (approved Nov 2022) 0.766

Adjusted for Charitable Funding (see 2.5) (0.150)

Adjusted for inflationary forecast underspend (0.255)

Total 11.984
Anticipated Costs £m £m
Works Costs 8.313

Change control 0.034

Fees 0.430

Non-works 0.230

Equipment 0.273

Contingency 0.098

VAT 1.770

Subtotal 11.149

Pre-stage 4 Design Fees 0.638

Total 11.786
Expected Overspend/ (Underspend) (0.198)

2.5 The project benefited from charitable funding contributions with £150k formally
allocated of the total £267k raised to date - the remaining funds have been
reserved for enhancements to the interior design. These were initially included in
the non-works costs budget incorrectly: the Welsh Government were notified, and
a corresponding reduction to the funding was made, as shown above.

Quality

2.6 Noting the current stage of the project, it remains set to deliver the objectives of
the business case i.e., the provision of a unified facility for high quality diagnostic
and treatment services for Breast Care within the University Health Board (UHB);
acknowledging the potential for further enhancements to the facilities utilising the
charitable funds available.

2.7 Additionally, future planning considerations for handover have seen proactive
Project Board discussions between consultants and project managers relating,
amongst other considerations, to the implications of moving Phillips scanners and
the potential for taking advantage of the situation to improve the equipment at the
new unit.

2.8 Progress made since funding approval in November 2022 results in project
performance being assessed as providing a substantial assurance level of
assurance

NWSSP Audit and Assurance Services 6
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2.9 The following sections of the report further outline the key observations in relation
to the wider context of project performance discussed above:

Validation of Management Action: An assessment of progress against the agreed
management actions from the prior audit report.

2.10 The status of previously agreed management actions from the prior audit report
(issued December 2022) can be summarised as follows:

Gl Pty Al i Implemented Im F’Iae:‘lizlr:zed/ Outstandin
Rating Recommendations P F())ngoing 9
Medium 6 6 0 0
Low 4 4 0 0
Total 10 10 0 0

2.11 Noting good progress to address previously agreed recommendations substantial
assurance has been determined.

Governance: Assurance that appropriate governance arrangements were in place for
the current project phase including operation of effective reporting, accountability lines
and appropriate approval processes.

2.12 Project governance was defined via a Project Execution Plan (PEP) which included
the project objectives, structures, and was supported by terms of reference for
both a Project Board and Project Team (in accordance with best practice).

2.13 The PEP had been re-issued since the previous audit to reflect changes
implemented to reflect previously agreed management actions; augmenting the
information contained within sections of the PEP relating to roles and
responsibilities allocated at the project.

2.14 The project governance framework included:

. Project Board - chaired by the Senior Responsible Officer.

. Project Team - chaired by the internal Project Manager (Associate Director
of Capital Projects).

. Strategic Capital & Workstream- attended by UHB senior management
(including the Director of Planning & Performance), with key issues and
project progress included as part of the Capital Project’s update report.

. Design Team - responsible for the review of ongoing aspects of the design
detail.

. Operational Group - receiving aspects on workforce, pathways, operational
flow, and equipment.

2.15 The Project Board met regularly through the construction stage, with well attended
meetings. In instances when officers were unable to attend (where apologies were

NWSSP Audit and Assurance Services 7
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provided), attendance by a person of equivalent seniority and experience was
evidenced. Attendance levels ensured meetings were quorate.

2.16 Conversely, minutes of the Project Board meetings were minimal. Whilst some
records of discussion were observed, with some content relating to future planning,
the discussions relating to the risk register, change controls, and issues impacting
the scheme was not evidenced in detail. The minutes often only noted that key
documents were “reviewed with no issues”, without recording discussions,
decisions, and actions. Whilst not adversely impacting the key objectives of this
project, robust minutes would be expected at a project of this size/ value. MA1.

2.17 The November 2022 funding approval letter stated a condition to:

“Provide monthly Project Progress Reports to Welsh Government Official,
where necessary by 5pm on the 12th business day bi-monthly.”

2.18 The Project Progress Reports (PPR) reports were produced but were often not
routinely completed in the following fields:

e Explanation of resource utilisation by quarter

e Benefits section summary: Benefits realisation plan
e Latest Programme Manager Highlight Report

e Latest cost report.

2.19 It was noted that the Project Bank Account - Section 18 field was only completed
when the trust deed had been signed (then included from the July 2023 report);
It is considered that reporting by exception is not appropriate in the case of
requests for “update on progress”, and that this did not adequately reflect the
difficulties and delay which were experienced in setting up of the bank account to
that date. MA2.

2.20 Despite the above, there was a clear understanding amongst project members on
the progress, performance, and key issues arising at the project. Noting also that
these issues did not impact negatively on the outturn position, reasonable
assurance has been determined in relation to governance arrangements applied
for the period reviewed.

Cost Control and Management: Assurance that appropriate cost control arrangements
were maintained through to the completion of the scheme, including appropriate risk and
contingency management, application of pain/gain requirements (as appropriate) and
the formulation for an appropriate final account.

2.21 The target cost was scrutinised and approved by the UHB Project Board at the
submission of both the FBC and the subsequent increased funding requests. The
UHB’s cost adviser assessed the market testing of the packages to ensure value
for money in reaching the increased sums.

2.22 The cost adviser produced regular costs reports, with consistent formatting which
aligns with the UHB’s ‘Capital Monitoring Forum Project Expenditure Report’ and
the supporting ‘Level 2’ supporting detail report in all material ways.
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2.23 A recommendation made at the previous audit was to isolate and remove
fundraising from intra-report categorisation, in line with the advisory notice to the
Welsh Government (also a previous audit report action) that fundraising had been
included in initial funding request schedules erroneously.

2.24 Whilst a corrective notice was issued to the Welsh Government and the fundraising
value was individually identified on the main cost report, there is a small risk that
the absence of a ‘subtotal’ when presenting the pre-fundraised position, could lead
to some misinterpretation on the level of underspend shown at the report. MA3.

2.25 During the audit the figures included in the cost reporting and the assertions
relating to inflationary calculations were reviewed in detail. These were found to
include notation and commentary and the calculations used were easy to follow
and ratify.

2.26 The translation of this information to the final published PDF, however, in some
areas has been limited, and where additional information may enable users of the
report to challenge and scrutinise, some spends such as for ‘Equipment’ are limited
in detail to its class.

2.27 It was evident that users of the report are likely to be familiar with industry wide
grouping terminology such as ‘Group 3’ equipment, however it would be prudent
to include the breakdown of the cost to an item basis where large equipment was
contributing to a significant financial variance from FBC costings (for example, the
September 2023 report showed an adverse variance of £146k: “Group 3 figure
includes Ultrasound Equipment £25.5k; and Faxitron costs £106k” would be more
appropriate than simply “"Group 3”). MA3.

2.28 The further review of the nature of transactions demonstrated a prudence in
reporting and presentation; it was reported at the time of the audit that there was
a potential gainshare situation; due to falling inflation rates, however this had not
been acknowledged due to the proximity of the completion of Stage 4 to Christmas
2023, and the consequential impact of any further delays in handover materialising
i.e. negating the gain position.

2.29 Substantial assurance has therefore been determined in relation to cost control
and management, noting only minor enhancements are proposed to current
reporting arrangements.

Change Management: To ensure there were appropriate controls and reporting of any
project changes, including the potential time and cost impact.

2.30 The change management protocol was adequately detailed within the PEP.
Appropriate delegated limits were set for the Project Director (£50k) and the
Associate Project Director (£25k). Approvals were recorded using Project Control
Forms (PCFs), in addition to the Project Manager Instruction (PMI). Approvals were
evidenced in accordance with the scheme of delegation.

2.31 The Project Manager’s signature was inserted electronically at all PMIs. However,
this was not via a version-controlled document management system such as Adobe
sign or Docusign etc. Accordingly, it was not possible to verify the integrity of the
signature or when it was dated (2 of the sample were also undated). The Project
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Director initially requested an electronic signing programme to be used but was
advised that this could not be facilitated externally. It is recognised that in each
instance a final approval was sought from the Project Director or Associate Project
Director in the form of an email for all PCFs by the Project Managers, nevertheless
the use of a recognised document signature software would improve internal
control arrangements. MA4.

2.32 A sample of 24 Project Management Instructions (PMIs) were inspected at the
current audit. Two PMI’'s were created significantly later than they were actioned.
It is recognised that the first example is an omission and the latter a zero financial
impact change of specification which had received prominent exposure and review.
It would still expect project changes to be administered in a timely manner. MA4.

2.33 Initial Change Request Forms were noted to lack information regarding expected
impact and, despite clear descriptions linking them to PMI’s, PCF’s and the Change
Control Register, the ‘Change Log Number’ field had not been populated. MAA4.

2.34 Recognising the approval processes and evident challenge of changes within
emailed correspondence, reasonable assurance has been determined in relation
to change control arrangements applied at the project.

Commissioning and Handover: Assurance that an appropriate commissioning
programme and schedule of activities have been applied in accordance with both
contractual and UHB requirements.

2.35 At the date of fieldwork, 8 weeks prior to expected construction completion and
commencement of commissioning and handover, there was evidence of several
months of liaison with the clinical and service areas at a Project Board level and at
progress meetings. There was evidence of assessment of key impact areas and
risks associated with commissioning, which had identified movement of
mammography equipment as a key issue; and mitigating steps had been taken to
progress equipment transfer.

2.36 A detailed programme including factors such as staff handover, training and
communication, equipment movement and installation, and procurement and
delivery of administrative area furniture had all been included with expected dates
of commencement and demonstrating critical delivery paths.

2.37 Recognising the consideration that has been made to date regarding the handover
and commissioning, a substantial assurance is determined in relation to this
objective.
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Appendix A

Appendix A: Management Action Plan

Matter Arising 1: Meeting Minutes (Operation)

Good minute taking is essential for effective organisational communication and governance. Accurate @A record is hot maintained of
minutes serve as a detailed record of discussions, decisions, and actions during meetings, ensuring key discussion, challenge or
transparency and accountability. They provide a historical reference, aid in tracking action items, and decision making.

contribute to organisational memory. In legal contexts, well-crafted minutes can serve as evidence of

due process and compliance. Overall, good minute taking is a key element in facilitating informed

decision-making and maintaining organisational integrity.

Minutes for the Project Board meetings were minimal and whilst some records of discussion were noted,
the discussion relating to the risk register, change controls, and issues was not detailed, often only noted
as “reviewed with no issues”. There was limited record of discussion, challenge, scrutiny or decision
making.

It is recognised that this has not had an impact on the achievement of the objectives in this instance,
however this would be considered basic requirement of all future projects.

1.1  Minutes will be sufficiently detailed to record discussions, decisions, and actions.

Medium
Agreed Management Action Target Date Responsible Officer
1.1 Accepted. Will ensure this is undertaken for relevant project 30th November 2023 Associate Director of Capital
meetings and is carried forward onto other capital projects. Projects
NWSSP Audit and Assurance Services 11
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Matter Arising 2: Funding Approval Conditions Not Discharged (Operation)

The funding approval letter of November 2022 stated conditions which included: Potential risk that:
"Provide monthly Project Progress Reports to Welsh Government Official, where necessary i Funding_ and costs are not
by 5pm on the 12th business day bi-monthly.” appropriately reported.

Whilst the Project Progress Reports (PPRs) were provided to the Welsh Government, key fields were not
completed in every instance, e.g.:

e Explanation of resource utilisation by quarter

e Benefits section summary: Benefits realisation plan
e Latest Programme Manager Highlight Report; and
e Latest cost report

It was also noted that the Project Bank Account field (Section 18) was only completed when the trust
deed had been signed. It is felt that reporting by exception is not appropriate in the case of requests for
“update on progress”, and that this did not adequately reflect the difficulties which were experienced in
setting up of the bank account to that date.

2.1  Welsh Government Project Progress Reports should be fully populated at each return. Medium

2.2  Progress reporting within the PPR should reflect the current status/ progress, rather than only Low
reporting when a target has been achieved.

Agreed Management Action Target Date Responsible Officer

2.1 Accepted. Will ensure detail is included in the next return and for 30th November 2023 Associate Director of Capital
future Capital Projects Projects
2.2 Accepted. Will ensure detail is included in the next return and for 30th November 2023 Associate Director of Capital
future Capital Projects Projects
NWSSP Audit and Assurance Services 12
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Matter Arising 3: Clarity of Cost Reporting (Operation)

A recommendation of the previous audit was to isolate and remove fundraising from intra-report Potential risk that:
categorisation, in line with the UHB notification to the Welsh Government that fundraising had been

included in initial funding request schedules erroneously (a separate recommendation from the prior ° Clear |n1_‘ormat|on W't.h .
audit). appropriate granularity is

not provided to the project
Whilst a corrective notice was issued to the Welsh Government and the fundraising value was individually to allow for adequate
identified on the main cost report, there remains a concern that lack of a ‘subtotal’ presenting the pre- scrutiny and management
fundraised position, could lead to misinterpretation of the level of underspend shown on the report. of costs.

It was also noted that lack of individual item commentary in relation to adverse variances (for example
on equipment) could lead to missed opportunities to examine cost information. For example, where the
September 2023 report showed an adverse variance of £146k on “Group 3” equipment - there was
opportunity to report variances against the cost of major items of equipment - allowing greater
understanding of the position and potential to challenge.

3.1 The Welsh Government funded element should be presented as a subtotal on the cost report -
i.e., prior to the inclusion of fundraising.

