
Audit, Risk & Assurance Committee
Thu 02 February 2023, 09:30 - 12:00

Microsoft Teams

Agenda

1. Preliminary Matters

 1.0 Audit Risk & Assurance Committee Agenda Feb 2023 FINAL V1.pdf (3 pages)

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 Meeting held on 01 December 2022

Paper Chair

 1.4 FINAL Draft Audit Risk & Assurance Committee Minutes 01.12.22 IJ Approved.pdf (8 pages)

1.5. Committee Action Log

Paper Chair

 1.5 Audit, Risk & Assurance Committee Action Log Feb 2023.pdf (7 pages)

2. ITEMS FOR APPROVAL/RATIFICATION/DECISION

2.1. Ratification of the Counter Fraud, Bribery and Corruption Policy

Paper Director of Finance, Procurement & Value

 2.1 Counter Fraud Bribery and Corruption Policy Cover Report.pdf (3 pages)
 2.1 Appendix 1 ABUHB Corporate 0278 Counter Fraud Bribery and Corruption Policy Issue 6.pdf (28 pages)

2.2. Ratification of the use of Single Tender Waivers

Paper Director of Finance, Procurement & Value

 2.2 Single Tender Action Report 02.02.2023.pdf (3 pages)
 2.2 Appendix 1 - Single Tender Action Summary Nov - Jan 2023 .pdf (1 pages)

2.3. Discuss and note the Financial Governance Report

Paper Director of Finance, Procurement & Value

 2.3 Financial Governance Report 02.02.2023.pdf (10 pages)
 2.3 Appendix 1 ABHB_Finance_0787 Engaging Off Payroll Workers_Final.pdf (17 pages)
 2.3 Appendix 2 ABUHB_Finance_0238 FCP Accounts Payable_Final.pdf (23 pages)
 2.3 Appendix 3 ABUHB_Finance_0279 FCP Patients' Property_Final.pdf (39 pages)
 2.3 Appendix 4 ABUHB_Finance_0963 FCP Purchasing Cards_Final.pdf (18 pages)



3. ITEMS FOR DISCUSSION

3.1. Review of the Committee Programme of Business 2022/23

Paper Director of Corporate Governance

 3.1 ARA_Committee Work Programme 2022-23.pdf (5 pages)

3.2. Implementation of the Governance Priorities set out within the IMTP 2022-25

Paper Director of Corporate Governance

 3.2 Governance Priorities Update_ARAC_02Feb23.pdf (8 pages)

3.3. Review of Audit Recommendations Tracking and Associated Procedure

Paper Director of Corporate Governance

 3.3 Audit Recommendations Tracker Cover Report_FEB23.pdf (14 pages)
 3.3a App 1_Audit Recc Tracker_IA_EA_Nov22.pdf (13 pages)

3.4. Review of the Committee Risk Report and Receive Detailed Risk Assessments

Paper Director of Corporate Governance

 3.4 FINAL_Strategic Risk Report Cover paper_Feb23 (002).pdf (6 pages)
 3.4appA Appendix2A_V2Migrant_Assylumseeker_riskassessment_Feb2023.pdf (9 pages)
 3.4appBAppendix2B_WBoFGAct_riskassessment_Feb23 (002).pdf (6 pages)
 3.4appC_Corporate Risk Register OverviewJan2023.pdf (12 pages)

3.5. Receive Internal Audit Progress Reports

Paper Deputy Head of Internal Audit

 3.5 AB Internal Audit and Assurance Progress Report February 2023 ARA Committee .pdf (9 pages)

3.6. Receive Internal Audit Reports

Paper Deputy Head of Internal Audit

3.6.1. Reasonable Assurance Internal Audit Reports

Paper Deputy Head of Internal Audit

 3.6a AB 2223-08 - NCN Final Internal Audit Report.pdf (15 pages)
 3.6b ABU YYF Breastcare Final Audit Report 22-23.pdf (19 pages)
 3.6c Newport East HWC 22-23 Final Audit Report.pdf (30 pages)

3.6.2. Limited Assurance Internal Audit Reports

Paper Deputy Head of Internal Audit

 3.6d ABUHB 22-23 Policies Management FINAL Internal Audit Report.pdf (17 pages)
 3.6e ABUHB 2022-23 Records Management Final Internal Audit Report v3.pdf (24 pages)
 3.6f AB 2223-12 Final Internal Audit Report Off-contract Agency for client issue.pdf (21 pages)

3.7. Receive External Audit Progress Report

Paper Performance Audit Lead, Audit Wales

 3.7 Audit Risk & Assurance Committee Update_Feb 2023.pdf (10 pages)

3.8. Receive the External Audit Annual Audit Report

Paper Performance Audit Lead, Audit Wales



 3.8 3343A2022_ABUHB_Annual_Audit_Report_2022_Eng.pdf (24 pages)

3.9. Receive the 2022 Structured Assessment Report and Management’s Response

Paper Performance Audit Lead, Audit Wales & Director of Corporate Governance

 3.9 3260A2022_ABUHB_Structured_Assessment_2022_Eng.pdf (42 pages)

3.10. Receive the 2022 Efficiency Savings Arrangements Report

Paper Performance Audit Lead, Audit Wales

 3.10 3268A2022_Efficiency Review Aneurin Bevan University Health Board FINAL DRAFT.pdf (30 pages)

4. ITEMS FOR INFORMATION

Oral Chair

No Items for Inclusion

5. OTHER MATTERS

5.1. Items 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:

Oral Chair

Tuesday 18th April 2023 at 09:30am



AUDIT, RISK & ASSURANCE COMMITTEE 
AGENDA

Date and Time Thursday 2nd February 2023 at 09:30
Venue Microsoft Teams

CYFARFOD BWRDD IECHYD PRIFYSGOLN 
ANEURIN BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD 
MEETING

Item Title Format Presenter
1 PRELIMINARY MATTERS

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 01 
December 2022

Attached Chair

1.5 Committee Action Log Attached Chair

2 ITEMS FOR APPROVAL/RATIFICATION/DECISION
2.1 Ratification of the Counter Fraud, Bribery and 

Corruption Policy, updated in November 2022 
Attached Director of Finance, 

Procurement

2.2 Ratification of the use of Single Tender Waivers Attached Director of Finance and 
Procurement

2.3 Discuss and note the Financial Governance 
Report and Ratify Financial Control Procedures

• Engaging Off Payroll Workforce
• Accounts Payable
• Patient’s Property
• Purchasing Cards

Attached Director of Finance and 
Procurement

3 ITEMS FOR DISCUSSION
3.1 Review of the Committee Programme of 

Business 2022/23
Attached Director of Corporate 

Governance

3.2 Implementation of the Governance Priorities set 
out within the IMTP 2022-25

Attached Director of Corporate 
Governance

3.3 Review of Audit Recommendations Tracking and 
associated procedure 

Attached Director of Corporate 
Governance

3.4 Review of the Committee Risk Report and 
receive detailed risk assessments 

Attached Director of Corporate 
Governance

3.5 Receive Internal Audit Progress Report Attached Deputy Head of Internal 

1/3 1/474



KEY:
Priority 1 • Every Child has the Best Start in Life 
Priority 2 • Getting it Right for Children and Young Adults 
Priority 3 • Adults in Gwent Live Healthily and Age Well 
Priority 4 • Older Adults are Supported to Live Well and Independently  
Priority 5 • Dying Well as part of Life 
Enablers • Experience, Quality & Safety

• Partnership First 
• Research, Innovation, Improvement, Value 
• Workforce & Organisational Development 
• Finance
• Digital, Data, Intelligence 
• Estate
• Regional Solutions
• Governance

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:  

Receive Internal Audit Reports
3.6a: Reasonable Assurance Rated Reviews: 

1. Neighbourhood Care Networks (NCNs)
2. YYF Breast Care Services
3. Newport East (Health Centre)

3.6

3.6b: Limited Assurance Rated Reviews: 
1. Policies Management 
2. Records Management
3. Use of Off-Contract Agency

Audit

3.7 Receive External Audit Progress Report Attached Performance Audit 
Lead, Audit Wales

3.8 Receive External Audit’s Annual Audit Report Attached Performance Audit 
Lead, Audit Wales

3.9 Receive the 2022 Structured Assessment 
Report and Management’s Response 

Attached Performance Audit 
Lead, Audit Wales & 

Director of Corporate 
Governance

3.10 Receive External Audit’s Review of Efficiency 
Savings Arrangements

Attached Performance Audit 
Lead, Audit Wales

4 ITEMS FOR INFORMATION
4.1 There are no items for inclusion in this section 
5 OTHER MATTERS

5.1 Items 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:
• Tuesday 18th April 2023 at 09:30am

2/3 2/474



“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

3/3 3/474
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ANEURIN BEVAN UNIVERSITY HEALTH BOARD

Minutes of the Audit, Risk & Assurance Committee held on 
Thursday 1st December 2022 at 9.30 am via Teams 

Present:
Iwan Jones (Chair) Independent Member (Finance)

Richard Clark (Vice Chair) Independent Member (Local Authority)

Katija Dew Independent Member (Third Sector)

Paul Deneen Independent Member (Community)

Shelley Bosson Independent Member (Community)

In attendance:
Rani Dash Director of Corporate Governance

Rob Holcombe Director of Finance, Procurement & Value

Mark Ross Assistant Finance Director (Corporate)

Simon Cookson Interim Head of Internal Audit, NWSSP

Stephen Chaney Deputy Head of Internal Audit, NWSSP

Nathan Couch Performance Audit Manager, Audit Wales

Andrew Doughton Performance Audit Lead, Audit Wales

Richard Harries Finance Audit Lead, Audit Wales

Neil Hollis Finance Audit Manager, Audit Wales

Andrew Strong Audit Wales

Martyn Edwards Head of Counter Fraud

Suzanne Jones Interim Assistant Finance Director - Financial 
Strategy, planning

Leeanne Lewis Assistant Director Quality & Patient Safety

Lucy Windsor Secretariat

Apologies:
Tracy Veale Finance Audit Manager, Audit Wales

Danielle O’Leary Head of Corporate Services, Risk and Assurance

James Calvert Medical Director

1/8 4/474
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Preliminary Matters
AC 
0112/01

Apologies for Absence
The Chair welcomed everyone to the meeting.

Apologies for absence were noted.  

AC 
0112/02

Declarations of Interest
There were no Declarations of Interest raised relating to items on the 
agenda.   

AC 
0112/03

Draft Minutes of the Meeting held on 06 October 2022
The Committee accepted the minutes as a true and accurate record of 
the meeting. 

The Chair provided an update on the following: -
 
Consultant Job Planning
The Committee was informed that a project was underway to 
automate the job planning process and as a result, the Chair proposed 
that the discussion on job planning (item 2.4) be postponed until the 
next meeting in order for the Committee to be sighted on the Project 
Plan.  The plan should reassure the Committee that the closure of 
these points can be postponed until the end of 2023/24.

Members expressed concern about the current situation in terms of job 
planning as well as gaps in the control environment. To reassure 
members that job plans are in place, Rani Dash (RD), Director of 
Corporate Governance would distribute the paper that went to the 
Renumeration and Terms of Service Committee meeting on 29th 
November 2022, followed by the approved meeting note.
Action: Director of Corporate Governance

RD stated that a discussion on job planning would be taken to the 
Board in January, which would facilitate a discussion concerning 
delegated responsibilities to Committees in order to agree on the 
appropriate forums for areas that cross multiple Committees. 

It was agreed that an update report on job planning would come back 
to Audit Committee to close the action, later in 2023.

Finance 
A Board Briefing Session had been scheduled for 14th December 2022 
to discuss the current Health Board position and the mitigating actions 
needed.

AC 
0112/04

Action Sheet
The Committee reviewed the Action Sheet and approved the removal 
of completed actions.

2/8 5/474
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AC 
0112/05

Committee Annual Programme of Business 2022/23
The Committee noted that several items had been deferred to 
February’s meeting due to capacity issues and prioritisation of 
workstreams. Rani Dash (RD), Director of Corporate Governance, 
stated that she did not anticipate any issues with delivering the 
scheduled and deferred items listed for February.

The Health Board had received the Structured Assessment from Audit 
Wales, which had been circulated to the Board for comment.

The Committee received the Clinical Audit Assurance Note.

The Committee NOTED the Committee Annual Programme of Business 
2022/23 report and Clinical Audit Assurance Note.

Corporate Governance, Risk and Assurance 

AC 
0112/06

Welsh Health Circular (WHC) Tracker including compliance with 
Ministerial Directions 
The Committee received its first report on WHCs, which provided an 
overview of those published in 2022 as well as an update on progress 
in implementing them. Rani Dash (RD), Director of Corporate 
Governance stated that it was important to have a systematic 
approach for overseeing performance against WHCs throughout the 
year.

The Committee NOTED the Committee Welsh Health Circular (WHC) 
Tracker including compliance with Ministerial Directions Report

AC 
0112/07

Internal & External Audit Recommendation Tracker
Rani Dash (RD), Director of Corporate Governance apologised to the 
Committee for not providing the standard report but committed to 
bringing a detailed update report to the February meeting. In place of 
the report a verbal update was provided to reassure the Committee 
that the Head of Risk had been meeting with respective leads to assess 
audit recommendations and understand progress to date on where 
actions could be completed or may have been superseded, and that 
some movement in the position had been noted.

The Committee noted the update but expressed concerns regarding 
the Corporate Governance Team's resilience and well-being and 
suggested that a review and discussion with the Executive be held 
regarding increasing resources in this area. RD acknowledged and 
thanked the Committee for its concern, assuring it that a review had 
been conducted and that she was clear about where the team 
had capacity, where there are gaps, and where significant 
improvements are required.
 

3/8 6/474
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Consultant Job Planning Note 
Due to the Medical Director's late apologies, the Chair agreed to 
postpone this item noting the various forums this had been discussed 
at, as well as the Project Plan coming to the February meeting.

 AC 
0112/08

Item 2.3 Committee Risk Report (CRR) & Item 2.4 Risk 
Management Strategy
Rani Dash (RD), Director of Corporate Governance took items 2.3 and 
2.4 together.

Concerning item 2.3, the Committee observed that 29 risks were not 
managed within the approved and agreed-upon risk appetite/tolerance 
level. RD reassured the Committee that a review of the Risk 
Management Strategy was underway, and that areas that needed 
significant strengthening had already been identified. A Board 
Development session to discuss the Health Board’s risk management 
approach, strategy, and risk appetite was noted as scheduled for 
February 2023.

Shelley Bosson requested a briefing note on CRR004 - Failure to 
comply with the WboFG Act and Socio-Economic Duty, with a particular 
emphasis on the Health Board's compliance with the Act's 
requirements. RD would take this forward and also provide an update 
on the recently reviewed Health Board Wellbeing objectives.
Action: Director of Corporate Governance

At the February meeting, with the risk owner present a detailed 
discussion on the risk and risk profile of displaced people/migrants 
would take place.
Action: Director of Corporate Governance / Secretariat

The Committee; -
• NOTED the updated position on the Committee Risk Report 
• NOTED the update on the Risk Management Strategy

Financial Governance and Control
AC 
0112/09

Use of Single Tender Waivers
The Assistant Finance Director (AFD) provided an update on the use of 
Single Tender Waivers.

The Committee APPROVED the Use of Single Tender Waivers report.  

AC 
0112/10

Governance Report and Ratification of Financial Control 
Procedures (FCPs)
Mark Ross (MR), Assistant Finance Director presented the Governance 
Report to the Committee and requested approval of the Capital Assets 
and Charges Financial Control Procedure.

4/8 7/474
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MR explained that the Welsh Government had issued a technical 
update regarding an addendum to the Standing Financial Instructions 
on Framework Contracts, which will be formally included in the next 
version of the Standing Financial Instructions.

The Committee was encouraged to learn that Health Boards' 
compliance with Public Sector Payments was improving and stabilising, 
and that the new system and processes in place should reduce the risk 
of noncompliance.

The Committee: -
• NOTED the Governance Report 
• APPROVED the Capital Assets and Charges Financial Control 

Procedure

AC 
0112/11

Asset Verification Update
Suzanne Jones (SJ), Interim Assistant Finance Director, presented the 
paper, noting that the issues with IT interfaces had been resolved and 
that tagging for both capital and Electro Biomedical Engineering 
(EBME) assets was well underway.

The Committee noted that a plan had been developed to tag 
approximately £67.2 million in Gross Book Value (GBV) assets by the 
end of the financial year, with 52.4% already tagged. Priority was 
given to areas with the highest GBV and number of assets. This was 
described as an optimistic plan with risks, primarily in terms of 
divisional capacity to facilitate visits. However, SJ was confident the 
plan could be delivered.

The Committee NOTED
• The Asset tagging / verification progress in 2022/23, and 
• The Asset tagging / verification plan for the remainder of 2022/23

Anti-Fraud
AC 
0112/12

Martyn Edwards (ME) Head of Counter Fraud presented the report and 
informed the Committee that the fraud awareness programme had 
been well received across sites.

The Committee requested that the Local Counter Fraud Service (LCFS) 
use its awareness programme to raise awareness of the financial 
support and guidance available to staff.

Compliance with Counter Fraud mandatory training remained low in 
comparison to the number of employees. Rob Holcombe (RH), Director 
of Finance, would contact the Director of Workforce and Organisational 
Development to discuss ways to raise the profile of counter-fraud 
training as part of mandatory training.
Action: Director of Finance, Procurement & Value

5/8 8/474
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The Committee NOTED the Report.

NWSSP Audit and Assurance – Internal Audit and Specialist 
Service Unit 

AC 
0112/13

Internal Audit Plan Progress Update 
Stephen Chaney (SCh), Deputy Head of Internal Audit informed the 
Committee of progress against the plan, as detailed below; -

Number of audits in plan (including 2 from 
2021/22):               

32

Number of audits reported as final 8

Number of audits reported as draft 6

Number of audits work in progress 3

Number of audits at planning stage 10

Number of audits not started 5

It was noted that a significant number of reports were scheduled for 
the February meeting, with three or four likely to be limited assurance.

Concerning the Decarbonisation Advisory report, Internal Audit would 
conduct a review of the Health Boards' planning and implementation of 
public sector requirements in the first/second quarter of financial year 
2023/24.

The Committee was asked to approve the postponement of the Quality 
Framework audit, which would be replaced by a review of the complaints 
(Putting Things Right) process, as well as the postponement of the 
Urgent Care System audit, for which a replacement audit is still being 
determined. The Committee was content to approve the deferral of both 
audits but requested that the replacement for the Urgent Care System 
be with an area with a high number of risks; the Chair suggested that 
SCh meet with the Director of Corporate Governance to determine the 
most appropriate area for review.
Action: Deputy Head of Internal Audit

The Committee; -
• NOTED the progress of the 2022/23 Internal Audit Plan
• NOTED THE Reasonable Assurance and Advisory Reports

AC 
0112/13.1

Internal Audit Clinical Audit Plan
Leeanne Lewis (LW), Assistant Director Quality & Patient Safety, 
attended on the Medical Director's behalf and provided the Committee 
with an update on progress.

6/8 9/474
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The Committee was informed that the updated Clinical Audit Strategy 
(October 2022) required Divisions and Corporate leads to develop 
Clinical Audit plans that were aligned with quality and safety risks, as 
well as a key set of benchmarks to support this. 

In addition, the recent acquisition of an Audit Management and 
Tracking system (AMAT), would improve audit accountability while also 
making audits more efficient and timely. Capabilities within AMAT 
would also enable audit results to be recorded in a way that allowed 
successes to be celebrated, challenges to be documented, and 
individual audit plans to be tracked.

The Committee raised several concerns regarding the findings of the 
audit, stating that many were historical in nature, that no progress had 
been made on previous audit findings/recommendations, and that 
management responses were insufficient to provide assurance. 
Furthermore, there was no evidence of escalation to a subcommittee 
of the Board for assistance in addressing previous findings. LW stated 
that as part of the improvement plan, AMAT capabilities, as well as the 
implementation of a standardised report encompassing patient quality 
and safety, datix incidents, risks, and clinical audit, would highlight 
variation in practice and where escalation and general reporting to the 
Executive and a sub-committee of the Board was required.

The Committee requested that the Patient Quality, Safety, and 
Outcomes Committee (PQSOC) provide assurance that management 
responses and governance arrangements for clinical audit reporting 
were being discussed and monitored to ensure that audit findings were 
raised and resolved at the appropriate level. The Chair requested that 
the Clinical Audit Report come back to the Committee, with an 
assurance note from PQSOC confirming that the Committee is satisfied 
that the management responses contained within the Internal Audit 
Report, and associated management actions, are robust enough to 
address the recommendations and that the Committee will continue to 
monitor progress.
Action: Director of Corporate Governance / Secretariat

Simon Cookson (SC), Interim Head of Internal Audit, proposed 
meeting with LW to review management responses and timelines, as 
well as providing more frequent progress updates to the appropriate 
governance Committees in the coming months.

The Chair requested that a follow-up review be conducted following the 
implementation of all controls to ensure that improvements are being 
made and that any open audit recommendations on the Tracker be 
reviewed.
Action: Interim Head of Internal Audit

The Committee NOTED the Report.

7/8 10/474
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External Audit 
AC 
0112/14

Performance Update Report 
Andrew Doughton (AD), Audit Wales, presented the Performance 
Update report and noted the following key points: -

• The Draft Structured Assessment and Review of Arrangements 
for Securing Efficiencies had been issued to the Health Board for 
comment.

• The draft All-Wales Orthopaedic Follow Up Review: Summary 
Report had been delayed and would be issued by end of January 
with a discrete Annex for each Health Board. 

The Committee NOTED the Performance Update report.

AC 
0112/15

Final Annual Accounts Memorandum
Neil Hollis (NH), Audit Wales, presented the report and stated that the 
recommendation regarding asset verification would be largely 
addressed as a result of the new tagging system.

The Committee requested that the agreed Management Response to 
the recommendations be disseminated to Board Members following 
review by the Executive Committee. Rob Holcombe (RH) Director of 
Finance requested that this be taken forward by the Director of 
Corporate Governance.
Action: Director of Corporate Governance

The Committee NOTED the Report

AC 
0112/16

The Committee NOTED the following reports for information; -

• PRESS RELEASE: £6.5 million of fraud and overpayments 
identified by National Fraud Initiative in Wales  

• Making Equality Impact Assessments more than just a tick box 
exercise

Rob Holcombe (RH), Director of Finance, requested that Andrew 
Doughton (AD), Audit Performance Lead, Audit Wales, confirm with the 
Director of Corporate Governance which recommendations needed to 
be added to the Audit Tracker.
Action: Audit Performance Lead, Audit Wales

• Internal Audit Management Response Guide

AC 
0112/17

Date of Next Meeting
The date of the next business meeting was noted as: -
Thursday 3rd February 09:30 -12:00 via Microsoft Teams.

8/8 11/474



CYFARFOD BWRDD IECHYD PRIFYSGOLN ANEURIN 
BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD 
MEETING

Outstanding In Progress Not Due Completed Transferred to another Committee

Committee 
Meeting

Minute 
Reference

Agreed Action Lead Target Date Progress/
Completed

Dec 2022 AC0112/03
Consultant 
Job Planning

Following implementation of the 
automated job planning process 
an update report to be received 
at a future meeting to close of 
Audit Recommendations.

Secretariat / 
Medical 
Director

08 February 
2024

Not Due
Due to the Audit, Risk and 
Assurance Committee's 
2023/24 schedule, an update 
has been scheduled for 
February 2024. This ensures 
that enough time has passed 
between implementation and 
progress to be reported. In 
the meantime, the Board’s 
People and Culture 
Committee will seek 
assurance on progress, as 
agreed by the Board at its 
meeting on 25th January 
2023. 

1/7 12/474



CYFARFOD BWRDD IECHYD PRIFYSGOLN ANEURIN 
BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD
ACTION LOG

Committee 
Meeting

Minute 
Reference

Agreed Action Lead Target Date Progress/
Completed

Dec 2022 AC 0112/03 
Consultant 
Job Planning

To provide assurance on 
progress, circulate to members 
the Consultant Job Planning 
paper that went to the 
Renumeration and Terms of 
Service Committee meeting on 
November 29th, followed by the 
approved meeting note.

Director of 
Corporate 
Governance 

02 February 
2023

Completed. 
Subsequent to this action, an 
assurance report in respect of 
Job Planning was scheduled 
and presented to the Board at 
its meeting held in public on 
25/01/23, ensuring that all 
Board Members were afforded 
the opportunity to seek 
assurance and raise 
questions.

Dec 2022 AC0112/08
Committee 
Risk Report

To receive a detailed risk 
assessment and update on 
mitigating actions in respect of 
the following risk included on 
the Corporate Risk Register:
CRR004: Risk of Non-compliance 
with relevant Legislative 
requirements.  Due to The 
Health Board does not meet its 
statutory duty under the Well-
Being of Future Generations 
(Wales) Act 2015 or the Socio-
Economic Duty. 

Director of 
Corporate 
Governance 
/ Secretariat 

02 February 
2023

A report inclusive of a 
detailed risk assessment and 
update on mitigating actions 
will be presented to the Audit, 
Risk & Assurance Committee 
by the Risk Owner at the 
February meeting. 

This action will be closed 
following the update to the 
Committee on 02/03/2023.

2/7 13/474



CYFARFOD BWRDD IECHYD PRIFYSGOLN ANEURIN 
BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD
ACTION LOG

Committee 
Meeting

Minute 
Reference

Agreed Action Lead Target Date Progress/
Completed

Dec 2022 AC0112/08
Committee 
Risk Report

To receive a detailed risk 
assessment and update on 
mitigating actions in respect of 
the following risk included on 
the Corporate Risk Register:

CRR034: Risk of: disruption of 
provision of Health Board 
services, Due to: External 
escalation of displaced 
people/migrants – Expected 
increase of displaced people into 
the Gwent area under the Home 
Office commissioned [section 
98] accommodation. This 
presents a potential risk of 
further compounded demand for 
services across areas of Gwent.  

Director of 
Corporate 
Governance 
/ Secretariat

02 February 
2023

A report inclusive of a 
detailed risk assessment and 
update on mitigating actions 
will be presented to the Audit, 
Risk & Assurance Committee 
by the Risk Owner.

This action will be closed 
following the update to the 
Committee on 02/03/2023.

Dec 2022 AC 0112/12
Anti-Fraud

Discuss with the Director of 
Workforce and OD ways to raise 
the profile of counter-fraud 
training as part of mandatory 
training

Director of 
Finance, 
Procurement 
& Value

31 December 
2022

Completed.
Following a discussion with 
Director of Workforce & 
Organisational Development 
it was agreed that the Head 
of Counter Fraud would 
engage with the Assistant 
Director of Workforce & 
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CYFARFOD BWRDD IECHYD PRIFYSGOLN ANEURIN 
BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD
ACTION LOG

Committee 
Meeting

Minute 
Reference

Agreed Action Lead Target Date Progress/
Completed
Organisational Development 
to determine how to best 
‘place’ & progress the 
Counter Fraud training into 
wider staff training. Current 
Counter Fraud training is 
established under mandatory 
induction sessions.

A further update will be 
provided as the agreed 
mechanisms are established.

Dec 2022 AC 0112/13
Internal Audit 
Plan Progress 
Update 

Discuss with the Director of 
Corporate Governance a 
replacement audit for the 
planned Urgent Care System 
review, noting the replacement 
should be in a clinical area that 
holds a high number of risks.

Deputy 
Head of 
Internal 
Audit

02 February 
2023

In progress.
Following discussions with the 
Director of Corporate 
Governance and the Director 
of Operations, potential 
replacements are being 
considered. Audits that did 
not make the 2022/23 plan 
but are on the longlist for 
2023/24 are on the list for 
consideration.
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Committee 
Meeting

Minute 
Reference

Agreed Action Lead Target Date Progress/
Completed

Dec 2022 AC 
0112/13.1
Internal Audit 
Clinical Audit 
Plan

Based on the recommendations 
and management responses 
provided within the Audit report, 
review and update the audit 
recommendations tracker.

Director of 
Corporate 
Governance

02 February 
2023

Completed.
The recommendations have 
been incorporated into the 
Audit Tracker, which will be 
part of the February 
meeting's substantive agenda 
item.

Dec 2022 AC 
0112/13.1
Internal Audit 
Clinical Audit 
Plan

Schedule within the Audit, Risk 
& Assurance Committee forward 
workplan the Clinical Audit Plan 
for ratification, following 
consideration by the Patient 
Quality, Safety, and Outcomes 
Committee (PQSOC). 

Secretariat 18 April 2023 In progress.
The PQSOC will discuss the 
Internal Audit Clinical Audit 
Plan at its February meeting. 

The report and assurance 
note will be prepared for the 
April Audit, Risk & Assurance 
Committee meeting.
  

Dec 2022 AC 
0112/13.1
Internal Audit 
Clinical Audit 
Plan

To ensure the PQSOC 
Committee receives Internal 
Audit’s review of Clinical Audit 
(limited assurance) and provides 
the Audit, Risk & Assurance 
Committee with an assurance 
note from them confirming that 
the Committee is satisfied that 

Secretariat 18 April 2023 In Progress.
The PQSOC will discuss 
Internal Audit’s Review of 
Clinical Audit at its February 
meeting. 

The report and a Committee 
Assurance Note will be 
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Committee 
Meeting

Minute 
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Agreed Action Lead Target Date Progress/
Completed

the management responses 
contained within the Internal 
Audit Report, and associated 
management actions, are robust 
enough to address the 
recommendations and that the 
Committee will continue to 
monitor progress.

prepared for the April 
meeting of the Audit, Risk & 
Assurance Committee 
meeting.

Dec 2022 AC 0112/15
Final Annual 
Accounts 
Memorandum

Disseminate to Board Members 
following review by the 
Executive Committee

Director of 
Corporate 
Governance

02 February 
2023

Completed.
The Memorandum has been 
added to the Executive 
Committee agenda for 
05/01/23 and will be 
disseminated to Board 
members following that 
meeting.

Dec 2022 AC 0112/16
For 
Information

Confirm with the Director of 
Corporate Governance which 
recommendations from the 
reports below need to be added 
to the Audit Tracker.

• £6.5 million of fraud and 
overpayments identified 

Performance 
Lead, Audit 
Wales

31 December 
2022

Completed.
Confirmation of 
recommendations received on 
21.12.22 and added to the 
audit recommendations 
tracker for monitoring. 
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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 at each Committee 
meeting.

Committee 
Meeting

Minute 
Reference

Agreed Action Lead Target Date Progress/
Completed

by National Fraud 
Initiative in Wales  

• Making Equality Impact 
Assessments more than 
just a tick box exercise
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ANEURIN BEVAN UNIVERSITY HEALTH BOARD 
MEETING

DYDDIAD Y CYFARFOD:
DATE OF MEETING:

02 February 2023

CYFARFOD O:
MEETING OF: Audit, Risk and Assurance Committee

TEITL YR ADRODDIAD:
TITLE OF REPORT:

Counter Fraud Bribery & Corruption Policy

CYFARWYDDWR 
ARWEINIOL:
LEAD DIRECTOR:

Rob Holcombe - Director of Finance, Procurement 
and Value Based HealthCare

SWYDDOG ADRODD:
REPORTING OFFICER:

Martyn Edwards – Head of Counter Fraud

Pwrpas yr Adroddiad (dewiswch fel yn addas)
Purpose of the Report (select as appropriate)

Ar Gyfer Penderfyniad/For Decision

ADRODDIAD SCAA
SBAR REPORT
Sefyllfa / Situation 
This longstanding existing policy required updating on reaching its review by date. 
The draft policy has been updated and approved by the Executive Team. The 
Director of Corporate Governance has requested that the policy is approved by the 
Audit Committee for best practice & compliance in line with the process for Financial 
Control Procedures 

Cefndir / Background
The updating of the existing policy was necessary to reflect changes in legal 
requirements. In April 2021, the Standards for NHS Bodies (Wales) became defunct 
and was replaced by Government Functional Standard GovS:013 Counter Fraud. 
This change is fixed in law. Consequently, all references to the former standards at 
Paragraphs 1.1, 1.2 and 6 in the policy have been redacted and replaced with the 
new criteria.

Additionally, due to staffing changes, the names of Fraud Team members have been 
updated on the fraud referral form on page 23 of the document.
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Asesiad / Assessment

See above

Argymhelliad / Recommendation

The Committee is asked to approve this updated policy.

Amcanion: (rhaid cwblhau)
Objectives: (must be completed)
Cyfeirnod Cofrestr Risg Datix a 
Sgôr Cyfredol:
Datix Risk Register Reference 
and Score:

N/A

Safon(au) Gofal ac Iechyd:
Health and Care Standard(s):

Not Applicable
Choose an item.
Choose an item.
Choose an item.

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Choose an item.

Galluogwyr allweddol o fewn y 
CTCI
Key Enablers within the IMTP

Finance

Amcanion cydraddoldeb 
strategol
Strategic Equality Objectives

Strategic Equality Objectives 
2020-24

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:
Further Information:
Ar sail tystiolaeth:
Evidence Base:

N/A

Rhestr Termau:
Glossary of Terms:

N/A

Partïon / Pwyllgorau â 
ymgynhorwyd ymlaen llaw y 
Cyfarfod Bwrdd Iechyd Prifysgol:

Executive Team approved. Workforce & OD 
Policy Group approved original policy.
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Parties / Committees consulted 
prior to University Health Board:

Effaith: (rhaid cwblhau)
Impact: (must be completed)

Is EIA Required and included with this paper 
Asesiad Effaith 
Cydraddoldeb
Equality Impact 
Assessment (EIA) completed 

No  does not meet requirements

An EQIA is required whenever we are developing a 
policy, strategy, strategic implementation plan or a 
proposal for a new service or service change.
If you require advice on whether an EQIA is 
required contact ABB.EDI@wales.nhs.uk 

Deddf Llesiant 
Cenedlaethau’r Dyfodol – 5 
ffordd o weithio
Well Being of Future 
Generations Act – 5 ways 
of working

https://futuregenerations.wal
es/about-us/future-
generations-act/

Prevention - How acting to prevent problems 
occurring or getting worse may help public bodies 
meet their objectives
Choose an item.
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1 Executive Summary 
 

One of the basic principles of public sector organisations is the 

proper use of public funds. The majority of people who work in the 
NHS are honest and professional and they find that fraud committed 

by a minority is wholly unacceptable as it ultimately leads to a 
reduction in the resources available for patient care. 

 
On the 1st of November 2017, an independent special health 

authority was implemented in England entitled the NHS Counter 
Fraud Authority (NHSCFA).  This was achieved under amendment 

from the UK Government Secretary of State for Health. 
 

As a result of this, the previous arrangements which Welsh Ministers 
entered into with the predecessor organisation of the NHSCFA i.e. 

NHSBSA/NHS Protect, which was pursuant to section 83 of the 
Government of Wales Act 2006, which deals with the discharge of 

certain counter fraud functions in relation to the health service in 

Wales were reviewed and remained effective with the NHSCFA. 
 

NHSCFA has national responsibility for all policy, operational and 
training matters relating to the prevention, detection and 

investigation of fraud, bribery and corruption in the NHS.  
 

NHSCFA also provides advice, guidance and risk measurement to 
NHS Bodies in Wales on all aspects of fraud, bribery and corruption.  

All instances where fraud is suspected are properly investigated, 
until their conclusion, by staff who are fully trained and accredited 

and who are duly nominated by NHSCFA. 
 

Aneurin Bevan University Health Board (ABUHB) is committed to 
reducing the level of fraud, bribery and corruption within the NHS to 

an absolute minimum and keeping it at that level, freeing up public 

resources for better patient care. This policy has been produced by 
the Local Counter Fraud Specialist (LCFS) and is intended as a guide 

for all employees on counter fraud work within the NHS. All genuine 
suspicions of fraud, bribery and corruption can be reported to the 

LCFS or through the NHS Fraud and Corruption Reporting Line or 
the online reporting tool. ABUHB does not tolerate fraud, bribery 

and corruption within the NHS. The aim of this policy is to eliminate 
all NHS fraud, bribery and corruption as far as possible.  
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1.1 Scope of policy 
 

This policy relates to all forms of fraud, bribery and corruption and 

is intended to provide direction and assist employees, who may 
have such suspicions. It provides a framework for responding to 

suspicions, advice and information on various aspects of fraud and 
the implications of an investigation. It is not intended to provide a 

comprehensive approach to preventing and detecting fraud, bribery 
and corruption. 

 
This policy is aligned to Government Functional Standard - 

013:Counter Fraud and the 12 components/requirements stipulated 
therein. From April 2021, all NHS funded services nationally, were 

required to provide assurance against the requirements of the 
Functional Standard, which included NHS bodies in Wales. 

 
The purpose of the Functional Standard is to set the expectations 

for the management of fraud, bribery and corruption risk in 

government organisations and wider public services, while 
reinforcing the government’s commitment to fighting fraud against 

the public sector. 
 

The existence of this policy will support the organisation to operate 
within a clear and robust risk-based framework for decision making 

and accountability designed to achieve successful delivery of their 
purpose, aims and objectives, in a manner that: 

▪ Upholds organisational values and standards of behaviour. 
▪ Complies with all relevant regulatory, accreditation and licensing 

requirements, standards, directions and instructions. 
▪ Secures the efficient, effective and economic use of resources.  

▪ Safeguards and protects all assets, including its people.  
▪ Ensures good governance when working in partnership with 

others. 

 
1.2 Provisions of Government Functional Standard GovS 013 

Counter Fraud  
 

ABUHB is committed to taking all necessary steps to counter fraud, 

bribery and corruption. To meet this objective, it will be necessary 
to achieve the requirements/components of the above-mentioned 

government standard. This will require a three-stage framework to 
Counter Fraud work of strategic governance, combined with a 

proactive and reactive fraud provision, as outlined below:   
  

▪ Strategic governance – This sets out the standards in 
relation to the organisation’s strategic governance 

4/28 25/474

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1014385/6.7628_CO_Govt-Functional-Std_GovS013-Counter-Fraud_v4.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1014385/6.7628_CO_Govt-Functional-Std_GovS013-Counter-Fraud_v4.pdf


Aneurin Bevan University Health Board ABUHB/Corporate/0278 
Title: Counter Fraud, Bribery and Corruption Policy 
Owner: Head of Counter Fraud 

 

Status: Issue 6 Issue date: 25 November 2022   
Virtually Approved by: Executive Directors  Review by date: 25 November 2025  

Page 5 of 28 

 arrangements.  The aim is to ensure that counter fraud 

measures are embedded at all levels across the organisation.   

 
▪ Proactive response – This sets out the requirements in 

relation to raising awareness of crime risks against the NHS 
and working with NHS staff, stakeholders and the public to 

highlight the risks and consequences of economic crime 
against the  NHS. This response also sets out the requirement 

in relation to discouraging individuals who may be tempted to 
commit economic crime against the NHS by ensuring that 

opportunities for fraud to occur is minimised/mitigated.  
 

▪ Reactive response – This sets out the requirements in 
relation to detecting and investigating crime, prosecuting 

those who have committed such crimes and seeking financial 
redress where appropriate. 

 

 
2 Aims  

 
The overall aims of this policy are to: 

▪ improve the knowledge and understanding of everyone in 
ABUHB irrespective of their position, about the risk of fraud, 

bribery and corruption within the organisation and its 
unacceptability. 

▪ assist in promoting a climate of openness and a culture and 
environment whereby staff feel able to raise concerns sensibly 

and responsibly. 
▪ set out ABUHB’s responsibilities in terms of the deterrence, 

prevention, detection and investigation of fraud, bribery and 
corruption.  

▪ ensure the appropriate sanctions are considered following an 

investigation, which may include any or all of the following: 
▪ criminal prosecution  

▪ civil prosecution 
▪ internal/external disciplinary action 

 
 

3 Policy Statement 
 

This policy applies to all employees of ABUHB regardless of position 
held, as well as consultants, vendors, contractors, and/or any other 

parties who have a business relationship with the organisation.  It 
will be brought to the attention of all employees and form part of 

the induction process for new staff. 
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4 Fraud, Bribery, Corruption and other related Offences 
 

Fraud 

The Fraud Act 2006 was introduced on the 15th of January 2007 and 
is focused on the dishonest behaviour of the suspect and their 

intent to make a gain or cause a loss.  It includes the following 
offences that could be committed against the NHS: 

 
▪ Fraud by false representation (s.2) – dishonestly 

misrepresenting something using any means, e.g. by words or 
actions.  

▪ Fraud by failing to disclose information (s.3) – not saying 
something where there is a legal duty to do so. 

▪ Fraud by abuse of a position of trust (s.4) – abusing a position 
where there is an expectation to safeguard the financial 

interests of another person or organisation. 
▪ Possession of articles for use in fraud (s.6) – Having 

possession or control over a document or item, intended for 

use in the commission of fraud. 
▪ Making or supplying articles for use in fraud (s.7) – Making, 

adapting, or supplying a document or item in the knowledge it 
is to be used to commit fraud. 

▪ Participation in fraudulent business carried on by a sole trader 
(s.9) – knowingly carrying out a fraudulent business. 

▪ Obtaining services dishonestly (s.11) carrying out a dishonest 
act in order to obtain services. 

 
It should be noted that all offences under the Fraud Act 2006 occur 

where the act or omission is committed dishonestly and with intent 
to cause gain or loss. The gain or loss does not have to succeed, the 

mere exposure to the risk of loss is sufficient, so long as the intent 
is there. 

 

Other Offences 
Outside of the Fraud Act 2006, the following offences could be 

committed against the NHS: 
▪ False accounting (s.17 Theft Act 1968) – Dishonestly altering 

a record kept for accounting purposes in order to make a gain 
or loss. 

▪ Possession of false identity documents (s.25 – Identity Cards 
Act 2006) Having possession or control over an identity 

document that is false, has been improperly obtained or 
relates to someone else. 

▪ Unauthorised access to computer material (s.1 – Computer 
Misuse Act 1990) to secure access to a program or data that 

is unauthorised. 
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▪ Unauthorised access with intent to commit or facilitate 

commission of further offences (s.2 – Computer Misuse Act 

1990) to carry out s1 with intent to commit an offence or 
facilitate to commission of an offence. 

▪ Theft (s.1 – Theft Act 1968) to dishonestly appropriate, 
property that belongs to another with the intention of 

permanently depriving the other person of that property. 
▪ Forgery and Counterfeiting Act 1981 (s.1 to s.4) making, 

copying, using or using a copy of a false instrument with the 
intention of inducing somebody to accept it as genuine. 

 
The Fraud Act repealed the following offences; however they may 

be used if a fraud was committed before the 15th of January 2007. 
▪ Obtaining property by deception (s.15 Theft Act 1968) by any 

deception, to dishonestly obtain property belonging to another 
person, with the intention to permanently deprive. 

▪ Obtaining a money transfer by deception (s.15a Theft Act 

1968) by any deception, to dishonestly obtain a money 
transfer. 

▪ Obtaining a pecuniary advantage by deception (s.16 Theft Act 
1968) by any deception, to dishonestly obtain a pecuniary 

advantage. 
▪ Obtaining services by deception (s.1 – Theft Act 1978) by any 

deception, to dishonestly obtain services. 
 

Bribery and Corruption 
This can be broadly defined as the offering or acceptance of 

inducements, gifts, favours, payment, or benefit-in-kind which may 
influence the action of any person. Corruption does not always 

result in a loss. The corrupt person may not benefit directly from 
their deeds; however, they may be unreasonably using their 

position to give some advantage to another. 

 
It is a common law offence of corruption to bribe the holder of a 

public office and it is similarly an offence for the office holder to 
accept a bribe. 

 
Corruption prosecutions tend to be most commonly brought using 

specific pieces of legislation dealing with corruption, i.e. under the 
following: 

 
▪ The Public Bodies Corrupt Practices Act 1889 

▪ The Prevention of Corruption Acts 1889–1916  
▪ The Anti-terrorism, Crime and Security Act 2001 

▪ The Bribery Act 2010 
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5 Codes of Conduct 

 

The Codes of Conduct and Accountability for NHS Boards and NHS 
managers set out the key public service values. They state that 

public service values must be at the heart of the National Health 
Service.  High standards of corporate and personal conduct based 

on recognition that patients come first, have been a requirement 
throughout the NHS since its inception.  Moreover, since the NHS in 

Wales is publicly funded, it must be accountable to the Welsh 
Parliament for the services it provides and for the efficient, effective 

and economical use of taxpayers’ money.  
 

There are seven principles of public life (The Nolan Principles).  
These general principles of conduct, which underpin public life, were 

restated when the Nolan Committee’s ‘First Report on Standards in 
Public Life’ was published in May 1995.  These principles state that 

public officials should: 

Selflessness: Take decisions solely in terms of the public interest. They 

should not do so in order to gain financial or other 
material benefit for themselves, their family, or their 
friends. 

Integrity: Not place themselves under any financial or other 
obligation to outside individuals or organisations that 

might influence them in their performance or their official 
duties. 

Objectivity: In carrying our public business, including making public 
appointments, awarding contracts, or recommending 

individuals for rewards or benefits, choices should be 
made on merit. 

Accountability: Be accountable for their decisions and actions to the 
public and must submit themselves to whatever scrutiny 
is appropriate to their office. 

Openness: Be as open as possible about all the decisions and 
actions they take. They should give reasons for their 

decisions and restrict information only when the wider 
public interest clearly demands. 

Honesty: Have a duty to declare any private interest relating to 
their public duties and to take steps to resolve any 

conflicts arising in a way that protects the public interest, 

Leadership: Promote and support these principles by leadership and 
example. 

 
The Code of Conduct and Accountability for NHS Boards and NHS 

Managers came into force on the 1st of January 2007, as directed by 
the National Assembly for Wales. The code details the 
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aforementioned seven general principles of conduct that underpin 

public life. The code also incorporates the following three crucial 

public service values which must underpin the work of the health 
service in Wales. 

 
Accountability  Everything done by those who work in the NHS in 

Wales must be able to stand the tests of scrutiny 
by the Assembly, public judgements on propriety 

and professional codes of conduct. 
 

Probity There should be an absolute standard of honesty 
in dealing with the assets of the NHS in Wales; 

integrity should be the hallmark of all personal 
conduct in decisions affecting patients, staff and 

suppliers, and in the use of information acquired 
in the course of the duties of the NHS in Wales. 

 

Openness  There should be sufficient transparency about the 
NHS in Wales’s activities to promote confidence 

between the NHS body and its staff, patients and 
the public. 

All staff should be aware of and act in accordance with these values. 
 

 
6 Roles and Responsibilities 

 
This section states the roles and responsibilities of employees and 

other relevant parties in reporting fraud, bribery and corruption or 
other irregularities. 

 
ABUHB will take all necessary steps to counter fraud, bribery and 

corruption in accordance with this policy, current legal directions, 

the NHS Counter Fraud, Bribery and Corruption Manual, the policy 
statement ‘Applying Appropriate Sanctions Consistently’ published 

by NHSCFA and any other relevant guidance or advice issued by 
that organisation. 

 
These steps to counter fraud, bribery and corruption will be in 

accordance with the provisions of Government Functional Standard 
GovS 013 Counter Fraud and should incorporate the three key 

principles outlined below. A key element in achieving this is the 

appointment of an LCFS.   
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Raising fraud awareness 

This involves the maintenance of an ongoing programme to raise 

awareness of fraud, bribery and corruption and create an anti-fraud 
culture among all staff across all sites, using all available media. 

 
ABUHB will utilise counter fraud publicity material to persuade those 

who work in the organisation that fraud, bribery and corruption is 
serious and takes away resources from important services. Such 

activity will demonstrate that fraud, bribery and corruption against 
the NHS is unacceptable, indefensible and will not be tolerated. 

 
Preventative measures  

Prevention involves (but is not limited to) an ongoing fraud 
prevention rolling programme of work undertaken by the 

organisation in the form of reviews and financial risk assessments 
to systems, processes, internal/external controls, policies and 

procedures to ensure that they are robust and fraud proofed to 

enable resistance of attack from fraud, bribery and corruption.  This 
includes the installation of anti-fraud, bribery and corruption 

measures.   
 

ABUHB will develop and maintain effective controls to prevent fraud, 
bribery and corruption and to ensure that if it does occur, it will be 

detected promptly and referred to the LCFS for investigation. 
Deterrence is about increasing the expectation that someone will be 

caught if they attempt to defraud – this is more than just tough 
sanctions. ABUHB will introduce such measures to minimise the 

occurrence of fraud, bribery and corruption and will seek to 
maximise the deterrent impact. 

 
Successful prevention of fraud which cannot be deterred 

ABUHB has policies and procedures in place to reduce the likelihood 

of fraud, bribery and corruption occurring. These include a system 
of internal controls, Standing Orders, Standing Financial 

Instructions and documented procedures, which involve physical 
and supervisory checks, financial reconciliations, segregation and 

rotation of duties, and clear statements of roles and responsibilities. 
 

Where fraud, bribery and corruption has occurred, ABUHB will 
ensure that any necessary changes to systems and procedures take 

place immediately to prevent similar incidents from happening in 
the future. 

 
Hold to Account 

The organisation will carry out and report on local proactive 
detection exercises based on locally identified risks. The LCFS will 
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be professionally trained and accredited to carry out investigations 

into suspicions of fraud, bribery and corruption to the highest 

standards.  
 

In liaison with the NHSCFA and Counter Fraud Service (Wales) the 
LCFS will professionally investigate all suspicions of fraud, bribery 

and corruption to prove or disprove the allegation ensuring 
compliance with all guidance and relevant criminal law legislation. 

 
Following the conclusion of an investigation, if there is evidence of 

fraud, available sanctions will be considered in accordance with the 
guidance ‘Applying Appropriate Sanctions Consistently’. This may 

include criminal prosecution, civil proceedings and disciplinary 
action, as well as referral to a professional or regulatory body. 

 
Recovery of any losses incurred will also be sought through civil 

proceedings if appropriate, to ensure losses to the organisation and 

the NHS are returned for their proper use. 
 

Aneurin Bevan University Health Board 
The organisation has a duty to ensure that it provides a secure 

environment in which to work, and one where people are confident 
to raise concerns without worrying that it will reflect badly on them. 

This extends to ensuring that staff feel protected when carrying out 
their official duties and are not placed in a vulnerable position. If 

staff have concerns about any procedures or processes that they 
are asked to be involved in, the organisation has a duty to ensure 

that those concerns are listened to and addressed.  
 

Chief Executive 
The Chief Executive is liable to be called to account for specific 

failures in the health board’s system of internal controls. However, 

responsibility for the operation and maintenance of controls falls 
directly to line managers and requires the involvement of all 

employees. ABUHB has a duty to ensure employees who are 
involved in or who are managing internal control systems receive 

adequate training and support in order to carry out their 
responsibilities. Therefore, the Chief Executive and Director of 

Finance will monitor and ensure compliance with this policy. 
 

Director of Finance 
The Director of Finance, in conjunction with the Chief Executive, 

monitors and ensures compliance with the Counter Fraud 
Directions.  The Director of Finance will, depending on the outcome 

of investigations (whether on an interim/ongoing or concluding 
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basis) and/or the potential significance of suspicions that have been 

raised, inform appropriate senior management accordingly. 

 
The Director of Finance and LCFS will be responsible for informing 

third parties such as external audit or the police at the earliest 
opportunity, as circumstances dictate.  

 
The Director of Finance will inform and consult the Chief Executive 

in cases where the loss may be above the agreed limit or where the 
incident may lead to adverse publicity. 

 
The Director of Finance will inform the Board Secretary at the first 

opportunity.  If an investigation is deemed to be appropriate, the 
Director of Finance will delegate to the LCFS, who has responsibility 

for leading the investigation, whilst retaining overall responsibility 
himself/herself. 

 

The Director of Finance or the LCFS will consult and take advice 
from the Director of Workforce and OD, if a member of staff is to be 

interviewed or disciplined.  The Director of Finance or LCFS will not 
conduct a disciplinary investigation, but the employee may be the 

subject of a separate investigation as part of a disciplinary process. 
 

Managers 
Managers must be vigilant and ensure that procedures to guard 

against fraud, bribery and corruption are followed. They should be 
alert to the possibility that unusual events or transactions could be 

symptoms of fraud, bribery and corruption.  If they have any 
doubts, they must seek advice from the nominated LCFS. 

 
Managers must instil and encourage an anti-fraud and anti bribery 

and corruption culture within their team and ensure that 

information on procedures is made available to all employees.  The 
LCFS will proactively assist the encouragement of an anti-fraud 

culture by undertaking work that will raise fraud awareness.  
 

All instances of actual or suspected fraud, bribery or corruption 
which come to the attention of a manager must be reported 

immediately.  It is appreciated that some employees will initially 
raise concerns with their manager. However, in such cases, 

managers must not attempt to investigate the allegation 
themselves; they have the clear responsibility to refer the concerns 

to the LCFS as soon as possible.  
 

Line managers at all levels have a responsibility to ensure that an 
adequate system of internal control exists within their areas of 
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responsibility and that controls operate effectively. The 

responsibility for the prevention and detection of fraud and 

corruption therefore primarily rests with managers but requires the 
co-operation of all employees. Failures by managers to apply 

effective internal financial controls and appropriate financial 
governance and verification could result in disciplinary action. 

 
As part of that responsibility, line managers in association with the 

Board Secretary need to: 
 

▪ inform staff of ABUHB’s Standards of Business Conduct for 
Employees and the Counter Fraud, Bribery and Corruption 

Policy as part of their induction process, paying particular 
attention to the need for accurate completion of personal 

records and forms. 
▪ ensure that all employees for whom they are accountable are 

made aware of the requirements of the policy. 

▪ assess the types of risk involved in the operations for which 
they are responsible. 

▪ ensure that adequate control measures are put in place to 
minimise the risks. This must include clear roles and 

responsibilities, supervisory checks, staff rotation (particularly 
in key posts), separation of duties wherever possible so that 

control of a key function is not invested in one individual, and 
regular reviews, reconciliations and test checks to ensure that 

control measures continue to operate effectively. 
▪ ensure that any use of computers by employees is linked to 

the performance of their duties within the organisation. 
▪ be aware of ABUHB’s Counter Fraud, Bribery and Corruption 

Policy and the rules and guidance covering the control of 
specific items of expenditure and receipts. 

▪ identify financially sensitive posts. 

▪ ensure that controls are being complied with.  
▪ contribute to their director’s assessment of the risks and 

controls within their business area, which feeds into ABUHB 
and the Department of Health Accounting Officer’s overall 

statements of accountability and internal control. 
 

Employees 
ABUHB’s Standing Orders, Standing Financial Instructions, policies 

and procedures place an obligation on all employees and 
Independent Members of the Board to act in accordance with best 

practice.  
 

Employees are expected to act in accordance with the standards 
laid down by their professional institutes, where applicable, and 
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have a personal responsibility to ensure that they are familiar with 

them. 

 
Employees also have a duty to protect the assets of the 

organisation including information, goodwill and property. 
 

In addition, all employees have a responsibility to comply with all 
applicable laws and regulations relating to ethical business 

behaviour, procurement, personal expenses, conflicts of interest, 
confidentiality and the acceptance of gifts and hospitality.  This 

means, in addition to maintaining the normal standards of personal 
honesty and integrity, all employees should always: 

▪ avoid acting in any way that might cause others to allege or 
suspect them of dishonesty 

▪ behave in a way that would not give cause for others to doubt 
that employees deal fairly and impartially with official matters 

▪ be alert to the possibility that others might be attempting to 

deceive 
 

All employees have a duty to ensure that public funds are 
safeguarded, whether or not they are involved with cash or 

payment systems, receipts or dealing with contractors or suppliers.  
If an employee suspects that there has been fraud, bribery or 

corruption, or has seen any suspicious acts or events, they must 
report the matter to the nominated LCFS (see LCFS heading below). 

 
LCFS 

The Directions to NHS Bodies (Wales) on Counter Fraud Measures 
2005 require the NHS organisation to appoint and nominate an 

LCFS.  The LCFS’s role is to ensure that all cases of actual or 
suspected fraud, bribery and corruption are notified to the Director 

of Finance and reported accordingly. 

 
The LCFS will regularly report to the Director of Finance on the 

progress of the investigation and when/if referral to the police is 
required.  

 
The LCFS will: 

 
▪ ensure that the Director of Finance is informed about all 

referrals/cases. 
▪ be responsible for the day-to-day implementation of the 

components/requirements of the of Government Functional 
Standard GovS 013 Counter Fraud and, in particular, the 

investigation of all suspicions of fraud. 
▪ investigate all cases of fraud. 
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▪ in consultation with the Director of Finance, report any case to 

the police or NHSCFA as agreed and in accordance with the 

NHS Counter Fraud Manual. 
▪ report any case and the outcome of the investigation through 

NHSCFA’s national investigation management system.  
▪ ensure that other relevant parties are informed where 

necessary, e.g. Workforce & OD (HR) who will be informed if 
an employee is the subject of a referral. 

▪ ensure that any system weaknesses identified as part of an 
investigation are followed up with management and reported 

to Internal Audit. 
▪ adhere to the Counter Fraud Professional Accreditation Board 

(CFPAB) Principles of Professional Conduct as set out in the 
NHS Counter Fraud Manual. 

▪ not have responsibility for or be in any way engaged in the 
management of security for any NHS body. 

 

Internal and external audit  
Any incident or suspicion that comes to internal or external audit’s 

attention will be passed immediately to the nominated LCFS.  The 
outcome of the investigation may necessitate further work by 

internal or external audit to review systems. 
 

Human Resources (Workforce & OD) 
HR will liaise closely with managers and the LCFS from the outset if 

an employee is suspected of being involved in fraud and/or bribery 
and/or corruption, in accordance with agreed liaison protocols. HR 

staff are responsible for ensuring the appropriate use of ABUHB’s 
disciplinary procedure. The HR Department will advise those 

involved in the investigation on matters of employment law and 
other procedural matters, such as disciplinary and complaints 

procedures, as requested. Close liaison between the LCFS and HR 

will be essential to ensure that any parallel sanctions (i.e. criminal, 
civil and disciplinary sanctions) are applied effectively and in a co-

ordinated manner. 
 

HR will take steps at the recruitment stage to establish, as far as 
possible, the previous record of potential employees, as well as the 

veracity of required qualifications and memberships of professional 
bodies, in terms of their propriety and integrity. In this regard, 

temporary and fixed-term contract employees are treated in the 
same manner as permanent employees. 

 
NHS Counter Fraud Service (Wales) 

The NHS Counter Fraud Authority) has responsibility for policy and 
operational matters relating to the prevention, detection and 
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investigation of fraud, bribery and corruption in the NHS.  NHSCFA 

has national investigation service teams sited in three geographical 

regions that investigate NHS fraud in England.  The regional team 
that covers Wales, Counter Fraud Service (Wales) is funded by the 

Welsh Government.   They are responsible for: 
▪ Investigating high value and complex cases and dealing with 

all bribery and corruption cases. 
▪ Supporting the LCFS by offering practical advice on law and 

procedures. 
▪ Liaising with other NHSCFA regional teams, Police and Crown 

Prosecution Service. 
 

 
7 Counter Fraud Response Plan 

 
This section outlines the action to be taken if fraud, bribery or 

corruption is discovered or suspected. 

 
Reporting Fraud, Bribery & Corruption 

If an employee has any of the concerns mentioned in this 
document, they must inform the nominated LCFS or the Director of 

Finance or Board Secretary immediately, unless the Director of 
Finance or LCFS is implicated.  If that is the case, they should 

report it to the Chair or Chief Executive, who will report the 
circumstances to Counter Fraud for investigation.   

 
Appendix 1 provides a reminder of the key contacts and a checklist 

of the actions to follow if fraud, bribery and corruption, or other 
illegal acts, are discovered or suspected. Managers are encouraged 

to copy this to staff and to place it on staff notice boards in their 
department.  This checklist is also available on the ABUHB intranet 

site. 

 
Employees can also call the NHS Fraud and Corruption Reporting 

Line on freephone 0800 028 40 60. This provides an easily 
accessible route for the reporting of genuine suspicions of fraud, 

bribery or corruption, within or affecting the NHS. It allows NHS 
staff who are unsure of internal reporting procedures to report their 

concerns in the strictest confidence.  All calls are dealt with by 
experienced trained staff and any caller who wishes to remain 

anonymous may do so. The online reporting tool 
www.reportnhsfraud.nhs.uk is a further medium to report concerns. 

 
Anonymous letters, telephone calls, etc are occasionally received 

from individuals who wish to raise matters of concern, but not 
through official channels.  While the suspicions may be erroneous or 
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unsubstantiated, they may also reflect a genuine cause for concern 

and will always be taken seriously. 

 
The LCFS will make sufficient enquiries to establish whether or not 

there is any foundation to the suspicion that has been raised.  If the 
allegations are found to be malicious, they will also be considered 

for further investigation to establish their source.  
 

Staff should always be encouraged to report reasonably held 
suspicions directly to the LCFS.  You can do this by filling in the NHS 

Fraud and Corruption Referral Form (Appendix 2) or by contacting 
the LCFS by telephone or email using the contact details supplied on 

Appendix 1.  The referral form can also be found on the Counter 
Fraud Team web pages on the ABUHB intranet site. 

 
ABUHB wants all employees to feel confident that they can expose 

any wrongdoing without any risk to themselves.  In accordance with 

the provisions of the Public Interest Disclosure Act 1998, ABUHB 
has produced a raising concerns policy. This procedure is intended 

to complement the Counter Fraud Bribery and Corruption Policy and 
the Standards of Business Conduct for Employees and ensures there 

is full provision for staff to raise any concerns with others, without 
risk or prejudice to themselves and without fear of reprisal, if they 

do not feel able to raise them with their line manager/management 
chain.  

 
Disciplinary action 

The disciplinary procedures of ABUHB must be followed if an 
employee is suspected of being involved in a fraudulent or 

otherwise illegal act. It should be noted, however, that the duty to 
follow disciplinary procedures will not override the need for legal 

action to be taken (e.g. consideration of criminal action).  In the 

event of doubt, legal statute will prevail. 
 

Police involvement 
In accordance with the NHS CounterFraud Manual, the Director of 

Finance, in conjunction with the LCFS, will decide whether or not a 
case should be referred to the police.  Any referral to the police will 

not prohibit action being taken under the local disciplinary 
procedures of the organisation. 

 
The procedure for reporting fraud is outlined in the flowchart ‘Chart 

1’ which is included with this policy as Appendix 3. 
 

Managing the Investigation 
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The LCFS, in consultation with the Director of Finance, will 

investigate an allegation in accordance with procedures documented 

in the NHS Counter Fraud Manual issued by the NHSCFA.  
 

The LCFS must be made aware that staff under investigation which 
could possibly lead to disciplinary action have the right to be 

represented at all stages.  In certain circumstances, evidence may 
best be protected by the LCFS recommending to ABUHB that the 

staff member is suspended from duty.  ABUHB will make a decision 
based on HR advice on the disciplinary options, which include 

suspension.  
 

ABUHB will follow its disciplinary procedure if there is evidence that 
an employee has committed an act of fraud, bribery or corruption.  

 
The procedure for managing the investigation is outlined in the 

flowchart ‘Chart 2’ which is included with this policy as Appendix 4. 

 
Gathering Evidence  

The LCFS will take control of any physical evidence, and record this 
in accordance with the procedures outlined in the NHS Counter 

Fraud Manual.  If evidence consists of several items, such as many 
documents, the LCFS should record each one with a separate 

reference number corresponding to the written record.  Note that in 
criminal actions, evidence on or obtained from electronic media 

needs to be exhibited appropriately.  
 

Interviews under caution or to gather evidence will only be carried 
out by the LCFS, if appropriate, or the investigating police officer in 

accordance with the Police and Criminal Evidence Act 1984 (PACE).  
The LCFS will take written statements where necessary.  

 

In relation to an internal disciplinary process, all employees have 
the right to be accompanied by a Trade Union representative, or a 

workplace colleague, at all formal stages of the procedure. 
 