Low

3.2 Include the breakdown of the cost to an item basis where large equipment or single items are
contributing to a significant financial variance from FBC costings

Agreed Management Action Target Date Responsible Officer

Low

3.1  Noted - will apply to other projects where this is relevant 30" November 2023 Associate Director of Capital
Projects
3.2 Noted - will apply to other projects where possible 30" November 2023 Associate Director of Capital
Projects
NWSSP Audit and Assurance Services 13
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Matter Arising 4: Change Control Document Integrity (Design & Operation)

On all PMI's and PCFs the sighature of the Project Manager / Project Director/ Project Associate Director | Potential risk of:

was neither wet signed or processed and recorded by a version-controlled document management

system such as Adobe sign or Docusign. Alternatively, emails were used to document the approval

process. The Project Director initially did request for an electronic signing programme to be used but

was advised that this could not be facilitated externally. The use of a recognised document signature e Non-compliance with the

software would improve controls. UHB’s Standing Financial
Instructions.

e Lack of control and oversight
of change control processes

Initial Change Request Forms were noted to lack information regarding expected impact and, despite
clear descriptions linking them to PMI’s, PCF’s and the Change Control Register the ‘Change Log Number’
field had not been populated.

A sample of 24 Project Management Instructions (PMIs) were inspected and two PMI’'s were created
significantly later than they were actioned:

e PMIO19 relating to a café omission, being formally recognised at revision 13 of the project
despite being agreed and actioned in June 2023 during Revision 9 of the project.

e PMIO12 was created in August 2023 despite the contractor proposal notification being
formalised in January 2023, and the change to works being recognised in funding of November
2022.

Whilst it is recognised that the first example is an omission and the latter a zero financial impact change
of specification which had received prominent exposure and review. We would still expect project
changes to be administered in a timely manner.

4.1  Change control documents should be signed/ authorised using a recognised document control

programme. Medium
4.2  Change Request Forms should be completed to include ‘*Change Log Number’ field. Low
NWSSP Audit and Assurance Services 14
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4.3

All Project Manager Instructions (including zero value and omissions) should be completed in a

timely manner as required by the contract.

Agreed Management Action

4.1

4.2

4.3

Noted - however the HB does not currently have access to such
document control programmes. Will be considered for future
projects including any cost implications. If it is not possible to
progress with this, we will continue with email and ensure the
email trail/ discussion is available for review as per this project.

Accepted - will ensure this is included in future project change
control.

Noted - will endeavour to complete as recommended, however
there will be some situations where it will not be possible to
achieve the contractual timeline due to the complexity of the
instruction/ change.

Low

Target Date Responsible Officer

NWSSP Audit and Assurance Services
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30th November 2023 Associate Director of Capital

Projects
30" November 2023 Associate Director of Capital

Projects
30" November 2023 Associate Director of Capital

Projects
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Appendix B: Follow-up of Previously Agreed Management Actions

Previously Agreed Action Responsibility Priority
& Timescale

Cost Treatment of charitable funding and application should @Complete - see Associate Director Medium
Reporting be explicit in project cost reporting. MA 2.1 of Capital Projects
31 January 2023
2.1 Governance The PEP should be updated to reflect the current stage @ Complete Associate Director Low
of the project. of Capital Projects
31 January 2023
2.2 Governance The role and responsibilities of the UHB roles of Senior  Complete - See Associate Director Medium
Responsible Officer, Project Director, Project Manager PEP V5 230829 of Capital Projects
etc., should be fully defined and approved by the 31 January 2023
Project Board.
2.3 Governance Operation and membership of the commercial meetings Complete - See Associate Director Medium
should be defined at the Project Execution Plan to PEP V8 230829 of Capital Projects
include (a) the requirement to minute meetings; (b) 31 January 2023
UHB officer membership; and (c) interaction with other
key project groups e.g., the Project Team.
3.1 Contracts The UHB should finalise Project Manager contract as = Complete Associate Director Medium
soon as possible. of Capital Projects
31 January 2023
4.1 Change The PEP should define the integration of the contractual Complete - Associate Director Low
Control change control procedures and the UHB’s Scheme of @ Actioned during of Capital Projects
Delegation. prior audit 31 January 2023
fieldwork
NWSSP Audit and Assurance Services 16
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Previously Agreed Action Responsibility Priority
& Timescale

Change The Change Control Form should be updated to Complete - Associate Director

Control enhance clarity of the decision process designating @Assessed and no of Capital Projects
changes as ‘for information or ‘for action’ prior to longer required 31 January 2023
submission to Project Board within process

5.1 Risk &  Risk registers should be formulated/updated for the Complete Associate Director Medium
Contingency current stage of the project, with project management, of Capital Projects
Management @ and contractual versions of the register corresponding 31 January 2023

for any common risks.

5.2 Risk & Risk registers should include risk costs, risk owners @Complete - Risk Associate Director Medium
Contingency (named individuals), and time parameters for risk register owner is of Capital Projects
Management = mitigations. still  stated in 31 January 2023

context of UHB/
SCP, Highlight
report  specifies
owner on
corresponding
risk log

5.3 Risk & To enhance reporting, an exception report should be @ Complete - Associate Director Low
Contingency published of targeted risk mitigations not achieved. included in of Capital Projects
Management Highlight Report 31 January 2023

NWSSP Audit and Assurance Services 17
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Appendix C: Assurance opinion and action plan risk rating

Audit Assurance Ratings

We define the following levels of assurance that the project achieves its key delivery
objectives and that governance, risk management and internal control within the area
under review are suitable designed and applied effectively:

. Few matters require attention and are compliance or advisory in
' % Substantial nat q P Y
ure.
. assurance . . .
.~ Low impact on residual risk exposure.

Some matters require management attention in control design or

p ,/ Reasonable compliance.
/] assurance

Low to moderate impact on residual risk exposure until resolved.

___________ e e e T e T
\ Limited More significant matters require management attention.
' '\\‘_\) ‘ assurance Moderate impact on residual risk exposure until resolved.

Action is required to address the whole control framework in this

‘_ ‘ No assurance area.
O High impact on residual risk exposure until resolved.

Given to reviews and support provided to management which form
part of the internal audit plan, to which the assurance definitions
are not appropriate.

These reviews are still relevant to the evidence base upon which
the overall opinion is formed.

Assurance not
ot applicable

Prioritisation of Recommendations
We categorise our recommendations according to their level of priority as follows:

Priority
level

Explanation Management action

Poor system design OR widespread non-compliance.

Significant risk to achievement of a system objective OR Immediate*
evidence present of material loss, error or misstatement.

. Minor weakness in system design OR limited non-compliance.
Medium Within one month*

Some risk to achievement of a system objective.
Potential to enhance system design to improve efficiency or

effectiveness of controls.
Low Within three months*

Generally issues of good practice for management
consideration.

*Unless a more appropriate timescale is identified/agreed at the assignment.

NWSSP Audit and Assurance Services 18
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Asset Management

Internal Audit Report

Executive Summary

Purpose

This internal audit has been
undertaken to provide an opinion over
the effectiveness of the Health Board’s
processes to create and maintain
accurate and up-to-date records of its
equipment assets.

Overview

We noted the asset register (which is

Report Classification

Trend

Reasonable

£/

Some matters require
management attention in
control design or
compliance.

Low to moderate impact
on residual risk exposure
until resolved.

o

Reasonable
in 2015/16

not an integrated module of the main
financials) relies on manual processes
for data capture and updating. This
uses both paper flows from asset
owners advising of additions, disposals
and asset movements and capital 1
spend analysis to wupdate the
equipment asset register. However, we
found delays in the receipt of these
change forms, leading to register
inaccuracy.

The radio frequency (RFID) asset 4
tagging process, which has now
reached 67% of the eligible equipment
base with a plan to complete by March
2025, improves asset management
and, in particular, facilitates asset
physical verification. However, as with
the manual process, we found
weaknesses persist around equipment
disposal management, where controls
need strengthening.

Assurance summary?

Assurance objectives Assurance

Policies & procedures Substantial

2 Asset recording Limited

3 Physical asset verification Reasonable

Asset register/ accounts reconciliation Substantial

Matters arising are summarised in the
table at the beginning of the next
section and all of these are referenced
in the main body of the report and
detailed further in the matters arising
and management actions table in
Appendix A.

Control
Design or
Operation

Matters arising Recommendati

on Priority

Assurance
Objectives

1 Equipment additions capture records 2 Operation Medium

Medium

1 The objectives and associated assurance ratings are not necessarily given equal weighting when formulating the overall audit
opinion.

2  Asset disposal controls 2 Design

3  Physical verification of assets 3 Operation

NWSSP Audit and Assurance Services 3
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1. Introduction

1.1 The review of Asset Management was completed in line with Aneurin Bevan
University Health Board’s (the ‘Health Board’) 2023/24 Internal Audit Plan.

1.2 Asset management is important in terms of both reducing the costs associated
with assets and maximising the quality of services that those assets are used to
provide.

1.3 Assets are recorded in the Real Asset Management (RAM) system (also known as
and referred to as ‘Asset4000’) and identified through a radio frequency (RFID)
tagging process.

1.4 RAM and electrical and biomedical engineering (EBME) systems both record the
equipment assets and are linked by their RFID tag numbers.

1.5 Audit Wales’ annual accounts review report, dated July 2023, stated that there
remained a high volume of assets untagged, but that these were manually verified
as existing as at 31 March 2023.

1.6 This audit was restricted in scope to the Health Board’s plant and equipment
assets.

1.7 The risks considered in this review included:
e loss or misappropriation of assets; and
e misstatement of physical asset holdings and/ or asset values.

2. Detailed Findings

Objective 1: Arrangements for fixed asset management, including the process for
recording asset additions, movements and disposals, is documented within a financial
control procedure

2.1 We sought to establish the scope, availability and currency of the Health Board’s
policy and procedure documentation that provides guidance for the teams
managing assets.

2.2 Procedure documents cover a range of aspects of asset management including
purchase, capitalisation, valuation, verification, disposal and record keeping as
well as a description of key roles in the management of assets and their respective
responsibilities.

2.3 We noted the procedure references the Health Board’s Standing Financial
Instructions and the Welsh Government IFRS NHS Wales Manual for Accounts and
that the two key procedure documents we examined both recorded 2026 as their
next review date.

NWSSP Audit and Assurance Services 4
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Conclusion:

2.4 We have raised no matters arising under this objective relating to policy and
procedure documentation and therefore have provided substantial assurance
over this area.

Objective 2: the asset management system(s) is accurately updated to record asset
additions, movements and disposals

2.5 We sought to establish the accuracy of asset records held by the Health Board
through testing of a sample of equipment additions and disposals.

Additions

2.6 Fixed asset purchases are funded from the capital allocation and coded to
designated cost centres in the Oracle accounting system denoting capital purchase
through the routine procurement cycle.

2.7 Services purchasing assets (asset ‘owners’) are required to complete a Fixed Asset
Additions Form to provide the Capital Finance Team with the details necessary to
populate the asset register fields. These include the asset number, asset
description, quantity, model, serial number, EBME reference, supplier name,
manufacturer, capital programme cost centre, asset value and date purchased.
Owners completing forms are required to sign and date these.

2.8 Secondly, the Capital Finance Team identify new assets through spend analysis
as follows:

e each quarter the postings of spend to the Oracle capital expenditure suite
of accounts are analysed;

e expenditure entries associated with existing assets are noted as additional
spend to that asset in the register; and

e expenditure entries not associated with an existing asset are assigned a
new sequential code and noted as a nhew asset.

2.9 Additions forms and analysis entries are matched and where the former has not
been provided, these are sought from asset owners. New assets are then
retrospectively added to the fixed asset register (‘Asset4000’ system, which is not
part of the Oracle main financials) by the Capital Finance Team through a manual
process.

2.10 We selected a sample of new assets from analysis schedules of capital spend
during quarters one and two of 2023/24 and sought to identify these in the asset
register. We found the following:

e all sample items were correctly transferred into the register and in the
correct sum;

o for three of the 10 additions the service had not provided the Capital Finance
Team with an additions form;

NWSSP Audit and Assurance Services 5
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e one of the seven additions forms that were provided did not record an
equipment item serial number; and

e the additions forms should be completed by asset owners at the time of the
purchase. However, we were advised that it is common that they are not
and have to be requested as part of the quarterly spend analysis exercise.
Two of the seven additions forms were not dated, but dates on the other
five forms post-dated the date of the addition in all cases.

(see Matters arising 1).

Disposals

2.11 Asset disposals are notified by the asset owners who complete a disposals form.
These identify the item being sold, the reason for disposal and, if applicable, an
estimate of sale proceeds. We noted that currently asset owners have the
authority to dispose of the assets in their care without the need to seek approval
to do so, which could represent a control risk (see Matters arising 2).

2.12 Owners completing disposal forms are required to sign and date these and the
Health Board’s policy states forms should be completed by the asset owner at the
time of the asset disposal and forwarded to the Capital Finance Team. Anecdotally,
forms are often completed at a later date and in some cases, only when physical
verification checks have identified the assets are no longer held (see Matters
arising 2).

2.13 Assets being disposed of that can be sold are auctioned through a retained
auctioneer (proceeds are remitted to the Health Board and accounted for
accordingly, but were not tested in this audit).

2.14 On receipt of the disposals form, the Capital Finance Team process the transaction
within the ledgers and update the asset register.

2.15 We noted 160 assets with an aggregated net book value of £470,792 recorded in
the equipment asset register as disposed of during 2023/24 (to date), at an
aggregate loss of £428,735. However, we were advised that a substantial element
of these disposal entries were linked to an exceptional flooding event that took
place, currently the subject of a Welsh Risk Pool claim.

Movements

2.16 Asset owners are required to notify the Capital Finance Team of the movement of
fixed assets to new locations, but we were advised very few asset movement
forms are received from the service areas. Asset location records were included
within the physical verification testing documented under audit objective three
below.

Conclusion:

2.17 We noted a manual process operates to update the equipment asset register for
additions, disposals and movements of assets. Accuracy and completeness of the
register relies on timely notification of these transactions by asset owners.
However, we found cases in sample testing where asset change documents were

NWSSP Audit and Assurance Services 6
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received from owners some time after the event and because of the impact of this
on register accuracy, we have provided limited assurance over this area.

Objective 3: Assets recorded on the asset register are physically verified on a periodic
basis

2.18 We sought to establish the process adopted to verify the existence of the assets
recorded in the registers.

2.19 We noted that the Health Board operates an annual physical verification review of
their plant and equipment assets as part of the year end accounts / audit process.

2.20 At the close of the year 2022/23 the majority of assets were verified by asset
owners in the following process:

o the Capital Finance Team send each service team an extract of the asset
register containing the assets they own;

e owners are asked to verify whether assets listed still exist, have been
disposed of or transferred by annotating and returning the spreadsheet
extract; and

e where assets have been disposed of or are no longer held, owners are asked
to complete a disposals or transfer form as applicable to enable the Capital
Finance Team to update the asset register.

2.21 A programme of asset tagging began in 2022/23 and assets tagged during the
years 2022/23 and 2023/24 were excluded from the year end owner verification
exercise (at the time of this audit the 2023/24 owner verification cycle had not
been carried out). We noted that as at November 2023, 67% (Gross Book Value
(GBV)) of register assets suitable for tagging had been tagged.

2.22 In 2022/23 we noted that through a combination of owner verification (54%) and
asset tagging (28%), 82% (GBV) of the full equipment asset register was verified.

2.23 Additionally, this year for the first time, a proportion of tagged assets have been
physically verified by a wireless electronic process. This involves visiting asset
sites with a scanning device that captures and logs tagged assets and their
locations and automatically updates the asset register and EBME MEDUSA
systems.

2.24 We noted that the Capital Finance Team have a documented plan in place to
complete the tagging of the remaining assets in the register. Originally targeted
for completion by March 2024, we were informed that staffing movements and
other workload pressures have meant that this is now provisionally delayed to
March 2025.

2.25 We conducted two-way physical verification testing on a random sample basis (20
assets) to assess the level of risk of misstatement within the equipment asset
register and found the following:

e five (four of the 10 non-tagged sample assets and one of the 10 tagged
sample assets) of the 20 assets selected from the register could not be

NWSSP Audit and Assurance Services 7
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identified, either at the site indicated nor elsewhere at the time of the audit;
and

e two of the 20 assets picked at random at the sites visited could not be
subsequently identified in the register.

(see Matter arising 3).
Conclusion:

2.26 We have raised one matter arising under this objective relating to the accuracy/
completeness of the equipment asset register against physical assets held at
visited sites and therefore have provided reasonable assurance over this area.

Objective 4: The asset register is reconciled to the financial ledger / records

2.27 We sought to establish the control process in operation to validate the equipment
asset register balances by reconciliation to the Health Board’s financial ledger.

2.28 We noted a reconciliation process operates to a monthly cycle which is subjected
to review and approval by the Head of Capital Finance.

2.29 We reviewed the reconciliations of the months April to October 2023 and
challenged and obtained explanations for any significant reconciling items.

2.30 We noted a number of reconciling items that were explained by timing differences
between postings to the two records but did not identify any errors or exceptions.

Conclusion:

2.31 We have raised no findings relating to equipment asset register and financial
ledger reconciliation and therefore have provided substantial assurance over
this area.

NWSSP Audit and Assurance Services 8
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Appendix A: Management Action Plan

Matter arising 1: Equipment additions capture records (Operation)

We selected a sample of new assets from analysis schedules of capital spend from quarter one and quarter two of

2023/24 and sought to identify these in the asset register. We found the following: Potential risk that the record of

the equipment in the asset
all sample items were correctly transferred into the register and in the correct sum; register is inaccurate or
for three of the 10 additions the service had not provided an equipment additions form; incomplete.

one of the seven additions forms that were provided did not record an equipment item serial number; and

additions forms should be completed by asset owners at the time of the purchase, but we were advised that it

is common that they are not and have to be requested as part of the quarterly spend analysis exercise. Two of

the seven additions forms were not dated, but dates on the other five forms were post-dated, some significantly.

Recommendations Priority

1.1 We recommend that additions forms are obtained from asset owners promptly following equipment purchase
and that forms with missing data are returned to owners for completion.

Medium

Management Responses Target Date Responsible Officer
1.1 The Capital Finance Team include the new asset form on the Capital Scheme approval April 2024 Head of Capital Finance &
email that is sent out to the responsible budget holder when a new equipment purchase General Managers.

is approved. The email requests the form be completed when the new equipment asset
is received and returned to the Capital Finance Team. New assets are added to the
Fixed Asset Register each quarter. Any missing forms are subsequently chased with
the owning department. This process has significantly increased the number of forms
received over the past two years.

In addition to the above, the Capital Finance team will include a list of missing forms
as an agenda item for each monthly divisional meeting and will return forms where
information is incomplete. General Managers to ensure that forms are completed and
returned to Capital Finance.

NWSSP Audit and Assurance Services 9
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Matter arising 2: Asset disposal controls (Design)

We noted that currently asset owners have the authority to dispose of the assets in their care without the need to Potential risk of undetected
seek approval to do so, which under some circumstances could represent a control risk. Where equipment is being misappropriation of equipment.
scrapped or donated there may be little or no records that evidence what has taken place.

Recommendations Priority

2.1  We recommend where assets are disposed of and are not being sold, or where disposal forms are completed
retrospectively after an asset has not been found in a physical verification test, that asset owners are required Medium
to obtain the countersignature of their manager on the disposal form.

Management Responses Target Date Responsible Officer

2.1 To ensure all asset disposals are approved appropriately prior to disposal, a counter April 2024 Head of Capital Finance
signature from the General Manager for the Division will be added to the disposal form
and the Financial Control Procedure will be amended accordingly. The policy change
will need to be reported to and approved by the Audit Committee.

General Managers

NWSSP Audit and Assurance Services 10
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Matter arising 3: Physical verification of assets (Operation)

We conducted two-way physical verification testing of Health Board equipment assets, on a random sample basis to
assess the level of risk of misstatement within the equipment asset register and found the following:

Potential misstatement of the
Health Board’s equipment
e Register to physical asset: five (four non-tagged sample assets, one tagged sample assets) of the 20 assets assets.
selected from the register could not be physically identified at the time of the audit, either at the site indicated
in the register nor elsewhere.
e Physical asset to register: two of the 20 assets picked at random at the sites visited could not be subsequently
identified in the register.

Recommendations Priority

We recommend that the Health Board examine each exception individually and take appropriate action to rectify
the matter when the reason for the anomaly is determined.

All items that were not found in the register during a physical asset test should be accounted for. Asset owners
that did not submit a disposal form at the time of the disposal should be required to provide documentation to
evidence the disposal method and to corroborate what took place.

Management Responses Target Date Responsible Officer

3.1 Agree. These issues will be resolved in readiness for the end of year accounts and 315t March 2024 Head of Capital Finance
disposal forms requested for those assets that cannot be located.

NWSSP Audit and Assurance Services 11
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Appendix B: Assurance opinion and action plan risk rating

Audit Assurance Ratings

We define the following levels of assurance that governance, risk management and internal
control within the area under review are suitable designed and applied effectively:

. Few matters require attention and are compliance or advisory in
Substantial nature 9 P Y
. assurance '
i Low impact on residual risk exposure.

/ﬁ( R bl Some matters require management attention in control design or
J e€asonabie compliance.
£ assurance

i) Low to moderate impact on residual risk exposure until resolved.
\".'\ Limited More significant matters require management attention.
' II':'J ‘ assurance Moderate impact on residual risk exposure until resolved.

Action is required to address the whole control framework in this

‘ ‘ No assurance area.
~0 High impact on residual risk exposure until resolved.

Given to reviews and support provided to management which form

A t part of the internal audit plan, to which the assurance definitions
ssurance not o, ot appropriate.

s li | . . . .
Cf’:f' applicable These reviews are still relevant to the evidence base upon which
the overall opinion is formed.

Prioritisation of Recommendations

We categorise our recommendations according to their level of priority as follows:

Priority level  Explanation Management action

Poor system design OR widespread non-compliance.

Significant risk to achievement of a system objective OR Immediate*
evidence present of material loss, error or misstatement.

Minor weakness in system design OR limited non-compliance. o
Medium Within one month*

Some risk to achievement of a system objective.

Potential to enhance system design to improve efficiency or

effectiveness of controls.
Low Within three months*

Generally issues of good practice for management
consideration.

*Unless a more appropriate timescale is identified/agreed at the assignment.
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12/13 93/378



Partneriaeth
Q\IQ Cydwasanaethau
NHS %
WA

MLES | Shared Services
Partnership
gy

&
7

NHS Wales Shared Services Partnership
4-5 Charnwood Court

Heol Billingsley

Parc Nantgarw

Cardiff

CF15 7Qz

Website: Audit & Assurance Services -
NHS Wales Shared Services Partnership

13/13 94/378


https://nwssp.nhs.wales/ourservices/audit-assurance-services/
https://nwssp.nhs.wales/ourservices/audit-assurance-services/

Risk Management

Final Internal Audit Report
April 2024

Aneurin Bevan University Health Board

Partneriaeth
/Q\ GIG Cydwasanae thau Q aGlG Bwrdd lechyd Prifysgol
Ly g : EATD T T | aneurin sevan
\b/ N HS ethau Archwilio a Sicrwydd ~°’ N H S ity Health Board
\\\\\\ Shared Se
Pa rtnership
Audit and Assurance Services

1/8 95/378



Risk Management Final Internal Audit Report

Contents

=T e B AV =TS U ] 0 0 1= Y2 3
3 1 o Y [ [t o o I 4
AR D Y= = Y| [=Ta A6 Yo L fll T o Vo 11 o =3 4
Appendix A: Management ACtion Plan ... .o 6
Appendix B: Assurance opinion and action plan risk rating ..o 7

Review reference: AB-2324-05

Report status: Final

Fieldwork commencement: 4th March 2024

Fieldwork completion: 27t March 2024

Debrief meeting: 28" March 2024

Draft report issued: 28" March 2024

Management response received: 5t April 2024

Final report issued: 5t April 2024

Auditors: Stephen Chaney, Acting Head of Internal Audit

Laura Howells, Principal Internal Auditor
Executive sign-off: Rani Dash, Director of Corporate Governance
Distribution: Rani Dash, Director of Corporate Governance

Lucy Windsor, Head of Corporate Risk & Assurance
Committee: Audit, Risk and Assurance Committee

Audit and Assurance Services conform with all Public Sector Internal Audit Standards as validated
through the external quality assessment undertaken by the Chartered Institute of Public Finance &
Accountancy in April 2023

Acknowledgement
NHS Wales Audit and Assurance Services would like to acknowledge the time and co-operation given by
management and staff during the course of this review.

Disclaimer notice - please note

This audit report has been prepared for internal use only. Audit and Assurance Services reports are prepared, in
accordance with the agreed audit brief, and the Audit Charter as approved by the Audit, Risk and Assurance
Committee.

Audit reports are prepared by the staff of the NHS Wales Audit and Assurance Services and addressed to Independent
Members or officers including those designated as Accountable Officer. They are prepared for the sole use of the
Aneurin Bevan University Health Board (the Health Board) and no responsibility is taken by the Audit and Assurance
Services Internal Auditors to any director or officer in their individual capacity, or to any third party.Our work does
not provide absolute assurance that material errors, loss or fraud do not exist. Responsibility for a sound system of
internal controls and the prevention and detection of fraud and other irregularities rests with the Health Board. Work
performed by internal audit should not be relied upon to identify all strengths and weaknesses in internal controls,
or all circumstances of fraud or irregularity. Effective and timely implementation of recommendations is important
for the development and maintenance of a reliable internal control system.
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Executive Summary

Purpose Report Opinion
To assess on the effectiveness of the risk
management and assurance Trend

arrangements in place within the Health

Board in order to ensure that strategic ~Reasonable SOme  matters  require
objectives are achieved. management  attention in

' ﬁ,/ control design or compliance.
.
4

Overview Low to moderate impact 2022/23
on residual risk exposure

We have issued reasonable assurance on _
until resolved.

this area.

The matters requiring management

attention include: Assurance summary:

e Risks should be migrated to Datix
when the necessary Datix upgrades  Objectives Assurance
are made.

1 Identification of risks Reasonable

e An overarching Directorate risk

register should be compiled. There > Escalation of risks Substantial
should be a clear and documented
process of review of the risk The objectives and associated assurance ratings are not necessarily given

register. This can be achieved when equal weighting when formulating the overall audit opinion.
risks are migrated to Datix.

Other recommendations / advisory
points are within the detail of the report.

There is a clear escalation process in
place enabling risks to be effectively
reviewed at an appropriate level.

Risks are being appropriately scored and
updated with actions and updates
regularly provided.

.. Control Recommendation
Key Matters Arising Objective  Design or Priorit
; y
Operation
1 Datix 1 Design Medium
NWSSP Audit and Assurance Services 3
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1. Introduction

1.1 The Risk Management review was completed in line with the 2023/24 Internal
Audit Plan. The review sought to provide Aneurin Bevan University Health Board
(the 'Health Board’) with assurance that appropriate risk management
arrangements are in place within the divisions.

1.2 Risks that were considered as part of the review:

e key risks are not identified, assessed, recorded and / or escalated
throughout the Health Board;

e risks identified are not effectively managed resulting in patient harm / poor
patient experience, increased financial costs and / or reputational damage
to the Health Board;

e lack of awareness of the Risk Management Strategy and Framework.

1.3 This audit focused on the management of divisional risks, specifically within the
Digital Directorate.

2. Detailed Audit Findings

Objective 1: Risks at a divisional / service level are appropriately identified, assessed
and monitored in accordance with the Framework.

2.1 Risks are identified and managed within each of the ‘domains’ or teams across the
Directorate e.g. Strategy, Planning & Design, Digital Programmes, Service
Delivery, Information Services, etc and are escalated through local risk
management processes to the appropriate Assistant Director.

2.2 The Digital Programmes department has developed a Risk Management Approach
and Risk Escalation process to support identifying and managing risk via the
Programmes Risk. These documents identify but are not limited to:

roles and responsibilities relating to risk;

the risk escalation/reporting process;

risk register requirements;

actions to be taken to be inline with corporate risk management processes;
and

e how to grade risks.

2.3 Risks are not held on Datix, but rather, spreadsheets maintained on SharePoint.
There is no Directorate-wide risk register. Instead, there are ‘team’ risk registers
and a single risk register for all projects and programmes. There are six risk
registers in place in total. Although separate, all risk registers clearly use the
standard 5 x 5 risk scoring matrix to score risks as defined in the Health Board’s
Risk Management Policy and are prioritised on this basis.