Where interviews are carried out under caution the employee has 
the right to be accompanied by a legal representative as defined 

under Code C - Section 6.12 Police and criminal Evidence Act 1984. 
 

The application of the Counter Fraud Bribery and Corruption Policy 
will at all times be considered in tandem with all other appropriate 

policies, e.g. Standing Orders, Standing Financial Instructions (SFIs) 
and Irregularities. 
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The procedure for gathering evidence is outlined in the flowchart 

‘Chart 3’ which is included with this policy as Appendix 5. 

 
The interview procedure is outlined in the flowchart ‘Chart 4’ which 

is included with this policy as Appendix 6. 
 

Recovery of losses incurred to fraud, bribery and corruption 
The seeking of financial redress or recovery of losses should always 

be considered in cases of fraud, bribery or corruption that are 
investigated by either the LCFS or NHS Counter Fraud Service 

(Wales) where a loss is identified.  As a general rule, recovery of 
the loss caused by the perpetrator should always be sought.  The 

decisions must be taken in the light of the particular circumstances 
of each case.  

 
Redress allows resources that are lost to fraud, bribery and 

corruption to be returned to the NHS for use as intended, for 

provision of high-quality patient care and services. 
 

Reporting the results of the investigation  
The investigation process requires the LCFS to review the systems 

in operation to determine whether there are any inherent 
weaknesses. Any such weaknesses identified should be corrected 

immediately.  
 

If fraud, bribery or corruption is found to have occurred, the LCFS 
should prepare a report for the Director of Finance and the next 

Audit Committee meeting, setting out the following details:  
• Details of the allegation 

• Details of the investigation 
• Details of identified losses 

• System weaknesses identified 

• Implementation of recommendations 
 

Sanctions and Redress 
Section 6 of the NHS Counter Fraud Manual provides in-depth 

details of how sanctions can be applied where fraud and corruption 
is proven and how redress can be sought.  To summarise, local 

action can be taken to recover money by using the administrative 
procedures of the organisation or civil law.  

 
In cases of serious fraud, bribery and corruption, it is recommended 

that parallel sanctions are applied.  For example: disciplinary action 
relating to the status of the employee in the NHS; use of civil law to 

recover lost funds; and use of criminal law to apply an appropriate 
criminal penalty upon the individual(s) and/or a possible referral of 
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information and evidence to external bodies – for example, 

professional bodies – if appropriate. 

 
The NHS Counter Fraud Service (Wales) can also apply to the courts 

to make a restraining order or confiscation order under the 
Proceeds of Crime Act 2002 (POCA).  This means that a person’s 

money is taken away from them if it is believed that the person 
benefited from the crime.  It could also include restraining assets 

during the course of the investigation.  
 

Actions which may be taken when considering seeking redress 
include: 

▪ no further action 
▪ criminal investigation  

▪ civil recovery 
▪ disciplinary action  

▪ confiscation order under POCA 

▪ recovery sought from ongoing salary payments 
 

In some cases (taking into consideration all the facts of a case), it 
may be that ABUHB under guidance from the LCFS and with the 

approval of the Director of Finance, decides that no further recovery 
action is taken.  

Criminal investigations are primarily used for dealing with any 
criminal activity.  The main purpose is to determine if activity was 

undertaken with criminal intent.  Following such an investigation, it 
may be necessary to bring this activity to the attention of the 

criminal courts (Magistrates’ Court and Crown Court).  Depending 
on the extent of the loss and the proceedings in the case, it may be 

suitable for the recovery of losses to be considered under POCA. 
 

The civil recovery route is also available to ABUHB if this is cost-

effective and desirable for deterrence purposes.  This could involve 
a number of options such as applying through the Small Claims 

Court and/or recovery through Debt Collection Agencies.  Each case 
needs to be discussed with the Director of Finance to determine the 

most appropriate action. 
 

The appropriate senior manager, in conjunction with Workforce & 
OD, will be responsible for initiating any necessary disciplinary 

action. Arrangements may be made to recover losses via payroll if 
the subject is still employed by the organisation.  In all cases, 

current legislation must be complied with. 
 

The recovery of losses should be commenced as soon as practicable 
after the loss has been identified.  Given the various options open to 
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ABUHB, it may be necessary for relevant departments to liaise 

concerning the most appropriate course of action to be taken to 

facilitate the recovery.  
 

In order to provide assurance that policies have been adhered to, 
the Director of Finance will maintain a record, highlighting when 

recovery action was required and issued, and when the action 
taken.  This will be reviewed and updated on a regular basis. 

 
 

8 Training  
 

The Counter Fraud Training Programme forms part of the Annual 
Work Plan that is agreed between the LCFS and the Director of 

Finance.   
 

It is the responsibility of the LCFS to keep a record of all attendees 

and report this information to the Director of Finance. 
 

 
9 Further Information 

 
For further information please visit   https://cfa.nhs.uk/ 

 
 

10 References 
 

Directions to NHS Bodies on Counter Fraud Measures (National 

Assembly Wales) 
NHS Counter Fraud Manual 

NHS Counter Fraud Strategy 
Public Interest Disclosure Act 1998 

The Fraud Act 2006 

Bribery Act 2010 
Disciplinary Policy 

Standing Financial Instructions 
Standing Orders 

Standards of Business Conduct for Employees 
Raising Concerns Policy 

Government Functional Standard GovS 013 Counter Fraud  
 

 
11 Appendices 

 
Included with this policy are the following appendices: 
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Appendix 1 – Desktop guide to staff 

Appendix 2 – Fraud referral form 

Appendix 3 – Chart 1: Reporting Fraud 

Appendix 4 – Chart 2: Managing the Investigation 

Appendix 5 – Chart 3: Gathering Evidence 

Appendix 6 – Chart 4: Interview Procedure 

 

 

This policy has undergone an equality impact assessment screening 
process using the toolkit designed by the NHS Centre Equality & 

Human Rights.  Details of the screening process for this policy are 

available from the policy owner. 
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NHS fraud and corruption: Do’s and Don’ts 
A desktop guide for Aneurin Bevan University Health Board

FRAUD is the dishonest intention to make a financial gain for oneself or another or to expose another to the risk of a potential loss.  

BRIBERY and CORRUPTION bribery is defined as the offering, giving or taking of a reward in return for acting dishonestly and/or in 
breach of the law 

 
 
 
 
 
 

DO NOT 
• Confront the suspect or convey concerns to anyone other than 

those authorised, as listed below 
Never attempt to question a suspect yourself; this could alert a fraudster 
or accuse an innocent person. 

• Try to investigate, or contact the police directly 
Never attempt to gather evidence yourself unless it is about to be 
destroyed; gathering evidence must take into account legal procedures in 
order for it to be useful. Your LCFS can conduct an investigation in 
accordance with legislation. 

• Be afraid of raising your concerns 
The Public Interest Disclosure Act 1998 protects employees who have 
reasonable concerns. You will not suffer discrimination or victimisation 
by following the correct procedures. 

• Do nothing! 

DO 
• Note your concerns 
Record details such as your concerns, names, dates, times, 
details of conversations and possible witnesses. Time, date and 
sign your notes. 

• Retain evidence 
Retain any evidence that may be destroyed, or make a note and 
advise your LCFS. 

• Report your suspicion 
Confidentiality will be respected – delays may lead to further 
financial loss.  
Complete a fraud report and submit in a sealed envelope marked 
‘Restricted – Management’ and ‘Confidential’ for the personal 
attention of the LCFS. 
 
If you suspect that fraud against the NHS has taken place, you 
must report it immediately, by: 

• directly contacting the Local Counter Fraud Specialist, or  

• telephoning the freephone NHS Fraud and Corruption 
Reporting Line, or 

• contacting the Director of Finance. 

 

Do you have concerns about a fraud taking 
 place in the NHS? 

If so, any information can be passed to the 
NHS Fraud and Corruption Reporting Line: 0800 028 40 60 or online 
reporting tool: www.reportnhsfraud.nhs All calls will be treated in 
confidence and investigated 

by professionally trained staff 
 The Head of Counter Fraud is Martyn Edwards who can be contacted by telephoning 01495 765470, or emailing martyn.edwards3@wales.nhs.uk  

If you would like further information about the NHS Counter Fraud Service, please visit https://cfa.nhs.uk/ 
 

 

Protecting your NHS 

APPENDIX 1 
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NHS Fraud, Bribery and Corruption Referral Form  

All referrals will be treated in strictest confidence and investigated by professionally 
trained staff 
 
Anonymous applications are accepted but may delay any investigation. Staff 
who make a referral to Counter Fraud Department are protected against 
reprisal as outlined in the ABUHB Raising Concerns Policy 
 
1. Date of Referral 

 

 
2. Anonymous application Yes/No (Delete as appropriate)  

Yes (If ‘Yes’ go to section 5) or No (If ‘No’ complete sections 3 and 4) 
 
3. Your Full Name  

 

 
 
4. Your Contact Details (email/telephone number) 

 
 

 
5. Suspicion 

 
 
 
 

 
6. Please provide details including the name, address and date of birth (if 

known) of the person to whom the suspicion relates. 

 
 
 
 
 

 

7. Please attach any available additional information that could assist 
the investigation. 

 
Submit the completed form (in a sealed envelope marked ‘Restricted – Management’ and ‘Confidential’) for the 
attention of Martyn Edwards, Head of Counter Fraud, Aneurin Bevan University Health Board, 2nd Floor, Block C 
Mamhilad House, Mamhilad Park Estate, Pontypool, NP4 0YP. 
 
Alternatively you can telephone or email martyn.edwards3@wales.nhs.uk  tel: 01495-765470 
louisa.steele@wales.nhs.uk tel: 01495-765471 sara.morris5@wales.nhs.uk tel: 01495-765401 or ring the Fraud & 
Corruption Reporting Line on 0800 028 40 60 or online reporting tool www.reportnhsfraud.nhs.uk 
 
 

APPENDIX 2 
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CHART 3:  
Gathering 
Evidence 
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CHART 4: 
Interview 
Procedure 

From 
Chart 3 
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and review events. 
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CYFARFOD BWRDD IECHYD PRIFYSGOLN 
ANEURIN BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD 
MEETING

DYDDIAD Y CYFARFOD:
DATE OF MEETING:

02 February 2022

CYFARFOD O:
MEETING OF: Audit, Risk and Assurance Committee

TEITL YR ADRODDIAD:
TITLE OF REPORT:

Update on Single Quotation and Tender 
Actions – 10th November 2022 to 12th Jan 
2023

CYFARWYDDWR 
ARWEINIOL:
LEAD DIRECTOR:

Rob Holcombe - Director of Finance, 
Procurement and Value Based HealthCare

SWYDDOG ADRODD:
REPORTING OFFICER:

Jemma Edwards – Deputy Head of 
Procurement

Pwrpas yr Adroddiad (dewiswch fel yn addas)
Purpose of the Report (select as appropriate)

Er Sicrwydd/For Assurance

ADRODDIAD SCAA
SBAR REPORT
This report provides Audit, Risk and Assurance Committee with an update in relation 
to the single tender / quotation action requests submitted to Procurement and is a 
standing report covering these key issues as part of the Committee’s work plan for 
the year.  The paper reports the outcome of these requests.  

Appendix A provides specific detail regarding the Single Quotations / Actions that 
have been submitted and approved for the period 10th Nov 2022 to 12th Jan 2023.

Cefndir / Background

It is a requirement of Aneurin Bevan Health Board Standing Orders and Standing 
Financial Instructions that all requests for a Single Tender action or a Single 
Quotation action are submitted to the Chief Executive for consideration. The Deputy 
Head of Procurement will provide a summary for each Audit, Risk and Assurance 
Committee detailing all actions submitted for consideration. The Audit, Risk and 
Assurance Committee’s work plan includes a standing item for review of the 
following at each meeting: 
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• Review of Single Quotation and Tender Requests.

Asesiad / Assessment

The Audit, Risk and Assurance Committee is invited to note the detail of the attached 
table (Appendix A) and is requested to monitor the number and value of business 
that are being submitted for a Single Tender or Single Quotation approval. The 
overarching guidelines on spending of public money are that these should be carried 
out in a fair, transparent, and open manner, ensuring that competition is sought 
wherever possible. Therefore, the number of single action requests should be kept 
to a minimum. 

There have been 5 requests submitted which have been approved during the period 
with an annual value of £98,983.03 Ex VAT.

Of these 5 approved requests, 2 were classified as either licensing or maintenance/ 
service type arrangements. There were 3 classified as goods purchased.
Argymhelliad / Recommendation

The Audit, Risk and Assurance Committee is asked to note the content of this 
report for assurance.

Amcanion: (rhaid cwblhau)
Objectives: (must be completed)
Cyfeirnod Cofrestr Risg Datix a 
Sgôr Cyfredol:
Datix Risk Register Reference 
and Score:
Safon(au) Gofal ac Iechyd:
Health and Care Standard(s):

Governance, Leadership and Accountability
Choose an item.
Choose an item.
Choose an item.

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Choose an item.

Galluogwyr allweddol o fewn y 
CTCI
Key Enablers within the IMTP

Choose an item.
FInance
Choose an item.
Choose an item.

Amcanion cydraddoldeb 
strategol
Strategic Equality Objectives

Strategic Equality Objectives 
2020-24

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:
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Further Information:
Ar sail tystiolaeth:
Evidence Base:

Rhestr Termau:
Glossary of Terms:

ICT – Information and Communications 
technology

Partïon / Pwyllgorau â 
ymgynhorwyd ymlaen llaw y 
Cyfarfod Bwrdd Iechyd Prifysgol:
Parties / Committees consulted 
prior to University Health Board:

Effaith: (rhaid cwblhau)
Impact: (must be completed)

Is EIA Required and included with this paper 
Asesiad Effaith 
Cydraddoldeb
Equality Impact 
Assessment (EIA) completed 

No  does not meet requirements

An EQIA is required whenever we are developing a 
policy, strategy, strategic implementation plan or a 
proposal for a new service or service change.
If you require advice on whether an EQIA is 
required contact ABB.EDI@wales.nhs.uk 

Deddf Llesiant 
Cenedlaethau’r Dyfodol – 5 
ffordd o weithio
Well Being of Future 
Generations Act – 5 ways 
of working

https://futuregenerations.wal
es/about-us/future-
generations-act/

Choose an item.
Choose an item.
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Date of Request Type of Request Reference No Description Anticipated Annual Value (ex VAT) Supplier Type Reason for request Advice from Procurement Approved / Rejected CEO Approval Date Chairs Approval Date (If 

Applicable)

29/11/2022 Single Tender Action

ABU-STA-51950 Gwent Alliance co ordinator £50,216.54 Kaleidoscope Service

The role of Gwent Alliance Co-ordination and Engagement Manager will be dedicated to ensuring Third Sector engagement 

and coordination of involvement in support of partnership working between the Health Board, other Statutory Services and 

Third Sector organisations.  Employed by Kaleidoscope on behalf of the Mental Health Alliance for the Third Sector, this 

post holder will be integral to achieving a shared local vision of increasing population mental wellbeing by facilitating a 

Third Sector voice/perspective in all aspects of engagement and involvement in shaping mental health and learning 

disability services.

The role will also support the Single Point of Contact Service within NHS 111 currently being implemented within ABUHB. 

Approved as genuinely only one supplier to offer level of spec required for service. Approved 06/12/2022

11/11/2022 Single Quotation Action

ABU-SQA-51801 Provision of ED Peer Mentors £23,602.50 Growing Space

Service The extension of the paid Mental Health Peer Mentor Workers service within the Emergency Department (ED) at the 

Grange University Hospital (GUH) who work as part of and under the guidance of the Crisis Liaison Team (CLT). The service 

was initially piloted from 1st October 2021.  

It is proposed that the service in the ED is extended from 1st October 2022 until 31st March 2023. The service operates 

from Thursday to Sunday from 4pm to 12 midnight, reflecting the finishing time of the CLT who will provide wider guidance 

and support.The original outcomes for the commissioned Sanctuary Service are:

•	Early intervention crisis service providing improved access to the right care and support for individuals across the health, 

housing and social care system.

•	Individuals develop greater resilience and agency to manage their own mental health and well-being.

The service is follow up work where the provider has already undertaken initial work in the same area, in addition 

there is a need to retain this service for real business continuity issues. Following this extension of service, if a 

decision is taken that the service is required moving forward, it will be commissioned via a competitive procurement 

process.

Approved 18/11/2022

15/11/2022

Single Quotation Action

ABU-STA-51837 Procurement of Specialist patient cot bed for child JM £7,299.99 Safespaces (Cornholme) Ltd. Goods

Full assessment by the occupational therapist  was undertaken to understand the community patient complex needs & 

health issues and the sustainability of her family and care providers.   No other bed company are able to provide a bed with 

the features required in the size required.

Approved as genuinely the only supplier in the market. Approved 01/12/2022

21/11.2022

Single Quotation Action

ABU-STA-51869 Procurement of Specialist patient cot bed for child EWD £8,332.00 Theraposture Ltd Goods

Full assessment by the occupational therapist  was undertaken to understand the community patient complex needs & 

health issues and the sustainability of her family and care providers.   No other bed company are able to provide a bed with 

the features required in the size required.

Approved as genuinely the only supplier in the market. Approved 01/12/2022

21/11.2022

Single Quotation Action

ABU-STA-51870 Procurement of Specialist patient cot bed for child TDR £9,532.00 Theraposture Ltd Goods

Full assessment by the occupational therapist  was undertaken to understand the community patient complex needs & 

health issues and the sustainability of her family and care providers.   No other bed company are able to provide a bed with 

the features required in the size required.

Approved as genuinely the only supplier in the market. Approved 01/12/2022

Appendix 1 - Summary of Single Tender/Quotation Actions
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CYFARFOD BWRDD IECHYD PRIFYSGOLN 
ANEURIN BEVAN

ANEURIN BEVAN UNIVERSITY HEALTH BOARD 
MEETING

DYDDIAD Y CYFARFOD:
DATE OF MEETING:

02 February 2023

CYFARFOD O:
MEETING OF: Audit, Risk and Assurance Committee

TEITL YR ADRODDIAD:
TITLE OF REPORT:

Financial Governance, Reporting & Control. 

CYFARWYDDWR 
ARWEINIOL:
LEAD DIRECTOR:

Rob Holcombe - Director of Finance, 
Procurement and Value Based HealthCare

SWYDDOG ADRODD:
REPORTING OFFICER:

Estelle Evans, Head of Financial Services 
and Accounting

Pwrpas yr Adroddiad (dewiswch fel yn addas)
Purpose of the Report (select as appropriate)

Ar Gyfer Penderfyniad/For Decision

ADRODDIAD SCAA
SBAR REPORT
Sefyllfa / Situation 
This report gives the Audit, Risk and Assurance Committee an update in relation to 
several standing items which are reviewed in line with the committee’s terms of 
reference and work plan:

- Governance Issues including Financial Control Procedures and Policies.
- Annual Accounts timetable
- Technical accounting issues.
- Public Sector Payment Policy compliance.
- Payments Exceeding £100K.

The Audit, Risk and Assurance Committee is requested to:

- Note the contents of this report.
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- Approve the amendments to the following financial control procedures 
(FCP): 
1. Engaging off Payroll Workers (Appendix 1)
2. Accounts Payable (Appendix 2)
3. Patients’ Property (Appendix 3)
4. Purchasing Cards (Appendix 4)

Cefndir / Background

Financial control procedures are reviewed, as a minimum, on a 3 yearly basis.

The FCPs presented have been reviewed by the Executive Committee and are 
presented to the Audit, Risk and Assurance Committee for approval.

A table has also been included to provide an update of the action taken to date to 
ensure compliance with the review date for all financial control procedures.

Asesiad / Assessment

1. -   Financial Control Procedures (FCP)

The FCPs to be reviewed at this Committee as part of the regular programme of 
updates are:

- Engaging off Payroll Workers 
- Accounts Payable 
- Patients’ Property 
- Purchasing Cards 

These procedures were presented and approved at the Executive Committee on 
19th January 2023.  

A summary of the main changes to each of the Financial Control procedure is set 
out below. The full revised FCPs are included as Appendix 1 to 4. 

Engaging off Payroll Workers

Owner: Director of Finance, Procurement and Value
Review Date: December 2022

The procedure sets out the Health Boards responsibility in relation to 
engaging off payroll workers under UK tax rules IR35.

This procedure relates to workers who carry out work for the Health Board 
but are not employed by the Health Board, (broadly speaking, those 
individuals for whom we receive invoices for their services).  It also 
relates to all staff engaged through an agency or other labour provider, 
where the agency/labour provider has itself engaged the worker via an 
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intermediary.  The Health Board is responsible for establishing the 
employment status of all workers.

The IR35 rules ensure that workers who are paid through intermediaries 
and are deemed to hold employment status, pay broadly the same tax 
and NICs as if they were an employee under the Pay As You Earn (PAYE) 
system.  

The document has been circulated for comment as follows:

• Workforce and Organisational Development
• NWSSP – Payroll
• NWSSP – Procurement
• NWSSP - Audit and Assurance Services

Main changes to the document

Paragraph Summary of change
All Organisational change - Director of Finance changed to 

Director of Finance, Procurement and Value
6.1 Recruiting Managers – ‘Check employment status for 

tax – GOV.UK’ online link updated
6.1 Recruiting Managers – Clarification of existing process - 

reference to Appendix 1,2,3 added. Guidance and forms 
to be completed if the outcome of the employment 
status assessment confirms that IR35 rules apply

7.1.1 Testing for Employment Status - ‘Check employment 
status for tax – GOV.UK’ online link updated 

Appendix 1,2,3 Clarification of existing process - Appendix 1,2,3 added. 
Guidance and forms to be completed if the outcome of 
the employment status assessment confirms that IR35 
rules apply

Accounts Payable

Owner: Director of Finance, Procurement and Value
Review Date: April 2023

The procedure covers the payment and approval of invoices for goods and 
services supplied to Aneurin Bevan Health Board. 

The procedure sets out the requirements of the Health Board to ensure 
there are adequate controls over payment of invoices. That invoices are 
paid correctly, properly authorised and on a timely basis, within Welsh 
Governments Public Sector Payment Policy 30-day target, and in 
compliance with Standard Financial Instructions.

The document has been circulated for comment as follows:

3/10 56/474



• Head of Financial Services and Accounting
• NWSSP – Accounts Payable
• NWSSP - Procurement
• NWSSP - Audit and Assurance Services

Main changes to the document

Paragraph Summary of change
All Organisational change - Director of Finance changed to 

Director of Finance, Procurement and Value
All Intranet links added for internal documents
6.3 Order Creation - Clarification of existing process – 

sentence added to confirm process with regard to 
requisitions being returned if a requisition includes a 
Catalogue item which hasn’t been selected

6.4 New Suppliers and Supplier Amendments - Change in 
process - paragraph added to confirm new process via 
Procurement and through an electronic form

6.5 Supplier Delivers Goods or Services - Additional 
information - GUH Receipt & Distribution Store address 
added as delivery point for the Health Board

6.5 Supplier Delivers Goods or Services – Responsibility re-
enforcement – sentence added to ensure all 
departments take responsibility for receipting goods 
that have been delivered

6.5 Supplier Delivers Goods or Services – Responsibility re-
enforcement – sentence added to ensure all 
departments take responsibility for checking requisitions 
for non-delivery of goods

6.7.2.2 No PO No Pay – Clarification of existing process - 
sentence added to include the requirement that a 
requisition and approved PO is raised by a budget 
holder in the event an invoice is received without a PO

8 Month End Procedures – Change to process - time that 
manual journals need to be completed by AP changed 
to 10.30am to reflect updated timetable

Patients’ Property

Owner: Director of Finance, Procurement and Value
Review Date: April 2023

The Health Board has a legal responsibility to protect any patients’ property 
that is deposited for safekeeping and to return it to the patient on demand.

The purpose of the procedure is to:
• ensure that the interests of the patient, the staff and the Health Board 

are fully protected
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• assist staff in the safeguarding and administration of patients’ 
property and monies that are deposited for safe keeping

• assist staff in fulfilling the Health Board’s legal responsibility for 
patients’ property and monies.

The document has been circulated for comment as follows:

• Assistant Head of Financial Accounting
• Head of Financial Services and Accounting
• General Office Staff
• Facilities Managers
• Senior Nurses
• NWSSP-Audit and Assurance Services

Main changes to the document

Paragraph Summary of change
All Organisational change - Director of Finance changed to 

Director of Finance, Procurement and Value
All Intranet links added for internal documents
4.7 Claims in Relation to Lost or Damaged Property – 

Clarification of process – reference made to the Losses 
and Special Payments procedure in relation to any lost 
or damaged property

9.1.1 Patients’ Balances – Clarification of process – change 
from General Office staff must keep a ‘computerised 
record’ to an ‘electronic record’

9.1.6 Patients’ Balances – Clarification of process – Finance 
staff have sole responsibility for providing patients’ 
monies balances to the ‘patient’s appointees’ rather 
than ‘relatives’

Purchasing Cards

Owner: Director of Finance, Procurement and Value
Review Date: April 2023

The main objective of the Purchasing Card Scheme is to facilitate the 
payment of immediate small one-off payments or one-off online purchases 
which are not covered by any purchasing agreements or contracts.

The procedure provides guidance for the issuing and governance of 
Purchasing Cards.

The document has been circulated for comment as follows:

• Assistant Head of Financial Services
• Head of Financial Services and Accounting
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• NWSSP - Procurement
• NWSSP-Audit and Assurance Services

Main changes to the document

Paragraph Summary of change
All Organisational change - Director of Finance changed to 

Director of Finance, Procurement and Value
All Intranet links added for internal documents
7.1 Delegated Limits - Organisational change – Board 

Secretary changed to Director of Corporate Governance
10.3 Purchasing Card Application Process – Change to 

process – ability to electronically sign forms added
10.5 Purchasing Card Application Process – Change to 

process – card and pin will be personally delivered to 
the cardholder to avoid any risk of the card or pin being 
mislaid in the post or not received

The table below provides an update regarding the review dates for all of the Financial 
Control Procedures.

FCP Year Due Approved Committee 
Approved Review Date Notes 

Engaging Off Payroll Workers 22/23 Due for review 01-Dec-22 Feb 23 Audit Committee
Accounts Payable 23/24 Not yet due 02-Apr-23 Feb 23 Audit Committee
Patients' Property 23/24 Not yet due Apr-20 02-Apr-23 Feb 23 Audit Committee
Purchasing Cards 23/24 Not yet due Apr-20 02-Apr-23 Feb 23 Audit Committee
Capital Procedures and Guidance Notes 23/24 Y Apr-20 02-Apr-23
General Ledger 23/24 Y Apr-20 02-Apr-23
Policy and Governance approach for Commissioning Additional (External 
& Insourced) Non NHS Clinical Services 23/24 Y Apr-20 02-Apr-23
Prepayment of Goods and Services 23/24 Y Jul-20 13-Jul-23
Patients' Travel Costs Policy 23/24 Y Oct-20 22-Oct-23
Cash and Bank 23/24 Y Oct-20 22-Oct-23
Petty Cash 23/24 Y Dec-20 03-Dec-23
Petty Cash - Mental Health 23/24 Y Dec-20 03-Dec-23
Accounts Receivable 23/24 Y Feb-21 04-Feb-24
Approval of Orders over £100K 23/24 Y Feb-21 04-Feb-24
Salary Sacrifice 24/25 Y Aug-21 12-Aug-24
Policy for Out of Area Referrals to Secondary Care 24/25 Y Aug-21 12-Aug-24
Overseas Visitors 24/25 Y Feb-22 03-Feb-25
Charitable Funds 25/26 Y Apr-22 19-Jul-25
Recovery of Overpayments to Employees 25/26 Y Aug-22 02-Aug-25
Budgetary Control Policy & Procedure 25/26 Y Aug-22 02-Aug-25
Losses and Special Payments 25/26 Y Oct-22 06-Oct-25
Stores & Stocks 25/26 Y Oct-22 06-Oct-25
Counter Fraud Bribery and Corruption Policy 25/26 Y Oct-22 25-Nov-25
Capital Assets and Charges 25/26 Y Dec-22 01-Dec-25
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2. Technical Accounting Issues

2.1 Technical updates 

Welsh Government have issued a technical update regarding the 2022-23 Discount 
rates for general provisions, post-employment benefits, financial instruments, and 
leases (under IFRS 16).

Where relevant to the Health Board, they will be reflected in the final accounts.  

 
2.2 Changes to the Manual for Accounts

Several changes have been made to the Annual Accounts proformas and the manual of 
accounts by Welsh Government to accommodate the revised reporting requirements for 
2022/23 onwards.  These will be reflected in the final accounts and annual report reported 
to the Committee in May and June.  The main changes are listed below.

• Changes to accommodate the revised reporting requirements due to the 
implementation of IFRS16 from 01.04.2022. The adoption of IFRS16 has 
introduced a single lessee accounting model and requires a lessee to 
recognise assets and liabilities for all leases with a term of more than 12 
months unless the underlying asset is of low value (less than £5K).

• Amendments to the narrative to reflect that Health Boards have reverted 
back to the pre COVID arrangements for carry over of annual leave.  For 
Aneurin Bevan this means that there is no carry forward entitlement other 
than exceptional circumstances which are rare.

• Annual Report – the Performance Analysis section will be reinstated to the 
Performance Report section of the Annual Report as Required by the HM 
Treasury Financial Reporting Manual.

• Changes in the information to be included in the Annual Report in relation 
to:
- Performance Overview
- Performance Analysis
- Sustainability Report
- Governance Statement regarding the contents
- Performance Report Overview and Performance Analysis in relation to the    
six goals for Urgent and Emergency Care

• Some changes required to the information reported in the additional 
financial returns which provide additional information to support the main 
accounts.

 
3. Key Dates for Annual Accounts 2022/23 
 
The main deadlines, proposed Audit Committee review and Board approval dates are 
shown in the following table.

The dates are based on the initial timescales from Welsh Government and are potentially 
subject to change.  They are expected to be finalised at the end of January.  
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Annual Reports 2022/23 - Key Dates -
TBC 2023 

First draft Performance Report and 
Accountability Report for consideration by 
Exec Team 

Thurs 27-Apr 

Unaudited accounts and associated returns to 
WG Fri 28-Apr noon 

Draft Performance Report Overview, 
Accountability Report and Remuneration 
Report to WG 

Fri 05-May 

Draft Reports to Audit Committee Members Tue 09-May 

Audit Committee meeting to Consider Draft 
Accounts and Draft Accountability Report Tue 16-May 

Final Accounts & Accountability Report to 
Audit Committee Members Mon 05-Jun 

Audit Committee meeting to Consider Final 
Accounts, and Accountability Report Mon 12-Jun 

Board meeting to approve Final Accounts 
and Accountability Report Tues 13-Jun 

Final Annual Report Deadline for 
Submission to WG – Annual Report and 
Accounts as a single unified document 

Thur 15-Jun noon 

Annual General Meeting – to receive the 
Annual Report and Accounts TBC

 
4.  Public Sector Payment Policy (PSPP)

The following table shows the Public Sector Payment Policy performance for the 
month of December. 

The Health Board has achieved 96.3% compliance of the number of Non-NHS 
creditors within 30 days of delivery of goods in December. The Health Board have 
also achieved 95.2% compliance of the number of creditors paid within 30 days on 
a cumulative basis which is a significant improvement form the 94.7% reported to 
the committee at the end of November 2022.

With regard to the NHS percentage the in-month and cumulative performance 
remains below the 95% target but has improved in recent months with ongoing 
action. 

8/10 61/474



5. Payments in Excess of £100K

There were no exceptional issues to report.

Argymhelliad / Recommendation

The Audit, Risk and Assurance Committee is requested to approve the 
amendments to the following procedures.

- Engaging off Payroll Workers 
- Accounts Payable 
- Patients’ Property 
- Purchasing Cards 

Amcanion: (rhaid cwblhau)
Objectives: (must be completed)
Cyfeirnod Cofrestr Risg Datix a 
Sgôr Cyfredol:
Datix Risk Register Reference 
and Score:
Safon(au) Gofal ac Iechyd:
Health and Care Standard(s):

Governance, Leadership and Accountability
3.5 Record Keeping
Choose an item.
Choose an item.

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Choose an item.
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1. Introduction

UK tax rules relating to taxation of off-payroll workers (“IR35”) 
through certain types of intermediaries (broadly companies and 
partnerships/LLPs in which the worker has a material interest) were 
changed in April 2017.  

The responsibility for assessing employment status of a worker 
providing services to a public body through such an intermediary 
now lies with the engaging organisation - Aneurin Bevan University 
Health Board (ABUHB).  Prior to 6 April 2017, it was the 
responsibility of the intermediary in receipt of payment on behalf of 
the worker to determine employment status and whether IR35 rules 
applied.  

The IR35 rules ensure that workers who are paid through 
intermediaries and are deemed to hold employment status, pay 
broadly the same tax and NICs as if they were an employee under 
the Pay As You Earn (PAYE) system.  The changes to the rules in 
April 2017 were introduced as a result of perceived widespread non-
compliance amongst off-payroll workers providing services via 
intermediaries.

Engaging workers through an intermediary, changes the nature of 
the relationship from one of an employer/employee to a contractual 
relationship and presents a significant risk to the Health Board 
including:

• Potential breach of employment tax regulations, which can 
lead to financial penalties being imposed on ABUHB

• Reputational risk of being deemed to condone potential tax 
avoidance schemes

• Non-compliance with prevailing procurement legislation
• Lack of assurance that all necessary documents are in place 

for an individual employed through an intermediary e.g. 
professional registration and relevant background checks 

2. Policy Statement

The Health Board is committed to ensuring that it is compliant with 
its duty in relation to payment of remuneration and deduction of 
taxation and national insurance as required by law.  It is also 
committed to full compliance with prevailing procurement law and 
its internal procurement procedures when placing business with 
suppliers.  
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The procedure sets out the process for engaging workers under 
IR35 rules established in the Income Tax (Earnings & Pensions) Act 
2003 (ITEPA).

3. Aims 

To ensure: 
• Compliance with HMRC legislation 
• That employment status is established for all workers 

4. Objectives

The purpose of this document is to outline the ABUHB 
responsibilities for engaging off-payroll workers. 

This procedure will provide guidance to the Health Board in 
identifying and correctly accounting for off-payroll workers to avoid 
non-compliance with Her Majesty’s Revenue and Customs (HMRC) 
rules.  The rules are encapsulated in IR35 as established in the 
Income Tax (Earnings & Pensions) Act 2003.  They are in place to 
ensure that: “where an individual would have been an employee if 
they were providing their services directly, they pay broadly the 
same tax and National Insurance Contributions (NICs) as an 
employee”1.

5. Scope

This procedure relates to workers who carry out work for the Health 
Board but are not employed by the Health Board, (broadly 
speaking, those individuals for whom we receive invoices for their 
services).  It also relates to all staff engaged through an agency or 
other labour provider, where the agency/labour provider has itself 
engaged the worker via an intermediary.  The Health Board is 
responsible for establishing the employment status of all workers. 

There are some exemptions to the HMRC rules, but these are 
specific. Advice should be sought from Finance, Procurement or 
Workforce if necessary, before making a decision regarding 
employment status.

Note: An Office Holder (a role that is generally one which exists 
independently of the person fulfilling the role and would exist even 
if someone is not engaged to fill it) as defined by HMRC is always 
taxed as an employee. 
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Establishing employment status of sole traders supplied through an 
agency remains the responsibility of the agency.  The policy relates 
to self-employed workers and sole traders under the basic 
employment status obligations that apply to the UHB. 

The procedure does not relate to staff who have an employment 
contract, or to ad-hoc workers e.g. bank staff engaged via ‘terms of 
engagement’ and subject to tax and National Insurance deducted 
under the Pay As You Earn system (PAYE).  It does not apply to 
suppliers who are genuinely self-employed. 

The HMRC government employment status check can also be used 
to check if the services provided by a supplier are genuinely 
provided on a self-employed basis.

6. Roles and Responsibilities

As a public body, the Health Board must decide in all cases where a 
worker is paid through an intermediary whether HMRC off-payroll 
working rules apply.  They must also tell the worker, agency or 
other provider in writing that they apply (from April 2020, this will 
need to be done through a “Status Determination Statement” 
(SDS).  This must be done before the contract or work starts 
whichever is later.

From April 2020 the Health Board also has an obligation to have a 
dispute resolution process in place.   

Where the off-payroll working rules apply the Health Board must 
ensure that Tax and National Insurance will be deducted from the 
VAT-exclusive invoice value paid to the intermediary.  Deductions 
must be paid over to HMRC, within the timescales as set out by HMRC.

6.1. Recruiting Managers

It is primarily the responsibility of the person recruiting a 
worker to ensure that the law is complied with.  All recruiting 
managers (usually the appointing officer) must establish 
whether the off payroll working rules apply when engaging 
workers outside of the Payroll system.  

Any staff not employed must be assessed individually.  The 
recruiting manager must follow either the recruitment 
policy/process or procurement policy/process.
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Recruiting managers have a responsibility to:

• Carry out an employment status check jointly with the 
Head of Financial Services and Accounting or their 
nominated deputy with reference to the worker’s 
contract and working arrangements

• Use the HMRC ‘Check employment status for tax - 
GOV.UK (www.gov.uk)’ online assessment for all 
individuals not directly employed

• Forward a copy of all documentation relating to the 
assessment to the Head of Financial Services and 
Accounting to allow inspection by HMRC in the event of 
a tax inspection

• Ensure that the resulting outcome is not contrived to 
arrive at a desired outcome

• Seek relevant advice from Workforce, Procurement 
and/or Finance business partner in all cases

Before seeking advice, the recruiting manager must ensure 
that all relevant information is available [See 7.3]. 

In all cases where an individual is engaged outside of the 
payroll system (including through an agency), the 
Procurement Department must be contacted for advice on 
procurement requirements and thresholds.

If the outcome of the employment status assessment confirms 
that IR35 applies to the service being provided the 
documentation attached in Appendix 2 and 3 must be 
completed on receipt of the first invoice from the supplier and 
then sent to NWSSP Payroll services for processing.  NWSSP 
Payroll Services will calculate the tax and NI to be deducted 
from the invoiced value and will pay this over to HMRC.

Appendix 1 provides guidance on how to complete the forms 
attached in appendix 2 and appendix 3.

If, however, the outcome of the employment status 
assessment confirms that the IR35 does not apply, the normal 
procurement process for requisitioning services must be 
followed.
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6.2. Medical Staffing Co-ordinators

Medical staffing co-ordinators may only engage off payroll 
workers through an agency.  Workers supplied by an agency 
but paid through an intermediary must be assessed for 
employment status.  If there is any doubt, Finance and/or 
Workforce and/or Procurement, must be contacted for advice. 
The Procurement Department must be contacted for advice on 
procurement requirements and thresholds.

6.3. Accounts Payable Staff

NWSSP Accounts Payable staff must be aware of the off 
payroll rules.  Staff must decline any payment requests (e.g. 
invoice) if there is no specific contract for services (e.g. 
purchase order).

6.4. Finance

Corporate Finance must ensure that off payroll payments are 
recorded for mandatory annual disclosure to Welsh 
Government and for inspection by HMRC where required.

Corporate Finance must regularly analyse the ledger for 
suppliers which may have the characteristics of an 
intermediary.

Corporate Finance will be responsible for jointly (with the 
Recruiting Manager) carrying out the HMRC ‘check employment 
status’.  They will to the best of their knowledge ensure that 
assessments are carried out accurately and in accordance with 
the law.

A copy of each employment assessment outcome, along with 
any supporting evidence (e.g. the contract, evidence of 
discussions with the worker and recruiting manager etc.), must 
be saved within the Finance department.

Corporate Finance staff will ensure that this policy is available 
on the intranet to managers in NHS Wales Shared Services 
Partnership (NWSSP) Accounts Payable.
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Business Partner Accountants (BPAs) must be aware of the 
rules relating to off payroll workers and support recruiting 
managers in obtaining the relevant advice. 

6.5. Workforce and Organisational Development

Workforce and OD staff will ensure that this policy is available 
on the intranet to managers in the Health Board and to NHS 
Wales Shared Services Partnership (NWSSP) payroll services, 
recruitment services and to any departments involved in 
engaging medical or other staff. 

Workforce business partners must be aware of the rules relating 
to off payroll workers and support recruiting managers in 
obtaining the relevant advice.

6.6 NWSSP Procurement Department

Procurement must ensure that the relevant contracting and 
procurement advice is given to recruiting managers for off-
payroll engagements.  A list of framework agencies must be 
maintained, and all new framework agencies must be 
contacted annually (in writing) to ensure that they are 
compliant with the HMRC rules. 

Procurement staff must be aware of the HMRC rules relating 
to off-payroll workers.

6.7 NWSSP Payroll Services

Payroll services must ensure that staff have full knowledge of 
this policy to enable them to provide the appropriate advice, 
should enquiries arise.

When informed by the recruiting manager, payroll services 
must enrol individuals assessed as holding employment status 
onto payroll on the IR35 element. The individuals must be 
clearly and easily identifiable. 

They must make the appropriate level of deductions for Tax 
and NI and prepare relevant information to enable pay over of 
deductions to HMRC.
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7. Procedure for Engaging Staff in an Off Payroll Capacity

Changes in legislation introduced in 2017 placed responsibility on all 
Public Sector Organisations for determining employment status for 
all off payroll employees provided through an intermediary.  An 
intermediary can be an individual e.g. partnership or limited 
company, or any other labour providing body.  Where a worker is 
provided by an agency, the Health Board must establish whether 
they are directly employed by the agency (the IR35 rules do not 
apply in this case) or whether the agency is supplying the worker 
through an intermediary.  Under previous legislation the 
responsibility for determining employment status was with the 
intermediary.

In all but the most exceptional cases (and on the express advice of 
HMRC), off payroll workers must be engaged and remunerated 
through the payroll system and be subject to tax and national 
insurance deductions at source, in line with tax and NI thresholds.  

7.1. Process

7.1.1. Testing for Employment Status 

When an (off payroll) individual is required, a test for 
employment status must always be carried out using the 
HMRC online tool.  The test for employment status must be 
carried out jointly between the (ABUHB) recruiting manager 
and Head of Financial Services and Accounting or their 
nominated deputy.

A record of the outcome must be kept for reference and HMRC 
inspection regardless of the result.  The HMRC tool can be 
accessed by clicking on the following link: 

Check employment status for tax - GOV.UK (www.gov.uk)

This is an important step and must be carried out before the 
individual is engaged.   

If it is determined that the rules apply, and Tax and NI must 
be deducted (calculated by Aneurin Bevan’s payroll provider in 
accordance with HMRC PAYE rules).  Both the individual and 
the intermediary must be informed of the decision 
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immediately in writing. This must be done before the contract 
or work starts whichever is later.

If the off payroll rules are not complied with the Health Board 
will incur financial penalties in the following circumstances:

• If an individual who has been assessed by the Health 
Board as ‘not employed’ is then assessed by HMRC to 
hold employment status  

• If the Health Board fails to test employment status and 
a worker is later assessed by HMRC to hold employment 
status. In such cases, the Health Board risks liability for 
the full cost of the employee’s tax and NI contribution 
plus any penalty levied by HMRC  

Penalties for not following the rules would only be avoided if 
the Health Board can evidence to HMRC that it had taken 
“reasonable care” in assessing the worker’s status.  

Employment status must be assessed by the Health Board for 
each role, however where groups of workers carry out largely 
the same function, it may be appropriate to carry out a ‘mass’ 
assessment.  However if an individual requests to be tested 
for employment status, the Health Board is obliged to carry 
out a test for employment status.

Any decision made on specific employees/groups of employees, 
must be reconsidered if any changes are made to the practices 
of the engagement.  If any changes are made, the employment 
status check online tool must be completed again.

7.2. Using the HMRC Employment Status Tool

To enable HMRC employment status assessments to be carried 
out before the contract or work starts, you must know the 
following details before contacting corporate finance:

• Contract of engagement
• The worker’s responsibilities
• Who decides what work needs doing
• Who decides when, where and how the work’s done
• How the worker will be paid
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• If the engagement includes any benefits or reimbursement 
for expenses

The tool is designed to assess a number of factors, including:
• Control – right to control what the worker has to do, where 

it has to be done, when it has to be done and how it has to 
be done

• Personal services – Mutuality of obligation – obligation to 
pay the worker and the worker is obliged to provide work 
or a skill rather than send a substitute 

The tool is intended to help an employer to ascertain whether the 
worker is an employee, for whom statutory deductions must be 
made.  HMRC will honour the results of the test providing that 
that the information is accurate.  It is vital that the answers 
provided reflect the written contract and how the working 
arrangement operates in practice.  Any deviations from the 
contract will supersede the written contract for status 
determination.  A record of all employee status checks, along 
with any supporting evidence, must be kept by Corporate 
Finance for inspection by HMRC, if needed.  

If results are achieved through contrived arrangements to get a 
particular outcome, this would be treated as evidence of deliberate 
non-compliance and will attract higher penalties.

If an agency provides ABUHB with a worker who is a sole trader, 
i.e. there is no intermediary it is the responsibility of the Agency 
to assess employment status.

7.3. When to use the HMRC Employment Status Tool

The first step must always be to understand the relationship 
between the organisation and the worker. 

7.3.1 It is important to note that when directly engaging a 
self-employed person or sole trader, employment status 
must always be checked.

7.3.2 The Health Board must establish whether there is an 
intermediary.  This can be:

• A company
• A partnership
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• Other labour provider  

Directly engaged off-payroll individuals must always be 
assessed under the IR35 rules

If none of the above apply, they may be exempt from 
the legislation.  In any case the engaging manager must 
always seek advice from one of the departments below:

• Finance
• Procurement
• Workforce

7.4. Procedure following HMRC Employment Assessment

7.4.1. Workers engaged through an intermediary via 
an Agency or Other Labour Provider

If an agency or any other labour provider supplies an 
individual or group of individuals assessed to hold 
employment status through an intermediary, you must 
confirm that they (the provider) deduct Tax and 
National Insurance as if they (the worker) were an 
employee. 

You should pay the supplier invoice for providing the 
worker according to the contract with them.  

The recruiting manager must always check with 
procurement that:

• The agency or labour provider is on a 
procurement framework

• If the agency or labour provider is not on a 
procurement framework, procurement must 
inform both the individual and intermediary in 
writing confirming the employment status of the 
worker before the contract or work starts.

7.4.2. Individuals assessed as employed

In cases where we pay an intermediary, but the 
individual is deemed as having employment status, they 
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must be enrolled through payroll.  All payment requests 
must be submitted to payroll (this will often be in the 
format of an invoice) electronically, providing them with 
all relevant information.  Payroll will make the necessary 
deductions and supply the appropriate information to 
enable pay over of deductions to HMRC.

7.4.3. Sole Traders

If a sole trader is providing their services directly to 
ABUHB as an individual, an employment status check 
must always be carried out.  If the HMRC tool returns a 
result of employed, they must also be enrolled on the 
payroll system and relevant deductions made. 

7.4.4. Inconclusive Assessments 

If the HMRC employment status tool returns an 
inconclusive result, the Health Board recruiting manager 
and Head of Financial Services and Accounting or their 
nominated deputy must undertake an in house 
employment status assessment.  Where an inconclusive 
result has been returned, the Health Board will usually 
make the decision to assume employee status applies.  

If the in-house assessment returns a self-employed 
status, all relevant documentation must be retained 
along with reasons for conclusions regarding 
employment status as evidence (e.g. contracts and 
correspondence with the individual or intermediary), in 
the event that HMRC make inquiries.   

8. Equality

An Equality impact Assessment has been completed.

9. Audit

This policy will be subject to internal audit review from time to time.

10. Review

This policy will be reviewed every 3 years.
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11. Further Policies for Consideration

It is important that recruiting managers are familiar with ABUHB 
policies for:

• Recruitment
• Procurement

14/17 77/474



Aneurin Bevan Health Board ABUHB/Finance/0787
Title: Policy for Engaging Off Payroll Workers
Owner: Director of Finance, Procurement & Value  

Status: DRAFT   Issue date: DRAFT 
Approved by: Audit Committee Review by date: DRAFT  

Page 14 of 15

                                                                                                                                    APPENDIX 1

Once a Service Requirement has been identified you will need to complete the HMRC Employment 
Status Tool. 
This can be found at www.tax.service.gov.uk/check-employment-status-for-tax/setup

Question: Is the engagement classified as employed for tax purposes?

No
You will need to send the requirements to your local Procurement Department so that they can start 
the procurement process.

KM - Need to confirm whether there is any procurement process for the "Yes's" and also whether they 
will produce the contract.

Yes
You will need to complete an "IR35 Off-Payroll Enrolment Form (Ad-Hoc)" and submit it to your local 
Payroll Services Department as soon as the person is engaged. 

The Payroll Services Team will create an ESR Payroll Record and send you the workers Assignment 
Number and an IR35 Payroll Electronic Workbook. It is very important that you record this number as 
you will need to include this when requesting payment for invoices from the worker via the IR35 
Workbook.

On receipt of the invoice from the worker, please complete the "IR35 Payroll Electronic Workbook". 
You will need to complete all the relevant fields to include Assignment Number, Cost Centre, 
Invoice Details, Payments and Allowances plus VAT details. This will need to be submitted to the 
Payroll Services Department in line with your local payroll deadlines. See additional tab for 
guidance on completing the workbook.

The Payroll team will load the workbook into ESR via Web ADI and checking processes will be 
completed during the retry period. 

Remittance/pay slips will be produced by the payroll system and directed back to the relevant 
Payroll team. These will be posted to correspond with the payment date for your local Health Board. 

All TAX and NI will be reported to HMRC via the daily RTI interface included in the Payroll 
Departments processes.

IR35 Off-Payroll Worker   
Guidance for Ad-Hoc Staff
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APPENDIX 2

Section 1
Title

Surname

Forename(s)

NI Number

DOB

Section 2
Home Address Line 1

Home Address Line 2

Home Address Line 3

Town

Postcode

Contact Number

Email Address

Section 3
Bank / Building Society Name

Account Name

Bank Account Number

Bank Sort Code

Building Society Roll Number (if applicable)

Section 4

Section 5

Print Name

Date

Section 6
DOB Verifiied (Yes/No)

DOB Verification Document

Print Name

Date

For Payroll  Use Only
Authorised by:

Personal Information 

Signature

HMRC Declaration

Address & Contact Information

Health Board Manager Declaration

Signature

Employee/Worker Declaration

Bank / Building Society Details

A - This is my first job since last 6 April and I have not been receiving taxable Jobseeker’s Allowance or 
taxable Incapacity Benefit or a state or occupational pension.
B - This is now my only job, but since last 6 April I have had another job, or have received taxable 
Jobseeker’s Allowance or Incapacity Benefit. I do not receive a state or occupational pension.

C - I have another job or receive a state or occupational pension.

Please read all the following statements carefully and enter ‘X’ in the one box that applies to you.
Please note that you will already have a primary employment with your own company so the services you 

provide will be treated as a secondary employment. 
It follows then that declaration C is the option that would normally be used.

Please note: Initially TAX will be deducted at basic rate unless otherwise informed by HMRC

Payment will be credited to accounts  on the Health Board's normal payday, subject to all information being 
correct and submitted on time.

Aneurin Bevan UHB
IR35 Off-Payroll Enrolment Form

Please send this form to: NWSSP Payroll Services Or click here to email to Payroll:
Floor 4, Companies House
Crown Way
Cardiff. SA1 5AW

Email Form to Payroll Services
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APPENDIX 3

IR35 
Off-Payroll 
Workbook 
(Ad-Hoc)

Select Pay 
Month:

Surname First Name Assignment 
Number Department Cost Centre Invoice Number Invoice Date Work Payment

(£)
Allowances

(£)
Claimable VAT 

(£)
Non Relcaim 

VAT (£)

Authorised by:
Janet Carsley (NWSSP - Employment Services) - ja039283 on 04/07/2017

ESR Element - IR35 Worker Payment NR NHS

April 2017
Submit to 

Payroll
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Introduction

This policy covers the payment and approval of invoices for goods and 
services supplied to Aneurin Bevan Health Board. Invoice payments are 
processed on behalf of the Health Board by NHS Wales Shared Services 
Partnership (NWSSP) – Accounts Payable Department in Companies House, 
Cardiff.

1 Policy Statement

The policy sets out the requirements of the Health Board to ensure there 
are adequate controls over the payment of invoices to ensure that invoices 
are paid correctly, properly authorised and on a timely basis within Welsh 
Governments  Public Sector Payment Policy 30 day target and in compliance 
with Standing Financial Instructions (SFIs).

2 Aims 

The purpose of this document is to clearly set out the responsibilities of 
NWSSP and Health Board staff to ensure that payments to suppliers are 
made correctly and on a timely basis. 

3 Objectives

The objective of this procedure is to set out a control framework to ensure 
that payments to suppliers are made correctly and on a timely basis. That 
payments are made within 30 days of the receipt of an invoice in order to 
comply with the Public Sector Payment Policy or within a shorter period if 
contractual terms require this. 

4 Scope

The document relates to staff as follows:

• All staff and managers that process requisitions for goods and 
services across the organisation.

• All staff and managers that receive goods and services across the 
organisation.
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• Staff within the Corporate Finance department that maintain the 
Authorised Signatory List of approved budget holders for the 
organisation and provide the banking and cash flow management 
function for the organisation.

• Staff within Accounts payable, NWSSP that process invoice payments.

• Staff within the Procurement function within NWSSP who provide the 
stores, order and contract management functions for the 
organisation.

5 Roles and Responsibilities

5.1 NWSSP Accounts Payable Staff

Are responsible for:

• Recording invoices on the Oracle system and promptly processing 
payments to suppliers in line with the requirements of this policy

• Notifying the Corporate Finance Department of the causes of delays 
to the payments process

• Accrue for unpaid invoices at month end in line with agreed timetable

• Operate the Construction Industry Scheme in line with this policy

• Ensuring queried invoices (on hold) are resolved on a timely basis and 
that numbers on hold are minimised at all times

• To immediately notify Corporate Finance of any concerns of where 
financial controls may be compromised or Counter Fraud in relation 
to suspected fraud

5.2 Corporate Finance

The Corporate Finance Staff are responsible for:

• Maintaining the Authorised Signatory List (ASL) of approvers

• Providing the banking and treasury management function in support 
of the Accounts payable function

• Reconciling the General Ledger and Accounts Payable modules of the 
Oracle system
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• Being the lead point of contact within the Health Board for Accounts 
Payable queries

5.3 Budget Holders

Budget Holders are responsible for:

• Approving requisitions for good and services 

• Ensuring that goods/services are promptly receipted on the Oracle 
system for those goods and services delivered or provided directly to 
the department from the supplier

5.4 Procurement Department

The Procurement Department are responsible for:

• Sourcing the supplier of goods and services 

• Creating orders to suppliers from approved requisitions

• Resolving price and catalogue queries in relation to invoices marked 
as ‘on hold’

5.5 Receipt & Distribution Centre Staff

Receipt & Distribution Centre staff are responsible for:

• Confirming receipt of goods delivered to the Receipt & Distribution 
Centre promptly on the Oracle system.

6 Main Body

The standard process for the payment of invoices is as follows:

Steps Individual Involved 
1. Requisition Raised on the 

Oracle system Requisitioner

2. Requisition Authorised on 
Oracle system Budget Holder
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3. If catalogue items, order 
created automatically and 
issued to supplier

(Automatic via Oracle workflow)

4. For Non-Catalogue items 
prices and suppliers checked 
and Purchase Order (PO) 
created on Oracle system 

Procurement Team

5. PO sent to Supplier Procurement Team

6. Supplier delivers goods and/or 
services Supplier

7. Goods and Services booked 
into (receipted)the Oracle 
system to confirm that 
goods/services have been 
received

Requisitioner/Other designated HB staff 
in Receipt and Distribution centres

8. Invoice Received Accounts Payable

9. Invoice matched to PO on 
system Accounts Payable

10. Invoice Paid System/Accounts Payable

All requisitions for goods and services must be made through the Oracle 
system but for a number of specific exceptions which are set out in Section 
6.3 Order Creation.

The Accounts Payable Department will not pay any invoice without a 
matching purchase order that has been ‘receipted’ indicating the goods and 
services have been received but for the exceptions shown in Appendix 1.

6.1 Requisitions

Only requisitioners approved by budget holders within their responsibility 
areas will be set up as requisitioners within the Oracle system. A list of 
approved budget holders who are able to approve requisitions is maintained 
in an Authorised Signatory List (ASL) by the Corporate Finance Department 
and is reflected in the Oracle system.

It is the responsibility of the requisitioner of goods and services to ensure 
that the correct financial code is inserted within the requisition.
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6.2 Requisition Approval

Only a budget holder, or the next budget holder above in the approval 
hierarchy is able to approve a requisition for goods and services, this is in 
line with the Health Board’s Authorised Signatory List (ASL).

6.3 Order Creation

The Procurement Department receives requisitions via Oracle. All items 
ordered are checked against the Oracle catalogue, if not available from the 
catalogue, requisitions are processed in accordance with the Standard 
Financial Instructions (SFIs). If the requested item is in the Oracle 
Catalogue, but not selected, the requisition line is returned asking for a new 
requisition to be raised selecting the appropriate item from the catalogue.

The following departments source goods and services directly with the 
assistance of the Procurement Department to ensure that the Standing 
Financial Instructions (SFIs)  are followed:

• IT Department for IT equipment
• Works & Estates

The Pharmacy Department have their own purchasing system to order 
pharmaceutical items, additional items for the Pharmacy Department are 
ordered via Oracle.

6.3.1  Pharmacy Department Interface Process

The Pharmacy Department maintains their own computer system for orders 
and stock control. Invoices received for goods and services that have been 
entered onto the Pharmacy system are subsequently entered into the Oracle 
system, using an interface file from the Pharmacy system. The Accounts 
Payable department are responsible for transferring the files into the Oracle 
system.

The process for all pharmacy invoices is as follows:

• Invoices are matched against orders within the Pharmacy 
Department and a sequentially numbered file is generated by the 
Pharmacy system

• The supporting documentation is submitted to the Accounts Payable 
Department

• The numbered file is transferred via the pharmacy system which 
generates a separate file which can then be uploaded in the Oracle 
system.

7/23 87/474

https://nhswales365.sharepoint.com/:b:/r/sites/ABB_Pulse_Policies/Finance/Model%20Standing%20Financial%20Instructions.pdf?csf=1&web=1&e=LPnc9q
https://nhswales365.sharepoint.com/:b:/r/sites/ABB_Pulse_Policies/Finance/Model%20Standing%20Financial%20Instructions.pdf?csf=1&web=1&e=LPnc9q
https://nhswales365.sharepoint.com/:b:/r/sites/ABB_Pulse_Policies/Finance/Model%20Standing%20Financial%20Instructions.pdf?csf=1&web=1&e=DE7zVz
https://nhswales365.sharepoint.com/:b:/r/sites/ABB_Pulse_Policies/Finance/Model%20Standing%20Financial%20Instructions.pdf?csf=1&web=1&e=DE7zVz


Aneurin Bevan University Health Board ABUHB/Finance/0238
Accounts Payable Financial Control Procedure
Owner: Director of Finance, Procurement & Value

Status: DRAFT Issue date: DRAFT 
Approved by: Audit Committee Review by date: DRAFT 

Page 8 of 23

• Once the file has been generated the Accounts Payable officer will 
create a report identifying the batch header to be able to view and 
validate each payment.

• The Accounts Payable Officer must then verify that the details 
submitted by the Pharmacy Department match the payments being 
made.  Any discrepancies that can be corrected including those 
identified on the interface table are corrected and the payment is 
made.  

The batch is then filed with the relevant invoices within the Accounts 
Payable Department. There is a separate Oracle user guide that identifies 
the process for transferring the pharmacy interface file into the Oracle 
system.

6.4 New Suppliers and Supplier Amendments

All supplier creation and amendment, including changes to supplier bank 
account details in Oracle is managed by the Supplier Maintenance Team, 
NWSSP, Alder House, St Asaph.  Oracle system access to supplier 
maintenance functions of the system is therefore restricted to this group of 
staff.

All requests for new suppliers and changes to existing suppliers is managed 
through an electronic form, which is completed by Procurement, and 
accompanied by headed note paper from the supplier. Once completed the 
form is submitted to the Supplier Maintenance Team who will process. 

6.5 Supplier Delivers Goods or Services

All goods must be delivered to a designated Receipt & Distribution Stores 
within the Health Board for onward delivery by stores staff to the relevant 
department. Goods received into the R&D stores must be receipted in Oracle 
against the PO by staff in these Stores.

The address of the R&D stores are as follows:

341097 YYF Receipt & Distribution Stores, 
Ysbyty Ystrad Fawr, Ystrad Fawr Way, Caerphilly Road, 
Ystrad Mynach, Hengoed, CF82 7EP

320061 RGH Receipt & Distribution Stores,
Royal Gwent Hospital, Cardiff Road,
Newport. NP20 2UB

326362 STC Receipt & Distribution Stores,
St. Cadocs Hospital, Caerleon,
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Newport. NP18 3XQ

326363 Nevill Hall Hospital Receipt & Distribution Stores,
Main Stores, Nevill Hall Hospital, Brecon Road,
Abergavenny. NP7 7EG

324551 GUH Receipt & Distribution Stores,
Grange University Hospital, Llanfrechfa,
Cwmbran. NP44 8YN

There are exceptions, where some departments within the Health Board are 
set up for direct delivery e.g. Catering, Pathology. If a department has 
requested to be set up for direct deliveries it is their responsibility to ensure 
that the goods are receipted on the Oracle system.

All departments have responsibility to ensure that orders have been 
receipted for goods that have been delivered and should ensure that the 
delivery notes are filed appropriately to support any queries arising. 

All departments have responsibility to regularly check requisitions for non-
delivery of goods, notifying Procurement where appropriate. 

All departments have responsibility to ensure that orders for services (as 
opposed to physical goods) e.g. maintenance and repairs, are receipted in 
Oracle.

6.6 Receipting Goods

Once goods or services have been received in the locations shown above 
the Oracle system must be updated immediately to indicate that the goods 
or services have been received. See also the previous section.

6.7 Invoices

6.7.1Invoice Received

The invoicing address is shown on all orders as:

NWSSP_PSU_P2P@wales.nhs.uk
342049 ACCOUNTS PAYABLE OCR ABHB
PO BOX 114
PONTYPOOL
NP4 4DJ
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All invoices should be sent to the following postal/ email address: 

Aneurin Bevan University Health Board
P.O. Box 114
PONTYPOOL
NP4 4DJ  

NWSSP_PSU_P2P@wales.nhs.uk

Accounts Payable Staff will

• Ensure invoices are date stamped on the day of receipt
• All invoices are recorded on the Oracle system as soon as 

received with both the invoice date and date the invoice was 
received

There are exceptions to this, where invoices are sent directly to the 
department responsible for processing the invoice. The departments that 
will receive invoices directly are:

• Pharmacy
• Continuing Healthcare (CHC)
• Commissioning
• Nurse Bank/ Nurse Agency

6.7.2Invoice paid

6.7.2.1 Public Sector Payment Policy (PSPP)

NWSSP Procure to Pay staff must ensure that all invoices are paid within 30 
days of the invoice date, or date of receipt of the invoice, whichever is the 
later date.  The Health Board must be notified if any managers or 
departments are causing delay in the process which prevents this target 
being achieved. 

Where possible invoices should be paid within 10 days of receipt of invoice 
or the invoice date in line with Welsh Government recommendations, 
although this is not a mandatory target.

If contractual terms require payment to be less than 30 days, invoices must 
be processed and paid accordingly. 
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6.7.2.2 No Purchase Order Number No Pay policy (No PO No 
Pay)

No invoice can be paid without an accompanying purchase order (PO). Any 
invoices received without a PO number must be referred to the budget 
holder requesting that a requisition and an approved PO is raised in order 
to enable payment of the invoice.