2.4 This approach is in place as the Directorate has been waiting for the
implementation of the All-Wales risk management module within Datix. Since
December 2023, discussions have been underway with the Head of Corporate Risk

NWSSP Audit and Assurance Services 4
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& Assurance around the use of Datix for Directorate-wide risk management. The
Directorate is awaiting an update to the system, aligned to the new corporate risk
management policy and strategy before a planned migration of risks into Datix.
Matter arising 1.

2.5 We were informed that regular checks of due dates for review of risks, and their
mitigation / action updates are carried out by teams. There is no evidence of this
review. However, through review of the six risk registers we identified:

risks were appropriately scored using the approved scoring matrix;

risks were allocated a responsible officer/actioner;

risks were regularly added to the risk registers;

mitigating actions noted and progress updates; and

review dates of actions were missing in a number of instances but there was
evidence risks are regularly updated.

2.6 The Senior Directorate Team meet on a monthly basis and risk escalation is a
standard agenda item at that meeting. Review of the agenda and minutes
confirmed risks are reviewed and discussed at each meeting. However, there is a
lack of an audit trail identifying where individual risk registers are reviewed and
scrutinised.

Conclusion:

2.7 Risks are appropriately managed and scored. There is scope to streamline the
number of risk registers by migrating risks to Datix, therefore we have given this
area reasonable assurance.

Objective 2: There is appropriate management of risks identified at a divisional level,
including any escalation required.

2.8 As noted above, the Digital Directorate has developed and implemented an
escalation process for identified risks. Through discussion with staff, we were
informed that risks can also be escalated through project health check meetings
and project / programme board meetings. As the process is automated via
Sharepoint, notifications are issued following the completion of the escalation field
against each risk. In addition, we observed frequent action updates to risks
recorded.

2.9 The Digital Directorate has escalated one item (in three sections) to the Strategic
Risk Register. Updates are coordinated by the Portfolio Analyst on a monthly or
quarterly basis (depending on the risk score). Reminders are set for the first
Monday of each month for the lead of each risk section requiring an update. These
updates are then returned to the Corporate Governance Team.

2.10 Review of the Audit and Risk Committee minutes confirmed the strategic risk
identified is brought to the attention of senior management and discussed at an
appropriate level.

Conclusion:

2.11 There is a clear process for escalating risks further within the Health Board,
therefore we have provided substantial assurance over this area.

NWSSP Audit and Assurance Services 5
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Appendix A

Appendix A: Management Action Plan

Matter Arising 1: Datix (Design) Impact

Risks are not held on Datix, but rather, spreadsheets maintained on SharePoint. This approach is in place as Potential risk of:
the Directorate has been waiting for the implementation of the All-Wales risk management module within
Datix. Since December 2023, discussions have been underway with the Corporate Governance Team
regarding the use of Datix for Directorate-wide risk management. The Directorate is awaiting an update to
the system, aligned to the new corporate risk management policy & strategy before a planned migration of
risks into Datix.

1.1 The Digital Directorate should ensure that there is no additional risk exposure through the current
approach of recording divisional risks. Risks should be migrated to Datix as soon as functionality Medium
within the software becomes available.

Agreed Management Action Target Date Responsible Officer

e Risks being lost or
inappropriately modified.
No ability of comparability
between Divisions

1.1 The Health Board is still waiting for an implementation date for the Once for 30 September Head of Corporate Risk and
Wales Risk Module (RLDatix). In the interim, the Head of Corporate Risk and 2024 Assurance / Assistant Director of
Assurance is working with the Head of Health and Safety to improve the risk Digital Programmes

reporting form on the Datix legacy system, as the current format is onerous,
overly complicated, and easy to override required sections. The Once for Wales
Datix Risk Module is being trialled in Powys and has been well received; thus,
the risk recording form from the RLDatix system will be replicated in the Datix
legacy system to aid in the migration of locally held risk registers to Datix.

The Digital Directorate will test the new form by adding all its risks to Datix.
Training on the Datix system will be provided to ensure that all Datix Users
within the Directorate understand how to use the system to manage risks and
run reports to gain insight into the Directorate's risk exposure.

NWSSP Audit and Assurance Services 6
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Appendix B: Assurance opinion and action plan risk rating

Audit Assurance Ratings

We define the following levels of assurance that governance, risk management and internal
control within the area under review are suitable designed and applied effectively:

. Few matters require attention and are compliance or advisory in
' % Substantial nature q P Y
- nce '
(" assura Low impact on residual risk exposure.

Some matters require management attention in control design or

/,! Reasonable compliance.
Ifil." assurance Low to moderate impact on residual risk exposure until

resolved.
\:\ Limited More significant matters require management attention.
' ":] ‘ assurance Moderate impact on residual risk exposure until resolved.

Action is required to address the whole control framework in this

‘ ‘ Unsatisfactory area.
“‘_:::' High impact on residual risk exposure until resolved.

Given to reviews and support provided to management which
A t form part of the internal audit plan, to which the assurance
ssurla_ncglno definitions are not appropriate.
C;’f applicable These reviews are still relevant to the evidence base upon which
the overall opinion is formed.

Prioritisation of Recommendations

We categorise our recommendations according to their level of priority as follows:

P:':‘)’:Ity Explanation Management action

Poor system design OR widespread non-compliance.

High Significant risk to achievement of a system objective OR Immediate*
evidence present of material loss, error or misstatement.

. Minor weakness in system design OR limited non-compliance. o
Medium Y g P Within one month*

Some risk to achievement of a system objective.

Potential to enhance system design to improve efficiency or

effectiveness of controls.
Low Within three months*

Generally issues of good practice for management
consideration.

* Unless a more appropriate timescale is identified/agreed at the assignment.
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Executive Summary

Purpose

The purpose of the audit was to review Report Opinion

the compliance with the NHS Wales

Managing Absence at Work Policy. This Trend
was not an audit on the number of

sickness absence episodes but whether ~Reasonable Some — matters  require

the Health Board is acting promptly and y, management  attention in

managing the interests of all parties ‘ i control design or compliance. N/A

within the process of managing long term ) Low to moderate impact on

sickness absence. residual risk exposure until
resolved.

Overview

We have issued reasonable assurance on

this area. The audit focused on the Assurance summary!

application of the NHS Wales Managing

Attendance at Work Policy and the Objectives Assurance
management of long-term sickness
absence across the Health Board. We
found the policy is being applied
correctly, alongside additional actions to iThe objectives and associated assurance ratings are not necessarily given
aid staff in implementing the policy. equal weighting when formulating the overall audit opinion.

These actions include training, sickness

absence groups and deep dives to assist

with the design of action plans. We also

found pockets of good practice, which

assist staff’s wellbeing.

Adherence to NHS Wales Managing

Absence at Work Policy Reasonable

The matters requiring management
attention include:

e The review of the NHS Wales
Managing Attendance at work
Policy: Information Pack to ensure it
is up to date, as it was up for review
in November 2021.

e Instances across the Health Board
where the policy has not been
completed fully which need to be
reinforced.

Further matters arising concerning the
areas for refinement and further
development have also been noted (see

Appendix A).
. - control Recommendation
Key Matters Arising Objective  Design or Briorit
; y
Operation
NHS Wales Managing Attendance at Work 1 Design
1 ; . Low
Policy: Information Pack
2 Application of Policy 1 Operation Medium
NWSSP Audit and Assurance Services 3
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1. Introduction

2.1 The review for long term sickness absence management was completed in line with
the 2023/24 Internal Audit Plan. The NHS Wales Managing Absence at Work Policy
(the *Policy’) directs Aneurin Bevan University Health Board (the ‘Health Board’) on
how to manage long term sickness absence within the organisation. In particular,
the main objectives for the Policy are “to support the health and wellbeing of
employees in the workplace, support employees to return to work following a
period of sickness absence safely and as quickly as possible and support employees
to sustain their attendance at work.”

1.1 The risks in this review included:
e Increased sickness absence levels, resulting in service delivery difficulties;
e Impact on staff morale and wellbeing from increased workload;
e Increased risk of patient harm because of the lack of substantive staff; and

e Adverse impact on financial and non-financial resources throughout the
health board.

2. Detailed Audit Findings

Objective 1: Adherence to the requirements and objectives of Section 4 (and
other relevant sections) of the NHS Wales Managing Attendance at Work
Policy

2.2 The Health Board has adopted the NHS Wales Managing Attendance at Work
(MAAW) Policy. The Policy is readily available to all Health Board employees via
the SharePoint site. It is noted that the policy was due for review several years
ago (December 2021). We acknowledge that as an NHS Wales policy this would
require the Welsh Partnership forum to review, approve and distribute the
document. The Health Board has the NHS Wales Managing Attendance at work:
information pack (the ‘pack’) which is aligned to the policy.

2.3 As part of the audit, we reviewed an Electronic Staff Record (ESR) report detailing
all long term (more than 28 days) sickness episodes, covering a 12-month period
from January to December 2023. The report included all ‘open’ (staff were still
absent from work) and ‘closed’ (staff had since returned to work) long term
absences. This was to test the completeness of the process.

2.4 The management of a long-term sickness absence differs from that of a short-term
episode by there being more emphasis upon communication and contact between
the staff member and line manager.

2.5 Asample of 21 individuals was selected at random and included a range of sickness
lengths from just over 28 days through to absences more than 365 days.

2.6 We selected a coverage throughout different service areas within the Health Board,
including:

NWSSP Audit and Assurance Services 4
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Division / Department Sample size
Clinical Support Services 2
Facilities 5
Family & Therapies 4
Medicine 2
Mental Health & Learning Disabilities 1
Primary Care & Community Services 4
Scheduled Care 2
Urgent Care 1

Information pack:

2.7 The Health Board’s pack is aligned to the policy and contains all the necessary
information to manage long-term sickness absences. This information sets out the
process, definitions, and templates to utilise when managing absence. The
documentation is hosted on the Health Board’s SharePoint for managers to use.

2.8 The review date for the pack states November 2021 and has not been reviewed
since it was written in November 2018. Whilst it is still aligned with the policy,
there are some changes which require updating. The main one being about the
Occupational Health referral process which has now moved from a paper-based
process with a signed form to an electronic referral process.

The above points are included within matter arising one.
Application of Policy:

2.9 During testing we confirmed that managers are very familiar with the policy and
process and are using it effectively and in a compassionate manner. Overall, there
is evidence of good, regular contact between managers and staff members,
through face-to-face meetings and emails. Whilst phone calls, WhatsApp and text
messages are used for general keeping in touch updates and wellbeing
conversations, we confirmed that formal records were being maintained too. For
example, the completion of contact forms, together with fit notes being retained
on personnel files and return to work discussions completed.

2.10 We requested the names of managers / supervisors for the sample tested. From
twenty-one sickness absences tested we found sixteen members of staff did not
have the correct manager recorded on ESR. This in turn required additional work
to try and locate the correct manager to discuss the relevant member of staff’s

NWSSP Audit and Assurance Services 5
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long term sickness absence. We also discussed with each manager the process
they adopted for the management of long-term sickness absence episodes. We
found that there was a good understanding of the process and in addition, felt
there was support from the Workforce and OD Team, when required.

2.11 However, during testing we identified instances where the application of the policy
was not fully adhered to. These are listed below, but primarily focused on the
outcome letters not being completed, following sickness meetings with the staff
member. Furthermore, where they were completed, it was difficult to determine if
Occupational Health referrals had been completed or not.

2.12 We also found that it was not always clear if the recommendations from
Occupational Health or the Workforce and OD team had been discussed and / or
implemented. For example, whether phased return, redeployment, flexible working
and / or wellbeing assistance options had been offered to the staff member.

The above points are included within matter arising two.
Communication:

2.13 We saw strong evidence of good communication taking place across the Health
Board between staff and managers from the moment the sickness absence
commenced onwards. This included regular updates provided by staff to managers
through many different platforms, up to date sick notes, meeting invitation letters
being sent and monthly sickness meetings taking place to discuss plans to return
to work.

2.14 There is evidence of good communication regarding the promotion of wellbeing
and helping staff to remain at work. This can be seen within the Health Board’s
People Plan (the ‘Plan’), with its first key deliverable for 2022-25 being focused on
staff health and wellbeing, which sometimes can contribute towards long term
sickness. The focus within the Plan is also for the manager to engage and actively
listen to staff and consider appropriate action(s).

General Observations:

2.15 During the audit we were informed of the good support provided by the Workforce
and OD team when required. This was provided in the form of policy guidance and
attendance at sickness meetings, when required.

2.16 Within the Workforce and OD team, internal meetings monitor the Workforce
Dashboard and long-term sickness absence hotspots. These groups have been
operating for over a year and seek to improve sickness absence rates. This is led
by a 12-month action plan, with a series of ‘deep-dive’ reviews into service areas.

2.17 Training in Managing Attendance at work has recently been operating throughout
the Health Board. Details of which are on the SharePoint site and so far, there has
been good demand for the training, with more dates provided. All managers with
the responsibility for absence management should attend the training. This will
often be addressed locally through one-to-one discussions. Workforce and OD team
coach new managers withing Divisions so they are effectively trained and coached
through real cases working alongside one of the Workforce and OD team.

NWSSP Audit and Assurance Services 6
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Good Practice:

2.18 We came across the Facilities Divisional Business Unit (DBU) which takes an active
role in the management of long-term sickness along with supporting management
with the administration of E-Systems, ESR and Health Roster and supporting the
process of PADRs and payroll. All sickness absences within the Facilities division
are processed with the DBU, where the team manage sickness absence meeting
invitations and outcome letters. Reports are also generated to monitor outstanding
steps within the process that are yet to be completed.

2.19 We also found that Pathology is in the process of finalising a standard operating
procedure (SOP) focused on raising concerns, with a confidential number for staff
to call if they wish to discuss any work or personal related matters which may be
affecting them. Alongside this, we were informed of “Wellbeing Wednesdays”
within acute medicine to help and support junior doctors.