The Health Board is part of the All Wales No PO No Pay Policy, which has 
been agreed by the NHS Wales Finance Academy P2P group. The policy 
dictates that no invoice should be paid without an accompanying PO. If an 
invoice is received by the organisation without quoting a PO, Accounts 
Payable will record the invoice on the system before notifying the Supplier 
that the invoice will remain unpaid until a PO is raised, and requesting they 
contact the requisitioner to provide a PO. The detail of the policy can be 
found below 
http://nww.sharedservicespartnership.wales.nhs.uk/national-no-po-no-
pay-policy-implemented 

A number of exceptions to the policy have been agreed. The list of 
exceptions can be found in Appendix 1 of the above policy. 

All suppliers are notified of the requirement that an order number must be 
obtained in advance of the supply of goods or services. Therefore, where 
invoices are received, that do not quote an order number, the Accounts 
Payable Department will mark the invoice as disputed and exclude it from 
the calculation of PSPP non-compliance whilst the invoice is sent to the user 
department to confirm the supply of goods or services.

Payment of Exception Invoices
Where invoices are processed from the exception list identified in Appendix 
1, without the requirement for a purchase order, the Accounts Payable 
Department are responsible for verifying, prior to entering the invoice on 
Oracle, that the person signing the invoice is an authorised Health Board 
signatory and has the required level of authorisation.

6.7.2.3 Paper Invoices

i. All invoices must be date stamped by Accounts Payable staff as 
they are received.

ii. Accounts Payable staff must record all invoices on the Oracle 
system as soon as they are received.
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iii. Accounts Payable staff will match the invoice to an Oracle order and 
ensure that both price and quantities reflect the ordered values. If 
successfully matched the invoice is marked for payment.

iv. Any invoices not successfully matched to order (within the tolerances 
set out in 6.7.2.7 below) must be placed ‘on hold’ and cleared within 
28 days by the Accounts Payable Department liaising with 
Procurement or user department to resolve the query.

6.7.2.4 Electronic Invoices

All invoices received from companies using the electronic payment 
exchanges must be cleared from the electronic invoice interface on a daily 
basis by Accounts Payable staff. 

The system will match the invoice to an Oracle order and ensure that both 
price and quantities reflect the ordered values. If successfully matched the 
invoice is marked for payment. Unmatched invoices must be reviewed and 
cleared on a daily basis.

6.7.2.5 OCR Scanning Invoices

Invoices from suppliers that are scanned into the Oracle system using the 
OCR software functionality must be cleared on a daily basis from the 
interface by Accounts Payable staff. 

Accounts Payable staff will match the invoice to an Oracle order and ensure 
that both price and quantities reflect the ordered values. If successfully 
matched the invoice is marked for payment. Unmatched invoices must be 
reviewed and cleared and are entered on Oracle with the description field 
populated with NSO (Not Sent Out) and a brief description as to why the 
invoice has not been processed e.g. invalid Purchase order number, no 
purchase order number quoted.  These invoices are then transferred to the 
query team to resolve the issue and to progress to payment stage.

In line with All Wales No PO No Pay policy, any invoice which is received 
without a valid Purchase Order is placed on a No PO No Pay hold. All invoices 
marked with a No PO No Pay hold are collated, and on a weekly basis a 
detailed list of all invoices with this hold is sent to the Corporate Finance 
team for review and action.

12/23 92/474



Aneurin Bevan University Health Board ABUHB/Finance/0238
Accounts Payable Financial Control Procedure
Owner: Director of Finance, Procurement & Value

Status: DRAFT Issue date: DRAFT 
Approved by: Audit Committee Review by date: DRAFT 

Page 13 of 23

6.7.2.6 Interface File Payments

The Health Board utilises the Interface File process within Oracle to enable 
departments which process a large volume of invoices on a regular basis to 
transfer the invoice information to Accounts Payable.

In addition to the Pharmacy Department (as detailed in 6.3.1), the following 
departments currently utilise this process:

- Continuing Healthcare (CHC)
- Commissioning
- Nurse Bank/ Nurse Agency
- Litigation

It is the responsibility of the department sending the Interface File to AP to 
ensure that full authorisation has been provided for each and every invoice 
which has been recorded on the Interface File.

There is a separate Oracle user guide that identifies the process of 
transferring the interface file into the Oracle system.

Where a department wishes to create a new Interface File process, the 
department must liaise with Corporate Finance to ensure that the correct 
Governance arrangements are in place to ensure that the process adheres 
to the ASL prior to implementation.
 

6.7.2.7 System Payment Tolerances

All-Wales Agreed General Tolerances

The following tolerances have been agreed across NHS Wales and should 
be applied to invoices when clearing for payment and be embedded in the 
Oracle system:

Price difference 10%
Maximum Ship £5 (this is the total tolerance which will 

override the price tolerance)
Carriage Difference £15

Procurement will regularly validate carriage charges to ensure compliance 
with contractual terms.

Local Meat Deliveries Quantity Tolerance

Fresh butchery products inevitably differ in weight on delivery from the 
amount ordered. Therefore a 50% receipted quantity tolerance is applied to 
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these products to allow catering staff to receipt actual quantities delivered, 
that vary to order, without the invoice going on hold.  

6.7.3  Credit Notes

Credit notes should be processed on the Oracle system using the same 
procedure as an invoice ensuring that the credit note terms are changed to 
immediate to ensure that the credit note is taken at the same time as paying 
the invoice.  The description entered against the credit note must refer to 
the original invoice number.

6.7.4  Supplier Discounts

The Health Board has engaged in a Priority Supplier Programme with 
Oxygen Finance, which is a single solution for NHS Wales, providing early 
payment discounts for the Health Board based on the speed at which 
invoices are paid.

Oxygen Finance, on behalf of NHS Wales, engage with suppliers proposing 
that contract terms are agreed to allow for a Supplier Discount if invoices 
are paid within 10 working days of the invoice date. The % discount will 
vary per supplier and be dependent on the date the invoice was paid.

Invoices from Suppliers who have engaged in the Priority Supplier 
Programme will be processed by Accounts Payable and departments in the 
same way as other invoices. Invoices will be prioritised for payment by AP 
once they are validated for payment, by ensuring the payment terms are 
set to “Immediate”.

On a daily basis, Oxygen Finance will receive a list of unpaid invoices which 
are validated for payment for Suppliers who are on the Priority Supplier 
Programme. They will then calculate the discounts, referred to as “credits”, 
that are due on each invoice.

The list of invoices and associated credits is then issued to AP for them to 
process on the payment run.

On a monthly basis Oxygen Finance will issue the Health Board with a 
report, reconciling the total credits taken during the month, and an invoice 
with their fee for providing the service. 
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6.7.5  Copy Invoices

Accounts Payable staff must carry out appropriate checks to ensure that the 
original invoice has not been paid when requests are received to pay copy 
invoices.  The copy invoice is to be clearly marked ‘COPY’ and the checker 
must sign the front of the invoice as formal evidence of the check being 
carried out.

6.7.6  Batch Headers

Manual invoices should be entered onto Oracle in batches of no less than 
30 invoices.  Batch Headers must comply with NWSSP procedures and 
follow the following format – ABUHB (number)–Initials of the inputter.  The 
number is generated from a spreadsheet maintained by the Accounts 
Payable Department.  
 

6.7.7  Invoices on Hold

Invoices are placed on hold for a variety of reasons e.g. price queries, 
quantity queries, distribution holds, No Purchase order quoted etc.  
Accounts Payable staff are responsible for reviewing the hold report on a 
weekly basis to clear the queried invoice. Discrepancies relating to price, 
quantity, nil value, goods not booked in etc. should be sent to the 
Procurement department for investigation and if the dispute is supplier 
generated, flagged as disputed on the system. Credit notes should be 
obtained for any overcharges.

A list of invoices received where the Purchase order has not been quoted is 
sent to the HB by Accounts Payable on a weekly basis for the HB to liaise 
with the requisitioner to ascertain the PO number and to reiterate the No 
Po No Pay Policy to the requisitioner.  Accounts Payable are also required 
to send a list of invoices to suppliers on a weekly basis asking them to 
ascertain a PO from the HB requisition.  This process does not apply to those 
suppliers/goods/services that have been deemed to be an exception.   

6.7.8  Payment Process

6.7.8.1 Payment Systems

All invoice payments must be processed within the Oracle System, Accounts 
Payable Module.
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6.7.8.2 Payment Methods

The following payment methods are used, all of which must be recorded as 
payment transactions within the Oracle AP module:

BACS Payments.
This is the default method of payment for the bulk of invoice payments to 
suppliers.

Payable Orders
These are payments made via the Government Banking Service using Royal 
Bank of Scotland. This method is used only when the supplier is unable to 
accept payments via BACS and should be used only as an exception.

Faster Payments
This system is normally used for urgent payroll payments but there may be 
an occasional need to process an urgent payment by electronic transfer to 
a supplier using the RBS Bankline facility.

6.7.8.3 Payment Controls

BACS Payments.

(a) A Payment listing (preliminary register) detailing all payments due is to 
be produced by the Accounts Payable Manager or Supervisor, from the 
Oracle Accounts Payable module.  

(b) A reasonableness check is to be carried out by Accounts Payable to 
verify that the payments are correct.

(c) All payments exceeding £25K are checked by an AP manager for 
approval prior to payment. 

(d) The Accounts Payable Manager will liaise with the Assistant Head of 
Financial Services or in their absence the Treasury Manager or Head of 
Financial Services & Accounting to ensure that the necessary cash is 
available. The payment run must be amended if the Assistant Head of 
Financial Services advises that there are cash constraints or issues with 
an invoice exceeding £25k.

(e) The Accounts Payable Manager will check and sign the preliminary 
register to approve the payment run. 
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(f) Once satisfied the planned Payment Run is correct, the run is to be 
confirmed.  The Final register is generated, printed, signed and dated 
by the Accounts Payable Manager/ Supervisor.

(g) The BACS payment is then made, and a call is logged with the Oracle 
Central Team to acquire a service request number.

(h) The service request number is entered on the BACS transmission and 
confirmation form which is then faxed to Version One Ltd to process. 

(i) Where possible remittance notes are emailed to the supplier; if no email 
account exists the remittances are posted. 

AP Payable Orders

(a) The process is the same as the BACS process steps (a) to (f) above with 
the following addition.

(b) The payment listing is sent to the Treasury Department, who are notified 
of the number of payments to be made. 

(c) The Payable orders are printed by the Treasury Officer in the Treasury 
Department, and the AP Manager notified of the cheque serial numbers.

(d) The Payable orders are issued by the Treasury Department, along with 
the remittance advice.

Non-AP Payable Orders

a) The process is the same as the BACS process steps (a) to (f) above with 
the following additions.

b) Payable Order printing (for charitable funds and petty cash) is initiated 
by the Charitable Funds Manager (for charitable funds payments) and 
the Treasury Manager (for petty cash payments). Payable Orders and 
supporting remittances are issued from the Corporate Finance 
Department.

Faster Payments

In exceptional circumstances, the Health Board will determine that an 
invoice requires immediate payment. In which case, AP will contact the 
Treasury Manager, requesting that the invoice is paid via Faster Payment 
through the Health Board’s bank.
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(a) Any payments processed through this method will need to be approved 
in advance by the Head of Financial Services and Accounting or Assistant 
Head of Financial Services.

(b) The invoice must be cleared for payment on the Oracle system following 
the normal process by Accounts payable staff.

(c) The payment request and supporting invoice and paperwork must be 
sent to the Head of Financial Services and Accounting.

(d) The Head of Financial Services and Accounting authorises AP staff to 
note the cancellation of the invoice on Oracle and for the Treasury 
Manager to process the payment via the RBS online banking facility.

(e)  The Treasury Manager will request the Business Systems team to close 
the associated Purchase Order, to ensure that no future invoice is 
matched to the PO and cleared for payment.

(f) The payment transaction is accounted by a journal transaction by the 
Treasury Manager.

Timetable

Payment runs will be produced in line with agreed timetable with the 
Corporate Finance Department. Where changes to the agreed timetable are 
required, they must be agreed in advance with the Assistant Head of 
Financial Services and Accounts Payable department.

6.8 Overdue Accounts

The Accounts Payable Department will notify the Health Board as soon as it 
is aware of a supplier account becoming overdue because invoices are not 
being cleared promptly or where there is a risk that a supplier place the 
health board ‘on stop’.

6.9 Supplier Statements

The AP staff will reconcile supplier statements to the Oracle system on a 
regular basis to ensure that all invoices are properly recorded. 
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6.10 Value Added Tax

VAT will be reclaimed on Contracted out Services, in accordance with 
relevant guidance issued by HMRC.

VAT will only be paid on receipt of a valid VAT invoice.

Where invoices are input electronically onto the AP system, via OCR, the 
application of VAT will be automatic, and will be based on the VAT treatment 
applied by the requisitioner when raising the requisition. The responsibility 
for the correct application of the VAT legislation will therefore be held by 
the requisitioner, supported by NWSSP – Procurement Services and the 
Financial Services Manager – VAT, who will provide advice and guidance.

Where invoices are input into the AP system manually, the Accounts Payable 
Manager will be responsible for the correct application of VAT legislation to 
the payments process. Any queries should initially be directed to the 
Financial Services Manager – VAT in the Corporate Finance Department.

VAT compliance will be reviewed by the Health Board’s VAT Advisors on a 
regular basis. 

7 Financial Control Weaknesses or Suspected Fraud

The Accounts Payable Manager will notify the Assistant Director of Finance 
(Financial Systems & Services) immediately of any concerns arising in 
relation to any breaches of, or apparent weaknesses in financial controls or 
governance. In addition, the Counter Fraud Department must be notified 
immediately of any concerns about fraud or suspected fraud.

8 Month End Procedures

Month end accruals are completed on the first working day of every month.  
An Unaccounted Transactions report is run at month end sorted by value, 
items over £500 highlighted in order to be accrued by the relevant team 
member.  At year-end AP should make every effort to reserve as much as 
possible below £500.  

Journals are to be completed by 10:30am with notification of completion to 
the following email address FinanceBusinessSystem.abb@wales.nhs.uk in 
order for all journals to be posted to the ledger.

At the end of every month the Accounts Payable Team Leader will close the 
current Accounts Payable accounting period and open up the next 
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accounting period, in line with the Aneurin Bevan Health Board’s Financial 
Reporting timetable, and the AP sub-ledger close process timetable.

Goods Received Not Invoiced (GRNI) accruals will be reviewed on a monthly 
basis by the Corporate Finance Department. Any orders over 6 months old 
will be reviewed by the appropriate officer and where necessary closed.

The Accounts Payable Team Leader will run a Trial Balance report at month 
end closedown, showing the total value of invoices on the AP module of 
Oracle. 

The Corporate Finance function will reconcile the AP Trial balance to the 
General Ledger and resolve any differences.

9 Construction Industry Scheme

The Accounts Payable Team Leader, in conjunction with the Works & Estates 
Department and Supplier Maintenance, should identify all suppliers who 
come within the scope of the HMRC Construction Industry Scheme.

The Accounts Payable Team Leader should ensure that the status of all 
suppliers identified under the Construction Industry Scheme (CIS) have 
been verified on-line with HMRC to confirm whether they have Net or Gross 
payment status.
The CIS information should be added by Supplier Maintenance into the 
Oracle system, with the Supplier identified with Net or Gross payment 
status.  Any subsequent invoices entered onto Oracle for payment to the 
CIS supplier must be reviewed and the type of work undertaken identified 
as either inside or outside the scope in accordance with the classifications 
issued by HMRC.

The Accounts Payable Team Leader should:

Where a subcontractor is classified as ‘Net’, make a deduction from all 
payments for labour of an amount on account of the subcontractor's tax 
and NI contribution liability in accordance with the published Inland 
Revenue rate. Tax deduction will be coded to a specified code in the Oracle 
system.

Where the subcontractor has a ‘Gross’ status pay the contractor gross.

In certain circumstances where the HMRC are still reviewing the 
classification of a contractor the Health Board may be asked to process 
payments to the supplier at a higher rate of deduction.
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If any doubt exists as to the nature of the payment to the supplier, the 
supplier site should be inactivated to prevent payment until further 
clarification is received and the issue resolved.  This will prevent deductions 
being made in error or overpayments made.

Following the month end, the Accounts Payable Team Leader:

Produce a report detailing all invoices paid to subcontractors during the tax 
period, e.g. 6 April to 5 May. To extract this information a Qlikview report 
should be run on a monthly basis –

https://ctsqlikviewprodap2.cymru.nhs.uk/qlikview/index.htm

Classify the payments to subcontractors as inside or outside the scope of 
the CIS, as per the latest guidance issued by the Inland Revenue

Complete the monthly CIS return online in accordance with the deadline for 
submission.

Enter the details onto the CIS Spreadsheet for each supplier and send a 
letter to each supplier detailing the invoices paid and for those suppliers 
with a CIS status of ‘Net’ and ‘Gross’ identify the deductions made in month.

On a monthly basis, the Accounts Payable Team Leader should reconcile the 
relevant AP CIS Qlikview report compared to the payments made that relate 
to the 6th of the month to the 5th of the following month.

The monthly payment to HMRC needs to be actioned via a BACS payment 
which in accordance with the HMRC deadline needs to be paid by the 15th 
of each month. 

On a monthly basis the accountancy team will undertake an overall 
reconciliation of the posted entries on the Oracle system in relation to the 
CIS deductions made to the payments made to HMRC ensuring that any 
incorrect transactions are adjusted for in the following month. 

10 Further Information

Enquiries regarding this procedure should be directed to either the Director 
of Finance, Procurement and Value or the Assistant Finance Director 
(Financial Systems & Services)

21/23 101/474

https://ctsqlikviewprodap2.cymru.nhs.uk/qlikview/index.htm


Aneurin Bevan University Health Board ABUHB/Finance/0238
Accounts Payable Financial Control Procedure
Owner: Director of Finance, Procurement & Value

Status: DRAFT Issue date: DRAFT 
Approved by: Audit Committee Review by date: DRAFT 

Page 22 of 23

11 Training

VAT training will be provided to Accounts Payable and Procurement staff on 
an annual basis.

12 Audit

The Internal Audit programme shall, from time to time, review the 
compliance with this procedure. In addition, External Audit may review 
compliance with this procedure as part of their financial accounts audit 
work.

13 Review

Every three years unless there is a requirement to review it sooner.
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Appendix 1

All Wales Exceptions to the No PO/No Pay Policy 

The following areas do not require a valid PO number.

The Exceptions List currently covers: 
• CHC/Nursing Home Payments 
• Pharmacy 
• Nurse bank agency invoices 
• Orthotics 
• Eye Tests 
• Mobile Phone Charges 
• Reimbursements to Patients including Patients travelling 
• Telephone Call Charges 
• Telephone Line Rental 
• Work Permits 
• TV Licences 

Technical list of Exceptions:- 
• Payment of Salary deductions 
• Tax, NI & Superannuation 
• Petty cash 
• Losses & Compensation including Redress 

The full list of All-Wales exceptions is currently being finalised. A link to the 
full list will be provided when this review is completed.
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1 Scope of Policy

1.1 The Aneurin Bevan University Health Board has a legal 
responsibility to protect any patients’ property that is 
deposited for safekeeping and to return it to the patient 
on demand. The Health Board has an additional 
responsibility to safeguard property and clothing 
retained by patients on wards, and to safeguard and 
administer patients’ monies. 

1.2 The Health Board’s responsibility for protecting 
patients’ property extends from admission until 
discharge of the patient.

2 Responsibilities

2.1 The purpose of this procedure is: -

▪ To ensure that the interests of the patient, the staff 
and the Health Board are fully protected.

▪ To assist staff in the safeguarding and 
administration of patients’ property and monies 
that are deposited for safe keeping

▪ To assist staff in fulfilling the Health Board’s legal 
responsibility for patients’ property and monies.

2.2 The term “patient” is used throughout this procedure 
as opposed to “resident” or “client” or “service user”.

2.3 A short term stay in hospital should not require 
administration; these services are normally provided 
for long stay patients. 

2.4 This procedure should be read in conjunction with other 
financial procedures.

3 Monitoring

3.1 This procedure will be audited periodically.
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4 Patients’ Property

4.1 Planned Admissions 

4.1.1 The Health Board must ensure that all patients are 
advised not to bring valuables into hospital wherever 
possible by including a note to this effect within the 
literature/letters that are sent to all patients prior to 
admission.

4.2 Unplanned Admissions (Emergency)

4.2.1 Staff in Charge must inform the patient on admission 
that the Health Board cannot be held responsible for 
items not deposited for safekeeping.

4.2.2 Property and valuables belonging to patients who are 
admitted unconscious or whose condition warrants 
assistance should be deposited for safekeeping in the 
General Office/Administration Office using the Patient 
Property Book (see 4.4 below).

4.2.3 Staff may be required to dispose of soiled or damaged 
patient’s clothing.

4.2.4 If the patient is confused or in any way incapable of 
managing their own affairs on admission, the nurse 
should discuss the safekeeping of the property with the 
next of kin.

Any decision taken on behalf of the patient must be in 
the patient’s best interest and clearly documented in 
the patient’s notes. In case of doubt, reference should 
be made to the Mental Capacity Act 2005.

If the next of kin wishes the patient to retain his/her 
personal effects, the risk involved should be explained 
to them and that the Health Board cannot accept 
responsibility for loss and/or damage to any valuables 
not handed in for safekeeping.

The next of kin must be asked to sign as the patient’s 
representative in the Patients’ Property book.
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Where there is no next of kin decisions regarding 
property should be clearly documented in the patients’ 
medical record.

4.3 All Admissions 

4.3.1 A chart demonstrating the key steps of admission can 
be found in Appendix 1.

4.3.1 Disclaimer notices must be displayed prominently at 
admission points, wards, departments, clinics and 
general offices to explain the extent of the Health 
Boards liability (Appendix 2).

4.3.2 Patients should be advised to give any property not 
required to a relative or friend at the time of admission.

4.3.3 On admittance to hospital the inpatient should sign a 
disclaimer in the Patient Care Record (PCR) stating 
they are keeping property at their own risk.

4.3.4 Hospital staff should inform, as soon as possible after    
admission, the appropriate Authority (e.g., Police, 
Social Services etc.) where they have knowledge of 
patient’s property outside the hospital requiring 
protective action. 

4.4 Patients’ Property Books

4.4.1 Patients’ Property Books (sample shown in Appendix 3) 
are controlled stationery and only one book should be 
in use at any one time in each location. A guide showing 
how to complete the property book is shown in 
Appendix 4)

4.4.2 The pages in the books are sequentially numbered and 
in triplicate; the top copy is to be handed to the patient; 
the second copy should accompany valuables passed 
to the General office the third copy remains in the book. 

4.4.3 Staff should enter the details of all property handed 
over for safekeeping in the Patients’ Property Book.

4.4.4 Property handed over for safekeeping should be 
examined, listed and signed for by a member of staff.
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4.4.5 The patient or their representative should sign the book 
indicating their agreement that the list is accurate and 
complete

4.4.6 Where patients are unconscious, or are incapable of 
looking after themselves, or if the patient is dead on 
arrival, the Health Board has a duty to have the 
contents of their clothing examined and all items placed 
in safe custody.  This check should take place in the 
presence of two members of staff both of whom should 
sign the property record.

4.4.7 Care should be taken to describe the items accurately 
but jewellery etc. should be described as “yellow 
metal”, “white metal”, “white stone”, etc. The words 
“gold”, “silver”, “diamond”, etc. must not be used.

4.4.8 Spoilt entries in the Patients’ Property Book should be 
marked “cancelled” and retained in the book.

4.4.9 A disclaimer has been added to the Patient’s Property 
Book stating that the Health Board will accept no 
responsibility for personal items not handed over and 
not recorded in the Patient’s Property Book.

4.4.10 Ward staff must keep the Patients’ Property Book in 
safe custody and it must be available for inspection by 
authorised staff.

4.4.11 Once the entry in the Patients’ Property Book, has been 
completed, the valuables should be placed under lock 
and key until such time it is convenient to hand over to 
the General Office, who will place the items within the 
General Office safe.

4.4.12 Ward staff must take the Patients’ Property Book 
together with the property held for safekeeping to the 
General Office as soon as possible.

4.4.13 General Office staff should verify that the items being 
handed over by ward staff for safekeeping are listed in 
the Patients’ Property Book, sign the book and then 
remove their copy of the record.
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4.5 Admissions outside office hours 

4.5.1 Ward staff must place all valuables handed in for 
safekeeping outside office hours in an envelope. The 
envelope should then be sealed, signed, timed and 
dated by two members of staff signing their names in 
full across the seal. The envelope should be deposited 
in the hospital night safe if available but if not, kept 
under lock and key with the Patients’ Property Book 
and transferred to the General Office on the next 
working day.

4.6 General Office

4.6.1 General Office staff will record details of property held 
for safekeeping in a pre-printed sequentially page 
numbered book as detailed in Appendix 5.

4.6.2 The property must be placed in an envelope or other 
container and placed in the office safe. The envelope 
and/or container must be sealed, labelled with the 
patient’s full name, patient property book reference 
number, date and time, witnessed by two members of 
staff who should sign their names in full across the seal.

4.6.3 General Office staff must complete a Cash Receipt and 
Bank Deposit sheet (C&D) for all cash receipts. Cash 
receipts from patients must be banked into the 
Patients’ Monies bank account as soon as possible but 
no later than five working days after the date of receipt.

4.6.4 General Office staff must open an ABUHB patient 
account by completing a New Patient Account Form 
PPM/10 (Appendix 6) for patients whose cash has been 
banked. The completed sheet should be forwarded to 
the Finance Department

4.6.5 General Office staff in acute hospitals should delay the 
actions in 4.6.3 and 4.6.4 above for five working days 
when patient’s length of stay is expected to be short.
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4.7 Claims in Relation to Lost or Damaged Property

4.7.1 In the result of any lost or damaged property, the     
patient is required to follow the guidance in the Losses 
and Special Payments procedure and complete the 
form in Appendix 7.

5 Income

5.1 Benefits Receivable

5.1.1 Most benefits from the Department of Work and 
Pensions (DWP) are paid directly into an individual’s 
bank account but patients who do not have a bank 
account obtain their benefits from a Post Office Card 
Account (POCA) by using a card similar to a bank 
account and keying in their unique PIN number 
(Personal Identification Number).

5.1.2 Staff must not collect any benefits using a patient’s 
Post Office Card Account (POCA).

5.1.3 Ward Staff must establish, as soon as practicable, 
whether the patient is in receipt of any statutory 
benefits, and who, if anyone is managing the patient’s 
affairs.

5.1.4 Patient’s relatives or friends may attend to the patient’s 
affairs during their stay in hospital with the patient’s 
consent. 

5.1.5 If the patient is confused or in any way incapable of 
managing their own affairs on admission, the nurse 
should discuss the issue of benefits with the next of kin. 
If there is no next of kin, then the Social Worker should 
be notified.

5.1.6 Any decision taken on behalf of the patient must be in 
the patient’s best interest and clearly documented in 
the patient’s notes. In case of doubt, reference should 
be made to the Mental Capacity Act 2005.

5.1.7 Where ward staff are concerned that a patient is not 
adequately provided for when a relative or friend 
attends to the patient’s affairs, they must refer to the 
Protection of Vulnerable Adults (POVA) policy.  General 
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Office staff will inform the Patients’ Monies Manager if 
they have applied to the DWP for the Health Board to 
act as Corporate Appointee for patients unable to 
appoint a relative or friend to manage their affairs.

5.1.8 The Patients’ Monies Manager will act as Corporate 
Appointee for the Health Board

5.2 Miscellaneous Receipts

5.2.1 Cash and/or cheques received by patients during their 
stay in hospital should be dealt with in accordance with 
the guidance in this procedure.

6 Investments

6.1 The Assistant Director of Finance (Financial Systems and 
Services) is responsible for investing all monies surplus to 
meet the day-to-day requirements of patients in a current 
account held with Government Banking Service (GBS)

6.2 Finance Staff must:

▪ Apportion monthly, the interest received from 
investments to each patient’s account in relation to 
the balance held in each account

▪ Credit the interest received to each individual 
patient’s account

▪ Reconcile balances on all the accounts to the value 
of investments held.

6.3 The Assistant Head of Financial Accounting must 
countersign the reconciliation.

7 Expenditure

7.1 Withdrawals

7.1.1 General Office staff will complete a Miscellaneous 
Payment Form PPM/13 (Appendix 7) to pay for ad hoc 
requests. 

7.1.2 The Miscellaneous Payment Form must be signed by 
the patient and witnessed by one member of the 
nursing staff and one member of the General Office. 
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Patients who are physically incapable of signing their 
name must make a mark on the form; the mark must 
be witnessed in the same way.

7.1.3 A note should be made on the Miscellaneous Payment 
Form when a patient signs their name differently to the 
name by which they are known by.

7.1.4 General Office staff will forward the completed form to 
Patients’ Monies Section, Finance Department, Block C, 
Mamhilad House, Mamhilad.

7.1.5 Finance Department staff will verify that the patient 
has sufficient funds in their account prior to processing 
the payment.

7.2 Withdrawals for Patients unable to manage their 
own Affairs

7.2.1 Ward staff should consult with relatives of patients, 
who are unable to manage their own affairs, to assess 
whether the patient requires any goods, services or 
cash.

7.2.2 Ward staff should complete a Residents’ Monies 
Request Form PPM/01 (Appendix 8) listing those items 
a patient requires. The form should be authorised as 
follows: -

Items <= £50 Ward/Residential Manager
Items > £50 to <= £250 Senior Nurse Manager/ 

Lead Nurse
Items > £250 General Manager

7.2.3 Ward staff should take the completed form to the 
General Office.

7.2.4 General Office staff must check that there are sufficient 
monies in the patient’s account prior to issuing the cash 
requested.

7.2.5 General Office staff must obtain the signature of the 
staff member collecting the cash on the Cash Receipt 
Form PPM/03 (Appendix 9). This transaction must be 
witnessed by and countersigned by another staff 
member.
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7.2.6 General Office must also issue the ward staff with 
Residents’ Monies Receipt Form PPM/02 (Appendix 10) 
to enable them to account for the cash issued. It is 
acknowledged that on shopping trips, holidays and day 
trips it may not be possible to obtain receipts for all 
purchases, e.g., food from a “snack” bar, drinks from a 
drink’s dispenser etc.  However, all items purchased 
must be accounted for.

7.2.7 Ward staff must return the completed PPM/02 form and 
receipts, together with any change, to the General 
Office.

7.2.8 General Office staff must re-bank any cash returned 
into the patient’s account.

7.2.9 Custody of cash during holidays is the responsibility of 
the senior nurse on the trip.

7.2.10 Ward Staff should raise purchase requisitions, where 
possible, to purchase goods from named shops. The 
requisition should state the name of the resident and 
that payment will be made from the patient’s own 
account.

7.2.11 Patients, whose benefit(s) are being paid into a 
patients’ monies account operated by the Health Board, 
must purchase their own clothing. However, the Health 
Board’s exchequer funds (budget) can be used to 
purchase clothing if a patient has less than £100 in 
their account.

7.2.12 Where a patient receives no benefits and has no other 
means of obtaining clothing, it is at the discretion of 
the Ward Manager as to whether they use their 
departmental budget to purchase these items.

7.2.13 Relatives or friends who manage a patient’s affairs are 
responsible for ensuring that adequate clothing money 
is provided to the patient.

7.3 Petty Cash

7.3.1 Patients may request a small amount of cash for 
incidental sundry items. The General Office will issue 
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the cash from the patients’ monies petty cash providing 
it does not exceed £50. The patient must sign the petty 
cash voucher on receipt of the cash, and a member of 
General Office staff should sign that they have 
witnessed the patient receiving the cash.

7.4 Pocket Money

7.4.1 Ward Staff are responsible for assessing the weekly 
incidental sundry (pocket money) needs of those 
patients who are not capable of looking after their own 
affairs.

7.4.2 Ward Staff must notify General Office staff weekly of 
the pocket money requirements.

7.4.3 General Office staff will complete a Weekly Pocket 
Money Form PPM/04 (Appendix 11) and forward the 
completed form to the Patients’ Monies Section, 
Finance Department, Block C, Mamhilad House, 
Mamhilad.

7.4.4 Finance Department staff will: -
▪ Arrange for a direct debit to be deducted from the 

patients monies bank account to our nominated 
cash security company

▪ make arrangements for the Security Company to 
deliver the cash to the General Office

7.4.5 The General Office will: -
▪ Issue the cash to two members of Ward Staff
▪ Obtain the signatures of the two members of Ward 

Staff.

7.4.6 Any unspent pocket money, providing it is less than 
£10 is to be retained on the ward. Monies exceeding 
this amount should be re-banked into the patient’s 
account via the General Office and the amount of 
pocket money requested should be reviewed.

7.4.7 Patients that do not receive benefits (serving custodial 
sentences in hospital) may receive pocket money for 
sundry items at the discretion of the ward manger.  
This money is provided to their patient’s monies 
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account by the revenue budget. Surplus monies must 
be returned to the budget.

7.5 Cash Held on the Ward (Long Stay Patients)

7.5.1 Cash held on wards must be kept in a locked container 
in a locked drawer/safe.

7.5.2 Cash held on behalf of one patient must not be loaned 
to another patient

7.5.3 Cash held on the ward on behalf of patients must be 
recorded in a record book, detailing the following for 
each resident: -
▪ Date
▪ Amount paid in/out
▪ Balance
▪ Reason for payment
▪ Signatures of staff/resident

7.5.4 The patient should sign for monies withdrawn from 
ward balances if possible, otherwise two members of 
staff should sign, at least one of whom is a Registered 
Nurse.

7.5.5 The Ward Sister/ Charge Nurse and a member of Ward 
Staff must reconcile the cash book balance to the cash 
held in the cash box at least once a week, and record 
the following: -
▪ Date and time of reconciliation
▪ Balance recorded in cash book
▪ Cash held in the cash box
▪ Signatures of the two members of staff performing 

check.

Reconciliation discrepancies must be formally 
investigated and explained.

8 Long Stay Patients 

8.1 Inventory of Property

8.1.1 Ward Staff will be responsible for recording property 
acquired by patients during their stay in hospital in the 
patients’ property book.
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8.1.2 Details entered in the property book should be in 
accordance with the guidance contained in paragraph 
4.4 of this procedure.

8.1.3 Ward Staff will also record details of property 
condemned or lost in the patients’ property book.

8.1.4 Ward Staff will ensure that all items of clothing and 
property are tagged or marked with the owner’s name 
and stored in a safe and secure environment.

8.2 Stock-checks

8.2.1 Two members of staff, one of who must be the Ward 
Sister/Charge Nurse, must carry out regular stock-
checks of the patients’ property book to verify 
accuracy.

8.2.2 The results of stock-checks must be documented, 
signed and dated in the patients’ property book.

8.2.3 A stock-check on a third of the records should be 
undertaken each quarter with a full stock-check 
undertaken annually.

8.2.4 All discrepancies between items held and those 
recorded should be fully & formally investigated.

9 Patients’ Balances

9.1 General

9.1.1 General Office staff must keep an electronic record of 
the balance of monies held on behalf of each patient.

9.1.2 General Office staff must use the relevant form to 
notify the Patients’ Monies Section, Finance 
Department.

9.1.3 Finance Staff will be responsible for: -
▪ Updating the patients account on the Oracle 

Financial System
▪ Reconciling the patients account balance to the 

monies held
▪ Forwarding the updated account balances to the 

General Office for verification.

15/39 118/474



Aneurin Bevan University Health Board                                                                        ABUHB/Finance/0279 
Financial Procedure - Patients Property  
Owner: Director of Finance, Procurement & 
Value

Status: DRAFT Issue date: DRAFT 
Approved by: Audit Committee Review by date: DRAFT 

Page 16 of 39

9.1.4 General Office staff will be responsible for: -
▪ Verifying the balances notified 
▪ Investigating any discrepancies
▪ Reporting their findings to Finance Staff

9.1.5 Finance Staff must also forward a copy of the patients’ 
balances to the respective Divisional Manager.

9.1.6 Finance Staff have sole responsibility for providing 
patients’ monies balances to the patient’s appointee. 
The respective Divisional Manager and/or General 
Office staff must forward details of any such requests 
to Finance Staff to process.

10 Discharge and Transfer of Patients

10.1 Discharge of Patients

10.1.1 When a patient is due to be discharged from hospital 
the ward staff are responsible for returning those items 
that have been handed in for safe keeping.

10.1.2 It is not advisable for Health Board staff to hand over 
property to anyone other than the patient without 
written consent.

10.1.3 Articles of small value and clothes may be handed to 
friends and relatives and a receipt obtained.

10.1.4 Upon discharge every effort must be made to return 
funds held in safe custody to the patient directly or if 
the patient is incapable of handling it, to a properly 
authorised custodian, to another hospital or Local 
Authority in the event of the patient being transferred 
into their care. See form in Appendix 3.

10.1.5 General Office staff may provide patients who are being 
discharged from hospital with a maximum of £50 from 
patients’ money petty cash to cover their immediate 
needs providing the patient has sufficient funds in their 
account.

10.1.6 General Office staff must complete a Discharged 
Patient Form PPM/17 (Appendix 12) 
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10.1.7 Finance Staff will be responsible for: -
▪ Verifying the balance notified
▪ Rectifying any discrepancies between the two sets 

of balances
▪ Issuing payment to the patient for the balance or
▪ Arranging for cash to be available via the General 

Office where a patient does not have a bank 
account.

▪ Notifying the Department of Work and Pensions 
(DWP) that the patient has been discharged from 
hospital if the patient was in receipt of benefits.

10.1.8 General Office staff will: -
▪ Return any property handed in for safekeeping 
▪ Record the return of the property in the Patient 

Property book
▪ Obtain the patient’s signature and ensure that a 

member of General Office staff witness the 
signature

10.2 Transfer of Patients

10.2.1 Where a patient is transferred from one hospital to 
another within the Health Board, General Office staff 
must: -
▪ Complete a Patient Transfer Form PPM/11 

(Appendix 13) 
▪ Forward one copy of the completed form to 

Patients’ Monies Section, Finance Department, 
Block C, Mamhilad House, Mamhilad

▪ Forward one copy of the completed form to the 
General Office of the hospital where the patient is 
being transferred.

10.2.2 Finance Staff will be responsible for: -
▪ Verifying the balance notified
▪ Rectifying any discrepancies between the two sets 

of balances
▪ Notifying the General Office of the hospital where 

the patient is being transferred of the balance being 
transferred.

10.2.3 Ward staff must ensure that all the property listed in 
the Property book must be transferred with the patient, 
even if the patient is moving between wards within the 
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same hospital.  Where possible and practical the 
property must be handed back to the patient.

10.2.4 Patients transferred to hospitals outside of the Health 
Board are classed as discharged.

11 Estates of Deceased Patients

11.1 Administration

11.1.1 General Office staff must: -
▪ Complete a Deceased Patient Form PPM/18 

(Appendix 14) to notify the Finance Department of 
the death of a patient where a patients’ monies 
account is in operation. It is important that all 
known details of next-of-kin and/or Executors are 
shown on the form

▪ Forward the completed form to Patients’ Monies 
Section, Finance Department, Block C, Mamhilad 
House, Mamhilad

11.1.2 Ward staff must: -
▪ Return any monies being held on the ward to the 

General Office
▪ Ensure that only next of kin take any property held
▪ Ensure that next of kin sign the Patients’ Property 

book for any property they receive.  In this case the 
property book can be used as an inventory of the 
deceased patient’s property.

▪ Ensure that written consent is received from next 
of kin for any property donated to the hospital

▪ Dispose of any personal clothing not claimed by 
next of kin

11.1.3 General Office staff must not use petty cash to pay the 
deceased’s next of kin the money held on the 
deceased’s behalf.

11.2 Funeral Expenses

11.2.1 The policy for Funerals for ABUHB should be referred 
to. 
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11.2.2 The member of staff who arranges the funeral must 
complete the certificate given on “Registration or 
notification of death” and send to the DWP where 
necessary.

11.2.2 General Office staff must notify the Patients’ Monies 
Section, Finance Department, Block C, Mamhilad 
House, Mamhilad of funeral arrangements made.

11.2.3 Finance staff must ensure that, where sufficient funds 
are available, the funeral cost is charged to the 
patient’s account. The Health Board will bear the cost 
of a contract funeral when insufficient funds exist.

11.2.4 Finance staff are permitted to settle funeral accounts 
of deceased patients where sufficient funds are 
available and the funeral arrangements have been 
made by relatives or friends of the deceased. Payment 
can be made direct to the Funeral Director upon 
presentation of the original invoice for the funeral.

11.3 Property of Deceased Patients

11.3.1 Finance Staff must: -
▪ Write to the next of kin or Executor informing them 

of the monies and/or property held
▪ Enclose a Form of Indemnity PPM/08 (Appendix 15) 

and a Form of Enquiry PPM/07 (Appendix 16)

11.3.2 Finance Staff must take the appropriate action upon 
receipt of the completed Form of Indemnity and Form 
of Enquiry. Current legislation states that: -
▪ Where there is a will and the value of property 

held exceeds £5,000 no action should be taken 
until a Grant of Probate has been obtained.

▪ Where there is no will and the value of property held 
exceeds £5,000 no action should be taken until 
Letters of Administration have been obtained.

▪ Where there is no will and the value of the 
property held does not exceed £5,000 Finance 
staff will

o establish the relationship of the claimant
o obtain written authority from all equally 

entitled persons to release the monies to the 
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claimant
o obtain a signed Form of Indemnity PPM/08 

from the claimant.

▪ where there is no will and there is no next of 
kin and the property held is over £500 Finance 
staff will notify the Treasury Solicitor

▪ Where there is no will and there is no next of 
kin and the property held is under £500 
Finance staff will treat the property as unclaimed 
property, see paragraph 12 below.

11.4 Exceptional Circumstances

11.4.1 General Office staff must liaise with Finance staff to 
resolve any financial issues that relatives may raise 
during their period of grief.

12 Unclaimed Property

12.1 General Office and Ward staff must: 
▪ Make every effort to trace and return property to 

next of kin
▪ Keep unclaimed property for a month before 

arranging its disposal.   
▪ Record the details of property to be disposed in the 

property book
▪ Send the property with a copy of the property book 

to the Patients Monies section of the Finance 
Department for disposal.

12.2 Finance Staff must: -
▪ Credit unclaimed cash and the proceeds of the sale 

of any unclaimed property to the Health Board’s 
revenue unclaimed patients’ monies account from 
whence the patient should be reimbursed if a 
subsequent claim is made

▪ Ensure that the payments of claims received in the 
future for monies originally credited to the 
unclaimed patients’ monies account are charged to 
that account.

▪ Maintain a register of monies credited to and paid 
from the unclaimed patients’ monies account.
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▪ Write to banks, building societies etc, to inform 
those organisations of the patient’s death.

▪ Seek expert advice, if appropriate, to establish 
whether the property is valuable

13 Accounts

13.1 Patients’ monies should be included in the Health 
Board’s annual accounts under third party assets.
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Appendix 1
Admissions 

Planned
 Admissions

• Prior to admission all patients are to be advised not to bring 
valuables into hospital

Unplanned
 Admissions

• Patients are to be advised to give property to relatives and 
friends to take home

• Patients are to be asked to sign a disclaimer to say they are 
keeping their property at their own risk or

• Patients hand property in for safekeeping and recorded in the 
Patient Property Book 

All
 Admissions

• Where patients are unconscious, incapable of looking after 
themselves, or if the patient is dead on arrival, the contents of 
their clothing should be examined and all items placed in safe 
custody. 

• The items should be recorded in the Patient Property Book 
and signed by two members of staff
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Appendix 2

PRIVATE PROPERTY

Please note that Aneurin Bevan University Health Board accepts no responsibility for the loss of or 
damage to personal property of any kind, including money, in whatever way the loss or damage 

may occur unless an official receipt is obtained from the Health Board for property which has been 
handed in for safe custody.
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Appendix 3
Patients’ Property Books
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Aneurin Bevan University Health Board      Appendix 4

Patients’ Property Book – Instructions for Completion

1. Each ward must have its own Patients’ Property Book. New books 
can be obtained from Oracle as a catalogue item, using code 
WNN091G.

2. This book should only be completed where property is physically 
handed in for safe keeping. It should not be used as an inventory for 
the patient’s belongings on admission.

3. The receipt should be completed as accurately as possible – clothing 
and non-valuable items need not be itemised. 

4. Terms such as “gold”, “silver”, “diamond” etc. must not be used and 
the description “yellow metal”, “white metal” and “white stone” etc. 
must be used instead.

5. A receipt entry must be completed for each patient (using the left-
hand side of the book).  This receipt will be pre-numbered and in 
three parts

▪ The top copy (blue) to be handed to the patient/relative as a 
receipt

▪ Second copy (also blue) to be handed to either 
a) the General Office with the cash/valuables handed over for 

safekeeping. They will sign to acknowledge receipt.
 Or 
b) the patient if discharged before the property is handed into the 

General Office.  The patient/representative to sign to 
acknowledge return.

▪ Third copy (white) to be retained in the Patients’ Property Book

6. Staff must sign the receipt together with the patient, or their 
representative, confirming the entry is accurate and complete.

7. Spoilt receipts (all copies) should be marked “Cancelled” and retained 
in the book.

8. Cash/valuables must be kept in a locked unit (safe, cupboard, 
drawer) in the ward/department until it is convenient to take to the 
General Office. 

9. Ensure that the items are placed in an envelope marked with the 
patient’s name and property book reference and that it is sealed and 
signed, timed and dated by two members of staff across the seal.

10. The Patients Property Book must be stored in a locked location and 
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be available for inspection by authorised staff.

Aneurin Bevan University Health Board

What do I do next?

11. Take cash/valuables to the General Office along with the completed 
Patients’ Property Book, as soon as possible after admission. 

12. The General Office will sign the book to acknowledge receipt of the 
items.

13. Cash received will be banked into a Patients Monies account held by 
the Health Board and an internal account assigned to each patient

14. If a significant amount of cash (over £500) has been handed in, 
please take to the General Office immediately.

15. Outside of office hours, a night safe or drop box should be used, if 
available, to deposit patients’ property. Ensure that the second blue 
copy from the Patients’ Property Book is placed in the envelope 
containing the property and that the envelope is sealed and signed, 
timed and dated by two members of staff across the seal. 

16. If a night safe is unavailable the envelope should be kept under lock 
and key and handed to the General Office on the next working day. 

17. Do not take cash/valuables home for safe keeping.

18. When the patient is discharged, please ensure their property is 
returned to them and the relevant Property Book entry signed by 
both patient or their representative and staff member to confirm 
return.  

19. Any cash that has been banked by the General Office will be 
reimbursed to the patient via the Patient Monies Section (Finance 
Department) in the form of a cheque or bank transfer, upon receipt 
of a Discharge Form supplied by the General Office.

20. In the event of a patient being admitted unconscious, or incapable of 
looking after themselves, or dead on arrival, the Health Board has a 
duty to have the contents of their clothing examined and all items 
placed in safe custody.  This check should take place in the presence 
of two members of staff both of whom should sign the property book 
receipt. The above procedures still apply.
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Appendix 5

The details of property held for safekeeping should be recorded in a pre-printed sequentially page numbered book as detailed below:-

Date Patient Patient Name Ward Other Received by Date Received by Comment
Property (Gen Office - (Signature)
Book Ref Signature)

Aneurin Bevan University Health Board

Record of Property Held at General Office, …………………... Hospital

ON RECEIPT ON WITHDRAWAL
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Appendix 6
PPM/10

Aneurin Bevan University Health Board
Patients’ Private Monies

NEW PATIENT

To: Patients’ Monies Officer, Financial Services, C Block,
Mamhilad House, Mamhilad
Tel No: 01495 765412 Fax No: 01495 765405

From:

The following patient has been admitted to this hospital and I would be grateful if you 
could set up an account in accordance with financial procedures.

Cheque / Cash / Other on admission £___________________

Note: Please ensure that details relating to one patient only are shown on this form

Surname: Next of kin
First Names: Address

Title:
Address:

Ward: Relationship
Account No:

Date of Admission NI Number

Signed: Date:

28/39 131/474
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 Appendix 7
PPM/13

To:
Patients’ Monies Officer, Financial Services, C Block
Mamhilad House, Mamhilad Park Estate, Pontypool
Tel No. 01495 765412                         Fax No. 01495 765405

From:

The attached invoice should be charged to the patients accounts scheduled below:-

Cheque to be made payable to:

Cheque total: £

Date Ward Patient Name Account Amount Details
No £

Patient's signature / mark Total Payments

Witness to signature / mark Print Name:

Signed: Date:

Cheque actioned by: Date:

Input on System by: Date:

Month:

For Finance use only

Aneurin Bevan University Health Board
Patients’ Private Monies

MISCELLANEOUS PAYMENTS

PAYMENTS

29/39 132/474
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Appendix 8

PPM/01

To: General Office Ext No:

From: Name: Ext No:
Signature:
Ward:
Date:

The following resident(s) would like money withdrawn on their behalf as follows:-

Date Amount Patient Name Account Family
Required £ No Involvement

1

2

3

4

5

Total

Name: Signature: Date:
Ward Manager (for withdrawals of up to £50 per resident)

Name: Signature: Date:
Senior Nurse (for withdrawals of between £50 and £250 per resident)

Name: Signature: Date:
General Manager (for withdrawals of over £250 per resident)

Aneurin Bevan University Health Board
Patients’ Private Monies

RESIDENTS’ MONIES REQUEST

Receipts must be retained and forwarded together with form PPM/02 (blue) within 7 days to the General Office

Reason for Request

Authorising Signature

30/39 133/474
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Appendix 9

PPM/03

Aneurin Bevan University Health Board
Patients’ Private Monies
CASH RECEIPT FORM

Received from 

the sum of 

in respect of 

Signed: Date:

Witnessed by: Date:

Signed:
General Office Date:

31/39 134/474
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Appendix 10

PPM/02

To: General Office Ext No:

From: Name: Ext No:
Signature:
Ward:
Date:

RESIDENT'S NAME: ___________________________ ACCOUNT NO:____________________________

AMOUNT RECEIVED: ___________________________ DATE RECEIVED:____________________________

REASON FOR REQUEST:   
______________________________________________________________________________

Amount Details Amount Details Amount Details

Totals

 

Amount Returned: _______________________________ Signed: ____________________________________

C&D Sheet No: ____________________________ Date: ____________________________________

Receipt No: _______________________________

RESIDENTS’ MONIES RECEIPT FORM

For General Office Use

Aneurin Bevan University Health Board
Patients’ Private Monies

Total of this form must match request for resident on PPM/01 (white) form

Expenditure with Receipts Returned MoniesExpenditure without Receipts

Please attach all receipts to this form

32/39 135/474
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Appendix 11
PPM/04

To: Patients’ Monies Officer, Financial Services, C Block, Mamhilad House
Tel No. 01495 765412       Fax No. 01495 765405

From: General Office Ext No:

Please would you raise an open cheque for pocket money for week ending

for an amount of            made payable to

Signed: Date:

Name Account Amount Changes Notified Notes Ward
No £

1
2
3
4
5
6

Total 0.00
1
2
3
4
5
6
7
8

Total 0.00
1
2
3

Total 0.00
1
2
3

Total 0.00
TOTAL 0.00

Input on System by: Date:

Month Cheque No.:

Patients’ Private Monies
Pocket Money

Aneurin Bevan University Health Board

For Finance use only

33/39 136/474
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Appendix 12

PPM/17

To:

From
:

The following patient has been discharged from this hospital and I would be grateful if you could release
monies held in accordance with financial procedures.

Cheque to be made payable to:

Cheque total: £

Patient Name: Balance @ last statement

Address:

Payments notified

Receipts notified

Ward: Payments not yet notified

Account No: Receipts not yet notified

Date of discharge:

Total

Reconciled by Finance

Signed: Date:

Cheque actioned by: Date:

Input on System by: Date:

Month: Cheque No:

For Finance use only

Note: Please ensure that details relating to one patient only are shown on this form

PAYMENT

Patients’ Monies Officer, Financial Services, C Block, 
Mamhilad House, Mamhilad Park Estate, Pontypool
Tel No. 01495 765412    Fax No. 01495 765405

Aneurin Bevan University Health Board
Patients’ Private Monies
DISCHARGED PATIENT

34/39 137/474
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Appendix 13
PPM/11

To:

From:

The following patients have either been transferred to another ward within this hospital or to another hospital
Please would you amend your records accordingly

Date Ward Patient Name Account Balance
No £ Ward Hospital

Signed: Date:

Input on System by: Date:

Month:

For Finance use only

Transferred to

TRANSFER

Aneurin Bevan University Health Board
Patients’ Private Monies
PATIENTS’ TRANSFER

Patients’ Monies officer, Financial Services, C Block,
Mamhilad House, Mamhilad Park Estate
Tel No. 01495 765412 Fax No. 01495 765405

35/39 138/474
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Appendix 14
PPM/18

To:

From:

The following patient has died at this hospital and I would be grateful if you could release monies held on 
their behalf in accordance with financial procedures.

Next of Kin Solicitors

Patient Name: Balance @ last statement

Address:

Payments notified

Receipts notified

Ward: Payments not yet notified

Account No: Receipts not yet notified

Date of death

Total

Reconciled by Finance

Signed: Date:

Cheque actioned by: Date:

Input on System by: Date:

Month: Cheque No:

Note: Please ensure that details relating to one patient only are shown on this form

For Finance use only

PAYMENT

Patients’ Monies Officer, Financial Services, C Block
Mamhilad House, Mamhilad Park Estate, Pontypool
Tel No. 01495 765412  Fax 01495 765405

Aneurin Bevan University Health Board
Patients’ Private Monies

DECEASED PATIENT

36/39 139/474
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Appendix 15
PPM/08

Re the Late ………………………….. of  …………….………………….. Hospital

PLEASE COMPLETE IN FULL

I the undersigned (Name) ………………………………….………………………………

Of (Address) …………………………………………………………………………………

Declare that the said ………………………………………………………………………

Died intestate (without a will) and that Letters of Administration have not been obtained.

I further declare that I am the ……………………….. (please state relationship)
Of the deceased and as such am entitled to the whole/part of the £……. Monies held for 
safekeeping.

In consideration of the payment by you to me of the aforesaid, I undertake to indemnify 
and keep Aneurin Bevan University Health Board indemnified from and against all 
claims, demands, costs and expenses in respect thereof or in any way arising there 
from.

Signed ………………………………………….   Date ………………………………….

Witnessed by:

Signed …………………………………………   Date …………………………………..

Name ………………………………………….

Address …………………………………………………………………………………….

……………………………………………………………………………………………….

……………………………………………………………………………………………….

Aneurin Bevan University Health Board
Form of Indemnity

Estates of Deceased Patients

37/39 140/474
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Appendix 16
PPM/07 

Aneurin Bevan University Health Board
FORM OF ENQUIRY

ESTATES OF DECEASED PATIENTS

Re: The Late……………………………………………………………………………

The amount of £…….…….. is held in respect of the above named patient who died at
……………..………….……… Hospital on …………………………… and I would be 
grateful if you could let me know the following information:- 
(Please delete where appropriate).

1. Did the deceased leave a Will? YES / NO 
a) Has probate been obtained or is it 

intended to be obtained? YES / NO
b) Please state the names and addresses

…………………………………..
of the deceased’s Executors. …………………………………..

…………………………………..
…………………………………..

c) Please state the name and address …………………………………..
of the Executor’s Solicitor. …………………………………..

…………………………………..
…………………………………..

 
If you have answered yes to question 1.a. proceed to item 9 and complete the 
Declaration and arrange to forward the Probate Document once available.  In these 
circumstances you are not required to complete the Indemnity Form attached.

2. a) Have letters of administration been
or are intended to be taken out in
respect of the deceased’s Estate? YES / NO 

b) Please state the names and addresses
……………………..……………

of the deceased’s Administrators or ………………………..…………
Intended Administrators. ………………………….……….

c) Please state the name and address …………………………………..
of the Administrator’s Solicitor. …………………………………..

…………………………………..

If you have answered no to question 1, but yes to question 2.a. proceed to item 9 
and complete the Declaration and arrange to forward the Letters of Administration 
once available.  In these circumstances you are not required to complete the 
Indemnity Form attached.

38/39 141/474
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If you have answered no to question 1 and no to question 2.a. please complete 
questions 3 to 8 along with the Indemnity Form attached.

3. Please state the name and address of the person who arranged the funeral 
(not the Funeral Director) ………………...…………………………………………
……...…………………………………………………………………………………..

4. Has the funeral account been paid? YES / NO

5. a) What is your relationship to the deceased?……………………………..
b) Are you over 18 years of age? YES / NO

6. Are you the next-of-kin? YES / NO

7. Are there any other next-of-kin of the 
deceased known to you? YES / NO

For your information, next-of-kin is normally determined in the following order of 
priority: Widow / Widower (but not if a decree of judicial separation was in force), 
Children, Father or Mother, Brothers or Sisters, other relatives.

8. If you have answered yes to question 7 please supply the information 
requested below concerning the next-of-kin (if known)

Name ……………………. ……………………. …………………
Address ……………………. ……………………. …………………

……………………. ……………………. …………………
Age ……………………. ……………………. …………………
Relationship 
To Deceased ……………………. ……………………. …………………

If there are more than one next-of-kin please provide same information about all 
next- of-kin in the spaces provided.  A separate sheet of paper may be used if 
necessary.
______________________________________________________________

9.Declaration
I declare that the replies furnished by me to the foregoing questions are to the best of 
my knowledge correct.
Signed: …………………………………… Date:…………………………….
Address: ………………………………………………………………………….

…………………………………………………………..……………………
……………………………………………………………………..

Please return completed form to: Patients’ Monies Manager
Aneurin Bevan University Health Board
PO Box 10
Pontypool
NP4 0XG

Telephone Enquiries: 01495 765414

39/39 142/474



Status: DRAFT Issue date: DRAFT
Approved by: Audit Committee Review by date: DRAFT 
Owner: Director of Finance, Procurement & 
Value

Policy no: ABUHB/Finance/0963

Aneurin Bevan University Health Board

Financial Control Procedure
Purchasing Cards

N.B. Staff should be discouraged from printing this document. This is to 
avoid the risk of out-of-date printed versions of the document.  The 
Intranet should be referred to for the current version of the document.

1/18 143/474



Aneurin Bevan University Health Board ABUHB/Finance/0963
Financial Control Procedure – Purchasing Cards
Owner: Director of Finance, Procurement & Value

Status: DRAFT Issue date: DRAFT 
Approved by: Audit Committee Review by date: DRAFT 

Page 2 of 18

Contents Page

1. INTRODUCTION ..............................................................................................3

2. POLICY STATEMENT........................................................................................3

3. AIMS...............................................................................................................3

4. OBJECTIVES....................................................................................................4

5. SCOPE.............................................................................................................4

6. ROLES AND RESPONSIBILITIES......................................................................4

7. DELEGATED LIMITS ........................................................................................5

8. OVERVIEW OF THE PURCHASING CARD PROCESS...........................................6

9. CARD HOUSEKEEPING.....................................................................................6

10. PURCHASING CARD APPLICATION PROCESS.................................................8

11. SYSTEM ADMINISTRATION ...........................................................................9

12. PROCESS FOR USING THE PURCHASING CARDS............................................9

13. EXCEPTIONS ...............................................................................................10

14. MONTHLY SUBMISSION OF SPEND INFORMATION......................................12

15. SUMMARY ...................................................................................................12

16. FURTHER INFORMATION.............................................................................13

17. AUDIT .........................................................................................................13

18. REVIEW ......................................................................................................13

APPENDIX 1......................................................................................................14

APPENDIX 2......................................................................................................15

APPENDIX 3......................................................................................................16

APPENDIX 4......................................................................................................17

APPENDIX 5......................................................................................................18

2/18 144/474



Aneurin Bevan University Health Board ABUHB/Finance/0963
Financial Control Procedure – Purchasing Cards
Owner: Director of Finance, Procurement & Value

Status: DRAFT Issue date: DRAFT 
Approved by: Audit Committee Review by date: DRAFT 

Page 3 of 18

1. Introduction

The main objective of the Purchasing Card Scheme (the ‘scheme’) is to 
facilitate the payment of immediate small one-off payments or one-off 
online purchases which are not covered by any purchasing agreements or 
contracts.

This procedural document provides guidance for the issuing and 
governance of the Purchasing Card (the ‘card’).

The HB has historically had difficulties in procuring certain goods and 
services such as online one-off purchases and items where immediate 
payment is required.

The HB has selected to use the Welsh Procurement Purchasing Cards 
which are endorsed by Welsh Government and are issued by Barclaycard 
who have an online card management system. This enables purchases to 
be monitored and the total amount of transactions made monitored 
against the credit limit.  

2. Policy Statement

The procedure details the principles underlying the control over the 
Aneurin Bevan University Health Board’s (ABUHB’s) use of purchasing 
cards.

The procedure should be read in line with other relevant Financial Control 
Procedures where there may be an overlap, in particular the procedures 
on procuring goods and services and Accounts Payable.

Each cardholder is issued with a copy of this document and their individual 
spending limits under which they can use their card.  All purchases should 
be made in accordance with these procedures and Aneurin Bevan 
University Health Board Standing Orders and Standing Financial 
Instructions.

The cardholder may only use the card for business purposes and may 
under no circumstances use the card for private transactions.  If the 
cardholder requires any further clarification or information regarding this, 
they should contact the Purchasing Card Administrator (the 
‘administrator’) in the first instance.

3. Aims 

To ensure that relevant Health Board employees are aware of the 
requirements with regard to the application, security and use of purchasing 
cards. 

3/18 145/474
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4. Objectives

This document sets out the process to be adhered to within the Health Board 
when required to use a purchasing card and covers the following objectives.

• To outline the card holders’ responsibilities
• To provide guidance on setting up and using purchasing cards
• To provide a detailed procedure for making purchases
• To give guidance on the appropriate use of purchasing cards
• To provide guidance on the types of purchases allowed
• To outline the administration process for the use of purchasing cards
• To outline action to be taken if misuse is detected
• To outline how to report the loss of a purchasing card

5. Scope

5.1 The Procedure covers:

• The authorisation and use of purchase cards for purchasing goods 
and services

• Security of purchase cards
• Reporting loss and/or misuse of purchase cards
• Administration and documentation
• Recording of expenditure and reconciliation to the general ledger

5.2 All ABUHB Purchase Card holders have a general responsibility for the 
security of the Health Board Purchasing Card and the appropriate use 
of the Card.

5.3 All ABUHB Purchase Card holders have a responsibility to report the 
loss of the Purchasing Card to their manager and the administrators 
of the Purchase Card scheme using the documentation outlined in this 
procedure.

This policy is complimentary to ABUHB procedures on procuring goods and 
services and Accounts Payable and should be read in conjunction with these 
procedures.

6. Roles and Responsibilities

6.1 The Director of Finance is responsible for:

• Ensuring the appropriate systems are in place to record purchases 
made with the Purchasing Card.

4/18 146/474
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• Ensuring appropriate systems are in place to facilitate the 
reporting of lost Purchasing cards.

• Ensuring that there is a nominated administrator who will be 
responsible for overseeing the use of the purchasing cards and the 
monthly reconciliation and recording the transactions in the Oracle 
general ledger.

6.2 The Purchasing Card Holder is responsible for the security of the 
purchasing card, the correct usage, recording all transactions made, 
and notifying the administration team and manager in the event that 
the card becomes damaged or lost.

6.3 The Administration team which consists of the Head of Financial 
Services and Accounting, the Assistant Head of Financial Services and 
the Treasury Manager are responsible for:
• Ensuring that all purchases are reflected in the general ledger on 

a monthly basis.
• Ensuring that all purchases made with the Purchasing Card are in 

accordance with the procedure.
• Ensuring that all paperwork is routinely received to facilitate the 

above.
• Notifying the card holder/manager of any discrepancies or 

inappropriate use of the card.

6.4 General Managers and Directors:

• Must ensure that processes are in place to ensure the security of 
the Purchasing Card and that all Card Holders are aware of the 
procedures regarding the use of the card.