Conclusion:

2.20 We found the application of the policy generally positive throughout the Health
Board, with training offered to service areas that require support. Alongside this,
we observed some examples of good practice, particularly within Facilities,
Pathology, and acute Medicine. However, the testing does highlight some instances
where the process has not been fully completed and these need to be addressed
going forward. Therefore, we have provided reasonable assurance for this
objective.

NWSSP Audit and Assurance Services 7
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Appendix A: Management Action Plan
Matter Arising 1: NHS Wales Managing Attendance at Work Policy: Information Pack (Design)

The NHS Wales Managing Attendance at Work (MAAW) Policy (the ‘Policy’) has been adopted across all NHS @ Potential risk of:
organisations. There is a Health Board Information Pack (the ‘Pack’) in place, which compliments the Policy
that was issued in November 2018. The review date for the Pack was November 2021, but this has not yet
been completed. The Pack is widely used across the Health Board by managers to assist with the contact logs,
contact sheets, sickness absence meeting sheets and letters templates. Overall, the information in the Pack is
consistent with the Policy, however reference made to the Occupational Health process is slightly outdated. As
it states in Appendix 17 that an Occupational Health Form should be completed, signed and sent. However,
now it is an electronic process.

1l.1a The Health Board should review the Pack to ensure it is up to date and in line with the Health Board's

e Managers using the
information pack are not being
given the correct information.

processes and remains fully aligned to the NHS Wales Managing Attendance at Work Policy. Low
Agreed Management Action Target Date Responsible Officer
1.1a To update the pack, to include the enhanced OH referral process and any other 30 June 2024 Director of Workforce and OD

appropriate updates, whilst recognising that the pack predicates on the policy,
which requires national approval and update.

NWSSP Audit and Assurance Services 8
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Matter Arising 2: Application of Policy (Operation)

We selected a sample of 21 long term sickness episodes for testing, across the following service areas. Potential risk of:

Division / Department How many in e Long term sickness process not
sample aglhered to, and staff prgvided
Clinical SUpport services > W|th_ the support and guidance
required.
Facilities 5
Family & Therapies 4
Medicine 2
Mental Health & Learning Disabilities | 1
Primary Care & Community Services |4
Scheduled Care 2
Urgent Care 1
We found that the Policy was largely applied throughout the sample tested, with the following exceptions /
observations identified.
e sixteen ESR details are not correct for line manager / supervisor purposes;
e five outcome letters following sickness meetings were not completed;
e two instances where the return-to-work process was not completed;
e three instances where it was not possible to determine if Occupational Health referrals had been made
or not;
e four examples where we were unable to determine if recommendations from Occupational or the
Workforce and OD Team had been implemented; and
e five instances where we were unable to determine if flexible working arrangements had been offered to
assist with the employee’s return to work.
NWSSP Audit and Assurance Services 9

9/12 111/378



Long Term Sickness Absence Management Final Internal Audit Report
Appendix A

2.1a The Health Board should encourage staff to ensure manager details are correct on ESR for all
employees.

There should be regular communications with divisions and prompts to ensure long-term sickness is Medium

2.1b managed effectively and all steps of the process are completed fully and correctly.

Agreed Management Action Target Date Responsible Officer

2.1a Periodic reminders to update details including manager details will be published 30 April 2024 Director of Workforce and OD
on ESR portal. In additional, annual report to be run for review by division on
manager allocation in ESR

Review training material to ensure that all issues above are included. Long term
H H A\ ” . . 30 June 2024
2.1b sickness process to be updated in “the pack” plus internal sickness absence
group to produce regular comms/tips on effectively managing and supporting
staff who are absent.

Director of Workforce and OD
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Appendix B: Assurance opinion and action plan risk rating

Audit Assurance Ratings

We define the following levels of assurance that governance, risk management and internal
control within the area under review are suitable designed and applied effectively:

. Few matters require attention and are compliance or advisory in
' % Substantial nature q P Y
- nce '
(" assura Low impact on residual risk exposure.

Some matters require management attention in control design or

/,! Reasonable compliance.
Ifil." assurance Low to moderate impact on residual risk exposure until

resolved.
\:\ Limited More significant matters require management attention.
' ":] ‘ assurance Moderate impact on residual risk exposure until resolved.

Action is required to address the whole control framework in this

‘ ‘ Unsatisfactory area.
“‘_:::' High impact on residual risk exposure until resolved.

Given to reviews and support provided to management which
A t form part of the internal audit plan, to which the assurance
ssurla_ncglno definitions are not appropriate.
C;’f applicable These reviews are still relevant to the evidence base upon which
the overall opinion is formed.

Prioritisation of Recommendations

We categorise our recommendations according to their level of priority as follows:

P:':‘)’:Ity Explanation Management action

Poor system design OR widespread non-compliance.

High Significant risk to achievement of a system objective OR Immediate*
evidence present of material loss, error or misstatement.

. Minor weakness in system design OR limited non-compliance. o
Medium Y g P Within one month*

Some risk to achievement of a system objective.

Potential to enhance system design to improve efficiency or

effectiveness of controls.
Low Within three months*

Generally issues of good practice for management
consideration.

* Unless a more appropriate timescale is identified/agreed at the assignment.
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Disclaimer notice - please note
This report has been prepared for internal use only. Audit and Assurance Services reports are prepared, in accordance
with the agreed audit brief, and the Audit Charter as approved by the Audit, Risk and Assurance Committee.

Reports are prepared by the staff of the NHS Wales Audit and Assurance Services and addressed to Independent
Members or officers including those designated as Accountable Officer. They are prepared for the sole use of the
Aneurin Bevan University Health Board (the Health Board) and no responsibility is taken by the Audit and Assurance
Services Internal Auditors to any director or officer in their individual capacity, or to any third party.

Our work does not provide absolute assurance that material errors, loss or fraud do not exist. Responsibility for a
sound system of internal controls and the prevention and detection of fraud and other irregularities rests with the
Health Board. Work performed by internal audit should not be relied upon to identify all strengths and weaknesses
in internal controls, or all circumstances of fraud or irregularity. Effective and timely implementation of
recommendations is important for the development and maintenance of a reliable internal control system.
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Follow-up of High Priority
Recommendations

Final Internal Review Report

Executive Summary

Purpose

To assess whether high priority Report Opinion

internal audit recommendations have
been implemented and the
completeness and accuracy of the
updates provided to the Audit, Risk
and Assurance Committee via the
Audit Recommendation Tracking Tool
(the ‘Tracker’).

Overview

We reviewed whether any 2022/23
internal audit recommendations,
scheduled to be completed after
October 2022 and any 2023/24
recommendations due for completion
before October 2023 had been
implemented / recorded onto the
Health Board’s Tracker.

Overall, we found that the process for
updating the Tracker and extending
recommendation deadlines is clear.

However, we have made some
suggestions for consideration, to
ensure the Tracker remains fully
accurate, including a periodic
completeness review of actions
included within the Tracker and the
ongoing appropriateness of the
action implementation timeframes.

Trend

Assurance
Not Applicable

Given to reviews and
support provided to
management which form
part of the internal audit
plan, to which the
assurance definitions are
not appropriate.

These reviews are still
relevant to the evidence
base upon which the
overall opinion is formed.

N/A

NWSSP Audit and Assurance Services
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Follow-up of High Priority Final Internal Review Report
Recommendations

1. Introduction

1.1 The Follow-up of High Priority Recommendations review was completed in line
with the 2023/24 Internal Audit Plan. The review sought to determine if a sample
of high priority recommendations had been implemented appropriately and in a
timely manner by Aneurin Bevan University Health Board (the 'Health Board’).

1.2 Risks considered as part of this review include:

o failure to implement agreed high priority audit recommendations in a timely
manner;

e increased financial, clinical, statutory and reputational risk for the Health
Board; and

e inaccurate reporting of the Tracker within the Health Board.

1.3 The scope of this follow-up review has not provided assurance against the full
scope and objectives of the original audits. The ‘follow-up review opinion’
provides a summary status against the level of implementation of the identified
actions and outstanding recommendations.

2. Detailed Review Findings

Objective 1: the level of implementation of the high priority recommendations raised
during the 2022/2023 and 2023/2024 financial year that were due to be completed
before October 2023

2.1 We reviewed the current position of the 23 recommendations due for completion
after October 2022 and before October 2023. From the 23 high priority
recommendations raised previously, we agreed with the current position / tracking
of all recommendations, with no adjustments required.

2.2 There was one recommendation in relation to the 2022/23 Clinical Audit report
which was not included within the Tracker. However, through further investigation
we identified the action to be closed with the appropriate evidence in place. We
suspect a clerical error and the crossover between other Clinical Audit
recommendations was the underlying reason for it not being included within the
Tracker.

2.3 It was noted that a larger number of actions had been closed this year (13 actions)
compared with the same follow-up review last year (seven actions).

Conclusion:

2.4 We found that management actions are being closed when appropriate evidence is
in place. However, management should review the Tracker to ensure that all
actions are included.

NWSSP Audit and Assurance Services 4
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Follow-up of High Priority Final Internal Review Report
Recommendations

Objective 2: the completeness and accuracy of the updates provided to the Audit,
Risk and Assurance Committee via the Audit Action Tracker (the ‘Tracker’)

2.5 We tested the completeness of the Tracker and found that it is regularly updated
for each Audit, Risk and Assurance Committee (the ‘Committee’). The Head of
Corporate Risk and Assurance discusses the position of outstanding high actions
with relevant staff prior to the Tracker being updated. A status update is provided
to the Committee.

2.6 The Tracker includes a column for a deadline extension. The original
recommendation deadline is noted and where an extension is requested, a new
deadline is set. Extensions are presented and discussed to the Committee, with
appropriate challenge taking place when required.

2.7 Six out of the seven actions sampled that were noted as still ongoing, were overdue
for completion. The Tracker holds progress updates on each of these actions and
each has been updated with progress recently. We were informed that the new
deadlines for completion would be updated at the next Committee in April, as this
is the designated forum for extending deadlines when required.

2.8 There is evidence the Tracker is adjusted regularly with status updates.
Justification is noted when action deadlines are extended.

Conclusion:

2.9 The Tracker should continue to be regularly reviewed, to ensure actions are
completed within their designated closure period and any exceptions have an
updated and appropriate deadline for completion.

NWSSP Audit and Assurance Services 5
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Disclaimer notice - please note
This audit report has been prepared for internal use only. Audit and Assurance Services reports are
prepared in accordance with the agreed audit brief and the Audit Charter, as approved by the Audit,
Risk and Assurance Committee.

Audit reports are prepared by the staff of the NHS Wales Audit and Assurance Services and addressed
to Independent Members or officers including those designated as Accountable Officer. They are
prepared for the sole use of the Aneurin Bevan University Health Board and no responsibility is taken
by the Audit and Assurance Services Internal Auditors to any director or officer in their individual
capacity, or to any third party.
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1. Introduction

This document sets out the Internal Audit Plan for 2024/25 (the ‘Plan’)
detailing the audits to be undertaken and an analysis of the corresponding
resources. It also contains the Internal Audit Charter which defines the
over-arching purpose, authority and responsibility of Internal Audit and the
Key Performance Indicators for the service.

The Accountable Officer (the ‘Health Board Chief Executive’) is required to
certify, in the Annual Governance Statement, that they have reviewed the
effectiveness of the organisation’s governance arrangements, including the
internal control systems, and provide confirmation that these arrangements
have been effective, with any qualifications as necessary including required
developments and improvement to address any issues identified.

The purpose of Internal Audit is to provide the Accountable Officer and the
Board, through the Audit, Risk and Assurance Committee, with an
independent and objective annual opinion on the overall adequacy and
effectiveness of the organisation’s framework of governance, risk
management, and control. The opinion should be used to inform the Annual
Governance Statement.

Additionally, the findings and recommendations from internal audit reviews
may be used by Health Board management to improve governance, risk
management, and control within their operational areas.

The Public Sector Internal Audit Standards (the ‘Standards’) require that
‘The risk-based plan must take into account the requirement to produce an
annual internal audit opinion and the assurance framework. It must
incorporate or be linked to a strategic or high-level statement of how the
internal audit service will be delivered in accordance with the internal audit
charter and how it links to the organisational objectives and priorities.’

Accordingly, this document sets out the risk-based approach and the Plan
for 2024/25. The Plan will be delivered in accordance with the Internal Audit
Charter and the agreed KPIs which are monitored and reported to you. All
internal audit activity will be provided by Audit & Assurance Services, a part
of NHS Wales Shared Services Partnership (NWSSP).

1.1 National Assurance Audits

The proposed Plan includes assurance audits on some services that are
provided by DHCW, NWSSP, WHSSC and EASC on behalf of NHS Wales.
These audits will be included in Appendix A when agreed formally. These
audits are part of the risk-based programme of work for DHCW, NWSSP
and Cwm Taf Morgannwg UHB (for WHSSC and EASC) but the results, as
in previous years, are reported to the relevant Health Boards, Trust and
SHAs and are used to inform the overall annual Internal Audit opinion for
those organisations.

NWSSP Audit and Assurance Services 3
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2. Developing the Internal Audit Plan

2.1 Link to the Public Sector Internal Audit Standards

The Plan has been developed in accordance with Standard 2010 - Planning,
to enable the Head of Internal Audit to meet the following key objectives:

e the need to establish risk-based plans to determine the priorities of the
internal audit activity, consistent with the organisation’s goals;

e provision to the Accountable Officer of an overall independent and
objective annual opinion on the organisation’s governance, risk
management, and control, which will in turn support the preparation of
the Annual Governance Statement;

e audits of the organisation’s governance, risk management, and control
arrangements which afford suitable priority to the organisation’s
objectives and risks;

e improvement of the organisation’s governance, risk management, and
control arrangements by providing line management with
recommendations arising from audit work;

e confirmation of the audit resources required to deliver the Internal Audit
Plan;

e effective co-operation with Audit Wales as external auditor and other
review bodies functioning in the organisation; and

e provision of both assurance (opinion based) and consulting
engagements by Internal Audit.

2.2 Risk based internal audit planning approach

Our risk-based planning approach recognises the need for the prioritisation
of audit coverage to provide assurance on the management of key areas of
risk, and our approach addresses this by considering:

e the organisation’s risk assessment and maturity;

e the organisation’s response to key areas of governance, risk
management and control;

e the previous years’ internal audit activities; and

e the audit resources required to provide a balanced and comprehensive
view.

Our planning takes into account the NHS Wales Planning Framework and
other NHS Wales priorities and is mindful of significant national changes
that are taking place, in particular the significant backlog in NHS treatment.
In addition, the plan aims to reflect the significant local changes occurring
as identified through the Integrated Medium-Term Plan (IMTP) and Annual
Plan and other changes within the organisation, assurance needs, identified

NWSSP Audit and Assurance Services 4
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concerns from our discussions with management, and emerging risks.

We will ensure that the plan remains fit for purpose by recommending
changes where appropriate and reacting to any emerging issues throughout
the year. Any necessary updates will be reported to the Audit, Risk and
Assurance Committee in line with the Internal Audit Charter.

While some areas of governance, risk management and control will require
annual consideration, our risk-based planning approach recognises that it
is not possible to audit every area of an organisation’s activities every year.
Therefore, our approach identifies auditable areas (the ‘audit universe’).
The risk associated with each auditable area is assessed and this
determines the appropriate frequency for review.

In addition, we will, if requested, also agree a programme of work through
both the Board Secretaries and Directors of Finance networks. These audits
and reviews may be undertaken across all NHS bodies or a particular sub-
set, for example at Health Boards only.

Therefore, our audit plan is made up of a number of key components:

1) Consideration of key governance and risk areas: We have identified a
number of areas where an annual consideration supports the most efficient
and effective delivery of an annual opinion. These cover the Governance
and Board Assurance Framework, Risk Management, Clinical Governance
and Quality, Financial Sustainability, Performance Monitoring &
Management and an overall IM&T assessment. In each case we anticipate
a short overview to establish the arrangements in place including any
changes from the previous year with detailed testing or further work where
required.

2) Organisation based audit work - this covers key risks and priorities from
the Board Assurance Framework and the Corporate Risk Register together
with other auditable areas identified and prioritised through our planning
approach. This work combines elements of governance and risk
management with the controls and processes put in place by management
to effectively manage the areas under review.

3) Follow up: this is follow-up work on previous limited and no assurance
reports as well as other high priority recommendations. Our work here also
links to the organisation’s recommendation tracker and considers the
impact of their implementation on the systems of governance and control.

4) Work agreed with the Board Secretaries, Directors of Finance, other
executive peer groups, or Audit Committee Chairs in response to common
risks faced by a number of organisations. This may be advisory work in
order to identify areas of best practice or shared learning.

5) The impact of audits undertaken at other NHS Wales bodies that impacts
on the Health Board, namely NHS Wales Shared Services Partnership
(NWSSP), Digital Health and Care Wales (DHCW), WHSSC and EASC.

6) Where appropriate, Integrated Audit & Assurance Plans will be agreed

NWSSP Audit and Assurance Services 5
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for major capital and transformation schemes and charged for separately.
Health bodies are able to add a provision for audit and assurance costs into
the Final Business Case for major capital bids.

These components are designed to ensure that our internal audit
programmes comply with all of the requirements of the Standards, supports
the maximisation of the benefits of being an all-NHS Wales wide internal
audit service, and allows us to respond in an agile way to requests for audit
input at both an all-Wales and organisational level.

2.3 Link to the Health Board’s systems of assurance

The risk based internal audit planning approach integrates with the Health
Board’s systems of assurance; therefore, we have considered the following:

e a review of the Board’s vision, values and forward priorities as outlined
in the Annual Plan and three year Integrated Medium Term Plan (IMTP);

e an assessment of the Health Board’s governance and assurance
arrangements and the contents of the corporate risk register;

e risks identified in papers to the Board and its Committees (in particular
the Audit, Risk and Assurance Committee and the Patient Quality,
Safety and Outcomes Committee);

e key strategic risks identified within the corporate risk register and
assurance processes;

e discussions with Executive Directors regarding risks and assurance
needs in areas of corporate responsibility;

e cumulative internal audit knowledge of governance, risk management,
and control arrangements (including a consideration of past internal
audit opinions);

e new developments and service changes;
e legislative requirements to which the organisation is required to comply;

e planned audit coverage of systems and processes provided through
NWSSP, DHCW, WHSSC and EASC;

e work undertaken by other supporting functions of the Audit, Risk and
Assurance Committee including Local Counter-Fraud Services (LCFS)
and the Post-Payment Verification Team (PPV) where appropriate;

e work undertaken by other review bodies including Audit Wales and
Healthcare Inspectorate Wales (HIW); and

e coverage necessary to provide assurance to the Accountable Officer in
support of the Annual Governance Statement.

2.4 Audit planning meetings

In developing the Plan, in addition to consideration of the above, the Head
of Internal Audit has met and spoken with a number of Health Board
Executives and Independent members to discuss current areas of risk and

NWSSP Audit and Assurance Services 6
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related assurance needs. Meetings have been held, and planning
information shared, with the Health Board’s Executive team, the Chair of
the Audit, Risk and Assurance Committee and the Chair of the Board.

The draft Plan has been provided to the Health Board’s Executive
Management Team to ensure that Internal Audit’s focus is best targeted to
areas of risk.

3. Audit risk assessment

The prioritisation of audit coverage across the audit universe is based on
both our and the organisation’s assessment of risk and assurance
requirements as defined in the Board Assurance Framework and Corporate
Risk Register.

The maturity of these risk and assurance systems allows us to consider
both inherent risk (impact and likelihood) and mitigation (adequacy and
effectiveness of internal controls). Our assessment also takes into account
corporate risk, materiality or significance, system complexity, previous
audit findings, and potential for fraud.

4. Planned internal audit coverage

4.1 Internal Audit Plan 2024/25

The Plan is set out in Appendix A and identifies the audit assignments, lead
executive officers, outline scopes, and proposed timings. It is structured
under the six components referred to in section 2.2.

Where appropriate the Plan makes cross reference to key strategic risks
identified within the corporate risk register and related systems of
assurance together with the proposed audit response within the outline
scope.

The scope, objectives and audit resource requirements and timing will be
refined in each area when developing the audit scope in discussion with the
responsible executive director(s) and operational management.

The scheduling takes account of the optimum timing for the performance
of specific assignments in discussion with management, and Audit Wales
requirements if appropriate.

The Audit, Risk and Assurance Committee will be kept appraised of
performance in delivery of the Plan, and any required changes, through
routine progress reports to each Audit, Risk and Assurance Committee
meeting.

The majority of the audit work will be undertaken by our regionally based
teams with support from our national Capital & Estates team, in terms of
capital audit and estates assurance work, and from our IM&T team, in terms
of Information Governance, IT security and Digital work.

4.2 Keeping the plan under review

NWSSP Audit and Assurance Services 7
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Our risk assessment and resulting Plan is limited to matters emerging from
the planning processes indicated above.

Audit & Assurance Services is committed to ensuring its service focuses on
priority risk areas, business critical systems, and the provision of assurance
to management across the medium term and in the operational year ahead.
As in any given year, our Plan will be kept under review and may be subject
to change to ensure it remains fit for purpose. To this end, the need for
flexibility and a revisit of the focus and timing of the proposed work will be
necessary at some point during the year.

Consistent with previous years, and in accordance with best professional
practice, an unallocated contingency provision has been retained in the Plan
to enable Internal Audit to respond to emerging risks and priorities
identified by the Executive Team and endorsed by the Audit, Risk and
Assurance Committee. Any changes to the Plan will be based upon
consideration of risk and need and will be presented to the Audit, Risk and
Assurance Committee for approval.

Regular liaison with Audit Wales as your External Auditor will take place to
coordinate planned coverage and ensure optimum benefit is derived from
the total audit resource.

5. Resource needs assessment

The plan has been put together on the basis of the planning process
described in this document. The plan includes sufficient audit work to be
able to give an annual Head of Internal Audit Opinion in line with the
requirements of Standard 2450 - Overall Opinions.

Audit & Assurance Services confirms that it has the necessary resources to
deliver the agreed plan.

Provision has also been made for other essential audit work including
planning, management, reporting and follow-up.

If additional work, support or further input necessary to deliver the plan is
required during the year over and above the total indicative resource
requirement a fee may be charged. Any change to the plan will be based
upon consideration of risk and need and presented to the Audit, Risk and
Assurance Committee for approval.

The Standards enable Internal Audit to provide consulting services to
management. The commissioning of these additional services by the Health
Board, unless already included in the plan, is discretionary. Accordingly, a
separate fee may need to be agreed for any additional work.

In addition, any capital audit work in relation to specific projects will be
charged for separately on the basis of a separately agreed Integrated Audit
& Assurance Plan. Where this is the case, a provision for this work would
have been included by the Health Board in its business case submission.

NWSSP Audit and Assurance Services 8
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6. Action required

The Audit, Risk and Assurance Committee is invited to consider the Internal
Audit Plan for 2024/25 and:

e approve the Internal Audit Plan for 2024/25;

e approve the Internal Audit Charter; and

e note the associated Internal Audit resource requirements and Key
Performance Indicators.

Stephen Chaney
Head of Internal Audit
NHS Wales Shared Services Partnership

NWSSP Audit and Assurance Services 9
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Appendix A: Internal Audit Plan 2024/2025

Planned output

Audit
Ref

Strategic
Risk
Register
Reference

Outline Scope

Executive
Lead

Outline
Timing

Financial 1 SRR001 To determine if appropriate recovery Director of Q3
Sustainability plans are in place to achieve a Finance,
SRR001g | sustainable financial position, including | Procurement
the impact of any associated reduction | and Value /
SRROO1h |in non-recurrent public health funding. | Director of
Public Health
and Strategic
Partnerships
IMTP - Service 2 SRR0OO01 To provide an opinion over the Director of Q2
Delivery Plans arrangements in place for developing Strategy,
IMTP deliverables based on models of | Planning and
data e.g. demand and capacity. Partnerships

Contract Management 3 To determine if contract management | Chief Operating Q4
controls are operating effectively, Officer
including engagement with
stakeholders.

Facilities Stock 4 SRR0O01 A dedicated follow-up review over the | Chief Operating Q2
implementation progress of the Officer
recommendations raised within the
2023/24.

NWSSP Audit and Assurance Services 10
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Planned output

Strategic

Risk

Register
Reference

Outline Scope

Executive
Lead

Outline
Timing

Performance 5 To provide assurance over the new Director of Q3
Framework performance framework, including Strategy,

escalation arrangements. Planning and

Partnerships

Embedding of Policies 6 SRRO08 To ensure the Serious Incident Policy Director of Q2

and Whistleblowing Policies have been | Nursing

fully implemented.
Declarations of 7 To provide assurance over the Director of Q1
Interest arrangements for registering and Corporate

managing potential conflicts caused by | Governance

the receipt of gifts, hospitality and

external interests.
Divisional Governance 8 A review of the governance Chief Operating Q2
Arrangements arrangements in place within divisions | Officer

(excl. Mental Health and LD), to

ensure key risks / matters arising are

escalated and / or managed

effectively.
Directorate Review - 9 SRR0O03 A review to ensure that arrangements | Chief Operating Q2
Mental Health and from the 90 day plan for the division Officer
Learning Disabilities have been embedded.
Maternity Services 10 SRR0OO05 A continuation from the 2023/24 Director of Q3
Improvement Plan internal audit of Maternity Services Nursing

Action Plan, to ensure that external
NWSSP Audit and Assurance Services 11
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Planned output

Audit
Ref

Strategic

Risk

Register
Reference

Outline Scope

recommendations raised are on track
to being fully implemented.

Executive
Lead

Outline
Timing

End of Life Care 11 To determine if packages of care are Director of Q1
appropriately planned in advance for Nursing
end-of-life patients.

Health and Safety 12 SRR0O10 To complete a review over how key Director of Q4
health and safety risks are managed in | Therapies and
accordance with the Health Board’s Health Science
policies and procedures, including
RIDDOR reporting relating to falls.

Waiting List 13 SRRO05 To review the arrangements in place Chief Operating Q4

Management to reduce the patient waiting lists of Officer
services not reported at a national
level.