6.5 All Managers:

• Are responsible for ensuring that the purchasing card within their 
division (if applicable) is used appropriately in line with this 
procedure.   

7. Delegated Limits

7.1 The Health Board will hold 2 Purchasing Cards, which will be in the 
name of the following individuals:
• Director of Corporate Governance
• Assistant Director of Finance – Financial Systems and Services

7.2 All Purchasing Cards will have a delegated purchasing limit of £5,000.
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8. Overview of the Purchasing Card process

8.1 Each cardholder must provide details as requested in the Cardholder 
Specific Form (attached in Appendix 1).  A permanent record of each 
purchasing card issued will be held by the administrator.

8.2 Cardholders must satisfy themselves that approved suppliers are used 
for certain types of goods and services. The Procurement department 
will provide advice on request.

8.3 The card issuing bank will pay suppliers within 4 working days of the 
transaction.

8.4 Monthly statements from Barclaycard Banking Services will be 
received by the Health Board.  These will provide an overall summary 
and also individual statements which will detail the transactions that 
have been made by the cardholder.

8.5 Appendix 2 details the process to be followed when making each 
purchase using the purchasing card.

9. Card Housekeeping

9.1 Purchasing Card Scheme – The scheme is held in the name of Aneurin 
Bevan University Health Board and will be maintained and monitored 
by a nominated authority of the Aneurin Bevan University Health 
Board.  The nominated authority will be the Purchasing Card 
Administrator.

9.2 Purchasing Card Administrator – The nominated Purchasing Card 
Administrators (the ‘administrators’) are the Head of Financial 
Services and Accounting and the Assistant Head of Financial Services 
who are based within the Corporate Finance Department in Mamhilad 
House.

9.3 Purchasing Card Amendments – The cardholder must inform the 
administrators if for any reason the cardholder’s name (e.g. marriage, 
etc.) or other details need amending.  The obsolete card should be 
cut in half across the magnetic strip and then returned to the 
administrator following receipt by the card holder of the new card.

9.4 Purchasing Card Renewals – When the card reaches the expiry date, 
a replacement card should be received approximately 14 days prior 
to the renewal date.  Non receipt should be advised immediately to 
the administrator.
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9.5 Security of the Purchasing Card – The card issued to the cardholder 
is to be used by the cardholder only and should not be used by any 
other individual. The security of the card is the responsibility of the 
cardholder who must ensure that it is retained in a secure location 
and that the card number is not revealed to any unauthorised 
person(s).  The card must be used for business purposes only and 
must not be used for personal use in any circumstances.  If in the 
unlikely event of the card being used for personal use in error, the 
administrator must be informed immediately and the appropriate 
action taken (e.g. full investigation, recovery of money and any 
necessary disciplinary action taken).

On receipt of the purchasing card the cardholder and line 
manager/budget holder will be required to sign the ‘Cardholder 
Agreement Form’ to confirm that the cardholder understands and 
consents to the card procedures detailed herein.  A copy of the 
Cardholder Agreement Form can be found at Appendix 3.

9.6 Lost/Stolen Cards – If the card is lost or stolen, the issuing bank 
Barclaycard must be advised immediately by telephone on the 
Barclaycard 24-hour customer service helpline:
Telephone Number – 0800 008008

The card lost/stolen incident report must be completed and a copy 
forwarded to the administrator for review and action accordingly.  A 
copy of the Lost/Stolen Incident report from can be found in Appendix 
4.

9.7 Job Change/Department Change – Upon notice of a change of job 
and/or department change, the administrator must be informed as 
soon as possible.  A decision will be made by the budget holder as to 
whether the card is still required.  If it is confirmed that the card is 
still required the relevant forms will need to be completed to request 
a new card to be set up in the name of the new post holder authorised 
by the budget holder.

9.8 Leaving Employment – Upon leaving employment of the Health Board, 
the card must be cut in half across the magnetic strip and returned to 
the administrator.  The administrator must receive the card at least 
14 days before the leaving date.

9.9 Cardholder Liability/Credit Status – Whilst the card is embossed with 
the cardholder’s name: the account, and therefore the financial 
liability, is in the name of the Aneurin Bevan University Health Board.  
Consequently, there is no impact on the cardholder’s personal credit 
status.
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However, it is important to note that the cardholder remains 
personally responsible for the use of the credit card and ensuring that 
it is used in accordance with these Purchasing Card Guidance and 
Procedures. 

9.10 Training / Guidance – A pre-condition for the use of the card is that 
the cardholder should have received appropriate guidance for using 
the card (with the cardholder’s line management/budget holder in 
attendance if required).  The training should be given over the 
telephone and the purpose is to introduce the cardholder to the 
scheme by explaining the procedure and guidelines.  The cardholder 
must complete the Cardholder Agreement form in Appendix 3 which 
includes agreeing that they understand the procedures and have read 
the guidelines.

10. Purchasing Card Application Process

10.1 Upon receipt of a request by the department manager for a card, a 
decision must be made as to who will be the cardholder within the 
department.

10.2 A request from the Head of Department/Departmental Manager will 
be made to the administrator.  A cardholder application form will be 
sent to the individual with an explanatory memorandum attached, 
these will include:
a) Cardholders application forms – both Barclaycard form and 

Appendix 1 (Cardholder Specific Details form - to be completed 
by the cardholder).

b) Financial Control Procedure – Purchasing Card.
c) Once the forms have been completed they can be printed as a 

PDF and then signed electronically 

10.3 Once the forms have been completed they can be printed as a PDF 
and then signed electronically and emailed back to the card 
administrator.  Alternatively paper completed and signed forms must 
be returned to the Card Administrator at the following address:

Assistant Head of Financial Services
Aneurin Bevan University Health Board
Finance Department 
PO Box 10
Pontypool
NP4 0XG

10.4 The authorised forms will be sent to the card issuing bank.  The bank 
will despatch the card and pin number under separate cover directly 
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to the Finance department in Mamhilad who will be responsible for 
ensuring that the card and pin are handed to the named card holder 
within the Health Board.

10.5 The Administrator will make a record of the card number, name and 
division of the new cardholder and will personally deliver the card and 
pin number to the named card holder to avoid any risk of the card or 
pin number being mislaid in the post or not received. The cardholder 
and line manager/budget holder must sign and return the Cardholder 
Agreement form (Appendix 3) acknowledging receipt of the card and 
PIN agreeing to comply with the use of the cards terms and 
conditions.

11. System Administration

11.1 The HB will nominate 2 systems administrators neither of whom will 
be issued with a purchase card.

11.2 Each purchase card user will receive a card in their name and will be 
required to sign an agreement outlining the terms and conditions 
including card security and expected best practice.  The systems 
administrators will be responsible for ensuring agreements are 
signed.

12. Process for using the Purchasing Cards 

12.1 The process for paying for goods and services using the purchasing 
card within Aneurin Bevan University Health Board is restricted to 
payments processed in accordance with the below:

• A requisition is raised by the requisitioner against the ABUHB – 
Purchase card site.  

• The requisitioner should include details of the purchase to be made 
in the description and should ensure that the relevant paperwork 
is attached to the requisition to enable the authoriser to have 
sufficient information to be able to approve the purchase/payment.

• The requisition is approved by the authorised signatory/budget 
holder.

• The requisition is submitted to the Procurement department.
• The Procurement department will review the requisition to 

ascertain whether the payment for this can be made via the 
purchasing card.

• If deemed acceptable the Procurement department will generate 
the Purchase Order Number.
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• The Purchase Order and associated paperwork (will be given to the 
relevant Purchasing card holder to enable the card holder to make 
the payment for those goods/service areas approved for payment 
via the appropriate purchasing card.

12.2 Online one-off purchases - Where the purchase is to be actioned 
directly online the card holder will need to adhere to the above 
procedures with the requirement to obtain an approved purchase 
order and associated backing documents prior to the online payment 
being made. 

12.3  Where the online payment is a recurring annual payment a new 
purchase order must be approved on an annual basis to 
approve/verify the charge being made against the purchasing card.

12.4 Card Declined - If a transaction is declined, the cardholder must 
contact the administrator.  For example, some potential causes 
maybe – exceeding monthly card limit, exceeding individual 
transaction limit or using a supplier that is within a category 
disallowed by the Health Board.

12.5 Rejection of Goods/Goods Incorrect - If the goods are rejected for any 
reason, the cardholder must ensure that the supplier is informed 
directly, as it is the supplier who will arrange a credit to the 
Purchasing Card account.  The credit will appear on the cardholder’s 
record of transactions, and it is the responsibility of the cardholder to 
carry out regular checks to ensure the credit is received correctly.

If there is a dispute and the cardholder is unable to reach a mutual 
agreement with the supplier, the cardholder must contact the 
administrator immediately.

12.6 Billed but Goods not Received - If the cardholder is billed for 
purchases that have not been received, the cardholder should contact 
the supplier to ensure that the goods have been despatched.  It is the 
issuing bank and the Purchasing Card’s regulations that transactions 
are not processed until the goods are despatched.  The administrator 
must be informed by the cardholder immediately if this directive has 
been breached.

12.7 Appendix 2 details the process to be followed when procuring and 
paying for goods using a Health Board purchasing card. 

13. Exceptions

13.1 Items and Commodities not to be purchased – The following items/ 
commodities must not be purchased using the Purchasing Card:
• Automotive fuel
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• Purchases from restaurants and bars
• Cash
• Goods available from Welsh Health Supplies, Central Stores in 

Newport
• Mobile phones
• Items covered by Purchasing Agreements or Contracts
• Regularly used items or services

It must be noted that purchases using the card are subject to the 
same procedures that control other Health Board purchases.
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13.2 Retrospective Approval of Purchasing Card use – It is acknowledged 
that in exceptional circumstances, it may not be possible (e.g. due to 
time/ short notice) for the approval process detailed in 12.1 above to 
be followed.

In these circumstances, the requestor of the Purchasing Card must 
receive direct approval from the appropriate Authorised Signatory and   
Purchasing Card holder by way of email, before the Purchasing Card 
can be used.

It is the responsibility of the card holder to ensure that following the 
use of the Purchasing Card, a retrospective Purchase Order is raised, 
following the same process outlined in 12.1 above. 

14. Monthly submission of spend information

14.1 On a monthly basis each card holder will be required to submit details 
of any spend incurred during the month by using the Purchasing Card 
Monthly Account summary attached in Appendix 5.

This must be sent to the administrators within 2 days of the month 
end.

14.2 Monthly reconciliation to Barclaycard Management System (BSM) - 
The Treasury manager will access the BSM system to download the 
Barclaycard statement on a monthly basis.  

The monthly Barclaycard statement must be reconciled to the monthly 
submission of spend information and coded into the ledger 
accordingly.

14.3 The Finance department will undertake a monthly review of all 
transactions to ensure compliance with the guidelines.  Card holders 
will be contacted if there are queries on any of the items for further 
explanations.  Further investigations will be undertaken if necessary. 

15. Summary

The Purchasing Card Scheme is designed to provide a payment mechanism 
in the rare circumstances where the Health Boards standard process is not 
the most appropriate.  This is most likely to be for certain online purchases 
or where there is a critical timescale.  It is important that appropriate 
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controls are continually maintained which would ensure the ongoing success 
of the scheme.

The cardholder is requested to exercise good judgement and to act 
responsibly when using the card.  The card is issued in the cardholder’s 
personal name and all activity will be assumed to have been incurred by the 
named cardholder.

To ensure the schemes continued success, random audits will be conducted 
for both card activity and retention of transaction reports, receipts and 
invoices.  Suspension of the card or disciplinary procedures will be invoked 
for any improper use of the card facility.

Appendix 2 provides a summary of the purchasing card process.

16. Further Information

Enquiries regarding this procedure should be directed to either Assistant 
Director of Finance - Financial Systems and Services or the Head of Financial 
Services and Accounting

17. Audit

The procedure will be subject to internal audit review from time to time.
 

18. Review

This procedure will be reviewed every three years unless a requirement 
arises earlier.
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APPENDIX 1

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

CARDHOLDER SPECIFIC DETAILS

Employee Number:

Full Name: 
(including middle)

Security Password: 
(between 6-15 characters)

Home Address:

Nationality:

Date of Birth:

Work Email:

Home Email:

Business Telephone Number:

Home Telephone Number:

Mobile Telephone Number:

Cardholder Signature:

Date:
Line Manager/Budget Holder 

Signature:
Date:

14/18 156/474



Aneurin Bevan University Health Board ABUHB/Finance/0963
Financial Control Procedure – Purchasing Cards
Owner: Director of Finance, Procurement & Value

Status: DRAFT Issue date: DRAFT 
Approved by: Audit Committee Review by date: DRAFT 

Page 15 of 18

APPENDIX 2

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

SUMMARY OF PURCHASING CARD PROCESS

1. Each request for a card must be made to the administrator by the line 
manager/budget holder in the first instance.

2. The Purchasing Card Financial Control procedure along with the 
relevant Barclaycard Application forms will be sent to the requesting 
officer. 

3. The Purchasing Card Financial Control Procedure must be read and 
the relevant forms (Barclaycard application form and Appendix 1 
Cardholder Specific Details form) must be completed and signed by 
the appropriate budget holder and returned to the administrator.

4. The administrator will return the completed application forms to the 
issuing bank when authorised.

5. The issuing bank will send the card and PIN to the Purchasing Card 
Administrator on acceptance.  The administrator will register the card 
details and arrange for the card and pin to be delivered in person to 
the cardholder.  The issuing bank will send the PIN number under 
separate cover to Finance.

6. On receipt of the card by the cardholder, Appendix 3 (Cardholder 
Agreement) must be duly completed by the cardholder and budget 
holder and returned to the administrator prior to any use of the card.

7. By the 2nd working day of the following month, Appendix 5 
(Purchasing Card Monthly Account) must be completed and sent to 
the Treasury Manager.

8. Aneurin Bevan University Health Board will receive the Purchasing 
Card Statement from the issuing bank by the 8th of the month and 
payment will be made 14 days later.

9. The Treasury Manager will reconcile all transactions from the 
Purchasing Card Monthly Accounts to the statement from each 
cardholder and resolve any queries in a timely manner.

10. If the Purchasing card becomes lost or stolen, please contact 
Barclaycard 24-hour customer service helpline immediately.  The 
Lost/Stolen Incident Report (Appendix 4) must be completed and 
countersigned by the line manager/budget holder and then sent to 
the card administrator. 
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APPENDIX 3

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

CARDHOLDER AGREEMENT

I acknowledge receipt of NHS Purchasing Card Number ___________ and PIN.

As a cardholder I agree to comply with the following terms and conditions regarding 
my use of the Purchasing Card (the ‘card’).

a. I have received and understood that I am being entrusted with a card and will 
be making financial commitments on behalf of Aneurin Bevan University Health 
Board.  Where stipulated I will be using designated suppliers as identified by the 
Purchasing Department.

b. I understand that the Aneurin Bevan University Health Board is liable to the card 
provider for all the charges made on the card.

c. I agree to use this card for Aneurin Bevan University Health Board business 
purchases only and agree not to charge personal purchases.  I understand that 
the Trust will audit the use of this card and report and take appropriate action 
on any discrepancies.

d. I will follow the established procedures for the use of the card.  Failure to do so 
may result in either revocation of my privileges and/or any other disciplinary 
action, including termination of employment.

e. I have been given a copy of the Purchasing Card Guidance and Procedure 
document and understand the requirements for the use of the card.

f. I agree to return the card immediately upon request or upon termination of 
employment (including retirement).  Should there be any organisational change, 
which cause my purchasing requirements to change, I agree to return my card 
and arrange for a replacement, if appropriate.

g. If the card is lost or stolen I agree to notify Barclaycard immediately and the 
Purchasing Card Administrator as soon as possible thereafter.

Cardholder Signature:

Date:
Line Manager/Budget Holder 

Signature:
Date:

Purchasing Card 
Administrator Signature:

Date:
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APPENDIX 4

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

LOST/STOLEN CARD INCIDENT REPORT

CARD NUMBER

CARDHOLDER NAME

CARDHOLDER DEPT

DATE OF INCIDENT

INCIDENT DETAILS

ACTION TAKEN
To be completed by cardholder:

To be completed by administrator:

Cardholder Indemnity
I certify that the above describes an accurate reflection of the incident that has 
occurred.  
I confirm that I have undertaken all the necessary actions to mitigate the incident 
actually occurring.

Cardholder Signature:

Date:
Line Manager/Budget 

Holder Signature:
Date:

Purchasing Card 
Administrator Signature:

Date:
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APPENDIX 5

ANEURIN BEVAN UNIVERSITY HEALTH BOARD

PURCHASING CARD MONTHLY ACCOUNT SUMMARY

CARD 
NUMBER

CARDHOLDER
NAME

MONTH 
ENDED

DATE PO 
NUMBER

SUPPLIER/NARRATIVE COST 
CENTRE

SUBJECTIVE AMOUNT 
(£)

TOTAL

Authorised Purchasing Card Transaction Request forms have been obtained 
for all above transactions

Signed: Date:

Please send completed forms to:

Treasury Manager
Aneurin Bevan University Health Board
Finance Department 
PO Box 10
Pontypool
NP4 0XG
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AUDIT, RISK & ASSURANCE COMMITTEE 
PROGRAMME OF BUSINESS 2022/23

The purpose of the Audit, Risk and Assurance Committee is to support the Board and Accountable Officer by 
reviewing the comprehensiveness and reliability of assurances on governance, risk management, the control 
environment and the integrity of financial statements and the annual report. 

This Annual Programme of Business has been developed with due regard to guidance set out in NHS Wales’ 
Audit Committee Handbook (June 2012), to enable the Audit, Risk and Assurance Committee to: -
▪ fulfil its Terms of Reference as agreed by the Board (March 2022);
▪ seek assurance and provide scrutiny on behalf of the Board, in relation to the delivery of the key elements 

of the health boards internal and external audit, counter fraud and PPV arrangements (second and third 
lines of defence);

▪ seek assurance that governance, risk and assurance arrangements are in place and working well;
▪ seek assurance in relation to the preparation and audit of the Annual Accounts; and
▪ ensure compliance with key statutory, national, and best practice audit and assurance requirements and 

reporting arrangements.
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Scheduled Committee Dates 2022/23Matter to be Considered by Committee Frequency Responsible Lead

7th April 17th May 13th 
June

2nd Aug 6th Oct 1st Dec 2nd Feb

Preliminary Matters 

Attendance and Apologies Chair √ √ √ √ √ √ √

Declarations of Interest All Members √ √ √ √ √ √ √

Minutes of the Previous Meeting Chair √ √ √ √ √ √ √

Action Log and Matters Arising

Standing Item

Chair √ √ √ √ √ √ √

Committee Requirements as set out in Standing Orders

Development of Committee Annual Programme of 
Business 2022/23 

Annually Chair & Director of 
CG

√

Review of Committee Programme of Business Standing Item Chair √ √ √
Annual Review of Committee Terms of Reference 
2022/23

Annually (April) Chair & Director of 
CG

√

Annual Review of Committee Effectiveness 2022/23 Annually (April) Chair & Director of 
CG

√

Committee Annual Report 2022/23 Annually (April) Chair & Director of 
CG

√

Corporate Governance, Risk & Assurance 

Receive assurance on implementation of the 
Governance Priorities set out within the IMTP 2022-25 

Quarterly Director of CG x √

Review and report upon the adequacy of arrangements 
for declaring, registering and handling interests

Annually Director of CG X
Deferred to 
April 2023

Receive full report of all offers of gifts and hospitality as 
declared 

Annually Director of CG X
Deferred to 
April 2023

Compliance with Ministerial Directions Bi-Annually Director of CG √ X
Deferred 
to Dec 22

Received
√

Compliance with Welsh Health Circulars (WHCs) Bi-Annually Director of CG √ X
Deferred 
to Dec 22

Received
√

Review of Standing Orders, Standing Financial 
Instructions and Scheme of Delegation 

Annually Director of CG √
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Scheduled Committee Dates 2022/23Matter to be Considered by Committee Frequency Responsible Lead

7th April 17th May 13th 
June

2nd Aug 6th Oct 1st Dec 2nd Feb

Review of Audit Recommendation Tracking Procedure Annually Director of CG √ √ 

Audit Recommendations Tracking Report Standing Item Director of CG √ √ √ √ √

Annual Review of Risk Management Strategy Annually Director of CG X
Deferred 
to April 
2023

Report on the Implementation of the Risk Management 
Strategy Realisation Plan 

Bi-Annually Director of CG X
Deferred 
to April 
2023

Annual Review of the Board Assurance Framework 
Process  

Annually Director of CG X
Deferred to 
April 2023

Review of the Board Assurance Framework Bi-Annually Director of CG √

Committee Risk Report  Standing Item Director of CG √ √ √ √ √

Financial Governance and Control 

Report of the use of Single Tender Waivers Standing Item Director of FPV √ √ √ √ √ √

Report of Losses and Special Payments Bi-Annually 
 

Director of FPV √ √

Reviewed and Updated Financial Control Procedures As Required Director of FPV √ √ √ √

Annual Report and Accounts 

To consider the approach and timelines for the Annual 
Report and Accounts 

Annually Director of FPV & 
Director of CG

√

Review the Health Board’s Annual Report (Overview & 
Performance Section) (Part 1)

Annually Director of CG √ √

Review Draft/Final Accountability Report, including 
Annual Governance Statement (Part 2)

Annually Director of CG √ √

Review Draft/Final Annual Accounts and Financial 
Statements (Part 3)

Annually Director of FPV √ √

Audit Enquiries to those charged with Governance and 
Management

Annually Director of FPV √
Audit Wales, Audit of Accounts (ISA 260) including 
Letter of Representation

Annually External Audit  √

Final Annual Accounts Memorandum Annually External Audit √
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Scheduled Committee Dates 2022/23Matter to be Considered by Committee Frequency Responsible Lead

7th April 17th May 13th 
June

2nd Aug 6th Oct 1st Dec 2nd Feb

Receive the Annual Head of Internal Audit Opinion 
(including Specialised)

Annually Internal Audit √

Agree a recommendation to the Board in respect of the 
audited annual report and accounts 

Annually Chair √

Anti-Fraud  
Review of the Counter Fraud, Bribery and Corruption 
Policy 

3-Yearly (2023) Director of FPV √

Receive the Counter Fraud Annual Report
 

Annually Head of CF √

Agree the Counter Fraud Annual Workplan
 

Annually Head of CF √

Receive a Quarterly Report on Counter Fraud Activity Quarterly  Head of CF √ √

Agree the Counter Fraud Functional Standard Return 
Declaration

Annually Head of CF √

Receive the Post Payment Verification Annual Report Annually PPV Manager √

Agree the Post Payment Verification Annual Workplan Annually PPV Manager √

Receive a Mid-Year update in respect of Post-Payment 
Verification Activity 

Bi-Annually PPV Manager X
Deferred to 
April 2023

Clinical Audit 

Ratify the Clinical Audit Plan to be overseen by the 
PQSO Committee 

Annually Medical Director X
Deferred 
to April 
2023

Receive an Annual Report on Clinical Audit Activity Annually Medical Director X
Deferred to 
April 2023

Internal Audit (Including Specialised Audit) – NWSSP Audit & Assurance Services 

Agree the Internal Audit Annual Workplan Annually Head of Internal Audit √

Receive Internal Audit Progress Reports Standing Item Head of Internal Audit √ √ √ √ √ √ √

Receive Internal Audit Review Reports, reviewing the 
adequacy of executive & management responses to 
any issues identified, ensuring that they are acted upon

As Scheduled 
within Annual 
Work plan 

Head of Internal Audit 
Plan 

Review and approve Internal Audit terms of reference 
(charter) and the effectiveness of internal audit

Annually Head of Internal Audit 
with Chair 

√

External Audit – Audit Wales 

4/5 164/474



Updated 23.01

Audit, Risk & Assurance Committee 
2022-23 Work Programme Final

Page 5 of 5

Scheduled Committee Dates 2022/23Matter to be Considered by Committee Frequency Responsible Lead

7th April 17th May 13th 
June

2nd Aug 6th Oct 1st Dec 2nd Feb

Receive the External Audit Annual Audit Report Annually Audit Wales x
Deferred to 
Feb 2023

Received
√

Agree the External Audit Annual Plan Annually Audit Wales √

Receive the 2022 Structured Assessment Annually Audit Wales √ √

Receive External Audit Progress Report 2022-23 Standing Item Audit Wales √ √ √ √ √ √

Review of External Audit Reports including results & 
the adequacy of executive & management responses to 
any issues identified, ensuring that they are acted upon

As Scheduled 
within Annual 
Work plan

Audit Wales 

Consider any Audit Wales National Value for Money 
Examinations & Performance Reports

Ad-hoc   Audit Wales 

Audit, Risk and Assurance Committee Members to meet Independently with:

External Audit Team Bi-Annually Chair √
Internal Audit Team Bi-Annually Chair √ √
Local Counter Fraud Team Bi-Annually Chair √ √

KEY
D of CG Director of Corporate Governance
D of FPV Director of Finance, Procurement and Value
Head of CF Head of Counter Fraud  
PPV Post Payment Verification

KEY
√ Received at the scheduled meeting
X Not received / Deferred to future meeting 

Received 
√

Received deferred Item

Draft & Final Accounts
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ANEURIN BEVAN UNIVERSITY HEALTH BOARD 
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DYDDIAD Y CYFARFOD:
DATE OF MEETING:

02 February 2023

CYFARFOD O:
MEETING OF:

Audit, Risk and Assurance Committee

TEITL YR ADRODDIAD:
TITLE OF REPORT:

Implementation of the Governance Priorities set 
out within the Integrated Medium-Term Plan 
2022-25

CYFARWYDDWR 
ARWEINIOL:
LEAD DIRECTOR:

Director of Corporate Governance 

SWYDDOG ADRODD:
REPORTING OFFICER:

Director of Corporate Governance

Pwrpas yr Adroddiad 
Purpose of the Report 

Er Sicrwydd/For Assurance

The purpose of this paper is to provide the Audit, Risk & Assurance Committee 
with an update in respect of implementing the governance priorities set out within 
the Integrated Medium-Term Plan 2022-2025. 

ADRODDIAD SCAA
SBAR REPORT
Cefndir / Background

Aneurin Bevan University Health Board (ABUHB) recognises the importance of 
governance in ensuring that the organisation fulfils its overall purpose, achieves its 
intended aims and outcomes for our population, and operates in an effective, 
efficient, and ethical manner. The effectiveness of our governance arrangements 
will therefore have a significant impact on how well we deliver our vision, aims and 
objectives.

Within our Integrated Medium-Term Plan 2022-2025, we set out our commitment 
to continually reflect upon, developing and maturing our governance systems to 
ensure that the organisation has a strong focus on integrated governance and 
leadership across quality, finance and operations as well as an emphasis on 
organisational culture, improvement and system working. In doing so, we aim to 
continuously ensure that the Health Board is a well-led organisation with effective, 
agile and proportionate structures, processes and systems of accountability, 
including the governance and management of partnerships, joint working 
arrangements and shared services, which are clearly set out and understood.
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The Integrated Medium-Term Plan sets out our governance improvement 
priorities, focussed on further strengthening the Health Board’s governance 
arrangements, ensuring they are robust and fit for purpose, responding to areas 
identified for improvement, informed by sources including Internal and External 
Audit and the Board’s reflections on its own effectiveness (reported to Board in 
May 2022). These governance improvement priorities are intended to:

• Ensure clarity of purpose, roles, responsibilities and systems of 
accountability;

• Ensure Board effectiveness; and 
• Embedding an effective system of risk management and assurance. 

Asesiad / Assessment

An update in respect of implementing the governance priorities set out within the 
Integrated Medium-Term Plan 2022-2025, at the end of Quarter 3, is provided 
below.

1. Ensuring Clarity of Purpose, Roles, Responsibilities and Systems of 
Accountability: 

Action Update RAG 
Rating 

a) Establishing a Deployment 
and Accountability 
Framework to enable 
appropriate integrated-
decision making at all 
levels of the organisation, 
along with strengthened 
internal control

The Health Board’s existing 
accountability arrangements remain in 
place, aligned to Standing Orders and 
Standing Financial Instructions. The 
Executive Team has commenced work 
with the organisation’s senior 
leadership team to further embed a 
culture of empowerment, autonomy, 
authority and accountability, building 
on existing arrangements in place. This 
Framework will cover all aspects of the 
organisation’s business (not just a focus 
on finance) and will be established for 
use in 2023/24. Further work will be 
required to support the embedding of 
the framework in practice.

b) Developing a Partnership 
Governance Framework to 
support achievement of 
the Board’s objectives, 
where the involvement of 
our key partners is critical

Strengthened oversight of the Board’s 
statutory committees and joint 
committees has been established, with 
reporting to each meeting of the Board. 
Work has commenced with the Regional 
Partnership Board to review its 
governance model and understand the 
interface with the Health Board’s 
internal governance framework, to 
ensure clarity on decision making 
delegations and accountability. 
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The action to develop a comprehensive 
Partnership Governance Framework, 
spanning all statutory partnerships, will 
be continued in 2023/24. 

c) Further strengthening 
mechanisms for recording 
and reporting declarations 
of interest, gifts, 
hospitality and 
sponsorship.

The Health Board continues to operate 
under its approved policies to support 
Standards of Behaviour. A review of 
these policies is scheduled to take place 
in Q1, 2023/24. Further work is also 
required to consider more effective 
ways of receiving and recording 
declarations for disclosure. A national 
working group has been established to 
look at the process for Declaring 
Interests which will inform the Health 
Board’s approach. 

2. Ensuring Board Effectiveness
Action Update RAG 

Rating 
a) Reviewing and 

strengthening the Board’s 
Committee Structure, 
aligning the Board’s needs 
with its assurance and 
advisory infrastructure 

The Board established a revised 
committee structure in March 2022. 
The purpose of which was to better 
balance the focus between strategy, 
delivery, performance, and culture. This 
will be subject to review of 
effectiveness by the Board in March 
2023. 

b) Re-establishing the 
Board’s Advisory 
Structure, i.e. the 
Healthcare Professionals’ 
Forum and the 
Stakeholder Reference 
Group 

The Board’s Advisory infrastructure still 
requires the establishment of the 
Stakeholder Reference Group and 
Healthcare Professions’ Forum. 
Discussions regarding the structure of 
these are underway. The Health Board’s 
Local Partnership Forum (Trade Unions) 
continues to operate effectively. 

c) Ensuring openness and 
transparency in the 
conduct of board and 
committee business

The Health Board has introduced hybrid 
meeting arrangements for Board 
meetings, accommodating both in-
person and virtual attendance. 
Recordings of meetings are also 
published to the website for viewing 
after the meeting. 
These arrangements now need to 
extend to meetings of the Board’s 
committees, which will be established 
by the end of Q4, 2022/23. 

d) Further improving the 
quality of reports and 
information to the Board 
and its Committees

Revised report templates will be 
developed and rolled-out for the new 
financial year, with supporting 
guidance. The provision of report 
writing training is also being explored.
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The Executive Team is also undertaking 
work to review the business case and 
prioritisation process to ensure 
investment and disinvestment 
proposals are well developed, 
supporting effective scrutiny and 
decision making. 

e) Implementing an annual 
development programme 
for Board members, 
focussing on awareness 
sessions as well as 
training and learning to 
support the development 
of individual roles and the 
Board as a cohesive team

The Board self-assessed its 
effectiveness using the NHS 
Improvement Well-Led Framework, the 
results of which were reported to the 
Board meeting in May 2022.Board 
development and briefing sessions have 
been held during 2022/23. A structured 
development programme will be 
established for 2023/24, ensuring the 
Board receives training on its core 
statutory responsibilities, as well as 
focussing on maturing its effectiveness 
and ways of working. 

f) Ensuring a programme of 
comprehensive 
recruitment and induction 
for Board Member 
appointments

During 2022/23, the Health Board has 
introduced new induction arrangements 
for Executive Directors and 
Independent Members. This process will 
remain under review to ensure its 
effectiveness, seeking feedback for new 
Board Members. 
Vacancies within the Board have mostly 
been addressed during 2022/23, with 
some final vacancies currently being 
recruited to. 

g) Promoting Board Member 
visibility, openness and 
engagement

During 2022/23, Executive Directors of 
the Board have re-commenced visits 
across Health Board sites, promoting 
visibility and strengthening staff 
engagement. The Chief Executive 
Officer, since taking up post in 
September 2022, is delivering a 
comprehensive programme of CEO 
visits and engagement events to meet 
with staff across the organisation. 
A programme of visits for Independent 
Members of the Board, linking to the 
establishment of a Quality Strategy, will 
be established at the earliest 
opportunity. The Quality Strategy is due 
to be considered by the Board in March 
2023. 

h) Reviewing and 
implementing 
arrangements for the 

An Internal Audit review of the Health 
Board’s policy management framework, 
undertaken in January 2023, concluded 
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development, review, 
approval and publication 
of policies delegated by 
the Board

that the Health Board could take limited 
assurance that there are effective 
processes in place to manage policies 
and other relevant documentation. 
Overall, Internal Audit found that an 
appropriate and up-to-date framework 
and guidance document for the 
management of policies is in place. 
However, there are a significant 
number of policies and other 
documentation overdue for review. 
A Policy Management Improvement 
Plan has been established and will 
deliver improvements during Q4, 
2022/23 and into 2023/24. 

i) Reviewing Board 
Champion Roles, ensuring 
clarity on purpose and 
responsibility

Board Champion roles were reviewed 
and re-affirmed by the Board in March 
2022. National guidance on role profiles 
is awaited. 

3. Embedding an Effective System of Risk and Assurance
Action Update RAG 

Rating 
a) Further implementation of 

the Risk Management 
Strategy, ensuring it 
continues to be fit for 
purpose and supports the 
organisation to navigate 
risk management 
processes in a simplified 
manner

In March 2022, Internal Audit provided 
reasonable assurance in respect of the 
effectiveness of the risk management 
arrangements in place within the Health 
Board. The Risk Management Benefits 
Realisation Plan, approved by the Audit, 
Risk & Assurance Committee, continues 
to be implemented. An updated Risk 
Management Framework, including the 
Board Assurance Framework, is due to 
the Board for consideration in March 
2023.

b) Review the Board’s Risk 
Appetite Statement, 
ensuring it is reflective of 
the organisation’s capacity 
and capability to manage 
risks

The Board’s Risk Appetite Statement 
remains in place, as agreed by the 
Board in 2020. A Board Development 
session is being scheduled to provide 
updated risk management training and 
consideration of the Board’s appetite for 
risk. This is expected to take place in 
March 2023 (date being confirmed). 

c) Prepare for 
implementation of a 
revised risk register 
reporting system to 
ensure it is 
comprehensive and 
aligned to the Corporate 
Risk Register (via Once for 
Wales Complaints 

Implementation of the revised system 
has been delayed during 2022/23, in-
line with the national programme. In 
the meantime work is underway to 
prepare for its implementation, 
ensuring organisational readiness. 
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Management System 
[DATIX]) 

d) Further Embedding of the 
Board’s Assurance 
Framework, aligned to the 
Corporate Risk Register

In June 2022, Internal Audit provided 
reasonable assurance that the Board 
Assurance Framework and supporting 
arrangements are embedded within the 
Health Board. Work is underway to 
review the Board Assurance 
Framework, ensuring integration with 
the Board’s strategic risk management 
processes, with a view to implementing 
a revised reporting process for 
2023/24. The Board Assurance 
Framework and its processes will be 
integrated with the Risk Management 
Framework, due to the Board for 
consideration in March 2023.

e) Introducing a system of 
Organisational Assurance 
Mapping at a divisional 
and directorate level to 
inform internal control 
arrangements

Organisational mapping of internal 
controls and assurance arrangements 
has not yet commenced. The process 
for this work will be set out within the 
integrated Risk Management 
Framework, which included the Board 
Assurance Framework and supporting 
processes. This approach was also 
discussed with the Audit, Risk & 
Assurance Committee at its meeting in 
September 2022. 

Whilst progress has been made in delivering the required actions to achieve these 
objectives between March 2022 and January 2023, there remains considerable 
work to be delivered. It is recognised that the necessary capacity and expertise to 
support this work is deemed imperative. To support this, a staff consultation 
document has been issued, proposing changes to the Director of Corporate 
Governance structure, covering the breadth of corporate governance and 
corporate business elements, for implementation from April 2023 onwards. 
The proposals within the staff consultation document have been based on an 
assessment of need to ensure a resilient and sustainable structure, adapting to the 
current operating environment whilst also maximising efficiency and effectiveness, 
resulting in strengthened and embedded corporate governance within the 
organisation and the delivery of high-quality corporate business services. A final 
outcome is anticipated in March 2023, with changes to be implemented from April 
2023. This will align with the further delivery of the above governance priorities in 
2023/24. 

Argymhelliad / Recommendation

The Audit, Risk & Assurance Committee is asked to receive this update for 
information, noting progress achieved to-date and those objectives which require 
further action into 2023/24. 
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Amcanion: (rhaid cwblhau)
Objectives: (must be completed)
Cyfeirnod Cofrestr Risg Datix a 
Sgôr Cyfredol:
Datix Risk Register Reference 
and Score:

This paper outlines actions taken to strengthen 
organisational risk management arrangements. 

Safon(au) Gofal ac Iechyd:
Health and Care Standard(s):

Governance, Leadership and Accountability
Choose an item.
Choose an item.
Choose an item.

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Choose an item.

This paper reflects on the Governance Priorities 
set out within the Integrated Medium-Term Plan 
2022-25. 

Galluogwyr allweddol o fewn y 
CTCI
Key Enablers within the IMTP

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Amcanion cydraddoldeb 
strategol
Strategic Equality Objectives

Strategic Equality Objectives 
2020-24

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:
Further Information:
Ar sail tystiolaeth:
Evidence Base:

N/A

Rhestr Termau:
Glossary of Terms:

N/A

Partïon / Pwyllgorau â 
ymgynhorwyd ymlaen llaw y 
Cyfarfod Bwrdd Iechyd Prifysgol:
Parties / Committees consulted 
prior to University Health Board:

N/A

Effaith: (rhaid cwblhau)
Impact: (must be completed)

Is EIA Required and included with this paper 
Asesiad Effaith 
Cydraddoldeb

No  does not meet requirements
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Equality Impact 
Assessment (EIA) completed 

An EQIA is required whenever we are developing a 
policy, strategy, strategic implementation plan or a 
proposal for a new service or service change.
If you require advice on whether an EQIA is 
required contact ABB.EDI@wales.nhs.uk 

Deddf Llesiant 
Cenedlaethau’r Dyfodol – 5 
ffordd o weithio
Well Being of Future 
Generations Act – 5 ways 
of working

https://futuregenerations.wal
es/about-us/future-
generations-act/

Long Term - The importance of balancing short-
term needs with the needs to safeguard the ability 
to also meet long-term needs
Choose an item.
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CYFARFOD O:
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TEITL YR ADRODDIAD:
TITLE OF REPORT:

Internal and External Audit Recommendation 
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CYFARWYDDWR 
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LEAD DIRECTOR:
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Pwrpas yr Adroddiad (dewiswch fel yn addas)
Purpose of the Report (select as appropriate)

Er Sicrwydd/For Assurance

ADRODDIAD SCAA
SBAR REPORT
Sefyllfa / Situation 

The paper presents the Audit, Risk and Assurance Committee with an overview, as of 
31st January 2023, against all identified internal and external audit recommendations 
and implementation status.  

The paper presents the Audit, Risk and Assurance Committee with a position since the 
last reporting period on recommendations that have progressed, where there has been 
a revised deadline proposed, recommendations that remain outstanding and an 
overview of the management action plans that have now been completed in totality.   

Cefndir / Background

Procedure for the Management of Internal and External Audit 
Recommendations 

As agreed by the Committee at its meeting in April 2022, a revised and adopted 
approach has been operational in relation to internal and external audit 
recommendations management.  It is intended for the procedure to support a 
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structured approach to the management of internal and external audit 
recommendations, with clearly defined actions that will enable the Health Board to 
have a comprehensive oversight of its internal and external audit activity. 

The procedure does not extend to the management of improvement actions arising 
from Regulatory Inspections or Independent Reviews (such as those undertaken by 
Healthcare Inspectorate Wales and/or the Community Health Council). The nature of 
which are dealt with under a separate process and overseen by the Board’s Patient 
Quality, Safety and Outcomes Committee. 

At its meeting in May 2022, the Audit, Risk and Assurance Committee received a final 
report from Internal Audit regarding the ‘Follow Up of High Priority Recommendations’ 
and a review of the revised Audit Recommendation Tracker process.  The outcome of 
the audit and review was favourable with no further areas of concern highlighted.  In 
line with the Internal Audit plan for the Health Board, a further ‘Follow Up of High 
Priority Recommendations’ is due to be completed in Quarter 4 and will be reported to 
the Committee, upon completion. 

Scope of the Audit Recommendations Tracker and Role of the Committee 

The Audit, Risk and Assurance Committee will focus its attention at each meeting on 
those recommendations that are overdue past the original agreed timeframe for 
completion, those that have been closed during the last reporting period which require 
noting and the number of audit recommendations that are not yet due for 
implementation. 

The Director of Corporate Governance will ensure that all completed actions are 
retained for any potential future reference. 

Asesiad / Assessment

Internal and External Audit Recommendation Tracking, 31st January 2023
Since the last reporting period further work has been undertaken to update the 
master tracker to reflect all Internal and External Audit Reports that have been 
considered by the Audit, Risk and Assurance Committee (in-line with the agreed 
procedure). The Master Tracker is attached as a supporting Appendix A, which is 
inclusive of overdue, not yet due and completed/closed actions. 

Following the last report to the Audit, Risk and Assurance Committee, the Executive 
Team was asked to review and update progress in implementing internal and external 
audit recommendations, specifically the recommendations that were overdue, and 
focussing on whether the historical recommendations remained relevant or if they had 
been superseded. The position reported in this paper is therefore reflective of the 
position as of 31st January 2023. Further updates will be requested from the Executive 
Team, for those items due and overdue, over the next reporting period in readiness for 
reporting to the Committee in April 2023. 

Internal Audit 
The position reported to the Audit, Risk and Assurance Committee, as of 31st January 
2023, in respect of overdue (passed the original agreed implementation date) internal 
audit recommendations is:
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Priority Rating of Recommendation Date
High Medium Low Not 

Rated

Total 

2017/18
2018/19
2019/20
2020/21

101 1 5 15 31

2021/22 5 26 16 0 47
2022/23 1 1 4 0 6

Grand Total Overdue at 31/01/2023 84

Recommendations for 2021/22 will have increased due to inclusion of the 
reports received by the Committee at the December 2022 meeting and a 
number of recommendations previously noted as “Not Yet Due” triggering as 
overdue since the last reporting period.  The Health Board received 
confirmation from Internal Audit that audit recommendations related to Clinical 
Audit 2018/19 are now superseded by recommendations contained within the 
recent Clinical Audit report.  This has been reflected in the numbers reported.  
A breakdown of the reports for which actions have been completed since the 
last reporting period, are highlighted below: 

• Tredegar Health and Well Being Centre (2021) 
• Pay Incentives (2019/20)
• Operational Resumption of Services (2021) – no longer relevant as 

plans have been developed and submitted to Welsh Government and this 
action is managed through Planned Care Board. 

• Medicines Management (2021)
• Charitable Funds (2021)
• Management of Balance Sheet Assets (2018/19)
• Financial Sustainability (2021)
• Clinical Audit Follow Up (2918/19) – no long relevant as 

recommendations have been superseded by recent Clinical Audit report 
findings.  

• Flow centre (2021)
• IT Service Management (May 2018) 
• IM&T Control and Risk Assessment 2020/21 Advisory

The Position reported to the Committee in October 2022 (as at 30 September 
2022) is provided below for reference. 

Priority Rating of Recommendation Date
High Medium Low Not Rated

Total 

2017/18
2018/19
2019/20
2020/21

9 1 5 15 30

2021/22 5 24 12 0 41
Grand Total Overdue at 30/09/2022 71

1 The Committee is requested to note that two (2) high recommendations in relation to Clinical Audit 
2018/19 have now been superseded by the recent Internal Audit report as part of 2022 Clinical Audit 
report
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Of the 84 recommendations that are overdue for implementation passed the original 
agreed implementation date, there are several proposed revised timescales for 
implementation. These proposed revisions relate to the following Internal Audits and 
have been asterisked within Annex 1:

• Mental Health and Learning Disabilities Review (2021)
• Medical Equipment and Devices (2017/18)
• Continuing Health Care Mental Health and Learning Disabilities (2022)
• Agile Delivery (2022)
• Pay Incentives (2019/20)

The Audit, Risk and Assurance Committee is asked to consider and approve, if 
appropriate, the revised timescales for implementation as provided in Appendix A 
(column J [original agreed date for implementation] and column K [proposed revised 
date for implementation).  These changes have been highlighted in blue, within the 
spreadsheet, for ease of reference. 

The detail provided at Annex 1 of this paper provides the Audit, Risk and Assurance 
Committee with an overview of progress in implementing the totality of audit 
recommendations arising from internal audit reviews; demonstrating the number of 
actions implemented, overdue and not yet due at an individual audit review level. It is 
proposed that this oversight is provided to the Audit, Risk & Assurance Committee 
with each audit tracking report to enable the Committee to focus its attention on those 
actions overdue for implementation as well as being able to take assurance that action 
plans are being completed. 

The detail provided now includes all Internal Audit Reviews that have been reported in 
2021/22 and 2022/23 to the Audit, Risk and Assurance Committee. The Internal Audit 
Reviews reported to the Audit, Risk & Assurance Committee from February 2023 will 
be added into the Master Tracker thereafter (in-line with the agreed procedure). 

External Audit
The position reported to the Audit, Risk and Assurance Committee, as of 31st January 
2023, in respect of overdue (passed the original agreed implementation date) external 
audit recommendations is:

Priority Rating of Recommendation Date
High Medium Low Not Rated

Total 

2017
2018
2019
2020

3 0 0 0 3

2021 & 
2022

1 1 0 1 3

Grand Total Overdue at 31/01/2023 6

Recommendations for 2021 and 2022 may have increased due to recommendations 
previously noted as “Not Yet Due” triggering as overdue during October 2022 to 
January 2023. 
The Position reported to the Committee in October 2022 (as at 30 September 2022) is 
provided below for reference.  
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Priority Rating of Recommendation Date
High Medium Low Not Rated

Total 

2017
2018
2019
2020

3 0 0 0 3

2021 & 
2022

3 2 0 1 6

Grand Total Overdue at 30/09/2022 9
Of the 6 recommendations that are overdue for implementation passed the original 
agreed implementation date, there is one proposed revised timescale for 
implementation. The proposed revision relates to the following External Audits:

• Structured Assessment (2017/18) 

The Audit, Risk and Assurance Committee is asked to consider and approve, if 
appropriate, the revised timescales for implementation as provided in Appendix A 
(column J [original agreed date for implementation] and column K [proposed revised 
date for implementation). 

The detail provided at Annex 2, provides the Audit, Risk and Assurance Committee 
with an overview of progress in implementing the totality of audit recommendations 
arising from external audit reviews; demonstrating the number of actions 
implemented, overdue and not yet due at an individual audit review level. As with 
Internal Audit, it is proposed that this oversight is provided to the Audit, Risk and 
Assurance Committee with each audit tracking report to enable the Committee to 
focus its attention on those actions overdue for implementation as well as being able 
to take assurance that action plans are being completed. 

Argymhelliad / Recommendation

The Audit, Risk & Assurance Committee is asked to:
• DISCUSS and NOTE the position in respect of overdue audit recommendations; 

and 
• CONSIDER and APPROVE proposed revised dates for implementation in 

respect of several audit recommendations outlined (Appendix A).

Amcanion: (rhaid cwblhau)
Objectives: (must be completed)
Cyfeirnod Cofrestr Risg Datix a 
Sgôr Cyfredol:
Datix Risk Register Reference 
and Score:

Risks associated with overdue recommendations 
will be captured locally and escalated to the 
strategic risk register if necessary.  

Safon(au) Gofal ac Iechyd:
Health and Care Standard(s):

2.1 Managing Risk and Promoting Health and 
Safety
Choose an item.
Choose an item.
Choose an item.
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Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Choose an item.

Galluogwyr allweddol o fewn y 
CTCI
Key Enablers within the IMTP

Governance

Amcanion cydraddoldeb 
strategol
Strategic Equality Objectives

Strategic Equality Objectives 
2020-24

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:
Further Information:
Ar sail tystiolaeth:
Evidence Base:

Rhestr Termau:
Glossary of Terms:

All terms are explained within the body of the 
report. 

Partïon / Pwyllgorau â 
ymgynhorwyd ymlaen llaw y 
Cyfarfod Bwrdd Iechyd Prifysgol:
Parties / Committees consulted 
prior to University Health Board:

Effaith: (rhaid cwblhau)
Impact: (must be completed)

Is EIA Required and included with this paper 
Asesiad Effaith 
Cydraddoldeb
Equality Impact 
Assessment (EIA) completed 

No  does not meet requirements

An EQIA is required whenever we are developing a 
policy, strategy, strategic implementation plan or a 
proposal for a new service or service change.
If you require advice on whether an EQIA is 
required contact ABB.EDI@wales.nhs.uk 

Deddf Llesiant 
Cenedlaethau’r Dyfodol – 5 
ffordd o weithio
Well Being of Future 
Generations Act – 5 ways 
of working

Long Term - The importance of balancing short-
term needs with the needs to safeguard the ability 
to also meet long-term needs
Integration - Considering how the public body's 
well-being objectives may impact upon each of the 
well-being goals, on their objectives, or on the 
objectives of other public bodies
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https://futuregenerations.wal
es/about-us/future-
generations-act/
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ANNEX 1

2 These recommendations are no longer relevant due to revised Clinical Audit report and associated findings. 

Internal Audits Outstanding from:
• 2017/18
• 2018/19
• 2019/20
• 2020/21

Audit Recs 
Arising from 

Review

Audit Recs 
Implemented to-

date

Audit Recs 
Overdue (against 
original agreed 

timescale)

Audit Recs Not 
Yet Due

(at 31/01/23)

All Audit 
Recs 

Implemented

Audit Title Lead 
Director  

Assurance 
Rating:
Substantial
Reasonable
Limited
No

Total 
Number 
of Audit 
Recs 
Arising 
from 
Review 

H M L Not 
rated 

H M L Not 
rated

H M L Not 
rated

H M L Not 
rated

Health & Safety, 
(2017/18)

DoTHS Limited 5 2 3 0 3 2* 0 

IT Service Management 
(2017/18)

DoPPD&IT Limited 11 4 7 3 7 1 0 

Medical Equipment & 
Devices (2017/18)

DoTHS  Limited 5 2 3 0 3 2* 0 

Wellbeing of Future 
Generations Act (Wales) 
2015 (2018/19)

DoPHSP Reasonable 3 1 2 0 2 1* 0 

Management of Balance 
Sheet Assets (2018/19)

DoFPV Reasonable 12 1 9 2 0 9 2 1 0 0 

Clinical Audit Follow-up 
of actions from 2016/17 
(2018/19)2

MD Limited 3 3 1 2* 

Job Planning (2019/20) MD Limited 5 3 2 3 2 0 0 

Pay Incentives (2019/20) DoWOD Limited 7 2 4 1 0 4 1 1* 0 0 1 

IM&T Control and Risk 
Assessment (2020/21)

DoPPD&IT Advisory 14 14 13 1 
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High Voltage Electrical 
Systems Management, 
(2020/21)

DoOps Reasonable 6 3 3 3 1 0 2* 

Hospital Sterilisation and 
Disinfection Unit (HSDU) 
Project (2020/21)

DoOps Reasonable 7 7 7 0 

Clinical Futures – 
Workforce (2020/21)

DoPPD&IT Substantial 1 1 1 0 

Clinical Futures – 
Transport (2020/21)

DoPPD&IT Reasonable 4 2 2 1 0 1 2 

Mass Vaccination 
Programme 

DoPHSP Substantial 1 1 1 0 

Mental Health and 
Learning Disabilities 
Divisional Review

DoPCCMH Reasonable 4 2 2 2 1 0 1* 

 (2020/21) Staff 
Experience

DoWOD Advisory 3 3 3 0 

Covid-19: Reducing 
Nosocomial 
Transmission (2020/21)

DoCG Advisory 7 7 5 2* 

TOTAL 98 18 46 10 24 7 45 5 8 10 1 5 15 1 0 0 1
* indicates that a revised deadline has been proposed/agreed
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3 This audit refers to the audit recommendations arising from the 2017/18 and so are not double counted in the 2021/22 numbers 

2021/22 Internal Audits

Audit Recs 
Arising 

from 
Review

Audit Recs 
Implemented 

to-date

Audit 
Recs 

Overdue 
(against 
original 
agreed 

timescale)

Audit 
Recs Not 
Yet Due

ABUHB Ref Audit Title Lead 
Director  

Assurance 
Rating:
Substantial
Reasonable
Limited
No

Total 
Number 
of Audit 

Recs 
Arising 

from 
Review

H M L H M L H M L H M L

All Audit 
Recs 

Implemented

2021.06 Mental Capacity Act DoPCCMH Reasonable 5 1 3 1 1 3 1 0 0 0 
2021.01 Gifts, Hospitality and Declarations 

of Interest
DoCG Reasonable 2 2 0 2* 

2021.03 Clinical Negligence Costs DoFPV Substantial 2 1 1 1 1 0 0 
2021.02 Putting Things Right DoN Reasonable 2 2 2 0 
2021.04 Charitable Funds DoFPV Substantial 1 1 0 1* 
2021.12 IT System Controls (WRIS) DoPPDIT Reasonable 10 1 9 0 3 1 6 
2021.05 Pathology DoTHS Reasonable 9 3 6 3 3 0 2 1 
2021.07 Occupational Health DoWOD Substantial 2 2 1 1* 
2021.10 Tredegar Health and Well Being 

Centre
DoPPDIT Reasonable 12 4 6 2 3 6 2 1 0 0 0 0 0 

2021.08 GUH: Financial Assurance 
(Follow-up)

DoPPDIT Substantial 0

2021.09 GUH: Technical Assurance DoPPDIT Substantial 1 1 1 0 0 
2021.11 GUH: Equipment Procurement 

Assurance Follow-up
DoPPDIT Reasonable 2 2 2 0 0 

2021.17 Corporate Governance: BAF DoCG Reasonable 4 0 2 2 0 0 1* 2* 0 1 
2021.12 Risk Management DoCG Reasonable 3 3 1 2* 
2021.18 Financial Sustainability DoFPV Reasonable 8 2 6 1 4 1 2 
2021.13 Continuing Healthcare MH&LD DoPCCMH Limited 6 4 2 3 1 1* 1 
2021.16 Flu Immunisation DoPHSP Reasonable 2 1 1 1 1 
2021.19 Medical Equipment and Devices3 DoTHS Not Rated 
2021.20 Medicines Management (including 

Controlled Drugs)
DoOps Reasonable 5 4 1 1 1* 3 0 

2021.15 Falls Management DoTHS Reasonable 6 5 1 2* 3 1 
2021.21 Datix DoTHS Not Rated 0
2021.22 NIS Directive DoPPDIT Reasonable 6 5 1 1 4 1 
2021.23 Operational Plan for Resumption 

of Services
DoOps Reasonable 2 2 2 

2021.24 Flow Centre DoOps Reasonable 7 4 3 4 3 
2021.26 Facilities Care After Death DoOps Reasonable  4 1 3 2 1 1 
TBC Waste Management DoOps Reasonable 14 13 1 2 11 1 
2021.14 GUH: Quality DoN Reasonable 3 3 3 
2021.25 Follow-up on Previous 

Recommendations
DoCG Not Rated  0

10/14 183/474



KEY:
MD Medical Director 
DoN Director of Nursing
DoTHS Director of Therapies & Health Science
DoPPDIT Director of Planning, Performance, Digital & IT
DoPHSP Director of Public Health & Strategic Partnerships 
DoPCCMH Director of Primary, Community Care & Mental Health 
DoFPV Director of Finance, Procurement & Value
DoOps Director of Operations 
DoCG Director of Corporate Governance 

ANNEX 2

4 These recommendations are not rated as they form an overall action plan for Wales and have therefore been allocated to medium rated recommendations for monitoring 
purposes

2022.01 Children’s Community Nursing 
Service -Children and Young 
People Continuing Care

DoN Reasonable 7 1 2 4 2 4 1 

TOTAL 125 16 74 35 7 25 16 5 26 16 4 22 4
* indicates that a revised deadline has been proposed/agreed

2022/23 Internal Audits
H M L H M L H M L H M L

2022.02 Job Evaluation MD Reasonable 2 1 1 1 1 
2022.03 GUH Financial Assurance (Final 

Accounts)
DoF Substantial 1 1 1 

2022.04 Agile Delivery DoWOD Not rated 4 1 3 1* 3 
2022.05 Digital Benefits Realisation CEO Substantial 2 1 1 1 1 
2022.06 All Wales Decarbonisation DoF Not rated 114 11 11 
2022.07 Clinical Audit MD Limited 7 3 3 1 1 3 3 
TOTAL 27 4 16 7 0 0 1 1 1 4 3 15 2

* indicates that a revised deadline has been proposed/agreed

ABUHB External Audits Outstanding from:
• 2017
• 2018
• 2019

11/14 184/474



• 2020

Audit Recs 
Arising from 
Review

Audit Recs 
Implemented to-
date

Audit Recs 
Overdue 
(against original 
agreed 
timescale)

Audit Recs Not 
Yet Due

ABUHB 
Ref

Audit Title Total 
Number 
of Audit 
Recs 
Arising 
from 
Review

H M L Not 
rated

H M L Not 
rated

H M L Not 
rated

H M L Not 
rated

All Audit 
Recs 
Implemented

TBC Structured Assessment 2017 7 7 6 1* 
TBC Structured Assessment 2018 5 5 2 2 1*  
TBC Structured Assessment 2019 4 4 4 
TBC Structured Assessment 2020 0
TOTAL 16 12 4 8 4 3 0 0 1

* indicates that a revised deadline has been proposed/agreed

ABUHB External Audits 2021 & 2022

ABUHB 
Ref

Audit Title Lead 
Director  

Total 
Number 
of Audit 
Recs 
Arising 

Audit Recs 
Arising from 
Review

Audit Recs 
Implemented to-
date

Audit Recs 
Overdue (against 
original agreed 
timescale)

Audit Recs Not 
Yet Due

All Audit Recs 
Implemented

12/14 185/474



KEY:
MD Medical Director 
DoN Director of Nursing
DoTHS Director of Therapies & Health Science

from 
Review

H M L Not 
rated

H M L Not 
rated

H M L Not 
rated

H M L Not 
rated

202101 Audit of Accounts Report, 2020-
21 – Addendum issued 
December 2021

DoFPV 5 2 2 1 1 1 1 1 1 

202102 Radiology Services – Follow-up 
of 2017 recommendations

DoOps 1 1 1 

202103 Audit of Accounts Report – 
ABUHB Charitable Fund and 
Other Related Charities (Dec 
2021)

DoFPV 1 1 1 

202104 Taking Care of the Carers (Oct 
2021) 

DoWOD 6 6 5 1* 

202105 Structured Assessment 2021 DoCG 5 4 1 2 0 1 0 1 1 

202106 Quality Governance 
Arrangements

DoN 8 8 0 0 8 

202201 National Review: The National 
Fraud Initiative in Wales 2021-22

DFPV 3 3 3

202202 Equality Impact Assessments: 
more than a tick box exercise?

DWOD 1 1 1

TBC Orthopaedic Follow Up of 
Recommendations Made in 2015 

DoOps Not yet 
Reported

TBC Arrangements for Securing 
Efficiencies

DoFPV Not yet 
Reported

TBC Unscheduled Care 
Arrangements

DoOps Not yet 
Reported

TOTAL 30 6 3 1 16 3 2 1 6 1 1 0 1 2 13

* indicates that a revised deadline has been proposed/agreed

13/14 186/474



DoPPDIT Director of Planning, Performance, Digital & IT
DoPHSP Director of Public Health & Strategic Partnerships 
DoPCCMH Director of Primary, Community Care & Mental Health 
DoFPV Director of Finance, Procurement & Value
DoOps Director of Operations 
DoCG Director of Corporate Governance 

14/14 187/474



Progress of work 

underway

Barriers to 

implementation 

including any 

interdependencies

How is the risk 

identified being 

mitigated pending 

implementation?

What evidence is 

available to close 

down the 

reccomendation? 

External Structured 

Assessment 2019

Not Rated Board Secretary Not rated R2 There is scope to improve the quality of the  

corporate risks register (CRR). The Health  

Board should review the CRR by the end of  

March 2020 to ensure it clearly articulates  

cause and effect, reduces overlap between  

controls and mitigating actions, specifies 

controls such as policies and procedures,  

aligns assurances to controls, indicates 

whether mitigating action is effective and 

includes timescales to monitor progress.

The Health Board is in the process of 

reviewing our Risk Management 

Strategy, in readiness for approval by 

the Board in March 2020. ‘Risk on a 

Page’ has been introduced and is 

being further refined to ensure clear 

links with the IMTP priorities and

31/03/2020 N/A N/A Complete 31 #VALUE! CRR process 

updated with revised 

reporting templates 

31/10/2022 Identified as 

outstanding in 

Structured 

Assessment 

2021 

External Structured 

Assessment 2019

Not Rated Director of Planning, 

Performance, Digital 

& IT 

Not rated R3 Board updates on Clinical Futures do not 

include information on whether planned 

actions/mitigation are effective, and it is 

unclear whether risks no longer reported 

have been eliminated. The Health Board 

should include information on the 

effectiveness of risk mitigation in its 

board updates.

This will be added to future reports. 31/03/2020 N/A N/A Complete 31 #VALUE! 31/10/2022 Identified as 

outstanding in 

Structured 

Assessment 

2021  - As the 

Health Board 

moves into the 

recovery 

phase of the 

pandemic, it 

should 

consider how 

progress on 

the 

Clinical 

Futures External Structured 

Assessment 2019

Not Rated Director of Planning, 

Performance, Digital 

& IT 

Not rated R4 The recent report to the Finance and 

Performance (F&P) Committee on 

progress against the IMTP SCPs did not 

include progress against the relevant 

high-impact priorities aligned to them. 

The Health Board should ensure that 

committee reports on SCP progress 

clearly link relevant high-impact priorities 

with the achievements set out.

Reports have been made on SCPs to 

Finance and Performance Committee 

and the Board. This will be regularised 

in 2020 through the committee and 

Board forward work programme.

31/03/2020 N/A N/A Complete 31 #VALUE! 31/10/2022 Identified as 

outstanding in 

Structured 

Assessment 

2021  - The 

Health Board is 

developing a 

monitoring and 

outcomes 

framework 

that will enable 

the Board to 

monitor, 

scrutinise and 

challenge 

performance External Structured 

Assessment 2017

Not Rated Director of Finance, 

Procuement and 

Value

High R1 The Health Board should provide 

more detail to Executives and 

Independent Members in respect 

of progress against savings 

schemes. This should help them 

to provide sufficient scrutiny and 

challenge to schemes which are 

off target.

Current reporting to Board and 

Finance and Performance Committee 

(F&PC) provides a summary of 

savings plans, risk and deliverability. 

We will look at how to enhance the 

reporting to ensure that the level of 

delivery/financial risks is clearly 

understood both at Board level and 

where further scrutiny is required at 

F&PC. This is in addition to the 

detailed information which is already 

produced monthly to support Divisional 

financial assurance meetings

30/04/2018 N/A N/A Complete 54 #VALUE! Detailed information 

on savings shared 

with Executive Team, 

Finance & 

performance 

Committee and the 

Board.

31/10/2022 Identified as 

outstanding in 

Structured 

Assessment 

2021 - Finance 

reports provide 

an overview 

of Health 

Board savings 

progress to 

date and 

performance of 

its high level 

‘green’ savings 

schemes. 

Whilst this External Structured 

Assessment 2017

Not Rated Board Secretary Head of Risk High R3 The Health Board should review 

risk management arrangements to 

ensure that corporate risks are 

appropriately escalated and 

managed by:

a. developing upon its current risk 

reports to ensure that the 

context of the risk and progress 

in managing it are clearly set 

out; and

b. revising the risk rating based 

on the mitigating actions.

The Health Board undertook a range of 

revision work to its approach to 

corporate risk management in 2017 

prior to the conclusion of the 

Structured Assessment with additional 

training provided for the Board and 

Executive Team. New reporting 

formats adopted. The Board is in the 

process of further developing its 

approach and will introduce a 

documented risk and assurance 

framework following development work 

planned in line with the risk of 

non delivery of the IMTP.

30/05/2018 N/A N/A Complete 53 #VALUE! Risk reporting 

established to Board 

and Board 

Committees 

31/10/2022 Identified as 

outstanding in 

Structured 

Assessment 

2022 - The 

Health Board 

has reviewed 

its 

risk 

management 

arrangements 

and 

is currently 

introducing a 

new 

approach for 

escalating 

External Structured 

Assessment 2017

Not Rated Chief Executive Assistant 

Director of 

Comms and 

Engagement

High R7 The Health Board should review, 

refresh and update the 

Engagement Strategy – ‘Hearing 

and acting upon the voice of our 

staff and citizens’.

The Health Board will undertake a 

review and refresh its Citizen 

Engagement Strategy in line with the 

Clinical Futures Programme and 

IMTP. The Health Board will also 

continue to take forward its 

programme of staff 

engagement in line with the 

Clinical Futures Programme.

31/07/2018 Feb-23 N/A Overdue 64 Nov 2022 The 

Comms and 

Enagement strategy 

has now been drafted, 

and is progressing 

through internal and 

external consultation 

processes.  CHC 

have had sight and 

commented, citizens 

panel and some key 

Ims and Executive 

colleagues.  

Low risks determined 

as work is ongoing 

with the public, 

however staff 

enagement sits within 

Workforce and OD.  

24/11/2023 Identified as 

outstanding in 

Structured 

Assessment 

2022 - With the 

merger of the 

communicatio

ns and 

engagement 

functions, the 

Health Board, 

will 

review and 

refresh both 

the 

Engagement 

Proposing 

revised 

deadline 

External Structured 

Assessment 2017

Not Rated Director of Planning, 

Performance, Digital 

& IT 

High R5 The Health Board should ensure 

resources allocated to information 

technology and information 

management provide sufficient 

capacity to meet the Health 

Boards plans

A Strategic Outline Plan was 

developed for the Welsh Government 

in October 2016, which asked for a 

cost analysis to implement the Welsh 

Government E-Health and Care 

Strategy to assess the potential 

resource implications for Wales. The 

Health Board is currently revisiting the 

Strategic Outline Plan and Strategy in 

the light of the financial context and 

has also developed a new IMTP for 

Digital with ten priority areas linked to 

this Plan. The Health Board has 

undertaken a review and 

benchmarking exercise in order to 

develop a sustainability business case 

31/03/2019 N/A N/A Overdue 43 Jan 2023 - No update 

this period. 

31/10/2022 Identified as 

outstanding in 

Structured 

Assessment 

2022 - There 

has continued 

to be 

increased 

investment in 

informatics 

both in 

terms of 

capital and 

revenue to help 

progress the 

digital strategy Internal IT Service 

Management, May 

2018

Limited Director of Planning, 

Digital & IT

Associate 

Director of 

Informatics 

High R3 Informatics should seek to develop a SKMS 

in order to share knowledge across 

departments. This process should include 

developing a Knowledge Centred Service 

(KCS) process within the service desks and 

ensuring models for calls and problems are 

catalogued and indexed and easily available.

AcceptedWe recognise that this is a 

priority and that Service Point does not 

meet the needs of the service to 

develop the KCS (also identified by 

this audit) and therefore, Informatics 

will undertake a scoping and options 

appraisal exercise to define the 

requirements, including the resource 

needed.A business case has been 

developed for ICT only that seeks to 

address the concernswithin ICT; this 

work will inform the requirements of a 

similar review for Informatics. 

31/10/2018 Feb-22 Jan-19 Overdue 48 9 24/11/22 

The 

remainder 

of the 

activity now 

is sat with 

DHCW and 

therefore 

for AB 

Audit we 

propose 

this is 

monitored 

via DDOB 

and closed. 

Jan-23 Progress on 

the National Initiative 

to replace Service 

Point  under the AWIP 

programme have 

stalled following 

submission of 

Strategic Outline 

Case to DOF's.  

Locally there is a 

preferred solution and 

a business case is 

being developed to 

seek potential funding 

with this.  Satisfactory 

position in terms of 

KCS which cannot be 

improved upon whislt 

using ServicePoint as 

the tool - will escalate 

a risk to the Corporate 

Risk Register  

Implement  revised 

information 

architecture

Define and Implement 

governance around 

permissions, review 

timescales and 

formats for new 

artefacts

Establish links to 

service catalogue

Ensure criteria for SDI 

Audit are met 

31/10/2022

External Structured 

Assessment 2018

Not Rated Director of Planning, 

Digital and IT

High R4 The Health Board should address areas 

for improvement in relation to 

informatics, specifically updating ICT 

disaster recovery plans and test these to 

ensure they worked as intended. 

key appointments have now been 

made against a number of positions 

relating to cyber security. Work is 

being completed on key personnel 

polices plans and underlying services. 

Work is ongoing with the newly 

recruited 

team in compliance with NISD. A Task 

and Finish group is currently 

prioritising 

and planning continuity arrangements

led by the Emergency Planning Team.

31/03/2020 N/A N/A Overdue 31 #VALUE! "Jan-23 The updated 

IT DR plan has been 

tested in June and 

October 2022 and any 

improvements 

identified been 

implemented.

Regular test schedule 

will be established 

with the services 

following the data 

centre move 

migration project.

Sep-22. New 

processes in place 

where proven to be 

effective in the GP 

OOH cyber incident. 

The Emergency 

Planning Team and 

Informatics are taking 

this learning to 

develop a proposal on 

business continuity in 

Q3/4 which will 

incude emergnecy kit 

for departments and a 

dedicated BC role to 

help in readiness and 

planning across the 

HB.   

31/10/2022 Identified as 

outstanding in 

Structured 

Assessment 

2022 - 

progress made 

but not 

complete

External Structured 

Assessment 2018

Not Rated Director of Planning, 

Digital and IT

High R3 The Health Board should improve its 

information governance arrangements by: • 

improving compliance with the information 

governance training programme to reach the 

national rate of 95%; 

Information Governance training 

reviewed to include the legislation 

changes as a result of GDPR. An 

additional module was developed and 

launched for Cyber Security which is 

mandatory for all staff to complete. 

The Information Governance Unit has 

set up Information Governance 

Delivery Groups (IGDG) for each of the 

Divisions in the organisation. The 

meetings are held bi monthly and 

training is included on the agenda for 

every meeting. Discussions are held 

specifically around compliance and 

Managers are tasked with improving 

their compliance rates. Reports are 

assessed at Transformation to Digital 

(T2D) Delivery Board.

01/03/2020 N/A N/A Overdue 32 #VALUE! "Jan-23 - First 

Governance and 

Assurance Board held 

and will be reporting 

into the Office of the 

SIRO. The Health 

Records module has 

been provided to the 

All Wales e-learning 

for incorporation into 

the new elearning 

launch. Final review is 

expected at the end of 

November. Monitoring 

will be improved as 

this will go into ESR 

and is now part of a 

national programme 

of work   

Aug-22: The 

Information 

Governance Unit have 

been engaged with 

national IG leads to 

create a new IG 

training programme 

into which ABUHB 

training has been 

amalgamated and 

can now be directly 

accessed through 

ESR. This will 

improve and provide 

more robust reporting 

Identified as 

outstanding in 

Structured 

Assessment 2022 - 

The pandemic has 

hindered progress

Non compliance 

reports are being sent 

to senior managers 

within Divisions to 

ensure that 

compliance is 

monitored and 

actioned in these 

areas. Where non-

complance persists  

targeted escalation 

routes  have been 

established and the 

appropriate corrective 

action will be taken.  

Promotion of the 

audio learning tool for 

staff groups that have 

dificulty in leaving the 

workplace or access 

to computer systems 

and e-learning will be 

facilitated by the IG 

team and attendance 

recorded.

31/10/2022 Identified as 

outstanding in 

Structured 

Assessment 

2022 - The 

pandemic has 

hindered 

progress 

against 

achieving the 

national rate of 

85% with 

compliance for 

the 

organisation 

currently 

reported at 

74%

External Structured 

Assessment 2018

Not Rated Board Secretary High R1 The Health Board should: • ensure board 

member induction and training meets the 

needs of Independent Members;

The Health Board has already 

introduced a new Induction and 

training programme for 2018/2019. 

Several elements of this have been 

completed. The programme will be 

completed during 2019. The Health 

Board is also participating in the 

redesign of the national NHS Wales 

Induction Programme.

31/12/2019 Mar-23 Aug-22 Not yet due 34 -5 May-22: A 

comprehensive 

SKMS has now been 

implemented 

comprising a 

knowledge base with 

c. 1000 articles, a fully 

indexed and 

searchable shared 

document repository 

and a service 

catalogue of all 

Informatics services, 

fully described for our 

key services.  All 

areas are cross linked 

based on Service.  

Propose that this item 

can be closed  

November 2021 

Update:  Existing 

knowledge artefacts 

have been migrated to 

share point online and 

are fully searchable 

and available across 

Informatics teams.

against achieving the 

national rate of

31/10/2022 Identified as 

outstanding in 

Structured 

Assessment 

2022 - The 

Health Board 

does not have 

local induction 

arrangements 

for 

Independent 

Members. 

Internal Job Planning, March 

2020

Limited Medical Director Interim 

Director of 

Operations 

High R1 The Health Board should:                                                           

·  review the escalation process to ensure that 

it includes appropriate action following 

escalation to the Medical Director and holds 

medical staff to account for failure to have an in 

date job plan;                                                 ·  

produce action plans to address poor 

compliance and review these as part of the 

monthly divisional meetings with the COO;                                                  

·  complete job plans on an annual basis, as 

opposed to a 15-month cycle.                                                                                    

·  consider the process for reviewing job plans 

and look at ways of increasing compliance, 

such as aligning job planning dates with other 

activities (i.e. IMTP /Corporate Planning cycle); 

and;                                                                                        

·  agree the job plan and implement an 

escalation / disciplinary process if there is not 

a legitimate reason for failure to agree a job 

plan.

Medical Director to formally write to all 

DDs with the outcome of this Internal 

Audit.Escalation Process will be 

refined giving timelines for response 

by DDs to Medical Director 

escalation.Tracker of escalations to be 

maintained by Medical Directors office.

01/03/2020 N/A N/A Complete 32 #VALUE! A review of 

information 

architecture is 

underway which will 

further consolidate 

knowledge and 

categorise by service 

facilitating a KCS 

approach.    For 

Service Desk 

Knowledge, this will 

be complete by end of 

Feb 2022 in readiness 

for our Service Desk 

Institute Accreditation 

Audit.

85% with compliance 

for the

31/10/2022

Internal Clinical Futures - 

Transport, March 

2021

Reasonable Interim Director of 

Operations

Service 

Improvement 

Manager/ 

Service Lead / 

General 

Manager

Medium R1 The Health Board should periodically review 

feedback from WAST / staff and patients, 

incidents, ongoing and expected future costs, 

overall performance and volume of patients 

etc. to ensure the expected benefits versus 

costs are still being achieved.

Agreed.The cost benefit analysis was 

reviewedagainst the original model and 

flagged as part of the Clinical Futures 

Readiness Assessment on 23rdJune. 

There will be ongoing monitoring of key 

KPIs.

31/12/2021 N/A N/A Complete 10 #VALUE! Monthly meetings with 

WAST as part of the 

Tier 2 programme.  

Implementation of the 

recommendations of 

the 6-month review.

Assurance report 

organisation currently 

reported at

This is ongoing as 

part of the SLA & 

service specification 

monitoring 

arrangements.  

Proposed

31/10/2022

Internal Clinical Futures - 

Transport, March 

2021

Reasonable Interim Director of 

Operations

Service 

Improvement 

Manager

Medium R2 The Flow Centre Team should:•review the 

current completion of the screening / transfer 

process documentation and establish a 

standard expectation of completeness;•provide 

refresher training to the team members, if 

required;•undertake periodic checks of all staff 

members, to ensure consistency and feedback 

any positive performances and improvements 

to individuals. This should also link into the 

PADR process;remind staff that the WAST 

incident number should be recorded to provide 

traceability; and•all screening questions 

shouldbe uploaded to CWS, where required.

Agreed. We will do this 

by:•implementing a staff review 

process, including an audit of referral 

information (this aspect is already 

implemented);•monitoringstaff 

performancee.g. logging in times and 

periodically listening to callsand to 

feedback onperformance;•addressing 

any training needs that ariseand link 

this to one-to-ones and the PADR 

process;•continuingto emphasise the 

importance of accurately 

recordinginformation e.g. WAST 

incident numbers, GP surgery 

etc.;•providingregular refresher 

training;and•hosting team meetings to 

share case studies / best practiceand 

address any issues / concerns that 

arise.

30/09/2021 N/A N/A Overdue 13 #VALUE! work has 

commenced on QPS 

and call audit

74% 31/10/2022

Internal Clinical Futures - 

Transport, March 

2021

Reasonable Interim Director of 

Operations

Service 

Improvement 

Manager

Low R3 We recommend that the Flow Centre 

Team produce and monitor regular 

performance information over key risks within 

the process. For example, call waiting 

times.As this process is already underway, the 

Team should continue to identify other key 

performance indicators.This information should 

also link into individual performance within the 

Team, for training and improvement.

Agreed. We will:•clarify the audience 

and reporting requirements;•monitor 

performance information / KPIs on a 

regular basis;•identify the top five 

indicators;•develop a reporting 

dashboard;and•further refine 

performance reporting.

30/09/2021 N/A N/A Overdue 13 #VALUE! Remodelling of 

service and 

introduction of APP to 

FC so KPI to develop 

in line with new 

modelling 

31/10/2022

Internal Clinical Futures - 

Transport, March 

2021

Reasonable Interim Director of 

Operations

Service 

Improvement 

Manager

Low R4 We recommend the Flow Centre Team 

undertake periodic test runs of the business 

continuity plan against different continuity 

events. Any learnings or improvements should 

be detailed specifically in the plan.

Agreed. We will finalise the business 

continuity plan(BCP)and undertake a 

test run, including a relocation planto 

the Grange University Hospital, if 

required. Any learning or 

improvements will be incorporated into 

the BCP.

31/12/2021 N/A N/A Overdue 10 #VALUE! BCP has now been 

updated, there have 

been tests of trial on 2 

occasions due to 

planned power outage 

and then staffing, to 

be retested when re 

sited from VPH

moving site from VPH 31/10/2022

ABUHB Ref. 

No.

Agreed 

Deadline

DueReport Title Assurance 

Rating

Director Ref / 

Priority 

Recommendation Management ResponseResponsible 

Officer

Revised Deadline Revised Deadline 

Approved by Audit 

Committee

Audit Type Date Added to 

Tracker

Reporting DateNo. of 

months past 

original 

agreed 

deadline

If closed 

and not 

complete, 

please 

provide 

justification 

and ensure 

evidence is 

available 

upon 

request

No. of months past 

Agreed Revised 

deadline

1/13 188/474



Internal Mass Vaccination 

Programme, April 

2021

Substantial Director of Public 

Health and Strategic 

Partnerships

Deputy 

Director of 

Public Health 

Medium R1 The Health Board should review:•how it 

engages with members of the public who do 

not have access to the internet; 

and•advertising the telephone number for the 

appropriate appointment booking team.

The need to review how the Health 

Board engages with members of the 

public who do not have access to the 

internet is accepted. As part of that 

review, the Health Board will consider 

advertising the telephone number and 

whether the significant operational 

implications of doing so can be 

overcome. If advertising the number 

continues to be too big a risk to the 

pace of delivery of the programme, 

alternative options will be provided.

30/06/2021 N/A N/A Complete 16 #VALUE! The audit was in April 

2021 in the early 

stages of the 

programme. Since 

then a lot of effort has 

gone into reaching 

those who have not 

yet taken up the offer 

through a range of 

communication 

routes including call 

outs to those who 

think they are 

overdue, walk in 

clinics, local 

31/10/2022

Internal Mental Health & 

Learning Disabilities 

Divisional Review, 

June 2021

Reasonable Director of Primary, 

Community Care 

and Mental Health 

SISU -

Strategic 

Capital and 

Estates 

Programme 

Director and 

WPWS 

Programme 

Manager 

Low R3 We recommend that the Health Board 

ensure that for each of the MHLD projects that 

benefit realisation planning is extended to 

cover:•the collection of baseline data;•targets 

or success measures with which to compare 

what is actually achieved;•the measurement 

and recording of the benefit 

metrics;•responsible managers; and•the 

oversight body of the benefits, to ensure these 

are achieved.

Agreed. We acknowledge that a robust 

benefits realisation plan needs to be 

developed and we are looking to 

commission external support to assist 

with this process for the SISU 

Programme. A tender is currently 

developing a tender to progress this 

element of the project. This is part of 

the OBC development and will be 

completed before submitted to the 

Board for approval.WPWS –to review 

benefits realisation plans for 

supporting projects

30/09/2021 May-23 N/A Overdue #VALUE! #VALUE! Nov 2022 Update: 

There has been a 

delay to gaining 

external support for 

the  benefits 

realisation plan due to 

Omicron variant 

service impact. 

However  Internal 

benefits work has 

been undertaken and 

measurable benefits 

developed for each 

service area within 

SISU.   The OBC 

including benefits 

realisation  is planned 

to be completed and 

submitted to the 

September Board.                        

Benefits realisation 

plans and measures 

are being built in to all 

workstreams of 

WPWS work. 

Sanctuary project is 

being formally 

evaluated externally. 

Other alternative to 

admission 

workstreams now 

15.11.22

Internal Covid-19: Reducing 

Nosocomial 

Transmission April 

2021 (Advisory 

Report)

Not Rated Board Secretary N/A R1 The  Health  Board  should  ensure  it  

clearly  documents  roles  and  responsibilities  

in  its governance structures and plans.

Not included within advisory report 31/12/2021 Mar-23 Aug-22 Not yet due 10 -5 Accountability & 

Deployment 

Framework Included 

as a governance 

priority within the 

IMTP 2022-25

31/10/2022

Internal Covid-19: Reducing 

Nosocomial 

Transmission April 

2021 (Advisory 

Report)

Not Rated Board Secretary N/A R2 Where possible, the Health Board should 

endeavour to incorporate 

accountability,reportingand assurance into 

existing structures, rather than as additional 

processes which are not sustainable in the 

longer term.Using the example of the CIP, 

going forward this could 

include:i.accountability,reportingand 

assurancethrough the existing quality and 

patient safety governance 

mechanisms;ii.reporting integrated into existing 

divisional/site-based reports; andiii.CIP 

compliance assurance integrated into the 

divisional/site-based clinical audit plans.

Not included within advisory report 31/12/2021 N/A N/A Complete 10 #VALUE! Noted for future 

governance models. 

31/10/2022

Internal Covid-19: Reducing 

Nosocomial 

Transmission April 

2021 (Advisory 

Report)

Not Rated Board Secretary N/A R3 The Health Board should clearly document 

reporting requirements within its governance 

structures and plans, at each level of the 

organisation. This should include:i.expected 

frequency of reporting;ii.level of detail / 

assurances expected;iii.type of reporting 

expected, for example, tracking progress, 

reporting by exception, monitoring key metrics 

or performance indicators (KPIs), etc;iv.nature 

of the reports expected, for example, verbal, 

formal, set template, etc; 

Not included within advisory report 31/12/2021 Mar-23 Aug-22 Not yet due 10 -5 Accountability & 

Deployment 

Framework Included 

as a governance 

priority within the 

IMTP 2022-25

31/10/2022

Internal Covid-19: Reducing 

Nosocomial 

Transmission April 

2021 (Advisory 

Report)

Not Rated Board Secretary N/A R4 Where KPIs or data-driven reporting is 

used, the Health Board should ensure:i.the 

data is accurateand can be efficiently 

accessed; andii.KPIs are presented 

consistently between the divisions, for 

example, by clearly defining how KPIs are 

calculated.

Not included within advisory report 31/12/2021 N/A N/A Complete 10 #VALUE! Noted for future 

reporting 

requirements. 

31/10/2022

Internal Covid-19: Reducing 

Nosocomial 

Transmission April 

2021 (Advisory 

Report)

Not Rated Board Secretary N/A R5 The Health Boardshould consider 

developinga protocol pack for any future 

surges of the pandemic.This could be implicit 

within the Health Board’s pandemic framework 

and include, for example:i.Formally identifying 

governance structures for different surge 

levels;ii.For each governance structure, 

identifyinggroups that are required to meet, 

with clearly documented terms of reference 

identifying:a.roles and 

responsibilities;b.anticipated membership, 

including leadership of the group;c.frequency of 

meetings;d.reporting requirements (see 

recommendation6below);ande.records 

required to demonstrate monitoring, scrutiny 

and decision-making, for example, minutes, 

action log, decision log, etc(see 

recommendation4below).This should take into 

accountrecommendation 2 above.

Not included within advisory report 31/12/2021 N/A N/A Closed 10 #VALUE! Response would vary 

dependent on type of 

variant and impact. 

Learning from the 

pandemic is 

embedded in new 

ways of working. 

31/10/2022

Internal Covid-19: Reducing 

Nosocomial 

Transmission April 

2021 (Advisory 

Report)

Not Rated Board Secretary N/A R6 The Health Board should ensure 

meetingminutes appropriately demonstrate 

monitoring, scrutiny,decision-makingand 

assurance, particularlyif reporting isinformal 

/verbal.

Not included within advisory report 31/12/2021 N/A N/A Complete 10 #VALUE! Noted as a principle of 

good governance. 

31/10/2022

Internal Covid-19: Reducing 

Nosocomial 

Transmission April 

2021 (Advisory 

Report)

Not Rated Board Secretary N/A R7 When developing action plans, the Health 

Board should ensure:iii.the plans contain clear 

timescales and milestones;iv.clarity is provided 

on demonstrating progress, for example, RAG 

rating definitions and requirements for 

validating progress; andv.benefits and key 

metrics are defined within the plan.

Not included within advisory report 31/12/2021 N/A N/A Complete 10 #VALUE! Noted as a principle of 

good governance. 

31/10/2022

Internal Staff Experience 

June 2021 (Advisory 

Report)

Not Rated Director of 

Workforce & OD

N/A R1 The Health Board should assist staff in 

locating the most appropriate resources for 

their wellbeing needs. For example, a 

categorisation of the range of wellbeing 

concerns or requirements through to 

automated questioning on the website to direct 

staff promptly.

A review of categories of well-being 

support will be undertaken to ensure 

staff can readily locate the support that 

best fits their need.

31/03/2022 N/A N/A Complete 7 #VALUE! April 2022 A review of 

categories of well-

being support will be 

undertaken to ensure 

staff can readily 

locate the support that 

best fits their need. 

Our understanding of 

the wellbeing needs of 

the workforce is 

evolving as it is based 

in part on our 4 

monthly wellbeing 

survey. As such we 

regualry review what 

support we offer in 

line with demdn and 

changing needs.  

31/10/2022

Internal Staff Experience 

June 2021 (Advisory 

Report)

Not Rated Director of 

Workforce & OD

N/A R2 The Health Board should assist staff in 

locating the most appropriate resources for 

their wellbeing needs. For example, a 

categorisation of the range of wellbeing 

concerns or requirements through to 

automated questioning on the website to direct 

staff promptly.

This would not be an appropriate 

response to a clinical intervention from 

a specialist as each intervention is 

preceded by a clinical assessment to 

ascertain the most appropriate 

intervention for that individual based on 

their particular circumstances. What is 

suitable for one client may not be 

suitable for another (despite their 

reason for referral appearing the 

same).However, the team will review a 

system of describing what others 

found helpful. This will enhance the 

current offer of feedback and 

satisfaction questionnaires completed 

by staff following an intervention. The 

development of an evaluation 

framework that has commenced with 

Cardiff  Metropolitan  University  to  

evaluate  the  implementation  of  the 

Well-being Centre of Excellence will 

also support this recommendation.

31/03/2022 N/A N/A Complete 7 #VALUE! April 2022 This would 

not be an appropriate 

response to a clinical 

intervention from a 

specialist as each 

intervention is 

preceded by a clinical 

assessment to 

ascertain the most 

appropriate 

intervention for that 

individual based on 

their particular 

circumstances. What 

is suitable for one 

client may not be 

suitable for another 

(despite their reason 

for referral appearing 

the same).However, 

the team will review a 

system of describing 

what others found 

helpful. This will 

enhance the current 

offer of feedback and 

satisfaction 

questionnaires 

completed by staff 

following an 

intervention. The 

development of an 

evaluation framework 

that has commenced 

with Cardiff  

31/10/2022

Internal Staff Experience 

June 2021 (Advisory 

Report)

Not Rated Director of 

Workforce & OD

N/A R3 RecommendationThe Health Board 

should:•Review each initiative versus the time 

and financial cost to provide the service 

against the staff uptake and value / benefit of 

the initiative. •Consider additional analysis to 

help assess and target wellbeing initiatives to 

staff requirements.•Consider establishing 

wellbeing KPIs or other performance metrics to 

measure the success of the strategy and 

specific initiatives. 

Calculating the relationship between 

financial investment and value is a 

complex process due to the range of 

clinical and individual variables. 

Outcome data is regularly collected 

and evidence based practice followed, 

the evidence base is evolving and 

ABUHB is at the forefront of developing 

this evidence and outcome data.The  

additional  analysis  recommended  

will  be  provided  via  the quarterly well-

being surveys and deep dive work 

within divisions. The next well-being 

survey has enhanced questions that 

link back to the 6 pillars of the 

Employee Experience 

Framework.•The  Employee  Well-

being  team  will  take  the  

recommendation around KPI’sunder 

consideration and further explore the 

additional functionality  of  the  new  

version  of  the  clinical  recording  

system(CORE)now in use.

31/03/2022 N/A N/A Complete 7 #VALUE! Sept 2022 The 

wellbeing needs of the 

workforce are 

complex and evolving, 

our methods of  

monitoring offer 

valuable high level 

insight but limited 

granularity. To date 

we have run and 

evaluated six 

healthboard wide 

wellbeing surveys so 

have a data base of 

over 16,000 respnses 

across over two 

years. This tool helps 

us monitor the 

changing complex 

wellbeing needs 

across the 

organisation via local 

divisional leadership 

teams (DLTs) and 

professional leads.  In 

addition we 

systematically 

We have not been 

successful in 

securing the Welsh 

Government bid (£1.6 

mIllion) this 

represents a 

challenge to our plans 

to develop the 

Wellbeing Centre of 

Excellence. Alternitve 

funding methods are 

being explored.   

Alternative methods of 

funding including 

income generation 

are being explored.

31/10/2022

2021.11 Internal GUH – Equipment 

Procurement 

Assurance - Follow 

up

Reasonable Director of Planning, 

Digital & IT

Project 

Director 

Medium Management should ensure the ability to utilise 

“as fitted” water configuration diagrams (e.g. 

via rights to utilise third party software, or 

procured software).

Lessons learnt from equipment has 

been picked up as part of the broader 

lessons learnt report but a review by 

procurement alongside other projects 

would be beneficial.

31/12/2021 N/A N/A Complete 10 #VALUE! Noted for future 

procurement 

31/10/2022 25/03/2022

2021.11 Internal GUH – Equipment 

Procurement 

Assurance follow - 

up 

Reasonable Director of Planning, 

Digital & IT

Project 

Director 

Low R7 Single Tender / Single Quotation Actions 

should be reported to the Audit Committee in a 

timely manner, in line with SFIs, to enable 

effective scrutiny (O).

Agreed, all outstanding STAs will be 

taken to the next Audit Committee.

31/12/2021 N/A N/A Complete 10 #VALUE! All outstanding STA's 

present to Audit 

Committee Dec 2021. 

Central process in 

place to ensure 

reporting of STAs to 

Audit, Risk & 

Assurance 

31/10/2022 25/03/2022

2021.06 Internal Mental Capacity Act Reasonable Director of Nursing MCA 

Lead/Head of 

DOLS

Low R1 We recommend that procedural 

documents that have passed their stated 

review date are updated where required to 

reflect current legislation.

Agreed This procedure will be 

reviewed and updated with pace.

30/11/2021 N/A N/A Complete 11 #VALUE! Awaiting Excutive 

review and sign off of 

the amended policy 

and assessment 

documentation

MCA Forum 

established. MCA 

educational  training 

policy agreed at 

Educational Group. 

31/10/2022 25/03/2022

2021.06 Internal Mental Capacity Act Reasonable Director of Nursing Head of MCA Medium R2 We recommend that the ‘best interests’ 

discussion for patients assessed as lacking 

capacity is documented in the designated 

pages of the capacity assessment document 

in all cases.

Agreed A reminder will be issued 

across the organisation regarding 

robust completion of documentation.

30/11/2021 N/A N/A Complete 11 #VALUE! Awaiting Executive 

sign off of staff memo 

re Best Interest 

Decisions

MCA Forum 

established

31/10/2022 25/03/2022

2021.06 Internal Mental Capacity Act Reasonable Director of Nursing Head of MCA HIgh R3 We recommend that, excepting where 

there is no reason to doubt that the patient has 

capacity, DNACPR decisions forms are 

accompanied by completed Health Board 

patient capacity assessment forms in all 

cases.

Agreed A reminder will be issued 

across the organisation regarding 

completion of DNACPR and Capacity 

Assessment forms.

30/11/2021 N/A N/A Complete 11 #VALUE! Awaiting  Executive 

review and sign off of 

the staff memo re 

DNACPR

MCA Forum 

established. Staff 

educational film 

developed and 

cascaded.

31/10/2022 25/03/2022

2021.06 Internal Mental Capacity Act Reasonable Director of Nursing Clinical 

Executives

Low R4 The All Wales DNACPR policy must be 

complied with in full without exception. We 

recommend that succinct but sufficient details 

of patient or relatives’ discussions are 

recorded on the All Wales DNACPR forms in 

all casesin order to ensure that the policy is 

complied with.

Agreed Correspondence will be sent to 

clinicians outlining the importance of 

detailing discussions with relatives.

31/12/2021 N/A N/A Complete 10 #VALUE! Awaiting Executive 

review and sign off of 

the staff memo re 

DNACPR

Memo. MCA forum 

established. DNACPR 

educational published. 

MCA educational 

video also published

31/10/2022 25/03/2022

2021.06 Internal Mental Capacity Act Reasonable Director of Nursing Head of MCA Medium R5 We recommend thatmanagement remind 

ward staff conducting capacity assessments 

of the need for competency in this area and 

that theyseek competency status from each 

relevant member of staff and if necessary 

ensure that relevant training is accessed and 

completed.

Agreed Correspondence will be issued 

to Divisions, for cascade, highlighting 

the training available.

30/11/2021 N/A N/A Complete 11 #VALUE! Information sent to 

Divisional Leads 

around training 

December 2021.  Full 

training programme in 

place now that MCA 

Specialist 

Practitioners have 

been appointed.  

Training policy 

developed and 

approved.

31/10/2022 25/03/2022

2021.02 Internal Gifts, Hospitality and 

Declarations of 

Interest

Reasonable Board Secretary Board 

Secretary 

Medium R1 The Health Board should add an additional 

section to the declaration of interests form 

detailing any additional action required to 

mitigate risk. These measures should be 

implementedand monitoredby the individual’s 

line manager.b.The Policy and accompanying 

processes should be updated to support the 

changes required to mitigate the risk.

a.As identified, whilst there is 

adherence to the policy, the 

recommendation provides an 

opportunity to improve the 

mechanismswithin departments. To 

facilitate this the Health Boards ESR 

will be reviewed to determine how 

declarations can be digitally captured 

toenable improved conflictmonitoring 

and management.Where ESR may 

not be used (e.g. by Independent 

Members) then the manual form will 

31/10/2021 Mar-23 Aug-22 Not yet due 12 -5 Arrangements for the 

declaring of interests, 

gifts and hospitality  

Included as a 

governance priority 

within the IMTP 2022-

25

31/10/2022 25/03/2022

2021.01 Internal Gifts, Hospitality and 

Declarations of 

Interest

Reasonable Board Secretary Board 

Secretary 

Medium R2 The procedures for receiving and 

processing declarations made should be 

formalised and include:i.the use of a shared 

mailbox for all declarations;ii.details of the 

process for receiving and processing 

declarationsand the 

associatedtimescales;iii.details of due 

diligence to be undertaken on completed 

declarations;iv.timeframes for reminders to be 

issued in the event where previous 

declarations have been submitted; andv.details 

of any completeness checks to be undertaken 

to determine if there are missingdeclarations.

To facilitate all recommendationsthe 

Health Boards ESR will be reviewed to 

determine how declarations can be 

digitally captured and enabled 

toimprove receipt and management. 

This will facilitate improved recording 

across the organisation, allow 

automated reminders, and provide 

reports to Divisional managers for 

completion and adherence checks and 

missing declarations.In addition, where 

ESR may not be used (e.g. by 

Independent Members) then the 

manual form will be updated to reflect 

the recommended improvements. 

31/10/2021 Mar-23 Aug-22 Not yet due 12 -5 Arrangements for the 

declaring of interests, 

gifts and hospitality  

Included as a 

governance priority 

within the IMTP 2022-

25

31/10/2022 25/03/2022

2021.03 Internal Clinical Negligence Substantial Director of Nursing Head of Legal 

Services

Low R1 Management should update the policies 

and procedures available to staff on the 

intranet and ensure only those that are in date 

and reflect current practice are maintained.

Agreed.Outdated Policies will be 

removed & existing policies will be 

updated to reflect changes to WRP 

and portfolios.

31/12/2021 N/A N/A Complete 10 #VALUE! The policies were 

updated following 

internal audit 

recommendation. 

They have been 

approved, and 

updated to intranet. 

31/10/2022 25/03/2022

2021.03 Internal Clinical Negligence Substantial Director of Nursing Director of 

Nursing 

Medium R2 Before payment is processed,clinical 

negligence cases which have damages in 

excess of £100k,mustprovide evidenceas 

having been approved by the LitigationGroup. 

Where payment needs to be made before the 

next Group meeting and the Group is unable to 

reconvene before this date, the Legal Services 

Team should issue an email to the members 

of the Group informing them payment will be 

made before the next meeting and any 

objections to this payment should be identified 

immediately. Additionally, the BACs payment 

sheet should be updated to include the date the 

case will be brought to the Litigation Group for 

retrospective approval. This should serve as 

one of the final checks prior to payment.

Agreed for immediate action 15/12/2021 N/A N/A Complete 10 #VALUE! These changes were 

introduced following 

the internal audit 

recommendation. 

Operational Policy 

has been updated to 

reflect the change.

31/10/2022 25/03/2022

2/13 189/474



2021.02 Internal Putting  Things 

Rights

Reasonable Director of Nursing Assistant 

Director of 

Nursing 

Medium R1  Divisions should provide assurance that 

actions arising from a complaint investigation 

areaddressed,with ongoing monitoring, 

depending on the significance of the action. 

Upon the introduction of the Once for Wales 

concerns management system, all complaint 

actions should be documented and tracked via 

this system. There should be regular reports 

generated to ensure actions are being 

completed appropriately and in a timely 

manner.

The Assistant Director of Nursing will 

confirm this requirement with all 

Divisions and a process of audit will be 

introduced, led by the Corporate PTR 

Team, for assurance.

31/10/2021 N/A N/A Complete 12 #VALUE! The Health Board 

implemented a new 

system (RLDatix) for 

recording and 

managing complaints 

on 1 October 

2021.This required 

training and education 

for users.

Go live is June 2022.

31/10/2022 25/03/2022

2021.02 Internal Putting  Things 

Rights

Reasonable Director of Nursing Assistant 

Director of 

Nursing 

Medium R2 Upon the introduction of the Once for 

Wales concerns management system, all 

complaint actions should be documented and 

tracked via this system. There should be 

regular reports generated to ensure actions are 

being completed appropriately and in a timely 

manner.

 The functionality of the new Datix 

system will be confirmed for all 

Divisions prior to implementation, 

together with the expectation that 

reports generated from Datix will be 

formally discussed in Divisional QPS 

meetings to monitor performance and 

learning.

31/12/2021 N/A N/A Complete 10 #VALUE! Positive meeting with 

NCCU - action 

addressed.

31/10/2022 25/03/2022

2021.04 Internal Charitable Funds Substantial Director of Finance Charitable 

Funds 

Manager

Medium R1 The Health Board should:a)Engage with 

ward staff via alternative mediums, e.g.,Teams 

presentations, presentations to Divisional 

Management Team meetings.b)Establish a 

timeframe for restarting ward visits and training 

sessions.c)Continue to promote the Charitable 

Funds Financial Control Procedure.

a.Agreed. Presentations to be 

prepared by December 2021 with roll 

out to commence in the new year with 

a view to completing by March 2022, 

confirming suitable dates with the 

divisions. b.Agreed. Face to face 

meetings will be dependent on advice 

from Infection Prevention and 

Controlbut meetings will be arranged 

by Teams liaising with relevant ward 

staff to arrange meetings prior to 

March 2022.c.Agreed. There will be 

follow up e-mails by the Charitable 

Funds Team to a and b above 

providingthis information.

31/03/2022 Oct-22 06/10/2022 Complete 7 0 The slide presentation 

has been completed 

covering the areas 

identified. Infection 

cntrol have confirmed 

that face to face 

meetings can now 

take place.   The 

Charitable Funds 

teamswill provide 

training commencing 

in October by both 

face to face meetings 

and Teams training 

sessions.

The delay in 

implementation was 

partly due to the year 

end Audit of the 

2020/21 Charitable 

Fund Accountst which 

wasnt completed until 

January 2022 and the 

completion of the  

2021/22  Draft Annual 

Accounts and rAnnual 

Report which were 

presented to the June 

Charitable Funds 

Committee.

31/10/2022 25/03/2022

2021.12 Internal IT System Controls 

(WRIS)

Reasonable Director of 

Operations 

PACS & 

RADIS 

Manager

Medium R1 Clarity should be sought over the 

rolesandresponsibilities of each party and a 

governance process established within 

Radiology that ensures the easy flow of work 

requests across team boundaries.

We have had a recent upgrade and 

the boundaries were clearer. The SLA 

sits with I.T and Radiology are the 

application owner.ABUHB 

Radiologyinternallyrequest on service 

point if the department knows the 

server team need to undertake work. 

We will continue to do this.

Complete 31/10/2022 25/03/2022

2021.12 Internal IT System Controls 

(WRIS)

Reasonable Director of 

Operations 

PACS & 

RADIS 

Manager

Medium R2 The Health Board should seek clarity over 

why the requests made to DHCW and the 

SMBfor an integrated electronic process 

cannot be delivered.The Health 

Boardshouldcarryout an analysis to fully 

identifyits needsfor a Radiology system and 

seek to include these within WRIS or any 

future system.

We have tried to seek clarity and not 

had a full response.Arequest for CWS 

to include WCP for radiology reporting 

in the platformhas been formally 

raised. We haveraised the need for 

end to end requesting as a health 

board to the collaborativeboard for 

RISP project. 

31/03/2022 N/A N/A Overdue 7 #VALUE! The UAT has been 

passed and is with 

clincial apps and Mr 

Rice to look at.

Needs to be agreed 

locally and product 

developed to suit 

ABUHB

31/10/2022 25/03/2022

2021.12 Internal IT System Controls 

(WRIS)

Reasonable Director of 

Operations 

PACS & 

RADIS 

Manager

High R3 Whilst we understand the Health Board isin 

the process of planning to upgrade to the 2016 

version we highly recommend that the Health 

Board expeditesthe upgrade.

This upgrade took place on 

14thNovember however only 

application server was upgraded. 

DHCW and ABUHB are working 

closely to plan the rest of the upgrade. 

However DHCW will not touch the 

RadIS local database which stores all 

of our crystal reports and letters. This 

is a risk and we havegone to our 

server team internally to plan 

anbackupsolutionfor the RadIS local 

database.

30/04/2022 N/A N/A Overdue 6 #VALUE! 31/10/2022 25/03/2022

2021.12 Internal IT System Controls 

(WRIS)

Reasonable Director of 

Operations 

PACS & 

RADIS 

Manager

Medium R4 The Health Board  should  seek  clarity  

over  what  maintenance  tasksare  expected  

and  establish  a process to ensure that these 

are completed.

There is a backupregimen in place, 

and DHCW has been notified of how 

this works.The point will be raised and 

the next WRIS SMB, and a request 

made for clarity over the expected 

database maintenance tasks and the 

frequency of these.

31/03/2022 N/A N/A Complete 7 #VALUE! A database that the 

alerts and 

notifications is on is 

not supported by 

RadIS. 

RadIS will not support 

this with the alerts 

and notifications 

query on the server 

still. 

The database has 

been backed up by 

the server team

31/10/2022 25/03/2022

2021.12 Internal IT System Controls 

(WRIS)

Reasonable Director of 

Operations 

PACS & 

RADIS 

Manager

Medium R5 a.The Board should investigate an 

electronic solution to uploading requestsinto 

WRIS.b.The Board should introduce a 

completeness check to ensure that all 

requestsreceived have been entered into 

WRIS.

a.Radiology have requested CWS to 

work with WCP for fully electronic 

requesting. b.Staff have SOP’s and 

checks when putting forms on 

however human errors do occur 

without fully electronic requesting. 

31/03/2022 N/A N/A Overdue 7 #VALUE! The UAT has been 

passed and is with 

clincial apps and Mr 

Rice to look at.

Needs to be agreed 

locally and product 

developed to suit 

ABUHB

31/10/2022 25/03/2022

2021.12 Internal IT System Controls 

(WRIS)

Reasonable Director of 

Operations 

PACS & 

RADIS 

Manager

Medium R6 a.Radiology have requested CWS to work 

with WCP for fully electronic requesting. b.Staff 

have SOP’s and checks when putting forms on 

however human errors do occur without fully 

electronic requesting. 

Since this audit,this has now been 

altered and note it wasonlyone user 

with this many attempts all 

Administrators now have5attempts. 

Complete 31/10/2022 25/03/2022

2021.12 Internal IT System Controls 

(WRIS)

Reasonable Director of 

Operations 

PACS & 

RADIS 

Manager

Medium R7 The success of the use of the leavers list 

should be monitored to ensure that it works as 

anticipated and that all leaver accounts are 

removed on a timely basis.

We monitor this as much possible in 

Radiology. We have recently started 

receiving consultant leaver’slists from 

the Health Board and action these 

also.The success of the process will 

be tracked and evaluated to ensure it 

is working.

30/04/2022 N/A N/A Overdue 6 #VALUE! 31/10/2022 25/03/2022

2021.12 Internal IT System Controls 

(WRIS)

Reasonable Director of 

Operations 

PACS & 

RADIS 

Manager

Medium R8 The Health Boardshould request that this 

logging function be developed.The Health 

Board shouldconsider feeding WRIS events 

into the SIEM.

The health board have raised this at 

DHCW CAB along with other health 

boards. This is with DHCW to develop 

it is not in any Live RadIS version 

currently. 

31/03/2022 N/A N/A Overdue 7 #VALUE! Currently with DHCW 

to develop,

Time and resource in 

RadIS. As well as 

pending RISP 

program may not help 

development.

31/10/2022 25/03/2022

2021.12 Internal IT System Controls 

(WRIS)

Reasonable Director of 

Operations 

PACS & 

RADIS 

Manager

Medium R9 A formal disaster recovery plan for WRIS 

should be developed.

The Disaster recovery plan is to fail 

over to a mirrored system however, 

since the upgrade this needs to be re-

visited and formally set out. ABUHB 

have a VMware environment where 

this is hosted.The Radiology 

departments have disaster recovery 

by using emergency packs in each 

department and a policy that explains 

how to use these emergency packs in 

a Radis downtime scenario. 

30/04/2022 N/A N/A Overdue 6 #VALUE! 31/10/2022 25/03/2022

2021.12 Internal IT System Controls 

(WRIS)

Reasonable Director of 

Operations 

PACS & 

RADIS 

Manager

Medium R10 The WRIS backups should be subject to 

regular testing / restore to ensurevalidity.

A request to ensure that a process for 

regular testing of the back up to 

ensure their validity will be made.

30/04/2022 N/A N/A Overdue 6 #VALUE! 31/10/2022 25/03/2022

2021.05 Internal Pathology Reasonable Director of 

Operations 

Low R1 The Pathology Team should consider 

updating the External inspection Policy to 

include one centralised repository for all 

external reportsthat incorporatetimescales for 

a responseand provides a clear overviewof 

progressacross all areas.

Will ensure reportsare maintained in a 

centralised repositoryand ensure the 

policyis updated accordingly

24/02/2022 N/A N/A Overdue 8 #VALUE! Policy updated and 

inspection reports 

collated in one 

repository

31/10/2022 25/03/2022

2021.05 Internal Pathology Reasonable Director of 

Operations 

Pathology 

Governance 

Manager

Low R2 a.All instances of non-conformance 

identified in the reports should be recorded 

centrally to support periodic trend analysisand 

in particular theCAPA module within QPulse.

a.Log UKAS inspection as one single 

CAPA within QPulse and update 

progress as per any other non-

conformity

24/02/2022 N/A N/A Complete 8 #VALUE! UKAS inspections 

recorded and 

progress updated in 

Q-Pulse

31/10/2022 25/03/2022

2021.05 Internal Pathology Reasonable Director of 

Operations 

Pathology 

Governance 

Manager

Low R2 b Periodic trend analysis / pattern 

identification should be completed across all 

instances of non-conformanceand used to 

identify common areas of concern for 

corrective/preventiveaction.

.Try to identify themes and trends 

across Pathology, though inspections 

are held at different times of the year 

for each discipline so not as 

straightforward.

TBC N/A N/A Not yet due #VALUE! #VALUE! 31/10/2022 25/03/2022

2021.05 Internal Pathology Reasonable Director of 

Operations 

Pathology 

Governance 

Manager

Low R3 Liaise with the ABUHB emergency planning 

team to go through their process for 

completion of all business continuity 

planningdocumentation.

Discipline Managers have been liaising 

with emergency planning team and will 

continue to do so.

24/02/2022 N/A N/A Complete 8 #VALUE! UKAS inspections 

recorded and 

progress updated in 

Q-Pulse

31/10/2022 25/03/2022

2021.05 Internal Pathology Reasonable Director of 

Operations 

Pathology 

Governance 

Manager

Medium R4 Establish aschedule for testing BCPsat all 

locationsand across a range of likely continuity 

events.

Will establish a schedule for testing 

across Pathology

24/12/2021 N/A N/A Complete 10 #VALUE! UKAS inspections 

recorded and 

progress updated in 

Q-Pulse

31/10/2022 25/03/2022

2021.05 Internal Pathology Reasonable Director of 

Operations 

Pathology 

Governance 

Manager

Low R5 The Pathology Team should seek to 

automate as much of the performance 

reporting as possibleand includeall test results 

within the KPIs.

Will horizon scan for new technologies 

to deliver automated TATs

24/02/2022 N/A N/A Complete 8 #VALUE! UKAS inspections 

recorded and 

progress updated in 

Q-Pulse

31/10/2022 25/03/2022

2021.05 Internal Pathology Reasonable Director of 

Operations 

Pathology 

Governance 

Manager

Medium R6 If sampling cannot be avoided, the policy 

and process for sampling and reporting should 

be updated to include time limits for use and 

the requirement to confirm that the 

samplesizeis appropriate.

If sampling cannot be avoided, the 

policy and process for sampling and 

reporting should be updated to include 

time limits for use and the requirement 

to confirm that the samplesizeis 

appropriate.

24/12/2021 N/A N/A Complete 10 #VALUE! Policy includes 

sampling procedure.

31/10/2022 25/03/2022

2021.05 Internal Pathology Reasonable Director of 

Operations 

Pathology 

Governance 

Manager

Medium R7 A scorecard/ dashboard reportshould be 

developedto provide an overview of 

performance against the key measures/ risks 

withinPathology. 

Scorecard currently in progress and 

being populated

24/12/2021 N/A N/A Complete 10 #VALUE! Pathology scorecard 

was being populated 

during audit, now in 

use across Pathology

31/10/2022 25/03/2022

2021.05 Internal Pathology Reasonable Director of 

Operations 

Assistant 

Directorate 

Manager

Low R8 The Health Board should complete a 

refresh of the latest workforce planning 

exercise(including associated laboratory space 

and equipment), to ensure the service 

requirements can still be met over the next five 

years and beyond.Where additional resourcing 

/ facilities arerequired, theseshould be factored 

into the IMTP process.

To review and updateworkforce plans 

as appropriate. Workforce is factored 

into the IMTP

24/02/2021 N/A N/A Overdue 20 #VALUE! All managers were 

asked to review their 

workforce plans 

following the audit. 

The Cellular 

Pathology workforce 

plan is included in 

sustainability paper, 

JH has confirmed the 

paper will need to be 

re-reviewed if 7 day 

working is planned. 

Mortuary workforce 

plan in progress with 

follow up meeting 6 

weeks from 27/9/22. 

Microbiology 

workforce plan in 

progress to be 

completed by 5/10/22. 

Blood Sciences 

workforce plan in 

progress to be 

reviewed 5/10/22 prior 

to completion. All 

additional workforce 

requirements are 

already factored into 

annual plan/IMTP.

Time constraints: 

Accurate workforce 

planning takes a 

considerable time to 

complete. Managers 

need to manage staff 

and departments 

while ensuring other 

strategic and 

operational tasks are 

undertaken on a daily 

basis to ensure 

continuation of safe 

service delivery.

Agency staff being 

utilised at a cost. 

Overtime being 

utilsed at a cost. 

Scrutiny forms and 

SBARS submitted to 

request additional 

staff that are urgently 

required prior to 

implementation of 

revised workforce 

plans. 

Workforce plans to be 

completed as soon as 

is possible Following 

completion, business 

cases may need to be 

produced and 

submitted for approval 

to recruit the 

additional staff 

required which will 

ensure Pathollogy 

service requirements 

will be met over the 

next five years and 

beyond.

31/10/2022 25/03/2022

2021.07 Internal Occupational Health Substantial Director of 

Workforce & OD

Director of 

Workforce & 

OD

Low R1 The Health Board should:a)Remind clinical 

staff of the need to promptly update the 

administration section of a patient’s 

file.b)Consider the value and benefit derived 

from using the administration section versus 

the effort required to maintain the latest 

position.

a.Issue included on the agenda(item 

11a) of the Occupational Health Senior 

Clinical and Administration team 

meeting held on the 20thOctober 

2021.b.All membersof the 

occupational health team involved in 

the process have been communicated 

with on the 8thNovember 2021to 

improve management of this data 

set.c.A monthly report query will be 

introduced from the 1stDecember 

2021 to capture any outstanding 

issues as an additional assurance 

layer. 

31/12/2021 N/A N/A Complete 10 #VALUE! April 2022 a.Issue 

included on the 

agenda(item 11a) of 

the Occupational 

Health Senior Clinical 

and Administration 

team meeting held on 

the 20thOctober 

2021.b.All membersof 

the occupational 

health team involved 

in the process have 

been communicated 

with on the 

8thNovember 2021to 

improve management 

of this data set.c.A 

monthly report query 

will be introduced 

from the 

1stDecember 2021 to 

capture any 

outstanding issues as 

an additional 

assurance layer. 

31/10/2022 25/03/2022

2021.07 Internal Occupational Health Substantial Director of 

Workforce & OD

Director of 

Workforce & 

OD

Low R2 The Health Board should 

consider:a)Automating key aspects of the 

processes, to reduce the workload for the 

Occupational Health Team. For example, auto-

generation of emails / letters for referrals, self-

selection of referral appointmentsby staff or a 

self-directed referral to an appropriate 

professional.b)Updating resilience / continuity 

plans to assist with increased demand in the 

future, to include reallocation of team 

members, setting up amended work 

schedules, reduced appointment slots, 

allocation of clerical staff to clinical staff to 

maximise clinic availability, overtimeoptions, re-

focussing of service prioritiesand / or 

streamlining of processes to a bare 

minimumon a temporary basisetc.c)Engaging 

in any future All-Wales reviews of occupational 

health serviceswithin the NHS.

a.It is planned that the current 

management referral process will 

move from paper referral and 

Occupational Health response in letter 

format to an online referral system and 

subsequent report to managers in 

2022. The service is currently part of 

an All Wales task and finish group 

developing this. Once implemented it 

should remove several administration 

stages of the current process. The 

recommendation for staff to be able to 

self–select would miss out the 

essential clinical triage process to 

allocate Occupational Health clinical 

staff resources 

appropriately.b.Occupational Health 

consistently review its skill mix and 

resources to meet the demands of the 

service. Through periods of higher 

administration demand for example 

Covid 19 PCR results and the annual 

Flu programme additional 

administrative hours are sourced. This 

reduces any impact on routine 

Occupational  Health function. A 

detailed service review is planned for 

Quarter 2 in 2022 which will 

incorporate the recommendation of the 

Occupational Therapy scoping 

exercise which commenced on the 

1stNovember and is planned to 

conclude on March 31st2022. Health 

function. A detailed service review is 

planned for Quarter 2 in 2022 which 

31/03/2022 Oct-23 06/10/2022 Not yet due 7 -12 April 2022 a. The 

planned introduction 

of an online referral 

process has been 

halted as a new 

database is being 

procured on an all 

Wales basis. 

b/c. Welsh 

Government review of 

Occupational Health 

in the NHS  is 

currently being 

undertaken (April 

2022). OT pilot 

completed and the 

recommendations are 

being considered.

01/09/2022 Awaiting 

decision regarding the 

new All Wales 

Occupational Health 

database. This has 

been put on hold until 

Spring 2023 . With 

regards OT 

implementation 

awaiting expressions 

of interest

Ongoing review of 

skill mix and 

resources to meet the 

deamands of the 

service .

Autumn 2023 for full 

implementation 

following procurement 

and implementation of 

the new data base.

31/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director, in 

consultation 

with external 

Project 

Manager

Medium R1 The Project Execution Plan should be 

updated to reflect the current stage of the 

project / 

programme.

Agreed. Will liaise with the external 

Project Manager to issue an updated 

version.

31/12/2021 N/A N/A Complete 10 #VALUE! The PEP was 

updated at the 

commencement of 

construction 

31/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director

Low R2 To enhance current arrangements, the 

terms of reference for the Project Team and 

Project Board 

should be reviewed and updated accordingly to 

include:

• Coverage of frequency of meetings; 

• Quoracy for decision making;

• Requirement for delegated deputies to be in 

attendance when there are periods of absence; 

and

• The correct membership (named as generic 

roles / departments) reflective of both the 

project 

named management and current stage of the 

project.

Agreed. The terms of reference are 

currently being reviewed and updated 

for the recommended points including 

reference to the current stage of the 

project and the expectations of 

ownership by the members of the 

Project Team / Project Board.

30/11/2021 N/A N/A Complete 11 #VALUE! The Terms of 

Reference of both 

have been updated

31/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director, in 

consultation 

with the Cost 

Adviser.

Medium R3 The Cost Adviser reports should be 

updated to incorporate a summary cumulative 

position to better

visualise the current financial position of the 

project

Agreed. Whilst there is additional 

information available to the project 

team to understand the current 

financial position, it would be helpful to 

have the ‘snapshot’ in the Cost Adviser 

report. Will liaise with the Cost Adviser 

to include within the reports.

31/12/2021 N/A N/A Complete 10 #VALUE! This is being provided  31/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director

Medium R4 Welsh Government dashboard returns 

should be shared with an appropriate forum.

Agreed. The latest dashboard was 

shared with Project Board on 19 

October 2021.

Complete 31/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director

High R5 Confirmation notice 1 should be finalised as 

soon as possible for both the Cost Adviser and 

Project 

Manager..

Agreed. Both recommendations are 

being addressed as a matter of 

urgency.

30/11/2021 N/A N/A Complete 11 #VALUE! Nov 2022: 

Recommendations 

have now been 

addressed.  Make a 

recommendation to 

the Audit Committee 

that this now be 

closed. 

Further audit being 

undertaken on 

Tredegar Health and 

Well being Centre 

20/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director

High R6 Recognising that main construction works 

have commenced on site, Confirmation Notice 

2 should 

be executed as soon as possible.

Agreed. Both recommendations are 

being addressed as a matter of 

urgency.

30/11/2021 N/A N/A Complete 11 #VALUE! 31/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director

Medium R7 Agreed. Both recommendations are being 

addressed as a matter of 

urgency.

Agreed. Discussions will be held with 

all relevant parties to confirm the delay 

damages calculation, and agreed 

amount, to be included in Confirmation 

Notice 2.

30/11/2021 N/A N/A Complete 11 #VALUE! 31/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director

High R8 Noting that no action can be taken at this 

project, management should ensure that the 

requirements 

of the NHS Wales Investment Infrastructure 

Guidance are applied at all future projects with 

regard 

to Enabling Works and Advanced Works.

Agreed. NHS Wales Investment 

Infrastructure Guidance will be 

followed on all future projects.

Noted for future 

projects

N/A N/A Complete #VALUE! #VALUE! No Action required , 

noted for future 

projects

31/10/2022 25/03/2022

3/13 190/474



2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director

High R9 The Project Director should advise the UHB 

Board of the actions taken to award the 

Enabling Works 

element of the contract and the non-

compliance with the NHS Wales Investment 

Infrastructure 

Guidance.

Agreed. The issue was raised at 

Project Board and will be raised / 

discussed further in the first instance 

at the Strategic Capital and Estates 

Workstream. It should be noted that 

the demolition process was conducted 

via a separate contract and the 

provision of compensation event for 

the subsequent grouting was, and is 

considered, to be the correct 

approach. It is accepted that the 

Advance Works should have had a 

separate contract.

30/11/2021 N/A N/A Complete 11 #VALUE! No Action required , 

noted for future 

projects

31/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director

Medium R10 Post submission of KPIs, the Project 

Board should discuss the collective output [and 

trend of previous 

submissions] to ensure issues with 

performance are reviewed and addressed in 

an appropriate and 

timely manner.

Agreed. Collective discussions are 

now being held for the returns on all 

current projects. It would be preferred 

if these discussions were held prior to 

submission of returns to 

NWSSP:SES, but it is acknowledged 

this is not the expectation for collation 

of DfL data

31/12/2021 N/A N/A Complete 10 #VALUE! Overtaken by events, 

Shared Services do 

not want collective 

discussion on KPIs

31/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director

Medium R11 The risk register should be reviewed to 

incorporate applicable costs; with the costs 

regularly 

reviewed to facilitate monitoring of the project.

Agreed. The initial project risk register 

informed the FBC contingency pot 

[September 2020]. Work is underway 

to complete a reconciliation for the 

current financial position to review how 

much of the contingency sum will be 

consumed with the correct projected 

overspend for the project. This will 

then be further analysed to cost the 

risks, as applicable, on a line-by-line 

basis.

31/12/2021 N/A N/A Complete 10 #VALUE! Risk Registers are 

reviewed on a 

quarterly basis

31/10/2022 25/03/2022

2021.10 Internal Tredegar Health & 

Wellbeing Centre

Reasonable Director of Planning, 

Digital & IT

Strategic 

Capital & 

Estates 

Director

Low R12 The risk register should be updated to 

reflect the current risk regarding the financial 

position of 

the project, and the proposed mitigating 

actions / countermeasures.

Agreed. This risk, and any other new 

ones identified, will be included in the 

next risk register review scheduled 

with the external Project Manager.

30/11/2021 N/A N/A Complete 11 #VALUE! Risk Registers are 

reviewed on a 

quarterly basis

31/10/2022 25/03/2022

2021.09 Internal GUH: Technical 

Assurance

Substantial Director of Planning, 

Digital & IT

Estates 

Manager

Low Management should ensure the ability to utilise 

“as fitted” water configuration diagrams (e.g. 

via rights to utilise third party software, or 

procured software).

Agreed. A capital bid has been 

submitted by the division to (a) employ 

full time CAD staff to keep records up 

to date and (b) to have access to the 

third-party software.

31/03/2022 N/A N/A Complete 7 #VALUE! Noted for future 

procurement 

31/10/2022 25/03/2022

202102.00 External Radiology services: 

follow-up of 2017 

recommendations 

Not Rated Director of 

Operations 

Arvind Kumar Radiology 

Directorate 

Manager

Not rated R4 The Health Board should look to 

further develop its collection of patient 

experience information across its sites 

and seek to identify any common 

trends that can be actioned to improve 

the service. Follow up 2021 -  Whilst 

the Health Board has made positive 

progress against this 

recommendation, we feel unable to 

close this recommendation until the 

Health Board has implemented the site-

specific PREM and reintroduced the 

comments box. In terms of learning, it 

would be helpful for the Health Board 

to identify how learning from patient 

feedback has made a difference and 

led to improvements.

A site-specific 

PREM was 

introduced, 

including a 

comments 

section, in 

2019. This 

PREM was 

adapted in 

2020 to include 

COVID-

specific 

questions. 

Improvements 

made to 

service as a 

result of 

service user 

comments 

have included 

updating and 

refreshing the 

waiting areas, 

signage and 

staff education. 

In 2021 the 

PREM was 

updated once 

again to 

capture all 

elements of the 

service, 

including the 

booking 

service. 

31/03/2018 N/A Complete 55 #VALUE! The electronic PREM 

is an ongoing project 

which we aim to run 

on a quaterly basis.  

The data from 

previous paper PREM 

to be collated and 

displayed at each site.

N/A 31/10/2022

202101.00 External Audit of Accounts 

Report, 2020-21 – 

Addendum issued 

December 2021

Not Rated Director of 

Workforce & OD

High The Health Board should review the 

arrangements in place toensure that annual 

leave for all staff is accurately recorded and 

held centrally

The introduction of Medical E-Systems 

will ensure that all leave is recorded. 

The Health Board have agreed to 

procure a suite of Medical E-Systems 

with roll out in April 2022. However, 

departments have started recording 

leave in Electronic Staff Record 

(ESR).  Communications will be sent 

to Medical Leaders in December 2021 

to ensure that leave is recorded onto 

ESR pending the introduction of full 

Medical E-Systems. 

30/04/2022 Jun-23 06/10/2022 Not yet due 6 -8 Nov 2022 the roll out 

the newly procured 

workforce medical e-

system will resolve 

the logging of annual 

leave centrally.  

Incremental 

implementation will 

progress over the 

next 9 months. 

Given current 

pressures on staff it is 

not felt that a interim 

system change of 12 

months would be 

beneficial Cultural 

issue anticipated that 

it will take longer than 

June 2023 to realise 

in full.

Rollout of E-systems 

commences Feb 

2023

31/10/2022 25/03/2022

202101.00 External Audit of Accounts 

Report, 2020-21 – 

Addendum issued 

December 2021

Not Rated Director of Finance, 

Procurement & 

Value

High The HealthBoard should hold workshops with 

Audit Wales to discuss what information is 

required to provide assurance for the audit, and 

what are the best ways of obtaining this.

A workshop will be arranged with Audit 

Wales in January 2022 to ascertain 

the information required in order to 

substantively test payroll transactions. 

Relevant Health Board employees will 

be invited to attend this workshop to 

ensure that going forward information 

is provided in the format required and 

on a timely basis.