Partnership 14 SRR001le | To review the processes and Director of Q1

Arrangements procedures that the Health Board has | Strategy,
in place to manage its partnership Planning and
arrangements. Partnerships /

Director of
Public Health
and Strategic
Partnerships
NWSSP Audit and Assurance Services 12
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Audit
Ref

Outline
Timing

Executive
Lead

Planned output Strategic

Risk

Outline Scope

Register
Reference

Medical Equipment 15 To assess the implementation of the Director of Q3
and Devices electronic tagging and tracking of Therapies and
medical equipment and devices across | Health Science
the Health Board.
Records Management 16 To assess the implementation of the Director of Q2
recommendations raised within the Digital / Chief
2022/23 internal audit. Operating
Officer
Job Planning 17 To provide assurance that Medical Q4
arrangements are in place and Director
operating effectively for consultant job
planning.
Staff Culture 18 SRR0O08 A review of the actions underway to Director of Q3
influence change following on from the | Workforce and
NHS Wales Staff Survey results. oD
Medical E-Rostering 19 SRR0O05 To provide an opinion over the Medical Q2
processes for the implementation of Director /
the roll-out plan for the management Director of
of medical e-rostering. Workforce and
oD
Follow-up of High 20 To assess whether high priority Director of Q4
Priority internal audit recommendations have | Corporate
Recommendations been implemented. Governance
NWSSP Audit and Assurance Services 13
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Planned output Strategic Outline Scope Executive Outline
Risk Lead Timing
Register
Reference
Welsh Intensive Care 21 SRR0O06 A review of the arrangements in place | Director of Q1
System for implementing the Welsh Intensive | Digital
Care System.
Analytics and 22 SRR0O06 To evaluate and determine the Director of Q2
Information Use processes in place to deliver Digital
information products to staff and
maximise the use of analytics in an
appropriate and secure manner.
Technical Continuity 23 SRR004 Review of the enactment of technical Director of Q3
resilience and awareness of fault Digital
domains to ensure the Health Board is
maximising the potential for resilience
within the architecture.
Electronic document 24 An opinion over the effectiveness and | Director of Q4
and records appropriateness of the electronic Digital
management solution document and records management
solution (EDRMS) in use for the
management of digital health records
and the provision of scanning services.
Capital Systems/Major 25 Having been omitted from internal | Director of Q3
Project Provisions (not audit plans in recent vyears, it is | Strategy,
separately provided) proposed to reintroduce periodic | Planning and
capital systems audits. These audits | Partnerships
review the control framework, systems
and processes in place to manage
NWSSP Audit and Assurance Services 14
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Planned output Audit Strategic Outline Scope Executive Outline
Ref Risk Lead Timing

Register
Reference

discretionary, EFAB or other capital/
estates funded schemes (not
progressed through integrated audit
plans (IAP) — ensuring compliance with
minimum requirements. The focus of
the audit for 2024/25 may include:

e initial governance arrangements,
e tendering and/or selection, and

e approval to award and contract

completion.
Nevill Hall RAAC 26 SRR002 The review will focus on the works to Chief Operating Q1
manage and address the Reinforced Officer

SRR002a | Autoclave Aerated Concrete (RAAC)
identified within Nevill Hall General

Hospital.
Estates Assurance - 27 Recognising the increase in utility Chief Operating Q4
Energy Management costs and the associated financial Officer /
risks, the audit will examine the Director of
arrangements in place to manage Finance,
energy consumption, optimisation, Procurement

conservation and efficiency. The audit | and Value

will look to gain assurance the

NWSSP Audit and Assurance Services 15
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Planned output Audit Strategic Outline Scope Executive Outline
Ref Risk Lead Timing

Register
Reference

appropriate arrangements are in place
to gather data, ensuring that the data
is of suitable quality/ reliability. The
audit will also look at resulting
strategies and/ or plans to address key

risks.
Integrated Audit & Assurance Plans
Development of N/A In accordance with the NHS Wales
Integrated Audit Plans Infrastructure Investment Guidance

(2018), Audit will work with the UHB
to “assess the risk profile of the
scheme and provide appropriate levels
of review”. A small provision of days is
included within the 2024/25 plan to
enable us to work with the UHB to
develop audit plans for inclusion within
the respective business case
submissions for major projects/

programmes.

Please note: Capital audits agreed with our specialist Capital & Estates Team and the national audits undertaken at
DHCW, NWSSP, WHSSC and EASC will be added later.

* refers to audit work being completed across other NHS Wales organisations.

NWSSP Audit and Assurance Services 16
136/378



17/30

Annual Internal Audit Plan

april 2024

Appendix B: Key performance indicators (KPI)

KPI

Audit plan 2024/25
agreed/in draft by 30 April

SLA required

Target
2024 /25

100%

Draft audit opinion 2023/24
delivered by 31 May

100%

Audits reported versus total
planned audits, and in line
with Audit, Risk and
Assurance Committee
expectations

varies

% of audit outputs in
progress

No

varies

Report turnaround fieldwork
to draft reporting [10 days]

95%

Report turnaround
management response to
draft report [15 working
days]

80%

Report turnaround draft
response to final reporting
[10 days]

95%

NWSSP Audit and Assurance Services
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Appendix C: Internal Audit Charter

1

1.1

1.2

1.3

2.2

2.3

Introduction

This Charter is produced and updated annually to comply with the
Public Sector Internal Audit Standards. The Charter is
complementary to the relevant provisions included in the
organisation’s own Standing Orders and Standing Financial
Instructions.

The terms ‘board’ and ‘senior management’ are required to be
defined under the Standards and therefore have the following
meaning in this Charter:

. Board means the Board of Aneurin Bevan University Health
Board with responsibility to direct and oversee the activities and
management of the organisation. The Board has delegated
authority to the Audit, Risk and Assurance Committee in terms
of providing a reporting interface with internal audit activity;
and

. Senior Management means the Chief Executive as being the
designated Accountable Officer for Aneurin Bevan University
Health Board. The Chief Executive has made arrangements
within this Charter for an operational interface with internal
audit activity through the Director of Corporate Governance.

Internal Audit seeks to comply with all the appropriate requirements
of the Welsh Language (Wales) Measure 2011. We are happy to
correspond in both Welsh and English.

Purpose and responsibility

Internal audit is an independent, objective assurance and advisory
function designed to add value and improve the operations of Aneurin
Bevan University Health Board. Internal audit helps the organisation
accomplish its objectives by bringing a systematic and disciplined
approach to evaluate and improve the effectiveness of governance,
risk management and control processes. Its mission is to enhance
and protect organisational value by providing risk-based and
objective assurance, advice and insight.

Internal Audit is responsible for providing an independent and
objective assurance opinion to the Accountable Officer, the Board and
the Audit, Risk and Assurance Committee on the overall adequacy
and effectiveness of the organisation’s framework of governance, risk
management and control. In addition, internal audit’s findings and
recommendations are beneficial to management in securing
improvement in the audited areas.

The organisation’s risk management, internal control and governance

NWSSP Audit and Assurance Services 18
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2.4

3.2

arrangements comprise:

= the policies, procedures and operations established by the
organisation to ensure the achievement of objectives;

= the appropriate assessment and management of risk, and the
related system of assurance;

» the arrangements to monitor performance and secure value for
money in the use of resources;

= the reliability of internal and external reporting and accountability
processes and the safeguarding of assets;

= compliance with applicable laws and regulations; and

= compliance with the behavioural and ethical standards set out for
the organisation.

Internal audit also provides an independent and objective consulting
service specifically to help management improve the organisations
risk management, control and governance arrangements. The service
applies the professional skills of internal audit through a systematic
and disciplined evaluation of the policies, procedures and operations
that management have put in place to ensure the achievement of the
organisations objectives, and through recommendations for
improvement. Such consulting work contributes to the opinion which
internal audit provides on risk management control and governance.

Independence and Objectivity

Independence as described in the Public Sector Internal Audit
Standards as the freedom from conditions that threaten the ability of
the internal audit activity to carry out internal audit responsibilities in
an unbiased manner. To achieve the degree of independence
necessary to effectively carry out the responsibilities of the internal
audit activity, the Head of Internal Audit will have direct and
unrestricted access to the Board and Senior Management, in
particular the Chair of the Audit, Risk and Assurance Committee and
Accountable Officer.

Organisational independence is effectively achieved when the auditor
reports functionally to the Audit, Finance and Risk Committee on
behalf of the Board. Such functional reporting includes the Audit, Risk
and Assurance Committee:

e approving the internal audit charter;
e approving the risk based internal audit plan;
e approving the internal audit resource plan;

e receiving outcomes of all internal audit work together with the
assurance rating; and

NWSSP Audit and Assurance Services 19
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3.3

3.4

3.5

3.6

4.2

4.3

4.4

e reporting on internal audit activity’s performance relative to its
plan.

While maintaining effective liaison and communication with the
organisation, as provided in this Charter, all internal audit activities
shall remain free of untoward influence by any element in the
organisation, including matters of audit selection, scope, procedures,
frequency, timing, or report content to permit maintenance of an
independent and objective attitude necessary in rendering reports.

Internal Auditors shall have no executive or direct operational
responsibility or authority over any of the activities they review.
Accordingly, they shall not develop nor install systems or procedures,
prepare records, or engage in any other activity which would normally
be audited.

This Charter makes appropriate arrangements to secure the
objectivity and independence of internal audit as required under the
standards. In addition, the shared service model of provision in NHS
Wales through NWSSP provides further organisational independence.

In terms of avoiding conflicts of interest in relation to non-audit
activities, Audit & Assurance has produced a Consulting Protocol that
includes all of the steps to be undertaken to ensure compliance with
the relevant Standards that apply to non-audit activities.

Authority and Accountability

Internal Audit derives its authority from the Board, the Accountable
Officer and Audit, Risk and Assurance Committee. These authorities
are established in Standing Orders and Standing Financial
Instructions adopted by the Board.

The Minister for Health and Social Services has determined that
internal audit will be provided to all health organisations by the NHS
Wales Shared Services Partnership (NWSSP). The service provision
will be in accordance with the Service Level Agreement agreed by the
Shared Services Partnership Committee and in which the organisation
has permanent membership.

The Director of Audit & Assurance leads the NWSSP Audit and
Assurance Services and after due consultation will assign a named
Head of Internal Audit to the organisation. For line management (e.qg.
individual performance) and professional quality purposes (e.g.
compliance with the Public Sector Internal Audit Standards), the Head
of Internal Audit reports to the Director of Audit & Assurance.

The Head of Internal Audit reports on a functional basis to the
Accountable Officer and to the Audit, Risk and Assurance Committee
on behalf of the Board. Accordingly, the Head of Internal Audit has a
direct right of access to the Accountable Officer, the Chair of the

NWSSP Audit and Assurance Services 20
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4.5

4.6

5.2

5.3

5.4

5.5

5.6

5.7

Audit, Risk and Assurance Committee and the Chair of the
organisation if deemed necessary.

The Audit, Risk and Assurance Committee approves all Internal Audit
plans and may review any aspect of its work. The Audit, Risk and
Assurance Committee also has regular private meetings with the
Head of Internal Audit.

In order to facilitate its assessment of governance within the
organisation, Internal Audit is granted access to attend any
committee or sub-committee of the Board charged with aspects of
governance.

Relationships

In terms of normal business the Accountable Officer has determined
that the Director of Corporate Governance will be the nominated
executive lead for internal audit. Accordingly, the Head of Internal
Audit will maintain functional liaison with this officer.

In order to maximise its contribution to the Board’s overall system of
assurance, Internal Audit will work closely with the organisation’s
Director of Corporate Governance in planning its work programme.

Co-operative relationships with management enhance the ability of
internal audit to achieve its objectives effectively. Audit work will be
planned in conjunction with management, particularly in respect of
the timing of audit work.

Internal Audit will meet regularly with the external auditor, Audit
Wales, to consult on audit plans, discuss matters of mutual interest,
discuss common understanding of audit techniques, method and
terminology, and to seek opportunities for co-operation in the
conduct of audit work. In particular, Internal Audit will make available
their working files to the external auditor for them to place reliance
upon the work of Internal Audit where appropriate.

The Head of Internal Audit will establish a means to gain an overview
of other assurance providers’ approaches and output as part of the
establishment of an integrated assurance framework.

The Head of Internal Audit will take account of key systems being
operated by organisation’s outside of the remit of the Accountable
Officer, or through a shared or joint arrangement, such as the Digital
Health and Care Wales, NHS Wales Shared Services Partnership,
WHSSC and EASC.

Internal Audit strives to add value to the organisation’s processes and
help improve its systems and services. To support this Internal Audit
will obtain an understanding of the organisation and its activities,
encourage two-way communications between internal audit and
operational staff, discuss the audit approach and seek feedback on
work undertaken.
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5.8 The Audit, Risk and Assurance Committee may determine that
another Committee of the organisation is a more appropriate forum
to receive and action individual audit reports. However, the Audit,
Risk and Assurance Committee will remain the final reporting line for
all our audit and consulting reports.

6 Standards, Ethics, and Performance

6.1 Internal Audit must comply with the Definition of Internal Auditing,
the Core Principles, Public Sector Internal Audit Standards and the
professional Code of Ethics, as published on the NHS Wales e-
governance website.

6.2 Internal Audit will operate in accordance with the Service Level
Agreement (updated 2021) and associated performance standards
agreed with the Audit, Risk and Assurance Committee and the Shared
Services Partnership Committee. The Service Level Agreement
includes a number of Key Performance Indicators, and we will agree
with each Audit Committee which of these they want reported to them
and how often.

Scope

7.1 The scope of Internal Audit encompasses the examination and
evaluation of the adequacy and effectiveness of the organisation's
governance, risk management arrangements, system of internal
control, and the quality of performance in carrying out assigned
responsibilities to achieve the organisation's stated goals and
objectives. It includes but is not limited to:

= reviewing the reliability and integrity of financial and operating
information and the means used to identify measure, classify, and
report such information;

= reviewing the systems established to ensure compliance with
those policies, plans, procedures, laws, and regulations which
could have a significant impact on operations, and reports on
whether the organisation is in compliance;

= reviewing the means of safeguarding assets and, as appropriate,
verifying the existence of such assets;

= reviewing and appraising the economy and efficiency with which
resources are employed, this may include benchmarking and
sharing of best practice;

= reviewing operations or programmes to ascertain whether results
are consistent with the organisation’s objectives and goals and
whether the operations or programmes are being carried out as
planned;

= reviewing specific operations at the request of the Audit, Risk and
Assurance Committee or management, this may include areas of

NWSSP Audit and Assurance Services 22
22/30

142/378



Internal Audit Charter april 2024

7.2

7.3

concern identified in the corporate risk register;

= monitoring and evaluating the effectiveness of the organisation's
risk management arrangements and the overall system of
assurance;

= ensuring effective co-ordination, as appropriate, with external
auditors; and

= reviewing the Annual Governance Statement prepared by senior
management.

Internal Audit will devote particular attention to any aspects of the
risk management, internal control and governance arrangements
affected by material changes to the organisation’s risk environment.

If the Head of Internal Audit or the Audit, Risk and Assurance
Committee consider that the level of audit resources or the Charter
in any way limit the scope of internal audit or prejudice the ability of
internal audit to deliver a service consistent with the definition of
internal auditing, they will advise the Accountable Officer and Board
accordingly.

Approach

To ensure delivery of its scope and objectives in accordance with the
Charter and Standards, Internal Audit has produced an Audit Manual
(called the Quality Manual). The Quality Manual includes
arrangements for planning the audit work. These audit planning
arrangements are organised into a hierarchy as illustrated in Figure
1.

Figure 1: Audit planning hierarchy

NHS Wales Level NWSSP overall audit Arrangements for provision of internal

strategy audit services across NHS Wales
eauirements of the Charter

Organisation Entity strategic 3-year Entity level medium term audit plan
Level audit plan linked to organisational objectives

priorities and risk assessment

Entity annual internal Annual internal audit plan detailing audit
audit plan engagements to be completed in year
ahead leading to the overall HIA opinion

Business Unit Assignment plans Assignment plans detail the scope and
Level objectives for each audit engagement

within the annual operational plan
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8.2

8.3

8.4

8.5

8.6

8.7

NWSSP Audit & Assurance Services has developed an overall audit
strategy which sets out the strategic approach to the delivery of audit
services to all health organisations in NHS Wales. The strategy also
includes arrangements for securing assurance on the national
transaction processing systems including those operated by DHCW
and NWSSP on behalf of NHS Wales.

The main purpose of the Strategic 3-year Audit Plan is to enable the
Head of Internal Audit to plan over the medium term on how the
assurance needs of the organisation will be met as required by the
Standards and facilitate:

= the provision to the Accountable Officer and the Audit, Risk and
Assurance Committee of an overall opinion each year on the
organisation’s risk management, control and governance, to
support the preparation of the Annual Governance Statement;

= audit of the organisation’s risk management, control and
governance through periodic audit plans in a way that affords
suitable priority to the organisation’s objectives and risks;

= improvement of the organisation’s risk management, control and
governance by providing management with constructive
recommendations arising from audit work;

= an assessment of audit needs in terms of those audit resources
which ‘are appropriate, sufficient and effectively deployed to
achieve the approved plan’;

= effective co-operation with external auditors and other review
bodies functioning in the organisation; and

= the allocation of resources between assurance and consulting
work.

The Strategic 3-year Audit Plan will be largely based on the Board
Assurance Framework where it is sufficiently mature, together with
the organisation-wide risk assessment.

An Annual Internal Audit Plan will be prepared each year drawn from
the Strategic 3-year Audit Plan and other information and outlining
the scope and timing of audit assignments to be completed during
the year ahead.

The strategic 3-year and annual internal audit plans shall be prepared
to support the audit opinion to the Accountable Officer on the risk
management, internal control and governance arrangements within
the organisation.

The annual internal audit plan will be developed in discussion with
executive management and approved by the Audit, Risk and
Assurance Committee on behalf of the Board.

NWSSP Audit and Assurance Services 24

144/378



Internal Audit Charter april 2024

8.8 The NWSSP Audit Strategy is expanded in the form of a Quality
Manual and a Consulting Protocol which together define the audit
approach applied to the provision of internal audit and consulting
services.

8.9 During the planning of audit assignments, an assignment brief will be
prepared for discussion with the nominated operational manager.
The brief will contain the proposed scope of the review along with the
relevant objectives and risks to be covered. In order to ensure the
scope of the review is appropriate it will require agreement by the
relevant Executive Director or their nominated lead and will also be
copied to the Director of Corporate Governance.

Reporting

9.1 Internal Audit will report formally to the Audit, Risk and Assurance
Committee through the following:

e An annual report will be presented to confirm completion of the
audit plan and will include the Head of Internal Audit opinion
provided for the Accountable Officer that will support the Annual
Governance Statement.

e The Head of Internal Audit opinion will:

a) State the overall adequacy and effectiveness of the
organisation’s risk management, control and governance
processes;

b) Disclose any qualification to that opinion, together with the
reasons for the qualification;

c) Present a summary of the audit work undertaken to formulate
the opinion, including reliance placed on work by other
assurance bodies;

d) Draw attention to any issues Internal Audit judge as being
particularly relevant to the preparation of the Annual
Governance Statement;

e) Compare work actually undertaken with the work which was
planned and summarise performance of the internal audit
function against its performance measurement criteria; and

f) Provide a statement of conformity in terms of compliance with
the Public Sector Internal Audit Standards and associated
internal quality assurance arrangements.

e For each Audit, Risk and Assurance Committee meeting a
progress report will be presented to summarise progress against
the plan. The progress report will highlight any slippage and
changes in the programme. The findings arising from individual
audit reviews will be reported in accordance with Audit, Risk and
Assurance Committee requirements; and
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The Audit, Risk and Assurance Committee will be provided with
copies of individual audit reports for each assignment undertaken
unless the Head of Internal Audit is advised otherwise. The
reports will include an action plan on any recommendations for
improvement agreed with management including target dates for
completion.

9.2 The process for audit reporting is summarised below:

Following the closure of fieldwork and the resolution of any
queries, Internal Audit will discuss findings with operational
managers to confirm understanding and shape the reporting stage
through issue of a discussion draft report;

Operational management will receive discussion draft reports
which  will include any proposed recommendations for
improvement within 10 working days following the closure of
fieldwork. Operational management will be required to respond to
the discussion draft report within 5 working days of issue.

The discussion draft report will give an assurance opinion on the
area reviewed in line with the criteria at Appendix B (unless it is
a consulting review). The discussion draft report will also indicate
priority  ratings for individual report findings and
recommendations;

Following the receipt of comments on the discussion draft (for
factual accuracy etc), operational management will be required to
respond to the draft report in consultation with the relevant
Executive Director within 15 working days of issue, identifying
actions, identifying staff with responsibility for implementation
and the dates by which action will be taken;

Reminder correspondence will be issued to the Executive Director
and the Director of Corporate Governance 5 working days prior to
the set response date.

Where management responses are still awaited after the 20
working days deadline, or are of poor quality, the matter will be
immediately escalated to the Executive Director and copied to the
Director of Corporate Governance and Chair of the Audit, Risk and
Assurance Committee.

If non-compliance continues, the Director of Corporate
Governance and the Chair of the Audit, Risk and Assurance
Committee will decide on the course of action to take. This may
involve the draft report being submitted to the Audit, Risk and
Assurance Committee, with the Executive Director being called to
the meeting to explain the situation and why no responses/poor
responses have been received;

Internal Audit issues a Final report to Executive Director within 10
working days of receipt of complete management response.
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9.3

9.4

10

10.1

10.2

10.3

Within this timescale Internal Audit will quality assess the
responses, and if necessary return the responses, requiring them
to be strengthened.

e Responses to audit recommendations need to be SMART:

>  Specific

» Measurable

> Achievable

> Relevant / Realistic
>  Timely.

The relevant Executive Director, Director of Corporate Governance
and the Chair of the Audit, Risk and Assurance Committee will be
copied into any correspondence.

The final report will be copied to the Accountable Officer and Director
of Corporate Governance and placed on the agenda for the next
available Audit, Risk and Assurance Committee.

Internal Audit will make provision to review the implementation of
agreed action within the agreed timescales. However, where there
are issues of particular concern provision maybe made for a follow-
up review within the same financial year. Issue and clearance of
follow up reports shall be as for other assignments referred to above.

Timescales are to be included in all initial scopes sent prior to
commencing an audit.

Access and Confidentiality

Internal Audit shall have the authority to access all the organisation’s
information, documents, records, assets, personnel and premises
that it considers necessary to fulfil its role. This shall extend to the
resources of the third parties that provide services on behalf of the
organisation.

All information obtained during the course of a review will be regarded
as strictly confidential to the organisation and shall not be divulged
to any third party without the prior permission of the Accountable
Officer. However, open access shall be granted to the organisation’s
external auditors.

Where there is a request to share information amongst the NHS
bodies in Wales, for example to promote good practice and learning,
then permission will be sought from the Accountable Officer before
any information is shared.

11 Irregularities, Fraud & Corruption

11.1

It is the responsibility of management to maintain systems that
ensure the organisation’s resources are utilised in the manner and on
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11.2

11.3

12
12.1

12.2

activities intended. This includes the responsibility for the prevention
and detection of fraud and other illegal acts.

Internal Audit shall not be relied upon to detect fraud or other
irregularities. However, Internal Audit will give due regard to the
possibility of fraud and other irregularities in work undertaken.
Additionally, Internal Audit shall seek to identify weaknesses in
control that could permit fraud or irregularity.

If Internal Audit discovers suspicion or evidence of fraud or
irregularity, this will immediately be reported to the organisation’s
Local Counter Fraud Service (LCFS) in accordance with the
organisation’s Counter Fraud Policy & Fraud Response Plan and the
agreed Internal Audit and Counter Fraud Protocol.

Quality Assurance

The work of internal audit is controlled at each level of operation to
ensure that a continuously effective level of performance, compliant
with the Public Sector Internal Audit Standards, is being achieved.

The Director of Audit & Assurance will establish a quality assurance
and improvement programme designed to give assurance through
internal and external review that the work of Internal Audit is
compliant with the Public Sector Internal Audit Standards and to
achieve its objectives. A commentary on compliance against the
Standards will be provided in the Annual Audit Report to the Audit,
Risk and Assurance Committee.

12.3 The Director of Audit & Assurance will monitor the performance of the

13
13.1

13.2

internal audit provision in terms of meeting the service performance
standards set out in the NWSSP Service Level Agreement. The Head
of Internal Audit will periodically report service performance to the
Audit, Risk and Assurance Committee through the reporting
mechanisms outlined in Section 9.

Resolving Concerns

NWSSP Audit & Assurance was established for the collective benefit
of NHS Wales and as such needs to meet the expectations of client
partners. Any questions or concerns about the audit service should
be raised initially with the Head of Internal Audit assigned to the
organisation. In addition, any matter may be escalated to the Director
of Audit & Assurance. NWSSP Audit & Assurance will seek to resolve
any issues and find a way forward.

Any formal complaints will be handled in accordance with the NWSSP
complaint handling procedure. Where any concerns relate to the
conduct of the Director of Audit & Assurance, the NHS organisation
will have access to the Managing Director of Shared Services.
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14 Review of the Internal Audit Charter

14.1 This Internal Audit Charter shall be reviewed annually and approved
by the Board, taking account of advice from the Audit, Risk and
Assurance Committee.

Simon Cookson

Director of Audit & Assurance

NHS Wales Shared Services Partnership
March 2024
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Agenda Item:2.7

CYFARFOD BWRDD IECHYD PRIFYSGOLN
0537@ alG burdd ety i ANEURIN BEVAN
b NHS u,ﬁvlr.;iwﬁmfmm Board ANEURIN BEVAN UNIVERSITY HEALTH BOARD
MEETING
DYDDIAD Y CYFARFOD: 16 April 2024
DATE OF MEETING:
CYFARFOD O:
MEETING OF: Audit, Risk and Assurance Committee
TEITL YR ADRODDIAD: Committee Risk Report
TITLE OF REPORT:
CYFARWYDDWR Director of Corporate Governance
ARWEINIOL:
LEAD DIRECTOR:
SWYDDOG ADRODD: Head of Corporate Risk and Assurance
REPORTING OFFICER:

Pwrpas yr Adroddiad (dewiswch fel yn addas)

Purpose of the Report (select as appropriate)
Er Sicrwydd/For Assurance

ADRODDIAD SCAA
SBAR REPORT
Sefylifa / Situation
The purpose of this report is to provide assurance to the Audit, Risk, and

Assurance Committee that the strategic risks associated with achieving the Board's
strategic priorities are effectively managed.

As well as to provide assurance on the progress being made to mature risk
management within the Health Board.

Cefndir / Background

The Audit, Risk, and Assurance Committee's role is to assure the Board that the
risk management processes in place are effective in reducing or mitigating the
level of risk to the Board's strategic priorities. By receiving this report, the
Committee has oversight of the strategic risks and can determine whether the risk
management processes, controls, and assurances in place are adequate to
mitigate or prevent the risk being realised.

Since the Committee's last meeting in February 2024, changes to the Strategic
Register were approved by the Board at its meeting in March 2024.
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The Board approved the de-escalation of SRR 003A and SRR 009 to the
Corporate Risk Register, which will be monitored by the Executive Committee. The
reduction in score of SRR 001H and SRR 010, changes to two risk descriptions
SRR 001G and SRR 007A, as well as the inclusion of a new sub-risk SRR 0011
as outlined below.

De-escalation from a Strategic to Divisional / Directorate Risk

SRR 003A - There is a risk that the Health Board breaches its duties in
respect of safeguarding the needs of children and adults at risk of harm
and abuse; due to limited availability of in-patient facilities and availability of care
packages for children and young people, there can be delays in appropriate
placements.

SRR 009 - The Health Board will be unable to protect those most
vulnerable to serious disease; due to delays in providing COVID-19
vaccinations as a result of challenges with the recruitment of registered and
unregistered immunisers, as changes to the vaccination delivery programme.

Reduction in Risk Score and Exposure

SRR 001H - There is a risk that the Health Board will be unable to deliver
and maintain high-quality, safe, and sustainable services which meet the
changing needs of the population; due to the Public Health Directorate being
heavily reliant on non-recurrent funding grants.

SRR 010 - The Health Board will fail to protect the Health and Safety of
staff, patients, and visitors in line with its duties under the Health and
Safety at Work Act 1974; due to inadequate and ineffective systems, processes,
governance, and assurance arrangements in place to implement, embed, and
monitor the Health Board's compliance with the Act's requirements, specifically,
Manual Handling, RIDDOR Reporting, Fire Safety Risk Assessments, and Work-
based Risk Assessments.

Changes to Sub-Risk Descriptions

The Finance and Performance Committee proposed a change to the sub-risk
description for SRR 001G, recognising that the risk had presented itself in the
form of a failure to meet strategic and operational delivery plans to bring costs
down to funded levels.

The Partnerships, Public Health, and Planning Committee proposed a change to the
sub-risk description for SRR 007A considering the financial landscape
impacting the working relationships of strategic public sector partners.

Identification of a New Strategic Sub Risk under SRR 001

SRR 001I ‘There is a risk that the Health Board will be unable to deliver
and maintain high-quality, safe, and sustainable services which meet the
changing needs of the population; due to a failure to implement the required
performance improvements in some areas of the organisation in line with the
Health Board's Performance Management Framework domains of Quality and
Safety, Operational Delivery, and Finance.
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Asesiad / Assessment

The table below provides an overview of the high-level strategic risks as at end
March 2024, with the full Strategic Risk Register (SRR) included at Appendix A
and detailed risk assessments for the 20 sub-risks included at Appendix B.

SRR 003 and SRR 009 are not included in the table as they are no 