31/01/2022 N/A N/A Complete 9 #VALUE! 31/10/2022 25/03/2022

202101.00 External Audit of Accounts 

Report, 2020-21 – 

Addendum issued 

December 2021

Not Rated Director of Planning, 

Performance, Digital 

& IT 

Medium The HealthBoard should consider 

strengtheningtheirIT Controlsas follows:i.All of 

the Windows server 2008 operating system 

should be replaced with either or Windows 

2012 or higher where possible (this is almost 

completed with only twenty three servers left). 

ii.W7 and W8.1 desktop devices should be 

replaced as these are now de-supported. 

iii.Ensure that the change management 

procedure is finalised.iv.The IT Data Recovery 

Plan and Backup Policy should be updated and 

clearly defined.v.With regards to the Wellsky 

system, leavers and accesses changes 

should beformally recorded, and the Health 

Board shoulddevelop a suite of audit and 

security reports to run and monitor to ensure 

user access is appropriate.

i.With regards to our Windows Server 

2008 environment, we have an active 

programme of work to either upgrade 

or decommission these servers. It is 

envisaged that by the end of the 

current quarter only a few servers may 

remain, although weare currently 

investigating options for 

these.ii.ABUHB have made significant 

progress in removing Win7/8.1 from 

our estate and currently have 0.4% to 

complete.There is an active 

programme of work to remove these 

devices from the network or upgrade 

them toa supported version of 

Win10.iii.We have an established and 

robust Change Management Process 

in place with regularly scheduled and 

structured Change Advisory Board 

meetings to manage operational 

change.The process has been widely 

socialised with all of Informatics and 

other Key Stake Holders, and also 

engages effectively with other ITIL 

practices such as Incident 

Management and Asset/Configuration 

Management.Critical Success Factors 

and Key Performance Indicators are 

agreed and monitored to measure 

effectiveness.iv.The IT Data Recovery 

Plan and Backup Policy is still in the 

process of being reviewed and 

updated.A draft version has been 

shared within the team and the 

finalised version will be released within 

31/12/2021 N/A N/A Overdue 10 #VALUE! "Jan-23

i.	Currently there are 

2 remaining servers 

left on 2008. These 

rely on upgrades to 

the software 

applications to enable 

the move to a 

supported Windows 

Server version. The 

team will continue to 

liaise with the 

services to remove 

the last 2 remaining.

ii.	Currently we have 

3 devices remaining. 

The team will 

continue to liaise with 

the services to 

remove the last 

remaining.

iii.	Confirmed this 

was completed.

iv.	Confirmed this 

was completed."

31/10/2022 25/03/2022

202101.00 External Audit of Accounts 

Report, 2020-21 – 

Addendum issued 

December 2021

Not Rated Board Secretary Head of 

Corporate 

Governance 

Medium The draft Annual Reportand Annual 

Governance Statement should be subject to a 

Quality Assurance review to ensure 

compliance with the Manual for Accounts, with 

evidence of this review submittedfor auditas 

part of the supporting working papers.

A checklist will be prepared to identify 

each area within the Manual for 

Accounts and link to the relevant part 

of the Annual Report and Annual 

Governance Statement. This checklist 

will be submitted to Audit Wales with 

the draft documents to facilitate 

review. 

31/05/2022 N/A N/A Complete 5 #VALUE! i. Currently there are 2 

remaining servers left 

on 2008. These rely 

on upgrades to the 

software applications 

to enable the move to 

a supported Windows 

Server version. The 

team will continue to 

liaise with the 

31/10/2022 25/03/2022

202101.00 External Audit of Accounts 

Report, 2020-21 – 

Addendum issued 

December 2021

Not Rated Director of Finance, 

Procurement & 

Value

Low The new asset tagging system should be 

implemented as soon as possible, and in 

readiness for the audit of the 2021-22 financial 

statements.

The interface between the Fixed Asset 

Register (Asset 4000) and the new 

RFID system is complete. The team 

are working through final issues 

identified on the user testing of the 

interface between the EBME 

equipment register and the RFID 

system during November 2021, with a 

view to going live with the system by 

the end of the month. The user training 

sessions have taken place. The 

tagging of new and existing equipment 

assets has commenced with around 

1400 assets tagged to date. The 

programme of tagging of existing 

assets will run into the 2022/23 

financial year due to the volume of 

assets and current capacity of staff. 

However, the finance team are 

progressing a fixed term appointment 

to support the delivery of this work 

over the next year.   

31/03/2023 N/A N/A Complete -5 #VALUE! ii. Currently we have 3 

devices remaining. 

The team will 

continue to liaise with 

the services to 

remove the last 

remaining.

31/10/2022 25/03/2022

202103.00 External Audit of Accounts 

Report – ABUHB 

Charitable Fund and 

Other Related 

Charities (Dec 2021)

Not Rated Director of Finance, 

Procurement & 

Value

Medium FCPs not being updated to reflect the changing 

profile of the investment portfolio. In addition, 

the Charitable Fund should consider having 

clearer procedures regarding the classification 

of income.

The Charitable Funds financial control 

procedure is reviewed on a 3-year 

rolling basis and is due for review in 

July 2022. Going forward, additional 

reviews will be carried out on an 

annual basis to ensure that the 

procedure remains relevant and that 

no significant changes have occurred 

since the last review.For clarity, the 

income section (section 9 of the 

current financial control procedure) will 

be enhanced to include a more 

detailed section on the types of 

income received by the Charity and 

how the classification is determined, 

eg grant, donation, legacy etc. and the 

documentation required to be 

obtained/retained to verify this 

classification.

31/07/2022 N/A N/A Complete 3 #VALUE! iii. Confirmed this was 

completed.

31/10/2022 25/03/2022

202104.00 External Taking Care of the 

Carers (Oct 2021) 

Not Rated Director of 

Workforce & OD

Not rated R1   NHS bodies should continue to maintain a 

strong focus on staff wellbeing as they begin to 

emerge from the pandemic and start to focus 

on recovering their services. This includes 

maintaining a strong focus on staff at higher 

risk from COVID-19. Despite the success of 

the vaccination programme in Wales, the virus 

(and variations thereof) continues to circulate 

in the general population. All NHS bodies, 

therefore, should continue to roll-out the Risk 

Assessment Tool to ensure all staff have been 

risk assessed, and appropriate action is taken 

to safeguard and support staff identified as 

being at higher risk from COVID-19.

Occupational Health are piloting an 

Occupational Therapy Service until the 

end of March 2022 to support staff with 

post covid syndrome. The work has 

been supported and funded by the 

Post COVID Recovery Service and 

work is ongoing to formalise the 

service pathway to ensure equitable 

provision for the whole workforce. A 

review of this pilot will be conducted in 

March to identify whether there is 

scope to expand this service to 

support our workforce with other 

underlying ill health conditions.

31/03/2022 N/A N/A Complete 7 #VALUE! iv. Confirmed this was 

completed.

31/10/2022 25/03/2022

202104.00 External Taking Care of the 

Carers (Oct 2021) 

Not Rated Director of 

Workforce & OD

Not rated R6 NHS bodies should seek to build on existing 

local and national workforce engagement 

arrangements to ensure staff have continued 

opportunities to highlight their needs and share 

their views, particularly on issues relating to 

recovering, restarting, and resetting services. 

NHS bodies should ensure these 

arrangements support meaningful engagement 

with underrepresented staff groups, such as 

ethnic minority staff. 

The Health Board has initiated an 

innovative 12-month engagement 

programme called “#PeopleFirst, 

#CynnalCynefin, reconnecting our 

workforce”.  The origins are within the 

values of the Health Board and is a 

collaborative programme delivered by 

Wellbeing, OD and the Executive 

Board. The programme aims to re-

connect staff to each other, to 

managers and senior leaders to 

empower them to raise and solve local 

problems locally, raise concerns to a 

higher level and offer the experience of 

feeling heard. As of December 2021, 

the project team have run 6 hospital 

site-based events, interacted with over 

50 staff who have raised over 90 

issues which we are working on. The 

project continues into the new year 

with cross-executive support. 

31/12/2022 N/A N/A Not yet due -2 #VALUE! April 2022 The 

project team have 

concluded phase 1 

and 2 of the project. 

Phase 1 was 

establishing key 

comms methods. 

Phase 2 was hosting 

executives and 

General managers of 

site to connect with 

staff to understand 

their issues and 

needs to improve their 

experience of work. 

26 session were 

completed, speaking 

with over 250 staff, 

raising 143 issues of 

which 75% have an 

answer. 

September 2022 

Phases 1 and 2 have 

been presented 

widely across the 

organisation including 

the Board, Execs, 

TUs and professional 

leads. Phase 3 will 

include a continued 

informal extention of 

phase 2 (until 

september 2022) and 

also working with 

divisional triumvirates 

The barriers to 

implementation of the 

next phases of this 

project are fourfold. 

Firstly the workload 

demand of the staff 

and having the time to 

be part of this project, 

second is the 

ownership of this 

project within the local 

teams and who 

'owns' the issues log 

and third, several 

divisions are merging  

crating a disruptive 

effect and finally we 

are entering a winter 

period of predcted 

extreme, 

unprecedented 

pressure. 

The project team are 

engaging with the 

DMT and also 

professional leads 

and describing the 

methodology and 

apporoach for the 

project. We are 

engaging the teams to 

understand where 

and when is best to 

work with thir teams. 

Implementation of the 

3rd phase has 

started. Meetings are 

ongoing with DMTs 

and we are awaiting 

their communications 

on next steps to work 

deeper in the 

organisation. 

31/10/2022 25/03/2022

202105.00 External Structured 

Assessment 2021

Not Rated Director of Planning, 

Performance, Digital 

& IT 

Associate 

Director of 

Communicatio 

ns and 

Engagement

Not rated R1 The Health Board’s website 

contains some outdated 

information relating to its 

governance arrangements 

and incomplete 

performance data which is 

not supported by 

appropriate explanatory 

information. The Health 

Board, therefore, should take immediate action 

to 

ensure:

• Content is well organised, easy to 

navigate, clear and 

concise, and

• Key information / data 

is up-to-date and in a 

format that the public 

and stakeholders can 

interpret and 

understand.

The Health Board accepts this 

recommendation. The website is in the 

process of being reviewed and 

updated to reflect suggestions made 

including, ensuring all fundamental 

Health Board information (related to 

Board, Committees, and governance 

arrangements) is accurate and up to 

date for the public and stakeholders. 

Further developmental work 

will be required to ensure 

Divisional engagement 

around local pages on the 

website are kept up to date 

with useful and meaningful 

information. However, it 

should be acknowledged that 

the resource required in order 

to conduct such a substantial 

review is not inconsequential.

31/03/2023 N/A N/A Not yet due -5 #VALUE! 31/10/2022 25/03/2022

202105.00 External Structured 

Assessment 2021

Not Rated Board Secretary High R2 Some Board members 

have expressed concerns 

about the volume of work now undertaken by 

some of 

the committees and the 

robustness of the 

arrangements for ensuring 

flows of assurance. The 

Health Board, therefore, 

should complete its review 

of the new governance 

structure by its intended 

deadline of April 2022 to be 

assured that it is operating 

as intended.

The Health Board accepts this 

recommendation. A complete and 

robust Committee and Board 

effectiveness exercise will be 

undertaken by April 2022. The Health 

Board accepts 

this recommendation. A 

complete and robust 

Committee and Board 

effectiveness exercise will be 

undertaken by April 2022. 

30/04/2022 N/A N/A Complete 6 #VALUE! Committee Structure 

reviewed and revised 

in March 2022

31/10/2022 25/03/2022

202105.00 External Structured 

Assessment 2021

Not Rated Board Secretary High R3 Recent staff turnover within 

the Corporate Governance 

Support Team has 

impacted on the quality of 

service it is able to provide 

to the Board and its 

Committees. The Health 

Board, therefore, should 

review the effectiveness of 

its Corporate Governance 

Support Team as soon as 

possible to ensure that it 

has sufficient resilience and 

capacity to support all 

governance functions. 

Arrangements should also be put in place to 

ensure 

staff are able to access 

suitable training / learning 

opportunities to develop 

their knowledge and skills 

within their respective roles.

The Health Board accepts this 

recommendation. The Health Board 

will undertake a review and endeavour 

to ensure adequate and appropriate 

corporate governance capacity to fulfil 

the statutory functions of the Board 

and the Committees, enabling it to 

discharge its functions. It should be 

noted that external training in specific 

corporate governance, information 

governance and accredited risk 

management has been undertaken 

over the last two years, despite the 

pressures of the pandemic. This 

demonstrates the Health Board’s 

commitment to develop and enhance 

skills 

within its governance team. 

However, it is also recognised 

that further mentorship and 

training programmes could be 

developed in order to ‘future 

proof’ the department and 

provide a robust corporate 

governance function. 

30/09/2022 Dec-22 Aug-22 Overdue 1 -2 Structure and 

capacity to be 

reviewed in Q3, 

2022/23. Interim 

additional capcity put 

in place to provide 

some resilience. 

31/10/2022 25/03/2022

4/13 191/474



202105.00 External Structured 

Assessment 2021

Not Rated Board Secretary High R4 The Health Board has 

experienced significant 

changes in its Executive 

Team and cadre of 

Independent Members 

resulting in several interim 

Executive Director appointments and is 

currently recruiting to two 

independent member 

vacancies. However, 

maintaining these 

temporary arrangements 

indefinitely alongside the 

turnover of Independent 

Members present risks at a 

time of significant 

operational pressures. The 

Health Board, therefore, 

should seek to make 

permanent appointments to 

these key Executive 

Director roles at the earliest 

possible opportunity. In 

addition, there remains a 

need for the Health Board 

to strengthen its induction and training for new 

Independent Members in 

line with our 

recommendation in 2019

The Health Board accepts this 

recommendation. Independent 

Members Interviews have now been 

undertaken for Independent Members 

for Finance and Digital and the 

recruitment process for this continues 

to progress. Continued liaison with the 

Public Appointments Team to 

progress the substantive 

recruitment of the Vice Chair 

and an Independent Member 

for Community is anticipated 

to progress from February 

2022. 

Executive Team:

Chief Executive Officer (CEO) – 

interim arrangement to be 

continued during 2022.

Director of Primary Care, 

Community & Mental Health 

–

recruitment in process.

Director of Finance & 

Procurement 

– interim 

appointment to be extended 

in line with Interim CEO 

arrangement. Deputy CEO – interim 

appointment to be continued 

in line with Interim CEO 

arrangement.

Interim Director of Operations 

– current interim appointment 

until April 2022. Recruitment 

process to commence shortly.

30/04/2022 Mar-23 Aug-22 Not yet due 6 -5 Board Member 

Induction Included as 

a governance priority 

within the IMTP 2022-

25. Board Member 

vacancies 

progressing with most 

now appointed to. 

31/10/2022 25/03/2022

202105.00 External Structured 

Assessment 2021

Not Rated Director of Planning 

& Performance 

High R5 The Health Board has not 

finalised its monitoring 

framework due to the 

pandemic, subsequently 

there continues to be 

limited oversight and 

scrutiny at Board-level on  overall delivery 

against 

priorities outlined in the 

2021/22 Annual Plan. The 

Health Board, therefore, 

should complete the 

development of its 

monitoring framework as 

soon as possible to allow 

the Board to review and if 

necessary, challenge 

delivery of its strategic 

priorities and progress 

against the Annual Plan 

and future Integrated 

Medium-Term Plans. 

The Health Board accepts this 

recommendation. The delivery 

framework of the 3 year IMTP process 

did include a quarterly monitoring 

report structure which has not been 

completed this year against the annual 

plan due to the challenges of the 

Health Board’s response to the 

pandemic and other 

priorities. 

The shared objective of 

developing a comprehensive 

outcomes based framework 

for the organisation is a 

developmental one and 

progress has been limited in 

this area due to the 

challenges associated with 

the pandemic, a change in 

leadership of the performance

function (due to the Exec 

team changes referenced in 

the report) and due to Welsh 

Government developing an 

All Wales outcomes 

framework that would enable 

the Health Board to align a 

local framework to. The 

Health Board will therefore develop the 

first iteration of 

an outcomes framework for 

2022/23 to support the 3 year 

IMTP and align to the Welsh 

Government framework. The 

new outcomes framework is 

30/06/2022 N/A N/A Complete 4 #VALUE! Outcomes 

Framework in place

31/10/2022 25/03/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

N/A R1 The governance framework for IM&T / 

digital should be clarified and where control 

over aspects of IM&T has devolved to 

departments, there should be a process for 

these to feed into the relevant Committee to 

ensure oversight. Underneath the Committee 

the steering group remit and membership 

should be defined.

Agreed. The Health Board is 

establishing a new governance 

framework. Currently Informatics is 

reporting to the Audit Committee, the 

first report is scheduled for 8thApril. A 

Health Board governance framework 

is in development for informatics 

including exec oversight, investment 

and delivery. The management of the 

global pandemic has disrupted the 

planning work by 12 months but this is 

now re initiated. Recommendations 

arescheduled to be presented to Exec 

TeamQ1 , and Board in Q2;

30/06/2021 N/A N/A Overdue 16 #VALUE! "Jan-23 - Training for 

office of the SIRO 

completed and update 

to be provided to Exec 

Team Dec 22. GAB 

will report and make 

escalations through 

this new office.  GAB 

Board established 

with ToR 

drafted.providing 

GAGS with reporting 

mechanism and KPIs 

which will be 

escalated to the 

OSIRO where 

required.  SIRO 

training has been 

31/10/2022 25/03/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

N/A R2 A register of compliance requirements for 

all IM&T related legislation and standards 

across the whole organisation should be 

developed for the IGC along with a process for 

assessing status and reporting upwards to 

Committee.

Agreed. Currently the establishment, 

processes and mandate of informatics 

in ABUHB does not extend (with the 

exception of IG) beyond the 

directorate. In terms of accountability 

where devolved responsibility exists 

for information assets the same level 

of scrutiny and compliance should be 

applied. A corporate risk will be 

submitted with the recommendation of 

a strategic options appraisal for Board 

consideration and within this the role of 

Informatics as a Directorate will be 

considered along with other corporate 

and clinical divisions. 

31/12/2021 N/A N/A Overdue 10 #VALUE! "Jan-23 - Revised and 

new policies 

completed and ready 

for sign off by the new 

SIRO which can then 

be disseminated 

through the GAGS 

and on the intranet. 

Identification of Senior 

Information Asset 

Owners and 

Information Asset 

Owners is the next 

stage and 

accountability to be 

assigned.           

Aug 22:  New suite of 

18 policies currently 

being internally 

reviewed and will be 

ready for policy group 

in mid September for 

sign off.

Jun-22:  Presentation 

to Board and 

establishing HBOTS 

over next 6 months 

with ToR and training 

delivery scheduled. 

New suite of policies 

to be completed in 

next 30 days and 

GAGS to help with 

rollout and 

implementation. Role 

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

N/A R3 Management should consider enhancing 

the risk management process in place within 

the Health Board by providing an annual report 

that identifies risks that have a low likelihood, 

have a severe worst-case scenario. This 

would ensure that executives are aware of the 

risks and worst cases that are being managed 

at a lower level, but hold the potential for 

severe adverse effects should they materialise.

Accepted. Part of the new governance 

will focus on the objectives of the CDO 

as SIRO for the Health Board. 

Following the review and adoption of 

the Target Operating Framework and 

HB exec oversight a programme will 

commence to adopt new policies, 

training and performance 

management of ICT and Information 

Asset including training for Information 

Asset Owners. 

31/03/2022 N/A N/A Overdue 7 #VALUE! "Jan-23: Agreement 

for Rani Dash to take 

on the role of SIRO, 

Training completed. 

New policies awaiting 

her review and 

identification of the 

SIAO and IAO roles in 

order to provide 

training.   Update to 

Board being provided 

by Rani      

Sept 22: SIRO 

training has been 

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

ADI 

Governance 

and 

Assurance

N/A R4 The risk identification process should be 

formally linked to the issue / event / problem 

management process in order to ensure that 

underlying risks are identified.

A review of risk management 

processes has commenced. The 

Health Board has appointed a Chief 

Nursing Information Officer/Clinical 

Safety Officer who will lead the project 

to align risk management processes 

from Programmes, design, Service 

Delivery, Health Records and 

Information Governance and Cyber 

Security to inform the new governance 

structure. 

31/12/2021 N/A N/A Overdue 10 #VALUE! "Jan-23 - Domains 

aligning risk registers 

with the Corporate 

template and to 

publish so that there 

is visibility of the entire 

Informatics Risk to be 

held by the PMO. The 

first domain is 

completed 

(Programmes) SPD, 

Service Delivery, ICT 

Health Records and 

IG to follow.      

Sept 22. Awaiting the 

Octboer DDOB for 

formal sign off. 

Aug 22: ADI's have 

signed off the Clinical 

Assurance process 

however the DDOB 

meeting to approve 

was cancelled 

therefore moved to 

next meeting 

18/10/2022 

June 22 Final Sign off 

requested from ADI's 

to present via CCIO 

report to DDOB on 

12/7/2022. 

May 22:•Training has 

been provided to 

several members of 

the directorate to 

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

N/A R5 The Health Board should ensure greater 

links with divisions and the Informatics 

Directorate.  The Informatics Directorate 

should be involved in the decision making 

process for all IM&T items.

Accepted.  The CDO will present the 

recommended Target Operating Model 

to the HB which will include 

governance over Informatics as a 

Division and also departmental 

systems. Part of the framework will 

include decisions to procure and 

assurance processes not only for 

informatics division but informatics 

31/03/2021 N/A N/A Overdue 19 #VALUE! "Jan-23:  Paper has 

been submitted to 

CEO and is under 

consideration.       

Sep-22. The proposal 

for TOF structures 

will  be submitted 

October 22 with note 

at DDOB. 

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

N/A R6 Consideration should be given to the 

placement of all informatics provision and 

support across the Health Board. As part of 

this the current partially decentralised model 

should be re-assessed in terms of its suitability 

for the modern use of technology.

Accepted. Following the exec review of 

the Target Operating Framework and 

overarching governance will appraise 

the hybrid environment of 

departmental asset ownership, 

responsibility, risk management. As 

the report sets out this is a largely 

historical and organic model which will 

be complex to resolve in itself. A risk 

based approach will be adopted andan 

31/12/2022 N/A N/A Not yet due -2 #VALUE! November 2021 

Update: This is 

pending the TOF 

being funded and 

requires a full risk 

assessment to be 

conducted once the 

business analysis has 

been completed.

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

N/A R7 A review of the current strategic position of 

the Health Board in relation to its digital 

provision and maturity across all domains 

should be undertaken.

Partially accepted. The Health Board 

commissioned a review of the Health 

Boards capacity and capability to 

deliver the strategy with 

recommendations for the Board to 

consider. This was scheduled for Q1 

2020/21 but supporting the Health 

Board through the pandemic became 

the priority. Whilst this was not a self 

assessment against a maturity model 

as in NHS England or HIMMS it 

provides a comprehensive framework. 

The report also makes 

recommendations about the principle 

of “Once for ABUHB” which if 

accepted will lead to a baselining of 

assets, processes and convention 

outside of the current Informatics 

Directorate footprint. The 

recommendations from the planning of 

the new operating framework are 

planned to be delivered to Exec Team 

Q1 and Board Q2 2021. 

30/09/2021 N/A N/A Overdue 13 #VALUE! "Jan 23:  Currently 

undertaking a HIMSS 

assessment as part 

of a national 

benchmarking 

exercise.      

Sept 22. Next steps 

have been agreed and 

a paper is drafted to 

be submitted in Oct 

22. 

Aug 22  An update on 

progress aginst the 

Digital Strategy was 

presented to the 

Health Board Chair 

and Exec Team in 

July 2022. A Digital 

Delivery Oversight 

Board (DDOB) has 

been established to 

review progress, 

support prioritisation 

and give executive 

oversight and 

direction to the 

informatics teams.                               

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

CDO N/A R8 An assessment of the changes needed to 

implement the Digital Strategy should be 

undertaken, and the benefits of the changes 

articulated, along with the consequences of no 

change.  The Health Board should develop a 

single roadmap to help deliver the Digital 

Strategy.

As part of the review Informatics has 

accepted the need for P3O Portfolio 

management. This work is ongoing 

and with an initial focus to core 

Informatics Division activity but 

provides a framework for Health Board 

oversight and transparency. The 

portfolio approach will extend subject 

to Board approval to all information 

assets in a planned programme of 

work. This forms part of the 

recommendations to Execs in Q1 

2021.

30/06/2021 N/A N/A Overdue 16 #VALUE! "Jan 23: Awaiting 

funding for Head of 

PMO. Benefits 

management audit 

underway in 

programmes.

Sept  22. This is part 

of the TOF paper 

submission Oct 22. 

Aug 22: Funding 

requested to progress 

Head of PMO to 

further support the 

portfolio development 

and implementation of 

the Digital Strategy. 

Report on the 

progress against the 

strategy shared with 

Board in July. Further 

update on benefits 

required for Nov/Dec 

audit committee.

June 22: Portfolio 

dashboard under 

development and 

quarterly portfolio 

review & update 

meeting scheduled. 

Head of PMO 

included in TOF 

funding requirements. 

Programmes looking 

to recruit Portfolio 

Managers to support 

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

CDO N/A R9 A network of champions across the 

organisation should be established.  The Digital 

Strategy should be re-issued alongside the 

roadmap. This should form the basis for 

engaging the network of champions to drive the 

Strategy forward.

Accepted-The Channel 3 report also 

identified a need for more emphasis 

on Clinical Leadership, Design and 

Business Partnering. This is subject to 

additional investment although recently 

the appointment of a full time 

CNIO/CSO has been a significant step 

forward. Outwith the Directorate 

recommendations will be presented to 

Execs on overarching exec level 

oversight which is intended to both 

strengthen accountability but also to 

ensure Informatics capacity is used to 

best effect. Benefits realisation training 

has commenced in Informatics and 

will form part of reporting. It is in 

principle agreed that the Health Board 

adopts a single methodology and 

framework that should be co produced 

to manage all priority investments.

30/09/2021 N/A N/A Overdue 13 #VALUE! "Jan 23:  Funded 

CNIO and Nursing 

Informatics lead. First 

Divisional meeting 

scheduled for 

December and await 

the outcome of the 

financial bid for the 

TOF     

Sept 22. Informatics 

have fully funded the 

Nursing Informatics 

Post and an increase 

in allocation for 

clinical leadership. 

The TOF paper being 

submitted in October 

22 addresses the 

immidiate priorities for 

more effective 

engagement with 

Informatics in the HB. 

Aug 22: WNCR rollout 

plans include a nurse 

on each ward being 

champions for digital 

systems and GAG's 

promoting the need 

for diivisional 

champions to be 

identified by the 

SIAO's.                                                   

Jun-22: agreement of 

co-funding Informatics 

and Nursing, subject 

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

N/A R10 The Informatics Directorate budget should 

be set to reflect the actual need of the 

organisation.  Where funding cannot be fully 

granted, the impact on the underfunded 

position of Informatics work and Digital 

Strategy delivery should be clearly stated and 

agreed with Executives.

Agreed. The Portfolio approach and 

executive oversight governance will 

provide the framework in which difficult 

prioritisation decisions must be taken 

to avoid historical best endevours 

approaches. Part of the 

recommendations from the review of 

informatics in ABUHB is to establish a 

dedicated Digital Investment Panel 

which will provide performance 

management and oversight to 

investments in digital. The Health 

Board recognises the need to prioritise 

and invest in order to deliver benefits 

and supports the principle of a benefits 

management realisation framework 

and strategy. Budget setting is taking 

place for next financial year with the 

aim to agree a growth commensurate 

with strategic objectives. The Target 

Operating model is designed to ensure 

capacity and capability of Informatics 

is fit for purpose and is currently being 

costed to inform a case for 

consideration. 

01/10/2021 N/A N/A Overdue 13 #VALUE! "Jan 23: DDOB 

cancelled for Q3. 

IMTP Planning 

underway which will 

result in a financial 

appraisal going 

forward.       

Sept 22. Budget 

setting has been 

completed. DDOB 

now will consider 

resources for 

significant initiatives 

on a quartlerly basis.

Aug 22  Singificant 

work undertaken 

during the last quarter 

on budget setting and 

realignment of cost 

centres providing high 

level of confidence 

and clearly defined 

areas that still require 

investment.            

Jun-22: yet to be 

realised - to be 

discussed at Digital 

Delivery Oversight 

Board in Q3

November 2021 

Update:  A final 

internal challenge 

session is scheduled 

for December within 

the Division to ensure 

31/10/2022

5/13 192/474



Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

N/A R11 The Informatics Directorate should 

develop an overarching workforce plan that 

sets out the resource gaps together with the 

skills gaps and how they are to be resolved.  

The plan should consider apprenticeships, 

coordinated departmental development and 

partnerships in order to maximise the use of 

limited financial resource.

Planning despite COVID continued on 

the Operating Framework based on 

existing mandate and footprint of 

Informatics portfolio. This addresses 

key areas of competencies and 

capacity. This has been supported 

activity with HR & OD and Finance. 

The new structure proposal reflects 

the Digital Strategy and Operating 

Framework but will require scrutiny 

challenge and approval. 

30/09/2021 N/A N/A Overdue 13 #VALUE! "Jan 23: Working 

through SOP for 

training and 

prioritisation of 

requests to be 

agreed. Skills profiles 

being matched with 

JD's and engage on 

national task and fiish 

group to provide 

benchmarking                                                              

Sept 22. The 

DIrectorate now has a 

small but dedicated 

budget for training and 

development to 

support the PADR 

and workforce 

planning agenda. 

Aug 22  Register of 

training opportunities, 

expressions of 

interest forms to be 

completed and 

assessed by senior 

manager with 

identification of 

funding available if 

applicable.

Jun-22:  Limited 

training budget 

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

CDO N/A R12 Once the team has been re-established, 

the key security tasks should be in 

place:•regular review of firewall rules;•regular 

vulnerability testing; and•development of a 

security incident response plan.

Accepted. Active recruitment has been 

taking place with a Cyber Security 

Team leader successfully recruited. 

Emergency Planning colleagues have 

been collaborating with the cyber 

teamand the Health Board has 

contracted with specialist consultancy 

to accelerate the development of a 

Information Risk and Cyber Security 

operating model. Work will commence 

Q1 including cyber resilience and 

response plans. 

31/12/2021 N/A N/A Overdue 10 #VALUE! "Jan 23: Monthly 

reporting of KPIs to 

SIRO and Deputy 

SIRO in place- Office 

of SIRO to be 

estblished but 

reporting to DDOB 

has been established. 

Sept 22. Reporting 

continues and will 

support the induction 

of the new SIRO. Aug 

22: KPI's monthly and 

will be reported at the 

October meeting with 

the new SIRO.  

Jun-22: now 

producing KPIs and 

reporting to Digital 

Delivery oversight 

Board (DDOB), 

established 

programme of work 

with Templar, which 

is led by the SIRO 

May 2022:  contract 

awarded to  

consultancy Mar 2022 

to implement 

recommendations - 

Office of the SIRO / 

delegated letters of 

authority to all 

information asset 

owners.        

Systems established - 

propose to close the 

reccomendation.

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

CDO N/A R13 Critical assets should be identified within 

the asset and configuration management 

systems.

Agreed. This in part is due to the 

devolved nature of informatics.The first 

step will be presenting the new 

operating framework’s overarching 

governance recommendations will 

provide oversight. A strategy, policy 

and resultant business case will be 

developed following the Health Board 

adoption of the reviews 

recommendations.

31/12/2021 N/A N/A Overdue 10 #VALUE! "Jan 23:  Part of the 

HBOTS work 

programme to be 

established wiith 

SIAOs 

Sept 22. Paper is 

drafted and will be 

submitted October 

22. 

Aug 22  Pending 

financial strategy 

andTOF 

implementation 

Jun-22: subject to 

financial strategy for 

TOF implementation

November 2021 

Update:  This is 

dependent on the 

TOF being 

implemented and the 

business analysis to 

be conducted to 

provide this input into 

an asset 

management 

system"November 

2021 Update:  This is 

dependent on the 

TOF being 

implemented and the 

business analysis to 

be conducted to 

provide this input into 

an asset 

31/10/2022

Internal IM&T Control & Risk 

Assessment 2020/21 

- Advisory 

Not Rated Director of Planning, 

Performance, Digital 

& IT 

CDO N/A R14 The asset and configuration management 

processes developed within the Informatics 

Directorate should be adopted as Health Board 

wide documents and departments with 

devolved control required to comply with the 

requirements.

Accepted. The HB governance, policy 

and processes will be reviewed as 

part of the SIROs objectives with 

resultant recommendations to Board. 

Informatics will need to review internal 

processes and capacity to ensure it 

can scale to meet the challenge.

31/12/2021 N/A N/A Overdue 10 #VALUE! "Jan 23: Part of Cyber 

Resilience 

Programme- SIAOs in 

the process of being 

identified by new 

SIRO supported by 

Informatics- SIAOs 

will be trained and 

each will be 

accountable to identify 

assets within each 

division and 

directorate.

Sept 22. SIRO 

training completed 

and new plan to be 

agreed in first Office 

of SIRO meeting. 

Aug 22:  SIRO training 

scheduled in 

September and letters 

of delegatioN to be 

issued thereafter to 

the identified Senior 

Information Asset 

Owners 

Jun-22: Cyber 

Resilience 

programme 

commenced

May 2022:  contract 

awarded to 

consultancy Mar 2022 

to implement 

recommendations - 

31/10/2022

Internal High Voltage 

Electrical System 

Management 

(2020/21)

Reasonable Director of 

Operations 

Head of 

Estates 

(Maintenance 

& Operations)

Medium R1 The function and membershipsof the 

Statutory Compliance Group and Electrical 

Safety Sub-Group should be reviewed to 

ensure:a)Both groups meet with the required 

frequencies set out in their Terms of 

Reference; b)Responsibilities   and   

memberships   across   the   two   groups   

meet   the recommendations of WHTM 06-

01;c)Anelectrical-specific  Terms  of  

Reference,  or  as  a  minimum,  a  standard 

agenda, is developed for the Electrical Safety 

Sub-Group and approved by the 

SCG;d)Awritten report be submittedby the 

ESSG to each SCG meeting, providing 

assurance on thekey areas of compliance 

required byHTM 03; ande)Minutes  from  all  

meetings  should  be  retained  for  future  

reference,  in  line with  the  UHB’s  agreed  

document  retention  policy  and  WHTM/HTM 

requirements (O).

Agreed. The next meeting of the ESG 

has now been scheduled for 24th 

March 2021. 

30/06/2021 N/A N/A Complete 16 #VALUE! 31/10/2022

Internal High Voltage 

Electrical System 

Management 

(2020/21)

Reasonable Director of 

Operations 

Head of 

Estates 

(Maintenance 

& Operations)

Medium R3 a)An audit / recommendation tracker 

should be put in place, to monitor the status of 

compliance-related recommendations 

received.b)Progress should be monitored at 

the Electrical Safety Sub-Group (and other sub-

groups as appropriate),and reported to the 

Statutory Compliance Group(O).

Agreed, an action tracker will be 

implemented. We recognise this may 

also facilitate funding allocations. 

30/06/2021 N/A N/A Complete 16 #VALUE! 31/10/2022

Internal High Voltage 

Electrical System 

Management 

(2020/21)

Reasonable Director of 

Operations 

Head of 

Estates 

(Maintenance 

& Operations)

Medium R6  Limitation of Access forms should be used 

where appropriate for work undertaken by the 

maintenance contractor (e.g. circuit breaker 

protection trip testing) (O). 

Agreed. Appropriate documents will be 

in place from now onfor relevant 

works. 

30/04/2021 N/A N/A Complete 18 #VALUE! 31/10/2022

Internal High Voltage 

Electrical System 

Management 

(2020/21)

Reasonable Director of 

Operations 

Head of 

Estates 

(Maintenance 

& Operations)

Low R2 The NWSSP: SES website should be 

periodically checked to ensure Works & 

Estates are in receipt of all relevant hazard 

notices(O).

Agreed, the website will be periodically 

checked from now on. The omission 

was not the fault of the UHB, and 

further we would normally expect input 

from NWSSP:SES to provide 

additional assurance in this area. 

Under normal circumstances, we 

would also monitor alerts for reporting 

to the Statutory Compliance Group / 

ESG (as discussed above). 

30/04/2021 N/A N/A Complete 18 #VALUE! 31/10/2022

Internal High Voltage 

Electrical System 

Management 

(2020/21)

Reasonable Director of 

Operations 

Head of 

Estates 

(Maintenance 

& Operations)

Low R4 a)Operational Procedure and Operations & 

Maintenance files should be reviewed, with out 

of date documents archived and current 

documents filed, as required by HTM 06-

03.b)Site/substation log books should be 

maintained in the format required by HTM 06-

01 (section 8).c)Records of inspections / 

replacement of equipment for which the UHB is 

responsible for should be maintained in the HV 

files(O). 

Agreed, we recognise the benefits of 

improved record keeping, to make 

current documents more accessible. 

30/06/2021 31/102022 06/10/2022 Not yet due 16 #VALUE! 70% None Currently working 

from previous policy 

and existing litrature 

until documents have 

been reviewed

01/10/2022 31/10/2022

Internal High Voltage 

Electrical System 

Management 

(2020/21)

Reasonable Director of 

Operations 

Head of 

Estates 

(Maintenance 

& Operations)

Low R5 The UHB's HV policy requirement for 

inclusion of specific wording on the Limitation 

of Access forms should be reviewed, and 

removed if no longer considered feasible / 

necessary (D). 

Agreed. We have reviewed the policy 

and agree the reference will be 

removed.

30/06/2021 31/102022 TBC Complete 16 #VALUE! 90% None Currently working 

from previous policy 

until revised

01/10/2022 31/10/2022

Internal Hospital Sterilisation 

and Disinfection Unit 

(HSDU) Project 

(2020/21)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Strategic 

Capital & 

Estates 

Programme 

Director

Medium R1 The UHB should have appropriate 

procedures in place to ensure that when 

determining the preferred supplier to inform the 

design, confirmation is received of willingness 

to participate in the subsequent 

procurement/market testingexercise (O).

Agreed. It is not completely clear what 

exactly went wrong with the 

procurement process and why it took 

so long to select a preferred supplier. 

The lessons learnt exercise will 

attempt to address both issues.

31/05/2021 N/A N/A Complete 17 #VALUE! No action required 

noted for future 

projects 

31/10/2022

Internal Hospital Sterilisation 

and Disinfection Unit 

(HSDU) Project 

(2020/21)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Strategic 

Capital & 

Estates 

Programme 

Director

Medium R2 Lessons learnt from the development of the 

design and equipment procurement exercise 

should be captured, either separately or as part 

of the formal post project evaluation (O).

Agreed. It is not completely clear what 

exactly went wrong with the 

procurement process and why it took 

so long to select a preferred supplier. 

The lessons learnt exercise will 

attempt to address both issues.

31/05/2021 N/A N/A Complete 17 #VALUE! Lessons Learnt report 

has been issued for 

comment  

31/10/2022

Internal Hospital Sterilisation 

and Disinfection Unit 

(HSDU) Project 

(2020/21)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Strategic 

Capital & 

Estates 

Programme 

Director

Medium R3 For accuracy of reporting, the Cost Adviser 

cash-flows should be reconciled to UHB 

payments made. (O)

Agreed; and has already been 

addressed.

N/A N/A N/A Complete #VALUE! #VALUE! 31/10/2022

Internal Hospital Sterilisation 

and Disinfection Unit 

(HSDU) Project 

(2020/21)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Strategic 

Capital & 

Estates 

Programme 

Director

Medium R5 The monthly Welsh Government 

dashboard reports should be submitted in 

accordance with expectation (O).

Agreed. The Welsh Government 

reports will continue to be submitted.

31/03/2021 N/A N/A Complete 19 #VALUE! The project has now 

been completed

31/10/2022

Internal Hospital Sterilisation 

and Disinfection Unit 

(HSDU) Project 

(2020/21)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Strategic 

Capital & 

Estates 

Programme 

Director

Medium R6 An HDSU Project Board should be 

established to take through to completion / 

handover (as a minimum) (O)

Agreed. The GUH Project Board 

currently fulfils this function and 

alternative arrangements will be made 

after the April 2021 meeting.

30/04/2021 N/A N/A Complete 18 #VALUE! The LGH 

Reconfiguration 

Board has fulfiiled the 

role of Project Board 

and prior to that it was 

undertaken by the 

GUH Project Board

31/10/2022

Internal Hospital Sterilisation 

and Disinfection Unit 

(HSDU) Project 

(2020/21)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Strategic 

Capital & 

Estates 

Programme 

Director

Medium R7 At future projects:Contract documentation 

should be signed in a timely manner, prior to 

the commencement of works.

Agreed. The importance of a quick 

turnaround of contract documents has 

been relayed to the various project 

SCPs, PMs and ABUHB corporate 

services. 

31/03/2023 N/A N/A Complete -5 #VALUE! Noted for future 

projects 

31/10/2022

Internal Clinical Futures - 

Workforce (2020/21)

Substantial Director of 

Workforce & OD

Medium R1 The Health Board should reinstate the 

completion of the Action and Delivery 

Frameworks to assist in the delivery of the 

IMTP objectives.

It is acknowledged that the monitoring 

of the WOD IMTP Objectives and 

milestones changed during the 

pandemic. The WOD function is 

planning on introducing a revised 

internal monitoring process in line with 

the 2021 People Plan which will be 

aligned to the Health Board’s approved 

Annual Plan.

31/01/2022 N/A N/A Complete 9 #VALUE! September 2022 - 

People Plan has been 

agreed by the Board. 

A Delivery and 

Monitoring Framework 

has been developed 

to support the 

implementation of the 

People Plan 2022- 

2025. Revised 

workforce 

dashboards have 

been developed to 

support benefits 

measurement/KPI's 

of the People Plan. 

The Framework 

includes governance 

and assurance which 

will be overseen by 

the People and 

Culture Committee   

The TOR for the 

Workforce and OD 

Group to support the 

alignment of the IMTP 

key service priorities 

will be be submitted to 

the Clinical Futures 

Board October 2022 

(November pending 

scheduling)

The People Plan 

was approved on 

25 May and the 

Clinical Futures 

Programme Board 

has recently been 

reconfigured to 

support the delivery 

of the IMTP 10 

priorities. It is 

anticipated that the 

Clinical Futures 

Workforce Group 

will be sub group of 

the Programme 

Board

Workforce 

representatives are 

on each of the priority 

programmes.  The 

workforce ouputs of 

these priority 

programmes will be 

fed back into the IMTP 

and associated 

reporting frameworks.  

31/10/2022

Internal Management of 

Balance Sheet 

Assets (2018/19)

Reasonable Director of Finance, 

Procurement & 

Value

Head of 

Capital 

Finance

High R1 The Health Board should introduce tagging 

/ identity marking of all relevant assets.

Agree the Recommendation.For 

clarification, whilst capital assets are 

not tagged with the individual Fixed 

Asset Register number, a significant 

proportion of assets are tagged by 

other departments such as Medical 

Electronics and IT. Current processes 

involve the asset register being 

updated with serial numbers and the 

appropriate Medical Electronics 

reference, however, this information is 

not available for all historic assets.To 

improve the security of assets, and 

identification as part of the annual 

verification process, the Capital Team 

for asset tagging which defines where 

options for the purchase of an asset 

tagging system, considering existing 

systems in use in ABUHB and 

potential for linking to the Medical 

Electronics database and research the 

systems employed at other health 

business case and plan for the 

implementation of a preferred option in 

2019/20 including outline specification, 

cost/benefits analysis, procurement 

options, funding requirements and 

resource implications. 

31/03/2020 N/A N/A Complete 31 #VALUE! November 2022 

Update:  The 

implementation took 

an extended period 

due to Software 

integration issues, 

which are now 

resolved. Tagging is 

on-going and full live 

roll out is underway 

for Capital and EBME. 

A plan for completion 

has been prepared as 

an update to the Audit 

committee. Due to 

time pressures it is 

not possible to tag all 

assets in 2022/23 so 

there will be a need 

for manual verification 

for an element of 

assets at year end, 

but this will be 

materially reduced 

compared to previous 

years.  The timetable 

is optimistic and could 

be impacted by 

availability of 

appropriateness of 

attendance on sites 

(ie busy or covid).The 

Capital team have 

advertised a post to 

assist in achieving 

31/10/2022
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Internal Clinical Audit Follow-

up (2018/19)

Limited Medical Director High R1 1.1The  Health  Board  should  develop  a  

Quality  &  Patient  Safety Improvement  

Strategy  and Assurance Framework, based 

upon a reviewofits approach to clinical audit 

and other QPS assurance mechanisms. This 

should incorporate an assurance mapping 

exercise against the organisation’s quality and 

patient safety risk registers, focusing on major 

clinical risks.Such  a  Strategy  and  

Framework  should  bring  together  the  quality  

and  patient  safety improvement  work  

undertaken  throughout  the  Health  Board,  

including  clinical  audit,  ABCi, Value Based 

Health Board’s approach to quality and patient 

governance  and  accountability  structures  

within  the  organisation  that  support  the 

mechanisms  to  bring  this  work  together  to  

form  an  overview  of  QPS improvement work 

and the assurance it provides to the 

activities comply with information governance 

and engaged in quality improvement 

activity.The  Strategy  and  Framework  should  

either  make  reference  to,  or  incorporate,  

the  existing strategies  for  individual  elements  

of  quality  and  patient  safety  improvement  

work  ongoing throughout the Health 

Board.1.2The QPSC should formally approve 

the Quality & Patient Safety Improvement 

Strategy and Assurance Frameworkand all 

A Quality Improvement Leaders Group 

will be set up, with the leaders of ABCi, 

Value based healthcare, clinical audit 

and R and D and innovation,toseek 

todevelop a new way of usingclinical 

information for improvement and from 

this, a Quality and Patient Safety 

Improvement Strategy and Assurance 

Framework. It will incoprporate a 

review of known clinical risks and 

those on the patient safety risk 

registers, focussing on major clinical 

risks.From this, the Executive Team 

will assess the level of clinical audit 

required by the organisation and the 

resource needed to support this,in 

order to undertake the Health Board 

wide audit above and beyond the 

NCAORP,ensuring that the clinical 

audit activity is effective in bringing 

about improvement.The Medical 

Education Team will be charged with 

randomly selecting 100 non-identifiable 

Consultant re-validationquality 

improvement domains, to identify the 

volume and subject of the audit activity 

in a year. This will be mapped against 

the broad areas where clinical risk has 

been identified, not withstanding large 

scale work undertaken via other QPS 

improvement mechanisms.

31/03/2020 Sep-22 Aug-22 Overdue 31 1 The Clincal Audit 

policy and Framework 

have been revised 

and  consultation will 

be comenced on April 

25th 2022. The 

strategy includes the 

requirement for 

Divisions and 

Corporate leads to 

develop Clincal Audits 

plans  aligned to 

quality and safety risk 

with a key set of 

benchmarks to 

support this. The 

Clincal Standards and 

Effectivenss Group 

oversees the 

governance  relating 

to clincal audit and 

reports biannualy to 

PQSOC the 

outcomes and 

improvements plans 

relating to national 

audit.  

31/10/2022

This reccomendation has now been superceeded by Clinical Audit report Nov 2022. Therefore reccomended to close down this recommendation 

Internal Clinical Audit Follow-

up (2018/19)

Limited Medical Director High R2 The Health Board is required to participate 

in a certain level of clinical audit, as noted in 

section 6. Therefore, it is necessary to have 

appropriate governance and reporting 

structures in place to support this. We have 

set out our recommendations to improve the 

current structuresfor national and Health Board 

wide clinical auditbelow.2.1The Clinical Audit 

Strategy and Policy should be updated to 

incorporate the recommendations of this 

review. The QPSC should formally approve the 

Clinical Audit Strategy and Policy. 2.2The 

MDST should ensure that relevantstaff are 

aware of, and adhere to, the requirements of 

the Strategy and Policy.2.3The MDST should 

bring together the top twotiers of the clinical 

audit plan (nationalandHealth Board wide) into 

one document, ‘the Clinical Audit Programme’. 

TheClinicalAudit Programme should explicitly 

state which QPS risks it addresses and should 

be formally approved by the 

QPSC.2.4Governance mechanisms should be 

sufficient for the QPSC to regularly monitor 

delivery of the Clinical Audit Programme. This 

could be in the form of anoverall summary 

within the QPSreport that is currently written 

and presented by the Assistant Director of 

QPS. The summarycould be in a narrative or 

dashboard style. .2.5There should be a clearly 

defined and documented mechanism for the 

dissemination of results and recommendations 

throughout the Health Board and the escalation 

of significant findings to the appropriate 

forums. Escalation of results could be done via 

the above suggested mechanism for 

2.1-2.6.The Clinical Audit Strategy and 

Policy will be updated to include the 

outputs from the recommendations 

from this review once the process has 

been completed. This will be approved 

at Exec Board and QPSC and 

communicated across the 

organisation, through dissemination to 

the Clinical Directors.The MDST will 

bring together the NCA and health 

board wide audit into a clinical 

auditforimprovement programme, 

through discussion at QPS 

Operational Group. It will be approved 

at QPSC.Set up a Clinical 

Effectiveness and Standards 

Group(‘CESG’), chaired by the AMD 

for Clinical Effectiveness and with 

ADD representation from all Divisions, 

which will monitor the delivery of the 

Clinical Audit for Improvement 

Programme and monitor the 

implementation of recommendations. 

It will receive the results of the NCAs 

and Health Board Audits and 

determine which require escalation 

and reporting to QPSC.2.7. The MDST 

wil develop over a number of 

meetings, a report on participation in 

NCAs within the Quality Performance 

Report for QPSC.2.8.One to one 

supporton clinical auditis always 

available to staffthrough the MDST. 

The training resources available will be 

clarified on the Clinical Audit Intranet 

31/03/2020 Sep-22 Aug-22 Overdue 31 1 The Clincal Audit 

policy and Framework 

have been revised 

and  consultation will 

be comenced on April 

25th 2022. The 

strategy includes the 

requirement for 

Divisions and 

Corporate leads to 

develop Clincal Audits 

plans  aligned to 

quality and safety risk 

with a key set of 

benchmarks to 

support this. The 

Clincal Standards and 

Effectivenss Group 

oversees the 

governance  relating 

to clincal audit and 

reports biannualy to 

PQSOC the 

outcomes and 

improvements plans 

relating to national 

audit.  

31/10/2022

Internal Clinical Audit Follow-

up (2018/19)

Limited Medical Director High R3 The Clinical Audit Policy states that the 

Divisional Directors“are responsible for 

maintaining the overview of local clinical audits 

within the Directorates, to ensure they 

complywith the Policy”. However, there is no 

mechanism for holding the divisions to account 

in this process. We have set out our 

recommendations to ensure appropriate 

accountability in the divisional clinical audit 

process below.3.1The divisions should 

produce anannual workplan of assurance 

against their major clinical risks, including, but 

not limited to, clinical audit.3.2The divisions 

should provide a clinicalassurance report to 

each QPSOG meeting, detailing the assurance 

work undertaken against the annual workplan. 

The reports should also highlight any 

significant issues arising from the assurance 

workand detail the action being taken to 

address these issues.3.3A high level summary 

3.1-3.3.Whilst the Divisions 

willproduce andpresent annual 

workplans of assurance against their 

major clinical risks, and significant 

issues arising from the work 

plan,alignment of these risks to clinical 

audit for improvement will be 

highlighted within the work 

plans.These will be presented to the 

CESG, and this will be summarised in 

an annual over view of Clinical audit to 

QPSC every Septemberfrom 2020.3.4  

The  clinical  audit  registration form  

and  checklist  will  be  updated  and  

be  available  on  the Clinical Audit 

intranet site.

31/03/2020 N/A N/A Complete 31 #VALUE! ABUHB has procured 

of a digital clincal 

audit platform AMaT 

that will support the  

registration, 

completion, reporting 

of all clinical  audits 

and the development 

and monitoring  of 

improvement plans. 

The revision of the 

Clinical Audit Strategy 

and Policy will support  

the development of  

Divisional audit plans  

over the course of 

2022  

31/10/2022

Internal Well-being of Future 

Generations (Wales) 

Act 2015 (2018/19)

Reasonable Director of Public 

Health and Strategic 

Partnerships  

High R1 The Wellbeing of Future Generations Act 

Programme Boardshould  include  a  review  of  

the  objectives  and  the  progress against  

them as  part  of itsagenda,  to  ensure  

objectives  are  fit  for  purpose  and  the 

activities required to meet them are identified 

and monitored. 2) EachProgramme Board 

should be chaired by the Executive Lead in 

order to provide leadership, monitor 

effectivenessand highlight the importance of 

attendance.  3) Poor attendance at the 

Programme Board should be taken forward by 

the Executive Lead in order to ensure that it is 

rectified.

Agreed1.Thereview of the Wellbeing 

Objectiveswill be undertaken in 

conjunction with a broader review of 

where these objectives sit in the 

context of other Organisational 

priorities and ambitions. A landscape 

review/mapping of these various 

aspects will need to be undertaken in 

conjunction with the ABUHB Planning 

Teamtoinform the review of Well-being 

Objectivesas part of the IMTP 

process.The Programme board will 

include a review of progress against 

objectives as part of its agenda. 

2.Programme Board meetings will be 

moved from a monthly to a quarterly 

basis and will be chaired by the 

Executive Director of Public Health 

and Strategic Partnerships. This will 

be supported bysub-Board 

meetings.3.The Executive Director of 

Public Health and Strategic 

Partnerships will provide WbFGA 

31/12/2019 Mar-23 06/10/2022 Not yet due #VALUE! #VALUE! April 2022 Update: the 

review of the 

Wellbeing objectives 

continues to be put on 

hold due to the 

prioritisation of the 

response to the Covid-

19 pandemic. ABUHB 

is actively engaged in 

the process to agree 

a new collective set of 

Gwent PSB Wellbeing 

Objectives which will 

subsequently inform 

the review of the 

ABUHB Wellbeing 

Objectives’

August 2022 Update: 

No change from April 

position.  The 

pandemic response 

continues to divert 

leadership capacity 

Integration of the 

WBFGA within 

ABUHB has been led 

by the Public Health 

Team.  Re-

deployment of 

significant staffing 

capacity into the 

COVID-19 pandemic 

response has created 

a barrier to leading 

this work and 

responding to the 

audit 

recommendations 

since 2020.  

There is also an 

interdependency with 

the Gwent PSB and 

work taking place to 

develop a new well-

being plan for 2023 

The risk is being 

mitigated by aligning 

completion of the 

recommendations 

with the Gwent PSB 

planning cycle.  To 

close down this risk 

the product of work to 

develop a Gwent well-

being plan needs to 

be published which 

will not happen before 

the end of 2022/23.    

14.11.22

Internal Health and Safety 

(2017/18) 

Limited Director of Therapies 

& Health Science

Head of Health 

and Safety

High The Health Board should develop a 

methodology / approach for establishing and 

undertaking an annual programme of 

workplace inspections. In particular, it should 

selected for an inspection, including risk 

analysis, previous findings, incidents and Datix 

including which health and safety areas are 

included. For example, there may be 

numerous priorities from one year to the 

inspection, i.e. the process for completing one 

provided to the sub-committees of the Board 

over how the programme of work is devised 

and that it is completed on schedule or 

inspections are identified and acted upon.In 

addition, the Health Board should ensure that a 

programme of workplace inspections is 

developed and delivered in accordance with 

section 10.1 of the Occupational Health and 

Safety Policy. For example, the Health and 

Safety Committee may stipulate that all high 

risk areas are reviewed each year. 

Furthermore, if the programme is delivered 

late, then the Committee should receive 

assurances, together with an action plan for 

delivery to be returned to schedule.

An ABUHB health and safety 

monitoringmanual will be developed. 

This will include a two year plan which 

outlines the audit/inspection delivery 

programme.The manual, including 

programme willbe presented at the 

ABUHB Health and Safety Committee 

in March 2018 for approval. The 

anticipated start date of the monitoring 

is 1stApril 2018.Future monitoring of 

the health and safety audit/inspection 

compliance will be presented via 

Divisional dashboards with an 

overview being presented at the 

ABUHB Healthand Safety Committee.

30/04/2018 Oct-22 06/10/2022 Not yet due 54 0 A programme of 

health and safety 

environmental and 

respiraratory 

protection equipment 

(RPE) audits has 

been developed and 

will commence in 

October 2022. The 

programme will be 

carried out over a two 

year cycle, 

commencing with the 

older estate or those 

that have been 

subject to significant 

change i.e. Royal 

Gwent Hospital. The 

audits will be 

conducted by the 

Corporate Health and 

Safety Department 

and recorded via the 

AMaT system 

enabling the 

outcomes to be 

analysed & reported 

to relevant forums i.e. 

Divisional QPS 

meetings, Site 

Management groups, 

ABUHB Health and 

Safety Committee, 

QPS Operational 

Group etc. The 

There are no identified 

barriers to 

implementing the 

reviatlised plan of 

health and safety 

audits. Resources 

that were not 

previously available 

within the Corporate 

Health and Safety 

Department have now 

been established to 

ensure a sustainable 

system of monitoring

The risk will reduce 

as the programme of 

health and safety 

audits is implemented

01-Oct 31/10/2022

Internal Health and Safety 

(2017/18) 

Limited Director of Therapies 

& Health Science

Head of Health 

and Safety

High The Health Board should ensure that each 

area has completed an up-to-date health and 

safety risk assessment, by a trained co-

ordinator. The risk assessment process 

should be overseen by the Health and Safety 

team, to ensure that it is completed in 

accordance with the Occupational Health and 

Safety Policy.In addition, the Health Board 

should review and refresh the list of safety co-

ordinators and continue to do so following the 

initial update.The Health and Safety team 

should provide assurance and regular updates 

to the Health and Safety Committee over the 

status of risk assessments.

The monitoring of local risk 

management systems, including risk 

assessments will be included in the 

audit/inspection programme.The 

status of risk assessments will be 

reviewed and compliance reported via 

a dashboard to the ABUHB Health and 

Safety Committee and relevant 

Divisional forums.Further 

consideration is required to the 

utilisation of software to record and 

manage risk within the Health Board.

30/04/2018 Jan-23 06/10/2022 Not yet due 54 -3 The Corporate Health 

and Safety 

Department have 

engaged with 

Divisions to ensure 

risks are recorded, 

monitoring and 

managed using the 

Datix system. This 

has improved the 

quality of health and 

safety risk on the 

system. The 

Corporate Health and 

Safety Department 

will be reviewing all 

high risks (risk rating 

of 12 or above) 

recorded on the Datix 

system and where 

necessary support 

local managers to 

mitigate the risk. The 

programme of health 

and safety 

environmental audits 

will support the 

identification and 

review of health and 

safety risks across 

the Health Board. 

Health and safety 

risks will be regularly 

reported to the 

ABUHB Health and 

The primary  barrier to 

implementation would 

be lack of 

engagement from the 

areas / Divisions

The risk associated 

with the lack of health 

and safety risks will 

be reduced as areas 

engage with the risk 

assessment training 

and complete or 

update risks on the 

Datix system

Jan-23 31/10/2022

Internal Medical Equipment 

and Devices 

(2017/18) 

Limited Director of Therapies 

& Health Science

High R1 Registers should be maintained for 

operational management of medical devices 

and equipmenton each ward and department, 

which should record relevant equipment 

details.The register format should be 

consistent and overseen centrally, with 

periodic reviews / scrutiny completed.Each 

areashould ascertain the total number of 

devices held, by reviewing each and every item 

(including non-electrical equipment) physically 

and record itupon theirregister. Discrepancies 

that are identified can be updated / amended 

on the register, so all items are correctly 

recorded. Going forward, relocation of 

equipment, disposals, additions etc. should be 

updated promptly to ensure an accurate record 

continues.

The Health Board to consider investing 

in an overarching equipment database 

register with staff resources to ensure 

regular updating and management.

31/03/2018 Aug-23 Aug-22 Not yet due #VALUE! #VALUE! Nov 2022: This 

recomendation is 

monitored reguarly via 

the Medical Devices 

Committee.  The 

deadline is proposed 

to be extended due to 

Health Board ability to 

get around all of the 

equipment.  We 

would suggest that 

the system is in place 

to track the assests 

however, further work 

is required to 

phyiscally tag the 

equipment and 

ensure compliance 

and tracibility.  

Barriers to the delay 

to this stage has been 

down to software 

developers of the 3 

systems (Softpro 

Medusa, Ram Asset 

4000 and Paragon 

RFID) involved in this 

process to ensure the 

smooth transition of 

data between all 

systems. Once the 

system is fully 

operational there is 

still an extenstive 

amount of work to 

visit every site and tag 

locations and 

equipment, more so 

given the current 

service pressures. 

The past two years 

has also seen the 

opening of the GUH 

and a major transfer 

of assets across 

various sites as 

restructuring of 

services/departments 

has been undertaken 

on an ongoing basis 

throughout our LGH's.

Medical Electronics 

(EBME) & Capital 

Finance still record all 

of the equipment 

details on their 

independent systems. 

Medical Electronics 

(EBME) update the 

latest location on their 

database as 

equipment passes 

through the 

department. Capital 

Finance undertake 

walk about audits to 

tag and update 

locations of assets.

By the end of 2022 we 

would anticipate that 

that basic 

fundamentals of the 

'Asset Tracking' 

system would be fully 

operational. It may be 

some time during 

2023 before we could 

say that all assets 

across all sites have 

been tagged. The 

primary focus will be 

at the GUH before 

rolling out across the 

HB.

18.11.22

Internal Medical Equipment 

and Devices 

(2017/18) 

Limited Director of Therapies 

& Health Science

High R2 A clear robust control mechanism should 

be established by the divisions / directorates 

demonstrating the consideration and delivering 

of applicable training,aligned to medical 

equipment and devices. Training records 

should also be uploaded onto ESR.The poor 

mandatory training compliance rates with 

regard to infusion devices / pumps should be 

addressed as a matter of urgency.

From a Divisional perspective, the 

cascade training provided at ward level 

has not raised any particular safety 

issues, although with the increasing 

use of bank and agency staff, 

consideration should be given to 

accessible on site training for these 

members of staff. The Health Board to 

consider establishing a catalogue of 

equipment that needs specific training 

to operate, alongside a database of 

staff compliance. 

31/03/2018 Apr-23 Aug-22 Not yet due #VALUE! #VALUE! Nov 2022: An infusion 

device training 

strategy was 

presented to the April 

Medical Devices 

Committee. A training 

implementation plan 

is now under 

development to 

support the roll out of 

a more resilient 

process in line with 

the strategy.   This 

aims to assure that 

training provision can 

match the need 

Complex absence 

management factors 

in relation to the QPS 

Infusion Device 

Service Training 

Manager post have 

affected progress in 

designing and 

implementing the new 

infusion device 

training strategy.

Input from the Clinical 

Practice Educators 

teams has maintained 

and increased training 

The risk associated 

with running with an 

absence of the Health 

Board’s Infusion 

Device Service 

Training Manager has 

been mitigated by 

providing the high 

level training to 

specific Practice 

Educators to skill 

them to provide a 

limited round of 

effective training to 

particular groups of 

cascade trainers and 

The starting date set 

for the new QPS 

Infusion Device 

Service Training 

Manager is currently 

01/11/2022.

Consolidation of the 

infusion device 

training records could 

be achieved within a 

month of this, i.e.by 

01/12/2022. 

Development of a 

dashboard to indicate 

18.11.22

Internal Pay Incentives 

(2019/20)

Limited Director of 

Operations 

High R1 The Health Board should restrict additional 

session payments to standard levels, but 

where this is not possible; maintain an 

approved schedule of enhanced rates ratified 

by the Executive Team with appropriate 

justification / reasoning included. The schedule 

of enhanced rates should be reviewed 

frequently e.g. every three months. 

Approval to continue paying WLI rates 

from Executive Team – taken forward 

to RATS Committee. Review as part 

of IMTP demand and capacity 

discussions each year.

30/09/2019 N/A N/A Complete #VALUE! #VALUE! November 2022 

Update:  Rate card  

has been revised and 

drafted across all 

divisions and will be 

shared and signed off 

by the Divisonal 

Director's with a view 

to sign of at Execs for 

the end of November, 

with the agreement of 

the MD

11.11.22

Internal Pay Incentives 

(2019/20)

Limited Director of 

Operations 

High R2 In relation to the non-automated process 

only, consultants should submit signed claim 

forms for all additional sessions they are 

claiming payment for, listing appropriate details 

in respect of session dates, start/ finish times 

etc. and including a declaration that all 

sessions claimed are in addition to contracted 

work. 

The submitted claim form should be reviewed, 

validated and checked for accuracy before any 

payment is made. 

Agreed. Executive Team will agree the 

approved system for claiming for all 

additional sessions and communicate 

with the Health Board.  This must 

simplify the process for claiming to 

maximise compliance. 

30/09/2019 Apr-23 N/A Overdue #VALUE! #VALUE! Nov 2022

Temporary additional 

sessions for 

Consultants and SAs 

staff are agreed as 

part of the job 

planning process and 

paid at the doctors 

usual rate and 

annotated on the job 

plan proforma.  

Recently been 

agreement from 

Execs about 

consistent payment 

for all consultant staff, 

which is positive to 

note.  

System in place all 

divisions adheres to 

the system/process

11.11.22

2021.16 Internal Flu Immunisation Reasonable Director of Public 

Health and Strategic 

Partnerships

Consultatnt in 

Public Health 

Medium R1 a.The Health Board should review and 

investigate all promotional activity and flu 

vaccination delivery methods to determine the 

degree of success each brings. Alongsidethis, 

a reflection exercise should be completed to 

identify any lessons to be learnt or 

improvements to incorporate in future 

campaigns                                                      

R1 b.Theflu champion database should be 

reviewed, updated and regularly maintained.

a.The Health Board will be holding 

annual Staff Flu Vaccine planningevent 

for 2022-23 in April/May 2022. This 

report will be shared with the Staff Flu 

Working Group in advance to ensure 

that members have the opportunity to 

reflect on this report. This event will 

both reflect and act on the lessons 

learnt during the provision of staff 

vaccines during2021/22,from an 

operational, communication and 

organisational view;as well as 

providing analysis of all available 

division/flu champion/vaccination data. 

Lessons learnt will be highlighted 

during this event and 2022/23 will be 

planned strategically to take advantage 

of positiveaspects, such as the mass 

vaccination centre approach (if an 

option), improving the flu champion 

model through improved digital 

innovation/organisational planning as 

well as mitigating barriers to vaccine 

uptake born of the staff 

survey/reflections.It is intended to be 

supported by a staff survey of “how 

they felt the vaccine programme did.” It 

will form the basis of a user centred 

approach by listening to employee 

concerns as well as an opportunity to 

capture staff ideas.In addition,itis 

anticipated that greater use of 

technology will be implemented which 

will offer a greater array of options and 

opportunities, the team are keen to 

31/07/2022 N/A N/A Overdue #VALUE! #VALUE! Nov 2022 Two 

planning sessions  

have taken place – 

19th May and 22nd 

June.  On 19th May 

event, we had our 

planning workshops 

structured around the 

audit feedback and 

lessons learned.  

These were taken into 

account in the 2022-

23 plan. The Report 

has been shared with 

the Staff Flu working 

group ToRs have 

been  agreed and 

shared with Exec 

Team. 

Our plan is to give 

access to WIS to all 

Flu Champions so 

that all data is 

captured 

electronically, this is 

work in progress and 

still remains challenge 

relating to digital 

accessibility 

A central Database is 

maintained  by  lead 

of flu vaccine training . 

In addition each DFL 

is provided with list of 

all Flu Champions in 

14.11.22 07/04/2022

Propose to close 

2021.16 Internal Flu Immunisation Reasonable Director of Public 

Health and Strategic 

Partnerships

Consultatnt in 

Public Health 

Low R2 a. The terms of reference for both Working 

Groups should be reviewed and updated where 

required.                             R2 b. The terms of 

reference for each group should be finalised.

a.Staff Flu Immunisation Working 

Group will review and update the 

Terms of Reference at the planning 

event b.Staff Flu Immunisation 

Working Group Terms of Reference 

will be finalised once 

reviewed.c.Community Flu 

Immunisation Working Group Terms 

of Reference will be reviewed   and 

finalised. 

31/07/2022 N/A N/A Overdue #VALUE! #VALUE! They have been 

reviewed for 2022/23 

flu and COVID 

campagins but 

superceded by 

National imms 

framework - therefore 

propose to close this 

recommendation 

down. 

14.11.22 07/04/2022

Propose to close 

7/13 194/474



2021.15 Internal Falls Management Reasonable Director of Therapies 

& Health Science

High R1 a.Identify any underlying reason for the non-

completion of MFRAsand the impact of the 

pandemic.

a.It is recognised that the non-

completion of the falls risk 

assessment is multifactorial and the 

challenges have been heightened 

during the Covid pandemic. This is 

both in association with the changing 

levels of comorbidities for our patient 

cohort and the availability of staff 

resources due to competing demands 

in support of the Health Boards 

response to the pandemic.Some 

wards were also subject to changes in 

their functions with the redistribution of 

patients in support of the management 

of the pandemic. The Health Board 

through its falls management structure 

will continue to utilise both  qualitative  

and  quantitative  information  to  

identify  themes  and  trends  to 

instigate the necessary quality 

improvement initiatives. This will look 

to include a broader remit of evaluating 

compliancewith the completion of the 

MFRAthrough the development of an 

audit suite aligned to and extending the 

existing methods being  adopted  by  

the  wards.  The  outcomes  will  look  

to  define  any  change requirements  

and  will  be communicated  at  all  

levels  within  the  

organisationstructures.

31/07/2022 31/10/2022 06/10/2022 Not yet due 4 1 Nov 2022 Work has 

continues to establish 

an audit tools to 

evaluate compliance  

aligned to the  

completion of the 

MFRA . Due 

consideration is being 

given to the 

opportunities 

presented by the 

implementation of the 

electronic document 

alongside  the  

adoption of the Focus 

Review held within the 

Incident reporting 

system. Both would 

look to provide a 

means to use the IT 

systems to generate 

information on 

compliance.This will 

form an element of 

the audit inspection 

programme for risk 

assessments

Nov 2022 The full  

adoption of the 

WNCR MFRA in 

totality across ABUHB 

is not anticipated to 

be  until the Spring of 

2023. This provides 

limitation on the ability 

to effectively establish 

a unified audit 

approach due to the 

use of both electronic 

and paper based 

systems. 

16/11/2022 07/04/2022

2021.15 Internal Falls Management Reasonable Director of Therapies 

& Health Science

AD of 

Therapies & 

Health 

Sciences 

High R1 b.Review the MFRA documentation to 

determine if it can be rationalised / updated to 

be more concise. For example, a permanent 

section and an ongoing care plan that is 

periodically revised.

b.The MFRA represents one 

assessment within the suite of the 

Welsh National Care Records 

(WNCR). This is due to be adopted in 

its intended electronic format in 

ABUHB in the Summer of 2022and will 

provide a more streamlined 

systematic MFRA. Although currently 

being used in a paper format ABUHB 

as part of the process have submitted 

a number of change requests,which 

have been accepted. The detail held 

within the MFRA is reflective of the 

many factors which influence the risks 

of falls and likewise contribute to the 

wider understanding of the patient’s 

condition. ABUHB is represented at 

National level and will continue to 

contribute to the discussions.

30/09/2022 N/A N/A Overdue 2 #VALUE! Nov 2022 Work 

remains ongoing to 

support infrastructure 

and implementation  

aligned to the use of 

CWS . The WNCR 

MFRA has been 

presented to the 

Inpatinet Falls and 

Bone Health Hopsital 

Group and Comiittee. 

Review sessions 

have been 

understaken to 

deterrmine the clinical 

training required 

alongside the 

implementation of the 

electronic system.

Nov 2022 Intergration 

challenges 

associated with CWS

16/11/2022 07/04/2022

2021.15 Internal Falls Management Reasonable Director of Therapies 

& Health Science

AD of 

Therapies & 

Health 

Sciences 

R1 c.Continue with the falls management 

training, but target the programme towards 

areas of poorer compliance rates.

c.It is recognised that training is a key 

component in supporting the ABUHB’s 

approach in minimising inpatientfalls. 

The aim is to build on what has 

already been established. The 

evaluation of data willlook to underpin a 

focussed approach where areas of 

concern are identified and will look to 

inform the training strategy going 

forward. Aligned to the work of ABUHB 

we are also representedat an ‘All 

Wales’s levelin discussions to develop 

a generic learning platform linked to 

ESR to support all staff who have a 

role infalls management. It is intended 

that this will translate into a national 

product and provided consistency of 

approach across Wales.This platform 

will support enhancing knowledge and 

skills from both an inpatient and 

community perspective. The learning 

package will provide a level 1-2 

education upon which additional 

modules will be developed.

31/12/2022 N/A N/A Not yet due -2 #VALUE! Nov 2022 All Wales 

platform presented at 

the National Falls 

taskforce for updated 

discussions on 

content.ABUHB 

meetting scheduled to 

progress to planned 

implementation.

31/10/2022 07/04/2022

2021.15 Internal Falls Management Reasonable Director of Therapies 

& Health Science

AD of 

Therapies & 

Health 

Sciences 

R1 d. Remind staff of the falls management 

requirements.

d.Through the newly established 

structure in support of falls 

management an ongoing awareness 

campaign is to be established. The 

further development of theintranet 

pages through SharePoint willthe 

provideenhancedcommunication 

approaches. This will be looked at in 

the context of falls from a Hospital and 

Community perspective.This will be 

used to develop a falls network, 

provide a platform to share good 

practice, research and act as a 

resource depository.The concept of 

falls champions will be promoted. All 

will look to support quality 

improvement initiatives across the falls 

pathways. The agendas set for the 

fall’sforums will look to ensure 

suchgood practice, learning and 

necessary change initiatives continue 

to promote the requirements to 

manage falls.

30/09/2022 31/10/2022 06/10/2022 Not yet due 2 1 Nov 2022 Both the 

Hopsital and 

Community Falls and 

Bone Health Groups 

have been 

established. An 

agenda item at the 

inaugural meetings 

included discussions 

on the content of the 

pages with the 

sharing of ideas to 

promote future 

content. The  nelwy 

established pages 

have been populated 

with data , 

resources,and links to 

key services in 

support of falls 

management and the 

prevention agenda.

16/11/2022 07/04/2022

2021.15 Internal Falls Management Reasonable Director of Therapies 

& Health Science

AD of 

Therapies & 

Health 

Sciences 

R1 e.Where 1P1D/DECi inspections identify 

failures an immediate correction of the patient 

record and a rerun of the check (and potentially 

training) should be completed.

e.Should non-compliance concerns be 

identified the findings are shared with 

the Nurse in Charge, Ward Manager 

along with the Senior Nurse and QPS 

Lead. The outcomes are relayed to the 

member of staff responsible for the 

care of the patient and the wider team 

as a means of learning.The 

responsible member of staff looks to 

action any requirements to rectify non-

compliance. The QPS Lead 

subsequently undertakes a more 

extensive focussed audit to identify 

any systemic concerns within the 

given ward and to inform the Divisional 

‘deep dive’ discussions. Work is 

underway to look at how the data can 

be cross referenced with the 

overarching falls management data 

and on the reinstatement of the Health 

and Care Standards Audits. This 

approach will look to be supported by 

the training strategy.

31/12/2022 N/A N/A Not yet due -2 #VALUE! 31/10/2022 07/04/2022

2021.15 Internal Falls Management Reasonable Director of Therapies 

& Health Science

AD of 

Therapies & 

Health 

Sciences 

Medium R2. The falls investigation and Datix recording 

process should reference the MFRA and 

confirm its completion in relation to the fall 

event. A fall should not be identified as 

‘unexpected’ if a MFRA had not been 

completed, when it should have been (e.g. over 

the age of 65 years).

An ongoing audit process will be 

established aligned to evaluating the 

completion of DATIX incidents and the 

associated completion of the MFRA 

and will be included as an element of 

an audit cycle Due consideration will 

need to be given to the format of the 

incident reporting criteria within the 

new system.

30/09/2022 N/A N/A Overdue 1 #VALUE! Nov 2022 Work has 

been undertaken to 

look at the 

opportunities to use 

the falls focus review 

held within the DATIX 

system . This would 

further support the 

incident reporting 

process.

31/10/2022 07/04/2022

2021.14 Internal GUH: Quality 

Assurance 

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Medium R1.1 Management should confirm available 

data and conclusions relating to functionality of 

the GUH, by comparison to business case 

objectives pre and post opening.

Agreed TBC N/A N/A Not yet due #VALUE! #VALUE! 31/10/2022 07/04/2022

2021.14 Internal GUH: Quality 

Assurance 

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Medium R1.2 Management should re-baseline relevant, 

objectives for the facility based on current 

information in order to inform revised functional 

models.

Agreed TBC N/A N/A Not yet due #VALUE! #VALUE! 31/10/2022 07/04/2022

2021.14 Internal GUH: Quality 

Assurance 

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Medium R2.1 Management should confirm an 

appropriate forum to which to report on-going 

monitoring of the investment benefits derived 

from the GUH facility .

Agreed. The reporting of the energy 

efficiency benefits of GUH will be 

picked up as part of the broader 

energy review and discussed at the 

Strategic Capital & Estates Group.

TBC N/A N/A Not yet due #VALUE! #VALUE! 31/10/2022 07/04/2022

2021.12 Internal Risk Management Reasonable Board Secretary Head of Risk Medium R1.1 The Health Board should: • Develop a 

plan setting out how key objectives within the 

Risk Strategy will be achieved, with milestones 

set out. The progress of the plan should be 

reported into the Audit, Finance and Risk 

Committee. • Review the Risk Strategy to 

determine if it still reflects current practice and 

update it accordingly e.g. the corporate 

overview or risks.

A plan has been developed and is 

being presented to the Audit 

Committee on 7th April 2022 following 

discussion with Executive Team. A 

review of the Strategy will be 

undertaken as part of the plan, in 

September 2022, specifically to review 

effectiveness one year post 

implementation.

30/09/2022 N/A N/A Complete 1 #VALUE! Risk Strategy 

Realisation Plan 

agreed. Routine 

updates scheduled 

within ARA 

Committee workplan 

for 2022/23

31/10/2022 07/04/2022

2021.12 Internal Risk Management Reasonable Board Secretary Head of Risk Medium R2.1 The Health Board should: • Consider 

undertaking risk management training for key 

areas, whilst awaiting the implementation of 

the risk management module within 

DatixCloudIQ. • Develop a plan to deploy risk 

management training, to commence once the 

full implementation of DatixCloudIQ has been 

completed.

As part of the strategy realisation plan, 

the Health Board will develop an in-

house training package aimed at the 

three levels outlined within the Strategy 

(operational, management and Board 

level). This will be made available to 

relevant staff during May/June 2022. 

Further National development work will 

resume once the RLDatix risk 

management module has been 

finalised and bespoke training 

programmes can then be developed.

30/06/2022 30/06/2023 06/10/2022 Not yet due 4 -8 OFWCMS risk 

management model 

delayed nationally. 

Expected April 2023 

for implementation 

and 

training/awareness to 

commence. 

Targetted training is 

provided to teams in 

the meantime. 

31/10/2022 07/04/2022

2021.12 Internal Risk Management Reasonable Board Secretary Head of Risk Medium R3.1 The Health Board should: • Provide 

guidance detailing how risks should be 

recorded and monitored at different levels 

within the organisation. • Ensure each risk 

entry is fully recorded in a standard format.

3.1 This recommendation forms part 

of the Risk Management Strategy 

realisation plan. The Health Board 

training programme will provide 

material and literature to help support 

staff to populate Datix and risk 

registers appropriately and 

consistently ensuring alignment with 

best practice. The provision of in-

house training will be made available 

to staff by May/June 2022.

30/06/2022 30/06/2023 06/10/2022 Not yet due 4 -8 OFWCMS risk 

management model 

delayed nationally. 

Expected April 2023 

for implementation 

and 

training/awareness to 

commence. 

Targetted training is 

provided to teams in 

the meantime. 

31/10/2022 07/04/2022

2021.13 Internal Continuing 

Healthcare MH&LD

Limited Director of Primary, 

Community Care 

and Mental Health 

Divisional 

Nurse/Division

al Director

High R 1.1 The Division should further strengthen 

performance reporting, with a heightened focus 

on QPS metrics (akin to the processes 

embedded with the Complex Care Division: 

general adults). 1.2 The Division should 

explore interim options to automate and 

streamline the existing databases until the 

introduction of WCCIS, and ensure the 

databases are up to date.

1.3 The Division should improve the reporting 

arrangements of commissioned services 

ensuring Executive 

sightedness together with Patient Quality, 

Safety & Outcomes Committee.

1.4 The Divisional Risk Register should be 

updated to include the risk associated with the 

backlog of auditing.

1.1 The Performance report will be 

strengthened to include PQS metrics. 

1.2 The utilisation of the databases will 

be reviewed with an interim plan 

developed to reduce duplication and 

ensure completeness. 1.3 A quarterly 

performance report will be produced 

and discussed at Divisional level and 

the Executive Assurance meeting, 

together with inclusion in the PQSOC 

Performance 

Report as per the business cycle.1.4 

The Divisional Risk register will be 

updated to include the risks 

associated with the 

auditing backlog.

30/06/2022 30/06/2023 N/A Overdue #VALUE! #VALUE! Nov 2022 - first 

performance report to 

be presented on 25th 

November 2022 to 

CHC Divsional 

assurance meeting.  

Remains in progress 

at this stage.  

Process supported by 

SIM who is now in 

post.  WCCIS is now 

operational however, 

there have been 

challenges in 

implementation.  A 

plan to develop 

organisational 

assurance mapping 

linked to internal 

control systems has 

been agreed between 

the Head of Risk and 

Assurance and the 

Directorate.  A 

deadline of April 2023 

is being actively 

worked towards.    

15.11.22 07/04/2022

2021.13 Internal Continuing 

Healthcare MH&LD

Limited Director of 

Nursing/Director of 

PCCMH 

High 3.1 a. The Health Board should explore options 

for strengthening its oversight of services 

commissioned, on its behalf, through the 

NCCU, with reporting to the PQSOC. b. The 

Health Board should request the NCCU 

informs commissioners when providers do not 

re-join the AWF.

a. This Audit recommendation will be 

discussed with the NCCU to explore 

opportunities for strengthening 

monitoring and ABUHB oversight. b. 

The NCCU will be asked to inform 

ABUHB when a provider does not re-

join the 

AWP list.

30/04/2022 N/A N/A Complete 6 #VALUE! A) Quarterly meetings 

with NCCU & all 

Health Boards have 

been re-established 

where intelligence is 

shared about 

providers and 

placements. 

There is an All Wales 

escalation process in 

place to share any 

concerns about 

providers and 

placements.

The MH & LD 

Commissioning Team 

manager meets with 

Assistant Director of 

Nursing & Quality of 

NCCU on a regular 

basis to share 

information. 

B)  NCCU have been 

asked to inform MH & 

LD Commisioning 

Team of any provider 

who has come off 

AWP list.

Any provider who 

comes off AWP list 

are removed from 

CCAPS system.

MH & LD 

Commissioning Team 

31/10/2022 07/04/2022

2021.13 Internal Continuing 

Healthcare MH&LD

Limited Director of Primary, 

Community Care 

and Mental Health 

Divisional 

Nurse/Division

al Director

High 4.1 Divisional management should ensure: a. 

the Division introduces a sustainable 

programme of training for CHC; and b. CHC 

compliance and quality audits are incorporated 

into the Divisional clinical audit plan.

a. A business plan inclusive of the 

training requirements for 

Commissioning is being considered by 

the Divisional Management Team in 

conjunction with other IMTP priorities. 

The CHC framework forms part of the 

training needs identified. A bid for 

temporary funding for training 

personnel will be prepared to address 

this issue quickly. b. Clinical auditing of 

the CHC process will be added to the 

annual Divisional audit 

plan.

30/06/2022 N/A N/A Complete 4 #VALUE! 31/10/2022 07/04/2022

2021.13 Internal Continuing 

Healthcare MH&LD

Limited Director of Primary, 

Community Care 

and Mental Health 

Divisional 

Nurse

High R5.1 A revised framework, following the launch 

of the new national CHC policy (anticipated 

April 2022), should include client-specific 

requirements for MH & LD and ensure 

consistent use across all Health Board 

services.

5.1 The Deputy Divisional Nurse for 

MH/LD will work closely with the 

Divisional Nurse for Complex Care to 

ensure inclusion of MH/LD client 

specific requirements within the 

revised framework for CHC, following 

the launch of the new national policy.

30/06/2022 N/A N/A Complete 4 #VALUE! 31/10/2022 07/04/2022

2021.13 Internal Continuing 

Healthcare MH&LD

Limited Director of Primary, 

Community Care 

and Mental Health 

Divisional 

Nurse

Medium R2.1 Clarity should be provided in terms of the 

roles and responsibilities of the 

Commissioning Team and the Care 

Coordinators, particularly associated with 

annual reviews.

2.1 The respective roles and 

responsibilities of the Commissioning 

Team members and Care 

Coordinators will be reinforced, 

ensuring clarity.

31/03/2022 N/A N/A Overdue 7 #VALUE! Nov 2022 - 2.1 ‘Role 

of Care Coordinator 

and Case Managers’ 

document produced 

for review. 

To be finalised by end 

of September 2022. 

MICHELLE TO 

CHASE

31/10/2022 07/04/2022

2021.13 Internal Continuing 

Healthcare MH&LD

Limited Director of Primary, 

Community Care 

and Mental Health 

Divisional 

Nurse/Finance 

Business 

Partner

Medium R6.1 The Division should: a. undertake a 

review of its overarching CHC / S117 provider 

contracts, ensuring they include all aspects of 

performance monitoring; b. identify appropriate 

signatories for the contracts in line with the 

Standing Orders and Scheme of Delegation.

6.1 a. A Task and Finish Group will be 

convened to review and strengthen the 

contracts. b. The authorised 

signatories list will be reviewed to 

ensure full compliance with the

Scheme of Delegation and Standing 

Orders.

31/07/2022 N/A N/A Complete 3 #VALUE! 31/10/2022 07/04/2022

2021.17 Internal Corporate 

Governance: BAF

Reasonable Board Secretary Head of Risk Medium We recommend that the Health Board 

assesses the effectiveness of those 

assurances on which reliance is being placed, 

and report their findingsor gaps identifiedas 

part of the BAF reporting structure.Where gaps 

are identified action plans should be developed 

and monitoredfor progress.

R1. The Health Board accepts this 

recommendation as part of the 

iterative development of the Board  

Assurance  Framework.    Work  to  

address  this recommendation  is  

planned  during May/June 2022 and a 

revised BAF incorporating a robust 

assessment of assurances will be 

included.    Assurances  will  be  RAG  

rated  and  identified  gaps  will  have  

associated  plans  to improve the 

position, monitored by the Audit,Risk 

and Assurance Committee.

31/07/2022 30/04/2023 06/10/2022 Not yet due 3 -6 Nov 2022 Revised 

BAF approach 

discussed with ARA 

Committee August 

2021. Revised BAF to 

be developed 

alongside IMTP for 

approval and 

implementation in 

April 2023.

Risk management 

informing board and 

committee assurance 

needs.

31/10/2022 30/06/2022

2021.17 Internal Corporate 

Governance: BAF

Reasonable Board Secretary Head of Risk Medium R4. We recommend that the Health 

Boarddevelops a periodic report commenting 

on compliance/ the effectiveness of the 

BAFprocessand reports this to an appropriate 

committee. 

The Health Board accepts this 

recommendation and will incorporate a 

review of the effectiveness of the BAF 

into Board evaluation and committee 

self assessment processes.

30/04/2023 N/A N/A Not yet due -6 #VALUE! 31/10/2022 30/06/2022

8/13 195/474



2021.17 Internal Corporate 

Governance: BAF

Reasonable Board Secretary Head of Risk Low R2. We recommend that the Health Board 

completes an assurance mapping exercise to 

record all assurances being sought in relation 

to those principalrisks reported under the BAF 

process.  The  exercise should be regularly 

reviewed to identify any missingand / or the 

accuracy of theassurance.

The Health Board accepts this 

recommendation and actions to 

undertake this are outlined in 

recommendation 1. The Health Board 

has established processes in place to 

review the BAF at least twice yearly 

with all principal risks reported to 

executive team, relevant committees 

and to the Board at each meeting. 

31/07/2022 30/04/2023 06/10/2022 Not yet due 3 -6 Revised BAF 

approach discussed 

with ARA Committee 

August 2021. Revised 

BAF to be developed 

alongside IMTP for 

approval and 

implementation in 

April 2023.

Risk management 

informing board and 

committee assurance 

needs.

31/10/2022 30/06/2022

2021.17 Internal Corporate 

Governance: BAF

Reasonable Board Secretary Head of Risk Low R3. We recommend that the Health Board 

continues to monitor the embedding of the BAF 

related risk management oversight 

responsibilities of the Committees to ensure 

that:1 the Committee Risk papers form the 

basis of the six monthly BAF reporting to the 

Audit, Risk and Assurance Committee and the 

Board; and,2 appropriate oversight is provided 

by each Committee on reported BAF activity.

The Health Board accepts this 

recommendation and plans to include 

strengthened assurance mapping 

arrangements and assessments for 

the next iteration of the Board 

Assurance Framework (BAF). In  

addition  to  this,  the  template  

reporting  for  Board  and  Committees  

is  due  to  be reviewed, it is proposed 

that incorporated into this review will 

be the ability to cross reference each 

Board and Committee report to the 

BAF to make explicitly clear where 

papers address and provide 

assurance against a principal risk.

31/07/2022 30/04/2023 06/10/2022 Not yet due 3 -6 Revised BAF 

approach discussed 

with ARA Committee 

August 2021. Revised 

BAF to be developed 

alongside IMTP for 

approval and 

implementation in 

April 2023.

Risk management 

informing board and 

committee assurance 

needs.

31/10/2022 30/06/2022

2021.18 Internal Financial 

Sustainability 

Reasonable Director of Finance, 

Procurement & 

Value

Assistant 

Finance 

Director 

Low R1 The upcoming review of theBudgetary 

Control Policy and Financial Control 

Procedure, issue 3, should 

considerestablishing effective control 

procedures that allow for practical compliance 

across the Health Board and that any accepted 

deviation from defined procedures 

isdocumented,  such that authorisation  of 

such  changes is defined and communicated.  

Areas for consideration 

include:1.1.1whetherthe formal budget 

delegation and acceptance letter process 

applied to the initial annual budget needsto be 

applied to any significantbudget changes 

madeduringthe financial year;1.1.2shouldthe 

monthly budget review and reporting 

processes reflect the specific needs of each 

division / directorate, given an assessment of 

the variation in budget risk between the 

divisions; and1.1.3whethereach virement 

requiresformal approval by the Board or could 

delegation of authority be given to the 

ExecutiveTeamwith the subsequent notification 

to the Board, subject toappropriatefinancial 

limits.The full findings of this review should be 

consideredwhen the documents are reviewed.

1.1.1Delegation of such large £’s 

during the year is relatively recent and 

became apparent during Covid due to 

late notice of confirmation and receipt 

of funding.We would normally expect 

to issue delegation letters only at the 

start of the financial year, whenthe 

vast majority of budgets are delegated, 

recognising that these are at a point in 

time, there will always be subsequent 

changes as new funding is agreed.The 

delegation is approved by the CEO 

and the expectations of managing that 

budget are clear in the initial letter and 

FCP’s. The FCP will be reviewed and 

revised to reflect the clarity of this 

process. 1.1.2The Board financial 

report includes an overview of each 

budget head.‘FBI’ provides the 

standard ABUHB Budget holder 

reports in detail.No action proposed. 

1.1.3The budget is delegated through 

the Board and CEO to the Executive, 

to deliver the agreed priorities. There 

should be no need to refer changes to 

the Board as they have already  

delegated  the  authority  of  its  

management. However,  where  there  

are significant changes to the 

proposed usage which are outside of 

agreed priorities and delegation  

arrangements,  there  is  an  

expectation  that the Board  is notified  

and potentially approval 

sought.Continuous review of proposed 

31/08/2022 N/A N/A Complete 2 #VALUE! 31/10/2022 30/06/2022

2021.18 Internal Financial 

Sustainability 

Reasonable Director of Finance, 

Procurement & 

Value

Assistant 

Finance 

Director 

Low R2 The Directorof Finance, Procurement& 

Valueshouldensurethatthe 

budgetarycontroltraining provided is 

appropriate and that each staff member 

receives an adequate level oftraining toaddress 

their needs andfulfil their role.This should 

includetheinclusion of budgetary control 

training in staff PADRs (where 

appropriate),monitoring  attendance  at  

budgetary  control training  sessions,and  

clear,  documented  justification  where  a 

budget  holder  does  not  need  to  attend  the  

training(for  example,  if  they had  significant  

budgetary  control experience in a previous 

role).

Financial and budget training is part of 

induction training sessions and FBI 

training is provided in addition to 

encouraging budget holders to 

attend.Non attendance reports are 

provided to line managers and 

Business Partner Accountants teams 

to follow up.Reminders will be sent to 

all budget holders and line managers 

to ensure attendance 

31/08/2022 N/A N/A Complete 2 #VALUE! 31/10/2022 30/06/2022

2021.18 Internal Financial 

Sustainability 

Reasonable Director of Finance, 

Procurement & 

Value

Assistant 

Finance 

Director 

Low R3.1 Going forward, the Director of 

Finance,Procurement& Valueshouldconsider 

enhancing/ expandingthe Board reporting 

around the delivery ofsavings plans, as 

pressure to deliver a sustainable balanced 

budget becomesever increasing.

Savings information is provided in 

summary in the Board Financial 

Report, in addition the appendix 

provides a line by line analysis.The 

Finance & Performance Committee 

will receive a more detailed savings 

analysis as part of regular agenda 

updates, including analysis of 

recurrent, non-recurrent and delivery 

performance.

31/07/2022 N/A N/A Complete 3 #VALUE! 31/10/2022 30/06/2022

2021.18 Internal Financial 

Sustainability 

Reasonable Director of Finance, 

Procurement & 

Value

Assistant 

Finance 

Director 

Low R3.2 Whilst savings are not separately 

budgeted for, the Director of Finance, 

Procurement & Values should consider the 

reporting of savings achieved analysed by key 

generic savings activities across the Health 

Board. For example,an analysis of savings 

planned and achieved fromthe more effective 

management of variable paycosts across the 

Health Board, orthe avoidance of additional 

costsas a result of efficiencies achieved.

Savings information is provided in 

summary in the Board Financial 

Report, in addition the appendix 

provides a line by line analysis.The 

Finance & Performance Committee 

will receive a more detailed savings 

analysis as part of regular agenda 

updates, including analysis of 

recurrent, non-recurrent and delivery 

performance.

31/07/2022 N/A N/A Complete 3 #VALUE! 31/10/2022 30/06/2022

2021.18 Internal Financial 

Sustainability 

Reasonable Director of Finance, 

Procurement & 

Value

Assistant 

Finance 

Director 

Medium R4.1 The Health Board should ensure clear 

alignment between itsTransformation Projects, 

IMTP Core Priorities and Priority Programmes.

Agreed.Implemented as part of IMTP 

22/23 –24/25

30/04/2022 N/A N/A Complete 6 #VALUE! 31/10/2022 30/06/2022

2021.18 Internal Financial 

Sustainability 

Reasonable Director of Finance, 

Procurement & 

Value

Clinical 

Futures 

Programme 

Director 

Medium R4.2 Before Transformation Projects are put 

forward for review and approval, the Health 

Board should ensurethat SMART criteria for 

measuring a project's development and "what 

success looks like" aredefined, and 

theaccounting structures to be applied to 

record each project are documented and 

subject to review.

Agreed. Each Programme should 

have benefits criteria agreed by its 

own Programme Governance and 

signed off by the Clinical Futures 

Programme Board (HSLG). The SRO 

should lead the development of the 

benefits measures with support from 

business partners and programme 

leads Finance Leads to be allocated to 

IMTP priorities programmes.  

Accounting of efficiency and savings 

progress to be captured in financial 

management information packs.

31/07/2022 N/A N/A Complete 3 #VALUE! Nov 2022 Programme 

Benefits & 

achievements 

reporting & tracking 

process in place via 

scorecards.  The 

benefits in year will be 

detailed via the Q2 

report to the Board 

and the programme 

benefits for next year 

confirmed via the 

IMTP (NM)

31/10/2022 30/06/2022

2021.18 Internal Financial 

Sustainability 

Reasonable Director of Finance, 

Procurement & 

Value

Assistant 

Finance 

Director 

Low R4.3 The Health Board should ensure that 

Transformation Projects areexpressed as 

financially sustainable with identified funding 

from redeployment of existing budgets and/or 

non-recurrent funding sources.

Agreed in principle. Recommendations 

from programme workstreams will be 

considered through organisation 

planning, reporting andgovernance 

arrangements ultimately to Executive 

Team and the Board.

30/06/2022 N/A N/A Complete 4 #VALUE! 31/10/2022 30/06/2022

2021.18 Internal Financial 

Sustainability 

Reasonable Director of Finance, 

Procurement & 

Value

Assistant 

Finance 

Director 

Low R4.4 There is an inherent risk that elements of 

non-recurrent funding of Transformation 

Projects are not forthcoming in future years. 

Any decision to continue projects without an 

identified recurring source of income risks 

financial sustainability in future 

years.Therefore, the Health Board should 

consider developing a clear mechanism to 

compare projects to allow for clear decision 

making where funding resources are 

limitedandthere may be a need to prioritise 

Transformation Projects.

Agreed. Aprioritisation process to 

support resource allocation as part of 

IMTP development is being developed 

by the Executive team for 

consideration by the Board.

30/06/2022 N/A N/A Complete 4 #VALUE! Nov 2022 Executive 

team agred process - 

not yet presented to 

Board

31/10/2022 30/06/2022

2021.20 Internal Medicines 

Management 

Reasonable Medical Director Senior 

Primary Care 

Pharmacist

Low R1 Management should review the terms of 

reference (ToR) for theGwent Controlled Drugs 

Local Intelligence Network,including its 

quoracyrequirements. Meetingsthatare not 

quorate should either be deferred or 

recognised at the start of the meeting ensuring 

those in the meeting understand the 

implications of this.The requirement to 

complete minutes and action logs after each 

meeting should also be added to the ToR.

The terms of reference of the Gwent 

CDLIN will be reviewed and updated 

as requested at the next CDLIN on 

1stAugust 2022.1.The TOR will be 

updated to remove need for Police 

representation at each member.2.To 

recognise any non-compliance with 

quoracy requirements at the start of 

any meeting. The implications of this 

to be noted in the minutes. 3.To add 

the requirement to complete minutes 

and action logs after each meeting will 

be added to the TOR.

31/08/2022 N/A N/A Complete 2 #VALUE! 31/10/2022 30/06/2022

2021.20 Internal Medicines 

Management 

Reasonable Medical Director Head of 

Pharmacy -

Operational 

Services/Princ

ipal 

Technician, 

Pharmacy 

Technical 

Services

Medium R2.1 Management should review the Policy for 

the Management of Controlled Drugs and  

update where required. 

The CD Policy is due for review during 

2022/23. As in previous reviews a 

working group with representatives 

from Pharmacy and nursing will be set 

up to update the policy. A number of 

sections and standard operating 

procedures will be updated to make 

the policy more relevant and practical. 

This will support compliance with the 

policy. Controlled drug keys being held 

on their own may have been best 

practice. However, this may not be 

convenient on the wards. This could 

be removed in the updated 

version.The use of red pen on the 

wards is to make stock checks 

morevisible. The practicality of this will 

be reviewed.Keeping patients own 

CDs on a separate shelf may not 

always be possible. However, they 

should be clearly differentiated from 

ward stock.The policy will also include 

a description of the audit framework 

that will provide assurance the policy 

is being followed.

31/03/2023 N/A N/A Not yet due -5 #VALUE! 31/10/2022 30/06/2022

2021.20 Internal Medicines 

Management 

Reasonable Medical Director Head of 

Pharmacy -

Operational 

Services/Princ

ipal 

Technician, 

Pharmacy 

Technical 

Services

Medium R2.2 Once the  Policy  for  the  Management  

of  Controlled  Drugs is updated,  the  Health  

Board  should undertake periodic reviews to 

ensure wards are adhering to the updated 

Policyand confirm the areas of non-compliance 

identified as part of this review have been 

rectified.

The stand operating procedure for 

pharmacy 6 month stock check on the 

wards is being updated by a Principal 

Pharmacy Technician. This will 

include updating the way reconciliation 

checks confirmation are documented 

to ensure compliance.The policy can 

include the need for periodic audits to 

review use of the policy and confirm 

areas of non compliance have been 

rectified. 

31/03/2023 N/A N/A Not yet due -5 #VALUE! 31/10/2022 30/06/2022

2021.20 Internal Medicines 

Management 

Reasonable Medical Director Head of 

Pharmacy -

Operational 

Services/Princ

ipal 

Technician, 

Pharmacy 

Technical 

Services

Medium R3. Management should continue as planned 

to add the Omnicell user guides to Sharepoint 

and direct staff to this learning material. The 

guides  should be useful to the front end user 

and also to Ward Managers regarding the 

reporting capabilities within 

anOmnicellmachine.

There are user guides for both end 

and superusers provided by Omnicell. 

The Principal Pharmacy technician at 

RGH has developed basic user guides 

for the wards which detail the common 

functions with picture guides. These 

are available on the wards, but staff 

cannot always find them. The plan is 

to add them to SharePoint and 

signpost staff to them. Short training 

videos are also to be developed which 

will be uploaded toYouTube. QR 

codes will be placed on the side or 

front of the cabinet and linked to the 

videos which will show staff how to 

maximise the Omnicells 

functionalities.

31/08/2022 31/12/2022 06/10/2022 Complete 2 -2  Nov 2022 All the user 

guides are now 

available on 

SharePoint and 

training plans have 

been implemented for 

GUH staff.   Still 

waiting for videos 

from Omnicell

Nov 2022 Awaiting 

training videos from 

Omnicell to determine 

if they are suitable for 

end users and 

implement  QR code 

Youtube plan. If not  

local videos will be 

developed. 

31/10/2022 30/06/2022

2021.20 Internal Medicines 

Management 

Reasonable Medical Director Head of 

Pharmacy -

Operational 

Services

Medium R4 The PharmacyTeamshould comply with the 

relevant Health Board policies and SOPs for 

controlled drugs, in particular the removal of 

expired controlled drugs and the completion of 

six-monthlystock reconciliations(which should 

all be completed in a consistent manner). 

Where compliance with the policycannot be 

achieved, for example due to resourcing, an 

agreed temporary deviation from the Policy 

should be agreed and approved at 

anappropriateGroup.

A full review will be conducted into the 

Pharmacy processes relating to 6-

monthly CD stock reconciliations to 

determine the extent of the issue and 

to provide assurance of compliance. 

The Pharmacy Team will input into the 

Management of Controlled Drugs 

Policy, with the potential to visit the 

mechanism of how expired drugs are 

reported to Pharmacy, to ensure a 

more robust system with auditable 

records is available in the future. 

30/09/2022 N/A N/A Complete 1 #VALUE! Nov 2022 A review 

has been completed 

to ensure consitency 

in the Pharmacy  

checking process 

across all sites.  A 

QR code has been 

developed which is 

available for wards to 

notify Pharmacy of 

expired stock.

31/10/2022 30/06/2022

2021.22 Internal NIS Directive (Cyber 

Security)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Chief Digital 

Officer 

Low R1 For future iterations of the CAF there 

should be greater involvement of the system 

owners in the review of the responses.

ABUHB will ensure that in future 

iterations of the CAF there is greater 

involvement of System Owners

31/12/2022 N/A N/A Not yet due -2 #VALUE! 31/10/2022 30/06/2022

2021.22 Internal NIS Directive (Cyber 

Security)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Chief Digital 

Officer 

Medium R2 Management should ensure that records of 

discussions and information provided to and 

from the CRU are captured for future annual 

self-assessments.

Management will ensure that during 

any future self-assessments records 

of discussions and 

informationsupplied to the CRU will be 

captured and available for internal or 

external review.

31/12/2022 N/A N/A Not yet due -2 #VALUE! 31/10/2022 30/06/2022

2021.22 Internal NIS Directive (Cyber 

Security)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Chief Digital 

Officer 

Medium R3 Management should ensure that an 

Improvement Action Plan is developed 

promptly in order to avoid delays in 

implementation. 

NIS Improvement Plan is already being 

developed by the Cyber Team. 

Thecompleted plan willbe presented 

for management review and sign off. 

Currently ABUHB are still awaiting the 

publication ofCAF Based Cyber Risk 

Register for the Health Board these 

risks identified by CRU following the 

CAF assessment may include 

remediations that will be incorporated 

into the Improvement Plan currently 

being developed.

31/07/2022 N/A N/A Overdue 3 #VALUE! "Jan 23:   Cyber 

continues to maintain 

the NIS Risk Register 

and Action plan. CRU 

are currently 

reviewing all risk 

registers submitted 

with a view to finding 

and reporting 

common risks to 

Welsh Government . 

This may result in a 

common approach for 

remediation being 

adpoted for all 

Boards.Cyber will 

await results and 

support any required 

actions to be taken as 

directed by CRU                                                                                                                  

Sept 22: The 

completed and 

updated register is 

submitted. 

Aug 22: The ABUHB 

NIS  remedial Action 

Plan has been used 

to support a CRU led 

workshop and support 

the remediation of risk 

identified on the CRU 

created ABUHB  NIS 

Risk Register. Work 

is ongoing  with 

internal stakeholders 

31/10/2022 30/06/2022

2021.22 Internal NIS Directive (Cyber 

Security)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Medium R4 The  costs  associated  with  the  

improvement  actions  should  be  assessed  

and  reported  to a relevant committee  to  

enable  awareness  of  the  full  picture  and  

prioritisation  of  actions  and funding. 

The NIS Improvement Plan will be 

submitted through the relevant 

governance committee for senior 

Management review and sign off. 

Prioritisation of remedial actions and 

related costs will be assessed through 

ABUHB formal risk governance 

structureand relevant committees. 

Note ABUHB are currently 

implementing the recommendations of 

the Templar consultancy report which 

will create the Office of the SIRO and 

create a new governance frameworkto 

support Risk Management within the 

Health Board.

30/09/2022 N/A N/A Overdue 1 #VALUE! "Jan 23: Office of he 

SIRO has been 

established, 

implementation of 

supporting 

governance and 

structures are in 

progress allowing 

costs to be fully 

assessed and actions 

prioritised.

Aug 22: The creation  

of the TOM and 

creation of the 

HBOTS  is ongoing  

This will provide the 

risk management 

framework to allow 

costs associated to 

improvements to be 

managed and 

prioritised."

31/10/2022 30/06/2022

2021.22 Internal NIS Directive (Cyber 

Security)

Reasonable Director of Planning, 

Performance, Digital 

& IT 

Chief Digital 

Officer 

Medium R5 A formal reporting route for cyber security 

should be established to ensure that senior 

staff are aware of the position relating to cyber 

security.5.2The risk description should be 

reviewed, with inclusion of the potential 

financial penalties relating to 

noncompliancewith NIS.

ABUHB are adopting 

recommendations of the Templar 

Report that will establish a formal risk 

governance and committee structure 

within the Health Board which will 

support Cyber Security Risk 

Reporting.5.2As part of the 

improvements suggested by Templar 

a new Cyber Risk Register will be 

developed. As part of development 

process account will be taken to 

include the financial penalties 

associated with noncompliance to NIS 

regulatory requirements into the 

assessment methodology and 

reporting.

30/09/2022 N/A N/A Overdue 1 #VALUE! "Jan 23: Regular 

cyber reporting is in 

place, currently this 

runs through Digital 

Delivery Oversight 

Board and to execs.  

This will change to 

HBOTS/SIRO  once 

fully established

Sept 22. The reporting 

route is being 

established following 

the appointment of the 

new SIRO. 

Aug 22: Work is 

ongoing to implement 

the TOM and  

supporting Risk 

management 

framework, A  

governance and 

Assurance 

Committee has been 

established this will  

report  IG and Cyber 

risks identified at the 

GAGS  through to the 

HBOTS . This will be 

supported by a 

corporate risk 

management 

methodology. The 

assessment 

methodology  and risk 

scoring will  capture 

31/10/2022 30/06/2022

9/13 196/474



2021.23 Internal Operational 

Resumption of 

Services 

Reasonable Director of 

Operations 

Medium R1 The Health Board shouldreview and update 

service deliveryplanstoset outthe revised 

delivery timeframes for addressing the current 

backlog ofRTT waiting lists.

Ongoing work using SFN data in 

collaboration with Planning to 

determine the modelling requirements. 

We will update monthly trajectories in 

line with the quarterly update process 

agreed with the IMTP Plans assessed 

weekly against trajectories –reported 

monthly to Executive team and Board 

via the Integrated Performance report

31/07/2022 N/A N/A Overdue #VALUE! #VALUE!

Nov 2022 Response 

back to WG to 

confirm all specialties 

with the exception of 

ENT will have 0 104 

week breaches by 

year end.  (ENT 

routine only Peads 

and urgents all within 

104 weeks).  The HB 

has reviewed and 

updated service 

delivery plans and 

continue to monitor 

against the trajectory.  

Service delivery plans 

align to the Health 

Board's IMTP plans in 

relation to Planned 

Care and monitored 

via the Planned Care 

Programme Board.    

11.11.22 30/06/2022

2021.23 Internal Operational 

Resumption of 

Services 

Reasonable Director of 

Operations 

Medium R2 The Health Board shouldreview the current 

performance reportingfor the resumption of 

servicesand incorporate metrics to monitor the 

effectiveness of actions undertaken and the 

profile of the overall reduction of the waiting 

lists.

Performance is measured weekly 

actual v planned and set against the 

agreed trajectories as per IMTP 

Weekly performance meetings 

reinstated with Divisions and chaired 

by the Director of Operations

30/06/2022 N/A N/A Overdue 5 #VALUE! National guidance and 

metrics is constantly 

evolving with regards 

to the new 

performance targets. 

When finalised, all 

national guidance and 

metrics are 

incorporated into 

internal reports and 

documents.

Nov 2022 The 

recommendation is 

implemented however 

further external 

guiadnce is awaited 

regarding 

performance targets.  

20/11/2022 30/06/2022

2021.24 Internal Flow Centre Reasonable Director of 

Operations 

Service 

Manager 

(USC)

Medium R1.1 The Flow Centre Team should ensure 

that the reason for an aborted transfers should 

be adequately recorded. 

The Flow Centre Team have 

performed regular audits throughout 

the year and learning outcomes 

identified. This recommendation 

features on our regular 1:1s with 

individuals, staff weekly updates and 

will be a focus over the next 

fewmonths in line with this audits 

recommendation.Assurance is given 

via the Operations Structure and 

Urgent Care Divisional meetings with a 

monthly frequency and contain a 

feedback loop to ensure learning is 

disseminated to the teams.Flow 

Navigator audit tool to be created. Key 

area of focus for our Flow Navigator 

Auditor over the next 2 months

31/07/2022 N/A N/A Overdue 4 #VALUE!

Nov 2022•	We have 

seen a marked 

improvement with 

regards to 

documentation – 

noted through auding.

•	We have a full time 

Senior Flow Navigator 

who is responsible for 

auditing to help with 

this aim

•	A Flow Navigator & 

Flow Nurse Audit Tool 

has been created, in 

regular use and had 

provided key themes 

for service 

improvement.

20/11/2022 30/06/2022

2021.24 Internal Flow Centre Reasonable Director of 

Operations 

Flow Centre 

Nurse 

Medium R1.2 The Flow Centre Team should ensure 

that the reason for an aborted transfers should 

be adequately recorded. 

This audit has highlighted a key 

learning outcome regarding the 

process followed when closing calls 

on the system and the loophole 

associated with the system used for 

recording the referral 

(Nugensis).Learning identified and 

training provided to staff Key area of 

focus for our Flow Navigator Auditor 

over the next 3 months

31/07/2022 N/A N/A Overdue 4 #VALUE! Nov 2022 •	A reduction 

has been noted

•	This remains a key 

area of audit

20/11/2022 30/06/2022

2021.24 Internal Flow Centre Reasonable Director of 

Operations 

Flow Centre 

Nurse 

Low R2 The Flow Centre Team should establish 

the required level of information to be 

documented on the Transfer Form for each 

patient screenedand all forms should be 

uploaded onto CWS.

In the past 3 months an internal audit 

performed by the department 

highlighted further evidence of this 

practice and an action plan has been 

implemented to improve this area of 

practice.Clinical audit tool to be 

created. Initial audit to be completed 

–5% of Flow Nurse workload. Learning 

identified and training provided to staff

30/09/2022 N/A N/A Complete 2 #VALUE! Nov 2022 A Flow 

Navigator & Flow 

Nurse Audit Tool has 

been created, in 

regular use and had 

provided key themes 

for service 

improvement.

20/11/2022 30/06/2022

2021.24 Internal Flow Centre Reasonable Director of 

Operations 

Flow Centre 

Nurse 

Low R3 The Flow Centre Team should develop key 

performance indicators to help improve the 

delivery of the service, manage key risks and 

to help develop staff.

With recent changes in clinical and 

operational leadership of the Flow 

Centre a focus will be on creating 

these key performance indicators 

(KPI) and stabilising the services as 

we recover from the impact of COVID. 

Create operational KPI for Pre-Hospital 

Screening. Create clinical KPI for 

Intersite transfer service. Review the 

clinical and operational model of the 

Flow Centre

30/09/2022 N/A N/A Overdue 2 #VALUE! Nov 2022•	Some KPIs 

have been created, 

reviewed each week 

at SLR and will form 

the basis of the Flow 

Centre Review 

currently taking place

Nov 2022 Review 

being undertaken 

currently 

20/11/2022 30/06/2022

2021.24 Internal Flow Centre Reasonable Director of 

Operations 

Service 

Manager 

(USC)

Medium R4.1 We recommend that the Flow Centre 

Team review and update the business 

continuity plan, where required.

The business continuity plan is being 

reviewed and updated currently.

30/06/2022 N/A N/A Overdue 5 #VALUE! Nov 2022 •	The BCP 

has been 

created/updated and 

is due for a further 

review in light of 

recent IT risks and the 

joining of the Urgent 

Care Division

Nov 2022 recent 

Divsional changes 

have meant that the 

BCP now requires 

further refinement 

however, orginal 

recommendation was 

implemented. 

20/11/2022 30/06/2022

2021.24 Internal Flow Centre Reasonable Director of 

Operations 

Service 

Manager 

(USC)

Low R4.2 We recommend that the Flow Centre 

Team periodically test their business continuity 

plan and update it with learnings from the 

exercise(s).

A planned test of the business 

continuity plan will be initiated by the 

target date. An unplanned test of the 

business continuity plan will be 

initiated by the target date

30/10/2022 N/A N/A Overdue 1 #VALUE! Nov 2022 •	This is on 

hold until we return to 

our call centre.

20/11/2022 30/06/2022

2021.24 Internal Flow Centre Reasonable Director of 

Operations 

Service 

Manager 

(USC)

Medium R5 The Flow Centre Team should provide 

assurance to an appropriate committee or 

group of the delivery of the expected benefits.

The Flow Centre has been operational 

for a period of time that will enable an 

effective review of the service 

projected benefits and assurance to 

the objectives given. With recent 

changes in clinical and operational 

leadership of the Flow Centre a focus 

will be to review the service by the 

target date.

30/08/2022 N/A N/A Overdue 3 #VALUE! Nov 2022 •	The flow 

centre feeds into 

Urgent Care SMT and 

DMT governance 

structures as well as 

weekly SLR 

operational oversight. 

20/11/2022 30/06/2022

2021.26 Internal Facilities - Care After 

Death 

Reasonable Director of 

Operations 

Care After 

Death 

Manager

Low R1 The Care after Death (CaD) Teamshould 

ensure that standard operating 

procedures:•are documented on an agreed 

template, with version number, issue date, 

review date and document owner;•incorporates 

links to other SOPs, documents, standardsor 

relevant websites;and•detail the full procedure, 

including all required paperwork/data entry into 

supporting records.

The CaD Team accept this 

recommendation in full.

30/09/2022 N/A N/A Complete 1 #VALUE! This has been 

undertaken by the 

CAD Manager 

following the audit 

report.  

31/10/2022 30/06/2022

2021.26 Internal Facilities - Care After 

Death 

Reasonable Director of 

Operations 

Care After 

Death 

Manager

Low R2 The Care after Death(CaD)Teamshould 

ensure a staff training register is maintained, 

which details the training completedby team 

members and the date for refresher training to 

be undertaken.

The CaD Team accept this 

recommendation in full. 

30/09/2022 N/A N/A Complete 1 #VALUE! CAD Manager now 

has a dedicated 

training register for all 

CAD Team membes 

as per audit 

recommendatins. 

31/10/2022 30/06/2022

2021.26 Internal Facilities - Care After 

Death 

Reasonable Director of 

Operations 

Care After 

Death 

Manager

Medium R3 The Care after Death Team should 

determine if the software delivers sufficient 

benefits in excess of the potential risks.  If  not,  

then  alternative  software  /  system  should  

be  procured,  to  include some  /  all  of the  

following features:•remotelyaccessible 

acrossall sites, at all times;•update 

immediatelyfollowing any change inputted;•link 

to keysoftwarewithin the Health Board,to 

minimise manual data entry;•produce 

management information / a dashboardand 

other relevant information (e.g. patient 

location);•raise   warnings   where   breaches 

to   the   SOPs are   imminent,   e.g.   capacity,   

temperature   (if recommendation three is 

adopted) warnings;•a full audit trail including 

access information and data changes;•support 

profile levelsto facilitateaccess control; and•be 

fully compliant with the Health Board and 

DHCWshared service software requirements.

It is acknowledged that the current 

system does present the Health Board 

with a risk due to the issues as 

identified within the audit. The issue of 

the current & inherited database being 

unfit for purpose is acknowledged; the 

Estates & Facilities Divisionwill now 

engage with suppliers to identify a 

suitable replacement software system. 

A three-month window to identify 

supplier, design a system and 

implement is believed to be a 

significant challenge. It is expected 

that this work may take up to a six-

month period. 

30/09/2022 N/A N/A Overdue 1 #VALUE! Nov 2022 Alternative 

software solution has 

been procured via 

Synbiotix.  Ongoing 

liaison between 

Synbiotix, IG & IT 

infrastructure teams 

to ensure all relevant 

safety aspects are 

mapped out.  Further 

development work 

alongside Information 

Governance team to 

understand the 

barriers to uploading 

patient information is 

being undertaken.  

IT Infrastructure Team 

resouce capacity may 

delay the 

implementation. 

Ongoiong liaision with 

Associate Director of 

Informatics Strategy & 

Planning 

Q4 of 2022/23 31/10/2022 30/06/2022

2021.26 Internal Facilities - Care After 

Death 

Reasonable Director of 

Operations 

Care After 

Death 

Manager

Low R4 The Care after Death Team 

should:•develop call cascade lists to identify 

staff contact details in advance;•identify 

additional scenarios that may arise and detail 

action plans to overcome them;•test a range of 

continuity events regularly (at least once a 

year); and•identify fridge / freezer capacity 

plans that  could be utilised in across different  

sites, in the event of unavailability. 

The CaD Team accept this 

recommendation in full.

30/09/2022 N/A N/A Overdue 1 #VALUE! Being developed by 

CAD Manager.

None Q3 2022/23 31/10/2022 30/06/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 1.1 Ensure that the Waste Management Policy 

has been reviewed/updated and reflective of 

the above findings. That the updated Policy is 

underpinned by formal Board Level approval 

with all key elements of WHTM 07-01 guidance 

incorporated.

1.1 The Waste Management Policy will 

be reviewed/updated and formally 

approved by the Board.

31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 1.2 Waste management operational control 

procedures review dates should be updated 

following each review.

1.2 OCPs will be formally reviewed 

with associated record of actions.

31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 1.3 Out-of-date policy / procedural documents 

published online should be updated.

1.3 All online policies and procedures 

will be reviewed and updated where 

necessary.

31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Low 2.1 Enhancement of the Waste Management 

Policy to include staffing groups as identified by 

the WHTM 07-01 guidance.

2.1 Staffing groups not recorded on 

OCP training evidence but recorded 

on induction training for Facilities and 

Clinical staff. To be recorded on all 

training sessions going forward.

TBC N/A N/A #VALUE! #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 2.2a The training needs assessment should be 

reviewed and enhanced, encompassing all 

relevant UHB staff groups to determine the 

level and frequency of waste management 

training required by each staff group (which 

could range from general guidance on waste 

segregation and recycling, to technical 

guidance on clinical waste handling and 

include additional training provided due to 

COVID).

2.2a Training needs assessments will 

be reviewed and updated where 

necessary.

31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 2.2b Management should investigate options to 

provide waste management/recycling/green 

agenda training to all UHB staff.

2.2b Provision of online training has 

been discussed and could be 

implemented within ABUHB, however 

we believe it would benefit from an all-

Wales approach. This could potentially 

be coordinated via Welsh Health 

Environmental Forum

TBC N/A N/A #VALUE! #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 3. A consistent approach should be taken to 

the waste stream used for disposal of 

offensive (but non-infectious) PPE, in public 

areas within the hospital sites - based on 

official guidance and management decision.

3. This is a recurrent issue across the 

country and every effort is made to 

ensure correct segregation through 

waste audits, spot checks and 

walkarounds by Environmental Team, 

Compliance Team, Senior 

Management and Divisional Director. 

These measures will continue to be 

employed along with enhanced 

communication.

TBC N/A N/A #VALUE! #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 4. Staff will be reminded of the importance of 

complying with waste management operational 

procedures including (but not exhaustive): • the 

maintenance of secure waste storage areas; • 

the correct classification and disposal of 

waste; • the correct labelling of all waste items 

(including sharps)

4. As with Management Action 3 these 

are common, ongoing issues at all 

sites. Internal audits, ISO14001 audits 

(external), spot checks and 

walkarounds by Environmental Team, 

Compliance Team, Senior 

Management, Divisional Director and 

external auditors along with enhanced 

communications will reduce instances 

going forward

TBC N/A N/A #VALUE! #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 5.1a Waste recycling provisions and targets 

will be reintroduced across the UHB.

5.1a Due to the issues highlighted 

above, ABUHB was unable to review 

waste service and associated targets 

in recent years. Review to be 

undertaken.

30/09/2022 N/A N/A Overdue 1 #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 5.1b A review of waste volumes and types 

across the UHB should be completed, to 

identify potential for waste minimisation in line 

with WHTM 07-01 (5.3).

5.1a Due to the issues highlighted 

above, ABUHB was unable to review 

waste service and associated targets 

in recent years. Review to be 

undertaken.

30/09/2022 N/A N/A Overdue 1 #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 6.1a Recommendations / non-conformities 

arising from internal (pre acceptance audits) 

and external audits should be monitored via the 

central tracker.

6.1a All non-conformities (NCs) and 

recommendations are recorded by a 

central tracker spreadsheet. At the 

time of the audit, the tracker had not 

been updated with the latest NCs. All 

NCs/recommendations will be 

recorded as soon as raised/published. 

This would be reviewed every 6 

months as part of external ISO14001 

audit.

TBC N/A N/A #VALUE! #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 6.1b Audit non-conformities, and progress 

towards actioning the same, should be 

reported to an appropriate forum.

6.1b Audit outcomes will be raised on 

an exception reporting basis to the 

Health & Safety Committee which has 

direct escalation to Corporate H&S 

and Exec Board.

TBC N/A N/A #VALUE! #VALUE! 31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 7.1a Waste Management monitoring and 

reporting arrangements should be enhanced 

(particularly through to Committee/Board 

levels), with appropriate scrutiny and challenge 

demonstrated.

7.1a Environment to be a regular 

agenda item on Health & Safety 

Committee

31/08/2022 N/A N/A Complete 2 #VALUE! Regular agenda item 

on H&S Committee

31/10/2022 31/07/2022

2021.27 Internal Waste Management Reasonable Director of 

Operations 

Environmental 

Manager

Medium 7.1b Waste risk management processes and 

procedures should be enhanced to widen the 

scope of reporting of waste management 

issues, inclusive of the development of a 

localised waste risk register and top waste 

risks reports, with joined up mechanisms to 

incorporate contract performance issues, 

recommendation tracker updates etc.

7.1b Local waste risk register with 

associated report to be created which 

will feed into Divisional Risk Register

31/08/2022 N/A N/A Complete 2 #VALUE! Identified risks are 

being entered on 

Local Risk Register 

(on DATIX). This will 

be managed by Env 

Mgr with oversight by 

Compliance Manager. 

Escalation to 

Divisional and 

Corporate Risk 

Registers if 

necessary

N/A 23/09/2022 31/10/2022 31/07/2022

2022.01 Internal CYP Continuing 

Care

Reasonable Director of 

Operations 

General 

Manager

High CloseHealth Board monitoring ofthe key risks 

facing the CCNS to ensure:•appropriate action 

continues to be taken; and•support is provided 

to the CCNS as required

1)Engagement with families and staff 

in a review of service models –utilising 

co-production and with a 

compassionate leadership lens 

explore options of “out of family home” 

models of care, which may meet 

needs of child/young person more 

effectively, optimise management of 

scarce resources and support 

retention of staff.2)Workforce review to 

identify skill mixedworkforceresource 

required to deliver safe service across 

the various linesof commissioned 

service e.g.Continuing Care, Special 

Schools, Children’s Out Patients, 

Clinical/Care closer to 

home3)Business Case/Service 

Review to establish options of further 

efficiency and priority with 

theidentification ofdiscrete 

financialbudgetlinesto meet assessed 

and agreed service 

priorities4)Developing new roles/skill 

mix within the Children’s Community 

Nursing Service to enhance service 

provision5)Partnership Board/Welsh 

Governmentrecommendation required 

to determine the prudent delivery of 

care described as ancillary and 

incidental care needs, and multi-

agency responsibilities 

initsdelivery.This will aid the alignment 

of Value-Basedhealth care and Value-

Based social care

31/03/2023 N/A N/A Not yet due -5 #VALUE! 31/10/2022 07/10/2022

2022.01 Internal CYP Continuing 

Care

Reasonable Director of Primary, 

Community Care 

and Mental Health 

Assistant 

Service 

Manager

Medium Incorporate the use ofthe recently developed All 

Wales CCN Senior Nurse forum KPIs for 

CCNS within the performance monitoring 

process.Regular monitoring of the 

performance report within the CCNS with 

annual (minimum) reporting to the Division.

Medium1)RL Datix to be utilised further 

to capture compliments as an initial 

step to provide more balance. 2)Key 

Performance Indicators for the 

Children’s Community Nursing Service 

is being looked at within the All Wales 

Forum. Once finalised, these will be 

implemented locally and reported to 

Division two-monthlyin line with QPS 

frameworkwith appropriately agreed 

action plans supported3)CIVICA has 

recently been commissioned by the 

UHB and will support the development 

of a dashboard to analyse service user 

feedback, key performance indicators 

and Quality outcome measures.

31/12/2022 N/A N/A Not yet due -2 #VALUE! 31/10/2022 07/10/2022

10/13 197/474



2022.01 Internal CYP Continuing 

Care

Reasonable Director of 

Operations 

Assistant 

Divisional 

Nurse / 

Division Lead 

for QPS

Medium Develop quality assurance mechanisms to 

assess the quality of:•CYP CC 

assessments;•care delivered by the CCNS 

team; and•care delivered by external providers 

(respite and commissioned CYP 

CC).Incorporate the QA mechanisms into the 

CYP CC Policy.

1)Quality Assurance mechanisms 

have been under review and 

considered through the multiagency 

CC development group. This to be 

finalised and rolled out across 

services2)CC policy will reflect clearly 

the mechanisms used for assurance

30/11/2022 N/A N/A Not yet due -1 #VALUE! 31/10/2022 07/10/2022

2022.01 Internal CYP Continuing 

Care

Reasonable Director of 

Operations 

Assistant 

Divisional 

Nurse / 

Division Lead 

QPS

Low Acceptance of target risk scores outside the 

tolerance levels should be made at an 

appropriate level and clearly documented in the 

risk register.

1) Risk Register to be reviewed in light 

of service development and 

transformation opportunities. 2) 

Tolerance levels of risk for the service 

will be mitigated as far as possible 

within this workstream, clearly 

identified and understood with required 

transformation changes supported by 

both Division and Executive team.3) 

Ongoing monitoring and scrutiny at 

Division/Executive on 2 monthly basis

30/09/2022 N/A N/A Overdue 1 #VALUE! 31/10/2022 07/10/2022

2022.01 Internal CYP Continuing 

Care

Reasonable Director of 

Operations 

Assistant 

Divisional 

Nurse/ 

Division Lead 

for QPS

Low Implement robust 

communicationmechanismsbetween the 

various partnership working forums (e.g., CC 

Development Group, Regional Integrated 

Complex Needs Panel, etc).Monitor the 

effectiveness of these forums and any new 

joint processes implemented.

Assistant Divisional Nurse / Division 

Lead QPS

30/11/2022 N/A N/A Not yet due -1 #VALUE! 31/10/2022 07/10/2022

2022.01 Internal CYP Continuing 

Care

Reasonable Director of 

Operations 

Senior Nurse 

& Practice 

Educator

Low Develop a CCNS Training Strategy to bring 

together and provide oversight for existing 

training activities.Implement a sustainable 

rolling programmeof practical CYP CC 

training.Monitor the impact of the resource 

issues on training and competencies to ensure 

they are not adversely affected.

1)Ongoing comprehensive training 

programme has re-commenced and is 

monitored for compliance. Compliance 

of training programme is currently 

affected by safe staffing needs 

–Division will continue to monitor 

expected improved compliance 

withmitigated workforce 

challenges2)Compliance to be 

reviewed two monthly as per QPS 

framework and to allow for 

implementation of follow up actions. 

Reported to DivisionalManagement 

Team

30/11/2022 N/A N/A Not yet due -1 #VALUE! 31/10/2022 07/10/2022

2022.01 Internal CYP Continuing 

Care

Reasonable Director of 

Operations 

Division 

Director / 

Chair for CCC 

Panel

Low Include links to the following within the CYP CC 

Policy to provide full clarity on 

requirements:•relevant laws and 

regulations;•relevant Health Board policies and 

procedures, e.g., those relating to escalation 

and concerns; and•relevant local processes 

not already reference, e.g., local procedures to 

support implementation of Health Board 

escalation and concerns.Include all roles and 

responsibilities and reporting lines for 

completeness, even though they follow the 

Divisional structure.Inform CCNS staff of 

recent updates to the CYP CC Policy and 

where the Policy is stored.

1)Suite of policies and procedures 

have been undergoing review to 

ensure they are updated and make 

reference to concurrent local and UHB 

Policyas well as the wider National 

Policy and Legislation2)Policies and 

procedures, guidelines, standardsto 

be registeredon the Intranet A-Z 

Policies and Procedures, and the 

Children’s community nursingstaff 

pages of Healthier Together Website 

for ease of access for the wider 

team3)Terms of Reference updated 

and awaiting final Division 

approval/sign off.4)Updated Continuing 

Care Policy

30/11/2022 N/A N/A Not yet due -1 #VALUE! 31/10/2022 07/10/2022

2022.02 Internal Job Evaluation 

Process

Reasonable Director of 

Workforce & OD

Medium The Health Boardshouldensure that all 

necessary job evaluation documentation is 

completed correctly and centrally stored,to 

ensure that all posts have a comprehensive 

audit trail of how decisions are made.

Recommendation accepted.The 

service will ensurethe consistency 

process adhered to and administration 

processes are followed in line with 

agreed processes with all 

documentation filed in JE database/job 

library and using unique CAJE 

identifiers. Adherence to Job 

evaluation handbook guidance in 

terms ofconsistency checkingand 

maintaining good job evaluation 

practices.To commence 

immediately.Development of Job 

evaluation intranet with all relevant 

document relating to job description to 

support good practice and links to 

existing policies with flow charts to 

support correct policy.

31/12/2022 N/A N/A Not yet due -2 #VALUE! 31/10/2022 07/10/2022

2022.02 Internal Job Evaluation 

Process

Reasonable Director of 

Workforce & OD

Low The Health Board should review, update if 

applicable,and ratify the Banding of New Posts 

policy. Once this has been 

completed,theHealth Board should ensure all 

related policies / procedures have been 

updated and linked correctly on the intranet 

page.

Recommendation accepted. Work has 

commenced to update the Banding of 

New Posts Policy inpartnership with 

staff side lead,ensuring alignment with 

any recent JEG recommendations. 

First draft to be submitted to the 

Workforce & OD Policy Group in 

December2022.

31/03/2023 N/A N/A Not yet due -5 #VALUE! 31/10/2022 07/10/2022

2022.03 Internal GUH Financial 

Assurance 

Substantial Director of Planning 

& Performance 

Low Management should confirm appropriate action 

in respect of £10,190 of delivered fencing not 

utilised at the GUH project

Agreed. 30/11/2022 N/A N/A Not yet due -1 #VALUE! 31/10/2022 07/10/2022

2022.04 Internal Agile Delivery Advisory Director of 

Workforce & OD

High An overarching agile working plan should be 

developed. It should include:•An overarching 

vision (this could be taken from the already 

published Agile Working Framework).•A set of 

SMART goals/ milestonesto achieve this 

vision.•A list of Welsh Government targets 

which need to be achieved.•All relevant 

services areas should be included and 

engaged with.A benefits listshould be 

developedto sit alongside the planwhich details 

how the Health Board will measure its success 

against each of the goals. The listshould 

include quantifiable measurements which can 

be analysed to confirm the success of each 

goal.

Agreed, the overarching HBand WG 

visionwill be added to the developed 

Programme Plan. Overarching 

SMART goals will be articulated with 

more specific goals once the 

assessment and review of the estates 

has been undertaken.

30/11/2022 30/03/2023 N/A Not yet due #VALUE! #VALUE!

Nov 2022 Plan -  will 

reconfirm the vision 

and SMART 

objectives in 

programme delivery 

board December 

2022, then taken 

forward to executive 

Committee and Board 

for final endorsement 

Estates review, 

accomdation group, 

ICT infrastructure, 

service change, 

impact of cost of living 

crisis on staff, capital 

availibility, financial 

review 

regular review through 

agile delivery 

programme board 

also the cost of living 

risk and estates risk 

is highlighted on the 

CRR 

25.10.22 07/10/2022

2022.04 Internal Agile Delivery Advisory Director of 

Workforce & OD

Low Confirm with the Executive Team that the agile 

working principles noted within the Agile 

WorkingFrameworkstill represent the current 

vision. If amendments are required, the 

Framework should be updated.

An agreed vision for agile working had 

been agreed by the Executive Team 

previously and had developed over the 

response to the COVID pandemic. 

There are agreed priorities in place for 

implementing this vision. However, to 

work beyond the agreed priorities and 

to embed agile working strategically 

into Health Board plans it is agreed 

that this is a good time to re-new the 

vision. 

30/11/2022 N/A N/A Not yet due -1 #VALUE! 31/10/2022 07/10/2022

2022.04 Internal Agile Delivery Advisory Director of 

Workforce & OD

Low Update the Agile Working Group termsof 

reference (ToR). The ToR should be updated 

to include,but not limited to:•The frequency of 

meetings; and•The quoracy required at 

meetings.

Agreed. 31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 07/10/2022

2022.04 Internal Agile Delivery Advisory Director of 

Workforce & OD

Low The Health Board should engage with staff 

separately from surveys, for example a more 

targeted collection of information. Currently, the 

surveys received a low response rate in certain 

areas. A different approach to engagement 

within these areas should be explored and 

implemented (e.g. site visits).

TU / LNC engagement will continue 

along with Newsletters and specific 

Departmental meetings to discuss 

agileworking principles and ways of 

working.This includes sharing of good 

practice and initiatives in specific 

areas. Agile discussions and 

engagement will take place in part 

under the umbrella of the People First 

initiative. Other forums will be 

useddependant on the local context.A 

delivery plan to support the roll out of 

the Agile Framework, including 

communications and engagement,has 

been developed.

31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 07/10/2022

202106 External Quality Governance 

Review

Not Rated Director of Therapies 

& Health Science

Head of Risk N/A R1 Divisional risks are presented to Quality 

and Patient Safety Operational Group, but 

there was limited evidence of in-depth analysis 

and discussion. There is also limited evidence 

that the General Surgery directorate maintain 

risk registers that adequately identify quality 

and safety risks and mitigating actions. The 

Health Board should:•ensure there is 

appropriatescrutiny, challenge, cross divisional 

discussion and sharing of good practice 

around divisional risks at the Quality and 

Patient Safety Operational Group. •ensure that 

risk registers arecompleted and 

maintainedacross all directorates thatidentify 

quality and safety risksand mitigating actions 

andthere are appropriate riskescalation 

arrangements.

The form and functionof Quality 

Patient Safety Operational Group is 

currently being reviewed, with the aim 

of strengthening oversight of Risk. 

ABUHB are in the process of 

introducing the OFWCMS with the 

Risk module part of a future phase of 

roll-out. This will be a driver for 

improving Divisional ownership of risk 

management and mitigation. A 

programme of Divisional awareness 

raising will be introduced across 

ABUHB to strengthen risk 

management processes.The 

responsibility of Divisional Directors 

will be reinforced in terms of 

maintaining registers and ensuring 

appropriate mitigation. 

31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 07/10/2022

202106 External Quality Governance 

Review

Not Rated Medical Director N/A    R2 During our review, the Health Board was 

updating its clinical audit strategy and policy 

and developing a standalone clinical audit plan. 

The Health Board’s Clinical Effectiveness and 

Standards group terms of reference were in 

draft and contained out-of-date information. At 

an operational level, clinical audit capacity is 

limited and systems to share learning and 

good practice are not embedded or 

systematic. The Health Board 

should:•complete the work on its clinicalaudit 

strategy, policy, and plan.The plan should 

covermandated national audits,corporate-wide 

and local auditsinformed by areas of risk. This 

plan should be approved by the Patient Quality, 

Safety and Outcomes Committee and 

progress of its delivery monitored routinely. 

•update and finalise the terms ofreference for 

the ClinicalEffectiveness and 

StandardsCommittee.•ensure there is 

sufficientresource and capacity forclinical audit 

at an operationallevel•ensure systems for 

learningand good practice from clinicalaudit are 

embedded across theorganisation.

ABUHB will undertake a review of 

resources and capacity available to 

support the completion of the National 

Clinical Audit programme.The Clinical 

Standards and Effectiveness Group is 

the forum where Clinical audit is 

discussed and presented to ensure 

scrutiny and assurance. Bi-annual 

reporting to the PQSOC takes place to 

provide assurance of clinical 

performance and the development of 

action plans to address requisite 

improvements. A review of the 

membership of the group will be 

undertaken to support improved 

Divisional representation.

31/08/2022 N/A N/A Overdue 2 #VALUE! 31/10/2022 07/10/2022

202106 External Quality Governance 

Review

Not Rated Director of 

Workforce & OD

N/A R3The Health Board has a well-established 

values and behaviours framework which sets 

out its vision for a quality and patient safety 

focussed culture. However, there is a mixed 

picture in relation to the culture around 

reporting errors, near misses or incidents and 

raising concerns and the action taken by the 

Health Board to address them. The Health 

Board should undertake work to understand 

why some staff feel:•they are not treated fairly 

orgiven feedback when reportingerrors, near 

misses orincidents. that the Health Board does 

notact on concerns they raise ortake action to 

minimise futureoccurrence of    errors, 

nearmisses or incidents

The ABUHB Value Framework has 

been refreshed recently. There is 

clearly a need to remind managers 

and leaders to ensure feedback to 

staff who have raised concerns and 

this will be reinforced through 

Divisional Triumvirates for cascade. A 

review of concerns raised by staff and 

the actions taken will be conducted to 

provide assurance.

31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 07/10/2022

202106 External Quality Governance 

Review

Not Rated Director of Nursing N/A R4Whilst the Health Board uses a range of 

methods to capture patient experience 

information, regular patient feedback updates 

are not always provided to work areas or 

departments and arrangements are not 

systematic across the organisation or the 

services it commissions. The Health Board 

should:•undertake work to understandwhy 

patient feedback updatesare not regularly 

provided towork areas or departments.•ensure 

there are systematicarrangements for collating 

andactingupon patient experience information 

across the organisation and the services it 

A business case is in-development for 

the procurement of 'Civica' as part of 

the OFWCMS. If supported this will 

strengthen the ability to capture live 

patient experience which Divisions and 

Directorates will own, strengthening 

feedback.

30/09/2022

N/A

N/A Overdue 1 #VALUE! 31/10/2022 07/10/2022

202106 External Quality Governance 

Review

Not Rated Director of Nursing N/A R5 The Health Boards Putting Things Right 

Policy was due to be reviewed in 2018 and 

contains out of date information. The Health 

Board should review and update the Putting 

Things Right Policy as a priority.

The PTR policy will be updated with an 

extension to the date in light Welsh 

Government are reviewing the PTR 

policy aligned to the Quality & 

Engagement Act implementation.

30/06/2022 N/A N/A Not yet due 4 #VALUE! 31/10/2022 07/10/2022

202106 External Quality Governance 

Review

Not Rated Clinical Executives N/A R6 The Health Boards quality assurance 

framework includes a range of committees and 

groups aligned to Health and Care Standards. 

The framework is assisting the Health Board in 

identifying areas which previously had not 

provided assurance. However, there are still 

gaps in the flows of assurance from some sub-

groups and in relation to elements of the Health 

and Care Standards. Whilst the framework is 

reasonably comprehensive at a corporate 

level, it doesn’t fully articulate the operational 

structure and processes for quality and safety. 

The Health Board should:•complete its review 

of thequality and safety framework toensure 

that flows of assuranceare appropriate, and 

that the •framework functions 

asintended.•articulate the operationalstructures 

and processes forquality and safety within 

thequality assurance frameworkand how they 

align with thecorporate structure to provide 

a‘floor to board’ assurance.

The Quality Assurance Framework will 

be reviewed to assess fitness for 

purpose and alignment to the BAF. 

The revised Quality Assurance 

Framework will include the operational 

structures and processes.

31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 07/10/2022

202106 External Quality Governance 

Review

Not Rated Clinical Executives N/A R7 The Scheduled Care division and General 

Surgery directorate have designated leads for 

many keys aspects of quality and safety. 

However, we found that some designated 

leads do not have protected time for these 

roles. The Health Board should ensure 

operational staff have sufficient time and 

capacity to effectively fulfil these roles.

A review of roles for QPS across 

Divisions will be undertaken with the 

aim of implementing a consistent 

approach (this will include time for 

leads to undertake their role 

effectively).

31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 07/10/2022

202205 Internal Digital Benefits 

Realisation

Reasonable Chief Executive Chief Digital 

Officer 

Medium R1 - The Health Board should finalise the “front 

of house” process and enable a process for a

holistic prioritisation of programmes.

A draft New Digital Service Request 

(NDSR) process has been designed 

to provide transparent onboarding of 

new work for the informatics 

directorate. The process sets out how 

Informatics undertakes and 

supervises a workflow using agreed 

standard tools and documentation 

from triage, through evaluation, 

discovery & definition to transition to 

programmes or Service Delivery. This 

will provide internal assurance of 

the process and ensures that options 

are presented to Digital Delivery 

Oversight Board (DDOB) with a clear 

assessment of priority and 

recommendations. DDOB is the body 

that will make informed decisions 

on the prioritisation of Informatics 

programmes and projects. 

New national programmes will be 

tracked through the same process 

allowing the Health Board to locally 

prioritise and feedback these 

priorities back to national.

This draft process needs to be signed 

off and fully implemented.

01/06/2023

202206 Internal Digital Benefits 

Realisation

Reasonable Chief Executive Chief Digital 

Officer 

Low R2 The Health Board should continue with an 

annual reporting cycle that summarises the 

benefits position for the Audit, Risk and 

Assurance Committee. Work on the benefits 

dashboard should be completed and 

incorporated into future reporting.

Benefits updates are provided at 

monthly programme boards and 

quarterly to Programme Delivery 

Board (PDB).

Work is ongoing with the PMO using 

the informatics portfolio register to 

develop oversight of portfolio level 

benefits.

A local dashboard is under 

development for summary reporting to 

DDOB 

on a six monthly basis.

This dashboard can be updated to 

provide an annual update to the Audit, 

Risk and Assurance Committee.

01/09/2023

11/13 198/474



202106 External Quality Governance 

Review

Not Rated Clinical Executives N/A R8 The General Surgery directorate has 

recently established its own patient safety and 

quality group. However, the group does not 

have a terms of reference, standardised 

agenda, or report templates and minutes of 

meetings are not taken. Whilst quality and 

safety did feature in bi-annual reviews with the 

Executive Team and monthly assurance 

meetings with the Director of Operations. We 

note the monthly assurance meetings stopped 

in March 2021. We found limited focus on 

quality and safety at Scheduled Care Divisional 

Management Team meetings. The Health 

Board should:•review the operational 

patientsafety and quality groups toensure they 

are effectivelysupporting the Health 

Boardsquality 

governancearrangements.•ensure that other 

operationalmeetings / forums providesufficient 

focus on quality andsafety alongside 

finance,performance, and operationalmatters.

The patient, quality and safety 

structures for each Division will be 

reviewed and outlined in the revised 

Quality Assurance Framework (see 

R6).Divisions will be reminded to 

ensure a robust focus on patient 

quality and Safety through Divisional 

and Directorate meetings.

31/10/2022 N/A N/A Not yet due 0 #VALUE! 31/10/2022 07/10/2022

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

Workforce & 

Organisational 

Development 

Business 

Partner 

Accountant

Interim 

Facilities 

General 

Manager

N/A  Appropriate strategies should be developed to 

ensure that recruitment and 

retention issues experienced to date do not 

impact significantly on the 

achievement of the DAPs.

Agree. We shall 

continue to review 

the roles required to 

implement the DAP 

objectives and ensure 

effective succession 

planning is in place.

Directly relating to 

Initiative 9 – Facilities 

Division has recently 

appointed a dedicated 

Building Management 

System (BMS) Officer 

(due in post Jan23).

Through an Academy 

Wales graduate 

development

programme we shall 

be utilising a student 

placement to assist 

with decarbonisation 

metrics, reporting and engagement 

starting 

in 23/24

01/11/2023

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

AFD N/A DAPs should be fully costed to fully determine 

the total funding required. 

Sub groups of the main 

DPB have been 

tasked with 

developing action 

plans relating to their 

delegated national 

initiatives. This work 

will include costing 

projects and is 

currently in progress. 

Programme/project 

costs to meet the 

interim CO2 reduction 

targets are currently 

being analysed

Q4 2022.23

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

Decarbonisati

on 

Programme 

Board 

(DPB)

Workstream 

Leads

N/A DAPs should be supported by funding 

strategies e.g. differentiating between 

local/ national funding, revenue or capital 

funding etc.

Agree. Projects 

developed through 

the DAP shall be 

funded appropriately 

– ReFit, HSC, EFAB, revenue, 

discretionary capital

01/11/2023

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

Energy & 

Carbon 

Manager

DPB 

Workstream 

Leads

N/A NHS Wales Organisation’s baselines should 

be adequately scrutinised and 

challenged, as errors and overreporting has 

been identified in a few 

examples to date.

Agree. Net Zero 

Report data sources, 

analysis and report 

generation will be 

subject to an internal 

review. 

The HB have now set 

up a Decarbonisation 

Programme Board 

which incorporates 

the existing metrics 

along with additional 

scrutiny of new 

projects coming on 

line within the 

working groups.

01/05/2023

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

Asst. Director 

Finance 

& Finance & 

Resources 

Workstream 

Lead

N/A As a major contributor to the achievement of 

the targeted reductions 

appropriate engagement will be established 

with NWSSP Procurement 

Services (and formalised as appropriate). 

Agree. The DPB have 

requested suitable 

NWSSP Proc Serv. 

Representation at 

meetings to update 

and provide guidance and feedback on 

progress.

Within the 

programme 

governance 

arrangements we 

have identified four

task and finish 

working groups who 

will link with our local 

procurement team. In 

addition we also have 

a financial 

representative leading 

group 4 who directly 

links in with health 

board Director of 

NWSSP National 

initiatives which are 

reported at the Bi monthly board 

meetings within the 

health board.

01/11/2023

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

DPB & 

Workstream 

Leads

N/A Proposed management/accountability 

structures should be fully 

implemented as intended within the DAPs.

Agree. Appropriate 

governance structures 

for the DPB and subsequent 

workstreams have 

been established with 

ToRs for both DPB 

and workstreams 

complete

TBC

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

Decarbonisati

on 

Programme 

Board

Workstream 

Leads

N/A Where decarbonisation falls within the existing 

environmental remit of 

committees/ meetings, it is important that an 

appropriate profile is set. 

Terms of Reference and agendas should be 

reviewed to ensure that 

sufficient focus is provided.

Agree. The 

Decarbonisation 

Programme Board 

(DPB) within its 

structure has 4 sub groups each with 

national initiatives 

delegated to them. 

The DPB and sub groups each have 

ToR’s and scheduled 

meeting frequencies

01/11/2023

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

Energy & 

Carbon 

Manager

N/A Potential collaboration and common utilisation 

of decarbonisation resource 

should be considered on an All-Wales basis, 

particularly in relation to 

consultancy advice and training resource.

Agree. ABUHB & 

PTHB are currently 

collaborating on 

Biodiversity 

Assessments funded through HSC 

Climate 

Emergency Fund

01/03/2023

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

DPB & Head 

of 

Communicatio

ns & 

Comms/Traini

ng/Digital 

Workstream 

Lead

N/A In accordance with the NHS Wales 

Decarbonisation Strategic Delivery Plan, 

HEIW/ collaborative training should be 

commissioned on an All-Wales basis 

to provide both common and tailored 

decarbonisation training.

Agree. SusQI training 

has been rolled out to 

relevant officers. 

ABUHB would support 

the development of 

an All-Wales training 

package

TBC

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

DPB & 

Workstream 

Leads

N/A Given the scarcity of funding, it is important 

that bids for funding are 

appropriately considered prior to submission.

Agree. Funding 

submissions are 

suitably scrutinised by 

appropriate forums 

e.g. Pre-Investment 

Panel (PIP), Capital 

Programme Board or

DPB 

01/11/2023

202206 Internal Decarbonisation - 

Advisory 

Advisory Director of Finance, 

Procurement & 

Value

Workstream 

Project 

Leads

N/A The same rigour and monitoring should be 

applied to internally 

commissioned/ funded initiatives to ensure the 

outcomes are adequately 

recorded/reported.

Agree. Projects shall 

be reported to the 

DPB with adequate 

metrics developed to 

measure carbon 

reduction potential. 

Such projects will also be reported to 

WG 

through the bi-annual 

qualitative reporting 

requirements

01/11/2023

202207 Internal Clinical Audit  Limited Medical Director Assistant 

Director QPS

High R 1.1 Review and renew the Clinical Audit 

Strategy, which should include:

• how the Health Board plans to track and 

monitor actions raised in national clinical 

audits;

• the process for designing a plan for local 

clinical audits and what needs to be taken into 

consideration 

when creating a local clinical audit plan;

• resourcing requirements to ensure both 

national and local clinical audits are effectively 

monitored;

• role and responsibilities for clinical audit, 

including the monitoring groups;

• how assurance is provided from each 

applicable divisions / directorates; and

• the escalation process for actions raised 

within audits.

The internal audit focused on two main 

parts of the clinical audit, firstly at how 

the 

health board participate in national 

clinical audits and then secondly its 

participation in 

local clinical audits. It has been 

highlighted that sample testing around 

the local clinical 

audits would have been undertaken 

but not possible at this time as the 

control 

framework around this area was not 

robust. However, it has been noted in 

the report 

that this is improving. The Clinical 

Audit Strategy was updated and 

published in Oct 2022. It provides the 

Strategic Direction for Clinical audit for 

the Health Board and sets out the 

commitment 

to quality and effectiveness through 

the application of clinical audit to 

support delivery 

of: High quality, patient safety, patient 

experience and clinical effectiveness.

 

The strategy includes the requirement 

for Divisions and Corporate leads to 

develop 

Clinical Audits plans aligned to quality 

and safety risk with a key set of 

benchmarks to 

support this. The Divisional 

Triumvirates will be sighted on all 

01/06/2023

202207 Internal Clinical Audit  Limited Medical Director Assistant 

Director QPS

High R2.1 The Health Board should create a local 

clinical audit plan using a risk-based approach.

As part of the Clinical Audit Strategy an 

implementation plan will be developed 

to ensure 

the necessary resources, governance 

and organisational structures are in 

place to 

support complete engagement in 

audits, reviews and national registries 

included in the 

annual Plan. 

The strategy includes the requirement 

for Divisions and Corporate leads to 

develop 

Clinical Audits plans aligned to quality 

and safety risk with a key set of 

benchmarks to 

support this.The plan will ensure 

ABUHB has clear lines of 

communication which ensures full 

Board 

engagement in the consideration of 

audit results and review of findings 

and, where 

required, the change process to 

ensure improvements in the quality 

and safety of 

services take place. 

01/03/2023

202207 Internal Clinical Audit  Limited Medical Director Assistant 

Director QPS

High R 2.2 The clinical audit plan should be 

monitored at an appropriate forum, to ensure 

lessons are learnt across the 

Health Board and that the plan is being 

delivered effectively.

The Divisional Triumvirates will be 

sighted on all relevant documents 

relating to Clinical 

Audit, as well as the Clinical Lead.

Audit should be mandatory and non-

performance will be challenged. AMaT 

will facilitate 

clinical audit and provide an oversight 

of the data. This will improve 

accountability for 

clinical audits, developing a clear 

action plan and allow tracking of 

actions, providing 

assurance to the Committee and 

Executive Board. Going forward there 

will be 

standardised approach to reporting 

audit findings. These will be reported 

under: 

• Areas where good practice has been 

identified

• Areas of where practice requires 

improvement

• Actions to be taken - using SMART 

objectives

We will ensure learning from audit and 

review is shared across the 

organisation and 

communicated to staff and patients.

01/01/2023

202207 Internal Clinical Audit  Limited Medical Director Assistant 

Director QPS

Medium R 2.3 The local clinical audits should be 

recorded onto AMaT, as is currently being done 

with national clinical audits.

It is acknowledged that the current 

process in ABUHB for local audit has 

lacked 

structure and formal documentation. 

AMaT will be utilised for local audit and 

will enable 

the development of a formally 

recognised process for reviewing the 

organisations 

performance when reports are 

published. The AMaT report will 

include consideration of 

improvements (planned and delivered) 

and an escalation process to ensure 

the 

executive board is made aware when 

issues around participation, 

improvement and 

risk identification against 

recommendation are identified. 

The Clinical audit lead, CSEG and the 

Assistant Medical Directors will scope 

how to 

mandate the use of AMAT. We will 

agree on a formal process for 

registering a local 

audit (which sets out audit lead, 

reason for audit (e.g. complaint 

response etc etc), 

methodology (e.g. how will data be 

collected and analysed), standard 

being audited 

against, timeline, when report due and 

action to be taken from audit (including 

where 

01/06/2023

202207 Internal Clinical Audit  Limited Medical Director Assistant 

Director QPS

Medium R 3.1 The Clinical Standards Effectiveness 

Group should monitor when an audit is added 

to the national clinical 

audit programme and how long it is scheduled 

to complete. Those responsible for completing 

audits that are 

facing significant delays should be asked to 

provide reasoning for this, and additional 

support should be 

provided where required.

As each National Clinical Audit (NCA) 

is published it will be added to the web-

based 

audit tracking system AMaT and 

assigned to a Clinical Lead. The 

Clinical Lead will act 

as a champion and point of contact for 

every National Clinical Audit and 

Outcome 

Review which the Health Board is 

participating in. 

Full participation is expected in ALL 

NCAs. The NCA programme for 

2022/23 will be 

shared with Clinical audit leads to 

allow planning for attendance at 

CSEG. AMaT is seen as the solution 

to effectively recording audit results, 

tracking progress 

and challenges and developing an 

action plan within a specific timeframe. 

With the introduction of AMaT, there 

will be positive engagement for 

participation in 

audit. Audit should be mandatory and 

non-performance must be challenged. 

ABUHB 

is in the process of training staff to use 

AMaT, currently 90 users are 

registered. All 

National Clinical Audits are to be 

registered. The Clinical Audit Strategy 

states that all 

NCA’s will be registered on AMaT with 

relevant documentation uploaded and 

01/03/2023
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202207 Internal Clinical Audit  Limited Medical Director Medium R 3.2 Actions and findings from national and 

local clinical audits should be monitored at an 

appropriate forum and 

should be utilised to inform future planning 

within the Health Board. 

 The use of AMaT will allow reports to 

be easily produced for Clinical 

Directors and 

Clinical Audit Leads. Key benefits 

include simple management of audits, 

easy 

management of reaudits, visibility of 

noncompliance and areas of focus for 

future 

improvement projects. AMaT will 

facilitate clinical audit and provide an 

oversight of the 

data. This will improve accountability 

for clinical audits, developing a clear 

action plan 

and allow tracking of actions, providing 

assurance to the Committee and 

Executive 

Board. 

Going forward there will be 

standardised approach to reporting 

audit findings. These 

will be reported under: 

• Areas where good practice has been 

identified

• Areas of where practice requires 

improvement

• Actions to be taken - using SMART 

objectives

The Clinical Standards and 

Effectiveness Group (CSEG) 

oversees the governance 

relating to clinical audit and reports 

biannually to PQSOC the outcomes 

and 

01.03.23

202207 Internal Clinical Audit  Limited Medical Director Low R4.1 Add the AMaT guidebook to the Intranet  This will be actioned, the AMaT 

guidebook will be added to the Clinical 

Audit intranet 

page for ABUHB. 

01/12/2022

202201 External The National fraud 

Initiative in Wales 

2020-21

Not Rated Director of Finance 

and Procurement 

N/A •	R1) All participants in the NFI exercise should 

ensure that they maximise the benefits of their 

participation. They should consider whether it 

is possible to work more efficiently on the NFI 

matches by reviewing the guidance section 

within the NFI secure web application.

202201 External The National fraud 

Initiative in Wales 

2020-21

Not Rated Director of Finance 

and Procurement 

N/A R2) Audit committees, or equivalent, and 

officers leading the NFI should review the NFI 

self-appraisal checklist. This will ensure they 

are fully informed of their organisation’s 

planning and progress in the 2022-23 NFI 

exercise.

202201 External The National fraud 

Initiative in Wales 

2020-21

Not Rated Director of Finance 

and Procurement 

N/A R3) Where local auditors recommend 

improving the timeliness and rigour with which 

NFI matches are reviewed, NFI participants 

should take appropriate action.

202202 External Equality Impact 

Assessments: more 

than a tick box 

exercise? 

Not Rated Director of 

Workforce & OD

N/A •	Public bodies should review their overall 

approach to Equality Impact Assessment 

considering the findings of this report and the 

detailed guidance available from the Equalities 

and Human Rights Commission and the 

Practice Hub
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Pwrpas yr Adroddiad
Purpose of the Report 

Er Sicrwydd/For Assurance

This report seeks to provide a summary of the current key risks which encompass 
the Corporate Risk Register and form the strategic risks for the Health Board.  The 
report also provides the deep dives that were requested by the Committee into the 
following risks: 

• CRR004 – Compliance with the Well-Being of Future Generations Act and 
Socioeconomic Duty 

• CRR034 – Disruption caused by the Ukraine crisis
• CRR035 – Sustainability of Primary Care service due to Ukrainian crisis
• CRR042 – External escalation of displaced people/migrants. 

ADRODDIAD SCAA
SBAR REPORT
Sefyllfa / Situation 

This report provides an overview of all 32 strategic risks described within the 
Corporate Risk Register, as reported to the Board on 25th January 2023.  

Response to the COVID-19 pandemic, through front line service delivery, restart 
and recovery plans, Primary and Secondary Care demand increase and associated 
risks continue to have the greatest impact on service delivery.  This sustained 
response alongside increased demand for services, challenges in timely discharge 
and significant workforce constraints continues to represent the most significant 
risks to the Health Board’s delivery and the achievement of the objectives outlined 
within the IMTP.

At the December 2022 Audit, Risk and Assurance Committee, enhanced 
assurances were sought in relation to risks in respect of compliance with the 
Wellbeing of Future Generations (Wales) Act 2015 and the Socioeconomic Duty for 
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Wales, along with risks identified regarding the impact of the geopolitical position 
and migration into Wales. 

A detailed review of these risks are appended to this report and relevant Executive 
risk owners have been invited to present the findings to the Committee.  The 
results of the detailed review of these risks will also be reported to the Board, 
following consideration by the Audit, Risk and Assurance Committee. 

The remainder of Quarter 4 will be dedicated to the review of risk management 
arrangements, assurance requirements and the development of an integrated Risk 
and Assurance system. This approach, when embedded, will enable to the Board 
to seek appropriate assurance and have focussed oversight on risk, internal control 
processes and assurance arrangements. 
 
Cefndir / Background

The Health Board utilises the All-Wales Risk Matrix to assess the potential impact 
and likelihood of occurrence of all predicted risks to form an overall risk score. 
Risks may then be tolerated, treated, transferred or terminated in line with the 
Health Board Risk Management Strategy and ‘risk decision’ processes.  

Internal controls are identified, and action plans developed to mitigate the risk and 
reduce either the likelihood, consequence, or both.  Committees are then 
responsible for the active monitoring and review of all risks which receive oversight 
from each respective committee.   

Risk Management ensures that the Health Board focuses on the risks and concerns 
that may impact on the Health Board’s ability to deliver its objectives. Whilst active 
risk management is performed daily at an operational level, the Health Board’s risk 
management strategy and process ensures that the Board is informed, engaged, 
and assured about the approach that Health Board uses to identify and respond to 
perceived risks.

The approach adopted by the Health Board to strengthen the alignment between 
Board and Committee business and the Board Assurance Framework continues to 
embed and provide a foundation for Board and Committee business to be risk 
based and focussed on assurance needs.  This approach will also help to ensure 
the correct business is directed to the most appropriate committee.  

This report seeks to provide the Committee with an opportunity to review the 
strategic risks which receive oversight across all Committees and the Board.  It 
also describes the individual risks that are reported to the Audit, Risk and 
Assurance Committee, with requested enhanced assurance mapping and rationale 
for risk scoring and appetite levels for the risks CRR004 and the proposed new 
risk for CRR042 (Appendix 2). 

Asesiad / Assessment

Current Organisational Risk Profile:
There are currently 32 Organisational Risk Profiles, of which 23 are classified as 
high risks due to the scoring being 15 or greater.  The following table provides a 
breakdown of the risks and level of severity:
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High 23
Moderate 8
Low 1

A high-level breakdown dashboard of all strategic risks including, current score, 
target score, risk appetite level, risk treatment and trend since last reporting 
period is included at Appendix 1.  The risks that comprise the Corporate Risk 
Register continue to be reviewed and monitored via the Executive Team with 
supportive Health Board escalation arrangements in place.  

Enhanced Assurance Assessment

As requested at the December 2022 Audit, Risk and Assurance Committee 
meeting, this report includes an in-depth assessment of the risks for which the 
Committee has been delegated responsibility for oversight.  Included within that 
assessment is an assurance map of where the Health Board places assurance on 
management of the risks themselves.  

The review of the two risks that have been delegated to this Committee for 
oversight has allowed for a re-framed and realigned approach to the geo-political 
risk in relation to increased potential of migrant population(s) and asylum 
seekers being resettled in Gwent.  The review of this risk also describes the 
likely impact that this risk is likely to have on the Health Board, should it be 
realised.  

This report proposes to remove 3 risks from the Corporate Risk Register that 
relate to the geopolitical/migrant crisis and amalgamate them in to one, 
overarching risk.  The risks that are proposed to be removed are:  

• CRR034 – Disruption caused by the Ukraine crisis
• CRR035 – Sustainability of Primary Care service due to Ukrainian crisis
• CRR042 – External escalation of displaced people/migrants

The paper proposes that the following risk is captured on the Corporate Risk 
Register as a strategic risk and replaces CRR0421: 

Risk of: Inability to provide adequate quality of care to asylum 
seekers, migrants populations and Unaccompanied Children 
Asylum Seekers (UCAS) 

Due to: Expected increase in numbers of repatriation and 
resettlement to the Health Board area. 

If endorsed by the Committee, these changes will be presented to the Board for 
approval at its next meeting, as part of the reviewed and updated Corporate 
Risk Register. 

This report also makes a recommendation to revise the wording of CRR004 Well-
Being of Future Generations (WBoFG) Act and Socioeconomic Duty.  It is proposed 

1 The Committee is asked to note that if the proposed changes are supported, the total 
number of risks captured on the Corporate Risk Register will reduce to 30.   
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that the element of the risk related to the Socioeconomic Duty is de-escalated and 
managed locally.  The rationale for this is based on the active steps the Health 
Board has taken to ensure that Equality Impact Assessments are undertaken 
during the development of key strategic plans (IMTP), objective-setting processes 
alongside any key strategic/service decision making routes.    

Therefore, it is proposed that the element of the risk that describes a non-
compliance with the Socio-economic Duty is de-escalated from the risk descriptor 
and managed locally through consistent and competent EQIA’s carried out on all 
key service and Strategic decisions. Targeted EQIA training across the Health 
Board will enable EQIA processes and associated understanding and awareness to 
embed throughout the Health Board to become custom and practice.  

If endorsed, the re-drafted CR004 risk will be amended to reflect the following: 

Risk of: Failure to comply with the Well Being of Future Generations 
Act 

Due to: Inability to undertake the actions required to achieve 
compliance 

A detailed assessment of these risks and associated assurances, risk appetite 
justification, mapping against IMTP priorities, impact should the risk materialise 
and plans to address the gaps in assurances can be found at Appendix 2A & B. 

If endorsed by the Committee, these changes will be presented to the Board for 
approval at its next meeting, as part of the reviewed and updated Corporate 
Risk Register. 

As a result of the ‘deep dive’ assessment and assurance review into the 
Committee’s delegated risks for oversight, the report proposes to escalate risk 
CRR004 from 4 in the last reporting period to 8 in February 2023.  This is due 
to the development work that is taking place to reset the Well-Being goals and 
objectives within Gwent.  It is anticipated that this will be a short-term measure 
as the assessment is due to conclude by March 2023, however, this will be 
subject to ongoing review and organisational risk management arrangements.   

Argymhelliad / Recommendation

The Committee is requested to: 
• RECEIVE the overview of the Corporate Risk Register, as presented to 

Board on 25/01/23.
• CONSIDER and RECOMMEND to the Board, the removal and re-drafted 

risks as detailed within the report. 
• NOTE the enhanced assurance provided on the two risks for which the 

Committee has delegated responsibility for oversight. 
• NOTE the action plans that have been drafted to address the gaps in 

assurance. 

Amcanion: (rhaid cwblhau)
Objectives: (must be completed)

4/6 204/474



Cyfeirnod Cofrestr Risg Datix a 
Sgôr Cyfredol:
Datix Risk Register Reference 
and Score:

The Corporate Risk Register is informed by 
Datix, ensuring a bottom-up approach to risk 
escalation. 

Safon(au) Gofal ac Iechyd:
Health and Care Standard(s):

Governance, Leadership and Accountability
2.1 Managing Risk and Promoting Health and 
Safety
Choose an item.
Choose an item.

Blaenoriaethau CTCI
IMTP Priorities

Link to IMTP

Choose an item.

The Corporate Risk Register assesses risk that 
could impact achievement of all strategic 
priorities. 

Galluogwyr allweddol o fewn y 
CTCI
Key Enablers within the IMTP

Governance

Amcanion cydraddoldeb 
strategol
Strategic Equality Objectives

Strategic Equality Objectives 
2020-24

Choose an item.
Choose an item.
Choose an item.
Choose an item.

Gwybodaeth Ychwanegol:
Further Information:
Ar sail tystiolaeth:
Evidence Base:

N/A

Rhestr Termau:
Glossary of Terms:

N/A

Partïon / Pwyllgorau â 
ymgynhorwyd ymlaen llaw y 
Cyfarfod Bwrdd Iechyd Prifysgol:
Parties / Committees consulted 
prior to University Health Board:

Respective committees of the Board have 
considered risks contained within the Corporate 
Risk Register

Effaith: (rhaid cwblhau)
Impact: (must be completed)

Is EIA Required and included with this paper 
Asesiad Effaith 
Cydraddoldeb
Equality Impact 
Assessment (EIA) 
completed 

No  does not meet requirements

An EQIA is required whenever we are developing a 
policy, strategy, strategic implementation plan or a 
proposal for a new service or service change.
If you require advice on whether an EQIA is required 
contact ABB.EDI@wales.nhs.uk 
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Deddf Llesiant 
Cenedlaethau’r Dyfodol 
– 5 ffordd o weithio
Well Being of Future 
Generations Act – 5 
ways of working

https://futuregenerations.w
ales/about-us/future-
generations-act/

Choose an item.
Choose an item.
N/A
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1 Links to CRR033 Civil Contingencies Risk 

IMTP Priority Alignment: Risk Reference and Descriptor 

KEY:
Priority 1 • Every Child has the Best 

Start in Life 
X

Priority 2 • Getting it Right for 
Children and Young Adults 

X

Priority 3 • Adults in Gwent Live 
Healthily and Age Well 

Priority 4 • Older Adults are Supported 
to Live Well and 
Independently  

Priority 5 • Dying Well as part of Life 
Enablers • Experience, Quality & 

Safety
• Partnership First 
• Research, Innovation, 

Improvement, Value 
• Workforce & 

Organisational 
Development 

• Finance
• Digital, Data, Intelligence 
• Estate
• Regional Solutions
• Governance

X

X

    
X
X

CRR042 (re-framed, Jan2023) 1
Risk of: Inability to provide adequate quality of care to asylum seekers, migrants 
populations and Unaccompanied Children Asylum Seekers (UCAS) 

Due to: Expected increase in numbers of asylum seeker arrivals and resettlement of 
refugees to the Health Board area. 

Impact: Adverse impact on the capacity of the Health Inclusion Service (HIS) Team, 
within the Primary and Community Services Division, possible depletion of the Health 
Board Testing Team to address resource/workforce challenges. Reputational, public 
confidence, compliance, patient safety, experience and outcomes, financial  
 
Executive Risk Owner: Interim Director of Primary, Community and Mental Health 
Services  

CONTEXT OF THE RISK 
In November 2022, the Home Office, through their accommodation provider Clearsprings, commissioned the Ibis Budget Hotel, 
Newport, as contingency accommodation for up to 205 asylum seeker families.  Stay Belvedere Hotels Ltd (SBHL) has been 
appointed as the sub-contractor for the site.  Asylum seekers are a particularly vulnerable group with complex needs which are 
influenced by experiences prior to leaving their home country, during transit or after arrival in the UK.  These complex needs are 
often related to untreated communicable diseases, poorly controlled chronic conditions, maternity care and mental health and 
specialist support needs (see figure 1, below).
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Figure 1: Common health challenges of asylum seekers and refugees (BMA, Refugee and asylum seeker patient health toolkit,2022)

In addition to contingency hotel accommodation the number of Unaccompanied Children Asylum Seekers (UCAS) arriving in ABUHB 
via the National Transfer Scheme (NTS) and traditional routes is also increasing as well as the numbers of UCAS care leavers in 
ABUHB.  

Published studies from initial health assessments with UCAS highlight that they go through enormous physical and mental trauma 
during their journey to Europe and to the UK. They need early access to healthcare for both their physical and emotional wellbeing.  
This should be a holistic approach relating to tooth decay, emotional problems, sleep difficulty, development delay, pain and 
injuries, history of sexual abuse and risk of infections due to incomplete immunisation status.  They should also have early and easy 
access to sexual health services to prevent/treat sexually transmitted disease.

These specific health needs and risks within our asylum seeker population are being highlighted to the Committee, along with the 
steps the Health Board has taken to meet these needs and mitigate risks.  This response has been undertaken in conjunction with 
GP practices, independent contractors, local authorities, Gwent Police and other partners. Holistic and person-centred care is 
essential to support resilience and help the asylum seeker population adapt to life in the UK.

Due to increased numbers of asylum seekers entering the UK in 2022, the Home Office has commissioned a number of 
accommodation providers to rapidly secure into contingency hotel accommodation.  This means that areas of Wales which have not 
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previously received asylum seekers, have begun to see arrivals into newly established bridging hotels. It is likely that this situation 
may continue into 2023 with an anticipated increase in channel crossings after the winter months. 

The Home Office aim to provide a minimum of 24 hours’ notice on arrivals prior to their reception at accommodation in Wales. 
However, this may not include information on country of origin, migration journey to the UK or records of any screening, health 
assessment or treatment which has been carried out at a processing centre prior to arrival in Wales. This means that Health Boards 
may have to respond to a range of health issues presented by this population including risks associated with infectious diseases. 

Newly arrived asylum seekers will often have complex needs, and require a range of services including health, social care, education 
and housing as well as leisure and cultural opportunities and opportunities to integrate into local community. Welsh Government has 
set out an ambition to become a Nation of Sanctuary which aims to help all people seeking sanctuary to integrate into local 
communities in Wales. 

RISK APPETITE LEVEL APPLIED

JUSTIFICATION FOR THE RISK APPETITE LEVEL 

A low-risk appetite level has been applied to this specific risk in relation to the potential significant consequence to the Health Board 
and the migrant population, should the risk materialise.  However, the Health Board would need to accept and tolerate a level of risk 
due to the geopolitical position being beyond the Health Board’s control and the knowledge that some concerns have already been 
raised.  Therefore, this means that some elements of this risk have already materialised.  In order to provide robust assurance to 

CRR042 (re-
framed Jan23)

Inability to 
provide adequate 
quality of care to 
asylum seekers, 
migrants 
populations and 
Unaccompanied 
Children Asylum 
Seekers (UCAS) 

20 8
Low (averse to risk)
Risk Appetite 
Level 2

No Treat the potential impacts of 
the risk by using internal 
controls.

Tolerate and acknowledge 
that some contributing factors 
are outside of the Health 
Board’s control.  

(Jan 2023 
Board)

ARAC Director of 
Primary, 
Community 
and Mental 
Health 
Services
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the Committee that the Health Board is effectively managing this risk, the controls in place have been listed within this risk 
assessment and an internal assessment as to the level of effectiveness of these controls, has been undertaken.  

Committee Oversight Risk Score 
 Audit, Risk and Assurance Committee Inherent Risk level before any 

controls/mitigations implemented, 
in its initial state.

Current Risk level after 
initial controls/mitigations 
have been implemented

Target Risk level after all 
controls/mitigations have 
been implemented and 
taking into consideration the 
risk appetite/attitude level 
for the risk.

Likelihood Consequence Likelihood Consequence Likelihood Consequence Action Plan SMART actions 
that will positively impact 
on the risk and help achieve 
the target risk score or 
maintain it. 

Due 
Date 5 5 4 5 2 4

• Initial assessment following 
arrival and ideally within 24 
hours

• Comprehensive ‘Blue Book’ 
health assessment 

• Health visitor drop-in 
sessions

• Mental health support
• Health screening for Blood 

Borne Viruses and 
Tuberculosis 

• GMS registration and 
provision via a Direct 
Enhanced Service including 
the catch up of scheduled 
immunisation

Ongoing

Ongoing

Ongoing 

Ongoing 
Ongoing

Ongoing 

25 20 8
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• COVID-19/influenza 
vaccinations if required 

• Urgent Primary Care at 
RGH to provide urgent care 
appointments to reduce the 
pressure on GP practices.

Ongoing   

CURRENT ASSESSMENT 
In addition to the Health Board’s cross Divisional response, there have been weekly tactical meetings involving Newport City Council 
and Gwent Police.  Concerns and issues have been escalated to a Welsh Local Government Association led group involving Home 
Office, Clearsprings, SBHL and the Wales Strategic Migration Partnership.  

Over the past few months, the Health Board has escalated a number of issues and concerns to the National group.  These have 
included:

• Budget nature and layout of the hotel accommodation which has very limited circulation space or communal areas (approx. 54 
meters squared) which is likely to have a negative impact on mental health, social interaction and play opportunities for 
children.

• Poor access to food, basic sanitary products, inability to store medication or have professionals visit to provide care.
• Location of the hotel which does not allow good access to key facilities such as social, leisure, education and healthcare 

services. 
• Potential for overcrowding due to the limited dining and communal areas which presents a high likelihood of outbreaks of 

respiratory illnesses and other communicable diseases including Covid-19, Strep A, Influenza, Diphtheria and RSV. Similarly, a 
norovirus or measles outbreak in the setting may prove very challenging to control. 

Whilst asylum seekers are not detained in contingency accommodation there have been reports which highlight similarities with 
detention accommodation. The literature suggests that for those in detention or detention-like accommodation, the uncertainty of 
temporary protection exacerbates the risks of ongoing depression, PTSD, and mental ill health.  A report by the University of 
Birmingham in collaboration with Doctors of the World UK highlights a number of facilities where there was a high incidence of 
suicidal ideation, suicide attempts or risk of self-harm. This has already been highlighted as a concern in the Ibis Budget Hotel.
Furthermore, there is also a large and growing body of evidence revealing the negative impacts of asylum seeker accommodation 
on the health and wellbeing of children.  Researchers have noted the development of symptoms in children such as mutism and 
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refusal to eat or drink, development delay and emotional and behavioural problems.  Development delay is more likely to occur in 
children that have experienced trauma and the lack of play facilities or opportunities for social interaction in hotel accommodation is 
likely to exacerbate this. 

The Ukrainian Resettlement programme and Asylum seeker contingency hotel accommodation has placed significant pressure on the 
Health Inclusion Service and Testing Unit.  There has been no additional Home Office or Welsh Government funding to support the 
response to either Ukrainian relocation (around 1,000 Ukrainian refugees have arrived in Gwent since the start of the conflict) or 
significant increase in Asylum Seeker arrivals.  This has impacted on the ability of the Health Inclusion Service to respond to other 
needs within the homeless, Roma, gypsy traveller, substance misuse and sex worker populations.  This has also placed pressure on 
non-patient facing activities such as MDT, frequent attender panel or safeguarding meetings and in particular the safeguarding 
concerns relating to Unaccompanied Asylum Seeker Children.

To demonstrate the means through which the Health Board can assure itself that there are adequate controls in place to effectively 
manage the risk, the below assurance map has been devised.  It aims to provide at a glance the overall assurance we can place in 
areas of operational, organisational and independent assurance.  These are then Red, Amber, Green (RAG) rated to demonstrate 
the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances available, 
Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with clear 
evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans to 
address the gaps.  

ASSURANCE MAP

Evidence of Controls 
(mitigations to manage risk) 

1st Line of 
Defence 
(Operational)

2nd Line of 
Defence 
(Organisational) 

3rd Line of 
Defence 
(Independent) 

Overall Assurance Level for 
Control (RAG rated)

Gaps in Assurance 

Weekly tactical meetings with 
Gwent Police and Newport City 
Council

X
Meetings 

continue to 
take place and 

actions are 
recorded and 

No gaps in assurance have been 
identified. 
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tracked for 
progress

Wales Strategic Migrant 
Partnership Meeting 

X
Health Board 

representation 
secured at 

meetings and 
reporting by 

exception through 
monthly Divisional 

Assurance 
meetings to the 
Executive Risk 

Owner

 No gaps in assurance have been 
identified. 

Regular update reporting to 
Executive Committee as 
required.

X
Items reserved 
on agendas in 
readiness for 

exception 
reporting 

  No gaps in assurance have been 
identified. 

Internal HB policies procedures X
A specific 
Enhanced 

Service Level 
Agreement has 

been 
developed for 

asylum 
seekers with 
independent 
contractors 
and GMS 

colleagues 

 No gaps in assurance have been 
identified. 
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ACTION PLAN TO ADDRESS THE GAPS IN ASSURANCE

To ensure the Health Board has effective mechanisms to monitor and review compliance with external sources of 
legislation and guidance, a Health Board wide programme structure will be established. It is proposed that this could be 
adapted from the arrangements in place for the Ukrainian Resettlement programme (see below).  This will ensure that 
all services involved have the right resources in place (skills and capacity) to respond and that there is a collective, 
organisational responsibility for meeting the needs of this vulnerable group.

Welsh Government has 
published Refugee and asylum 
seeker plan (nation of 
sanctuary) | GOV.WALES and 
there are several Welsh Health 
Circulars and PHW guidance on 
responding to the health need of 
asylum seeker and refugees

X The Health Board would need to 
establish mechanisms to monitor 
and review compliance with 
external sources of legislation and 
guidance.  The outcome of which 
should be reported regularly 
through the organisation.   
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     Executive Team

(Lead: DIRECTOR OF PUBLIC 
HEALTH)

Operations & Site 
Management 
(Operational)

(Lead: Tim Lewis 
and Sharon Davies)

Health Inclusion 
Service 

(Operational)

(Lead: Lucy Kings 
and Star Mayo)

TB Service 
(Operational)

(Lead: Rhian 
Bunce)

BBV Team 
(Operational)

(Lead: Gavin 
Hardcastle)

Clinic Controller 
(Operational)

(Lead: TBC)

Phlebotomy 
(Operational)

(Lead: Sam Fleet 
and Anne Beard)

Ukrainian Response Planning Group 

(Lead: Wendy Warren)

Cross Divisional (Tactical) Group – 
Ukrainian refugee resettlement

(Lead: Clare Walters and Will Beer)

Testing Unit 
(Operational)

(Lead: TBC)

Testing Unit / 
Mass Vaccination 
Programme (TBC)

(Lead: TBC)

Primary Care & 
Community 

Respiratory 
Medicine 

Gastroenterology 
and Endoscopy

Testing Unit / 
Paediatrics

Primary Care & 
Community 

Corporate 
Planning 
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IMTP Priority Alignment: Risk Reference and Descriptor 

KEY:
Priority 1 • Every Child has the Best 

Start in Life 
X

Priority 2 • Getting it Right for 
Children and Young Adults 

X

Priority 3 • Adults in Gwent Live 
Healthily and Age Well 

X

Priority 4 • Older Adults are Supported 
to Live Well and 
Independently  

Priority 5 • Dying Well as part of Life 
Enablers • Experience, Quality & 

Safety
• Partnership First 
• Research, Innovation, 

Improvement, Value 
• Workforce & 

Organisational 
Development 

• Finance
• Digital, Data, Intelligence 
• Estate
• Regional Solutions
• Governance

X

X

X
X
X

CRR004 

Risk of: Failure to comply with the Well Being of Future Generations Act 

Due to: Inability to undertake the actions required to achieve compliance 

Impact: Reputational, Financial, Workforce, Quality, Resilience, non-compliance could 
result in an over reliance on Health Board services for future population. 

Executive Risk Owner: Director of Public Health 

CONTEXT OF THE RISK 
To demonstrate compliance with the Well-being of Future Generations (Wales) Act (2015) (‘the Act’), public bodies need to perform 
six tasks:1

  
1. Carry out sustainable development;
2. Set and publish well-being objectives;
3. Take all reasonable steps to meet those objectives;
4. Publish a statement about well-being objectives;
5. Publish an annual report of progress;
6. Publish a response to a recommendation made by the Future Generations Commissioner for Wales.
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In the context of the Act, “sustainable development” means that public bodies can demonstrate application of the following five-
ways of working when making policy decisions:2 

1. Looking to the long term; 
2. Taking an integrated approach, i.e. looking at all seven national well-being goals when deciding well-being objectives; 
3. Involving a diversity of the population; 
4. Working with others in a collaborative way; 
5. Understanding the root causes of issues to prevent them from occurring. 

The Health Board has already established a compliance matrix that enables reports to be mapped against the five ways of working 
outlined above.  In ensuring that the matrix was filled out accurately, the Health Board has ensured compliance with the WBoFG Act 
into all key decision-making documentation.  In addition to this, the Health Board has also taken active steps to ensure that Equality 
Impact Assessments are undertaken during the development of key strategic plans (IMTP), objective-setting processes alongside 
any key strategic/service decision making routes.    

In relation to the context of the Socioeconomic Duty compliance, it is proposed that this element of the risk is removed from the 
risk descriptor and managed locally through consistent and competent EQIA’s carried out on all key service and Strategic decisions. 
Targeted EQIA training across the Health Board will enable EQIA processes and associated understanding and awareness to embed 
throughout the Health Board to become custom and practice.  
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RISK APPETITE LEVEL APPLIED

Risk ref and 
Descriptor 

Current 
Score 

Target 
Score 
(informed 
by Appetite 
level)

Risk Appetite Level Managed to 
Agreed Level 
Y/N?

Risk Treatment Date and 
Trend Since 
Last 
Reporting 
Period 

Assurance/ 
Oversight 
Committee 

Risk Owner

CRR004 Failure 
to comply with 
WBoFG Act and 
Socio-Economic 
Duty 

8 4
Low to Moderate - Risk appetite 
in this area is low in terms of 
compliance with the Legislation.  

However, further innovation is 
required to develop new 
approaches and ways of working 
therefore, risk appetite in this area 
is defined at a moderate level.

No Treat the potential impacts of 
the risk by using internal 
controls.

Take Opportunities and use 
positive risk management to 
realise efficiencies, better 
ways of working and realise 
our long-term strategic aims. 

(Jan 2023 
Board)

ARAC Director of 
Public Health 
and Strategic 
Partnerships

JUSTIFICATION FOR THE RISK APPETITE LEVEL 

In reviewing this risk and associated assurances, it has been determined that the risk is not currently being managed within its 
agreed appetite level.  This is because the actions identified as mitigating controls to provide assurance have not been undertaken.  
The actions are outlined below: 

• Programme Board in place to ensure the duties in the WBFGA are applied across the organisation.  
• Each Division has developed and agreed wellbeing objectives which have been signed off by Board and published.  
• Organisational wellbeing objectives and PSB(s) wellbeing objectives reflected within the IMTP and Divisional Plans

In recognising this, the risk owner recommends to the Committee, and the Board thereafter, that the risk be escalated by 
increasing the current risk score likelihood until such time the assessment has been concluded.  

The Committee is asked to note that although the risk is not currently being managed within its agreed risk appetite level, the 
agreed tolerance level for this risk can be flexed in consideration of the environment within which the Health Board is currently 
operating and taking into consideration the residual impact of the COVID pandemic.  
   

3/6 218/474



Page 4 of 6

Committee Oversight Risk Score 

 Audit, Risk and Assurance Committee Inherent Risk level before any 
controls/mitigations 
implemented, in its initial state.

Current Risk level after initial 
controls/mitigations have been 
implemented

Target Risk level after all 
controls/mitigations have 
been implemented and 
taking into consideration the 
risk appetite/attitude level 
for the risk.

Likelihood Consequence Likelihood Consequence Likelihood Consequence Action Plan SMART actions 
that will positively impact 
on the risk and help achieve 
the target risk score or 
maintain it. 

Due 
Date 

3 4 2 4 1 4

• WBFGA management 
arrangements to be reviewed post 
pandemic.  Programme Board 
operations and wellbeing 
objectives to be re-set during 
2022-23 to reflect maturity of 
WBFGA arrangements.

March 2023 12 8 4

CURRENT ASSESSMENT 
Eight years after the Well-being of Future Generations (Wales) Act became legislation, and following on from the disruption of the 
COVID-19 pandemic, the review cited above is necessary to do four things: 

1. Assess the extent to which the Health Board remains compliant with the six requirements of public bodies set out in the Act; 
2. Assess whether sustainable development is evident in policy decisions;
3. Examine whether the mitigating actions described in the risk register have remained active and whether they remain 

necessary;
4. Identify whether any new mitigating actions are warranted to maintain the risk at the target level. 
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To demonstrate the means through which the Health Board can assure itself that there are adequate controls in place to effectively 
manage the risk, the below assurance map has been devised.  It aims to provide at a glance the overall assurance we can place in 
areas of operational, organisational and independent assurance.  These are then Red, Amber, Green (RAG) rated to demonstrate 
the level of confidence the Health Board has in each area of assurance. For clarity, Red would indicate no assurances available, 
Amber would indicate limited sources of assurance available, and Green would indicate a satisfactory level of assurance with clear 
evidence that the risk is being managed effectively. Where there are gaps in assurance, the Health Board will produce clear plans to 
address the gaps.  

ASSURANCE MAP

Evidence of Controls 
(mitigations to manage risk) 

1st Line of 
Defence 
(Operational)

2nd Line of 
Defence 
(Organisational) 

3rd Line of 
Defence 
(Independent) 

Overall Assurance Level for 
Control (RAG rated)

Gaps in Assurance 

Programme Board in place X
Programme 
Board 
meetings 
taking place.

Gaps identified in assurances - 
Post pandemic review of 
management arrangements 
necessary to assess current 
position.

Divisional well-being objectives 
in place

X
Divisional 
plans contain 
well-being 
objectives.

Gaps identified in assurances - 
Post pandemic review of 
management arrangements 
necessary to assess current 
position.

PSB and organisational well-
being objectives reflected in 
IMTP and Divisional plans

X
IMTP records 
Health Board’s 
well-being 
objectives.

Progress in 
meeting well-
being 
objectives 
publicly  
reported 
annually.

X
IMTP
Annual Report 

Gaps identified in assurances - 
Post pandemic review of 
management arrangements 
necessary to assess current 
position.
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ACTION PLAN TO ADDRESS THE GAPS IN ASSURANCE
The post pandemic review, which is noted above, is intended to address current gaps in assurance regarding the 
effectiveness of existing controls.  This review will be undertaken by the ABUHB Public Health Team and will address the 
four issues highlighted in the current assessment.  The intention is to complete this by March 2023.  

REFERENCES
1. Welsh Government (2015) Shared Purpose: Shared Future Statutory guidance on the Well-being of Future Generations 

(Wales) Act 2015. SPSF 2: Individual role (public bodies). Welsh Government.  [Online].  Accessed 28/12/22.  
Available at: https://www.gov.wales/sites/default/files/publications/2019-02/spsf-2-individual-role-public-bodies.pdf  

2. Welsh Government (2015) Shared Purpose: Shared Future Statutory guidance on the Well-being of Future Generations 
(Wales) Act 2015. SPSF 1: Core guidance.  Welsh Government.  [Online].  Accessed 28/12/22.  Available at: 
https://www.gov.wales/well-being-future-generations-statutory-guidance 
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Risk ref and 
Descriptor 

Current 
Score 

Target 
Score 
(informed 
by Appetite 
level)

Risk Appetite Level Managed to 
Agreed Level 
Y/N?

Risk Treatment Date and 
Trend Since 
Last 
Reporting 
Period 

Assurance/  
Oversight 
Committee 

Risk Owner

CRR019 Failure 
to meet the needs 
of the population 
who require high 
levels of 
emergency 
supportive care 
and inability to 
release 
ambulances 
promptly to 
respond to 
unmanaged 
community 
demand.   (re-
framed Dec 
2021)

20 15 Low level of risk appetite in 
relation to patient safety risks.  

Moderate levels of risk with regard 
to innovation around mitigations to 
prevent demand and better 
manage the demand.  

No Treat the potential impacts of 
the risk by using internal 
controls. 

Tolerate the impacts of some 
mitigations and acknowledge 
that some may not work.  

(Jan 2023 
Board)

 

PQSO Director of 
Operations 

CRR002 Failure 
to recruit and 
retain staff across 
all disciplines and 
specialities 
leading to 
adverse impacts 
on delivery of 
care to patients 
across acute and 
non-acute 
settings and non-
compliance with 
safe staffing 
principles and 
standards.   
Nursing and 

20 10 Low level of risk appetite in 
relation to potential patient safety 
risks.  

Moderate levels of risk with regard 
to innovation and changing roles to 
attract more staff and deliver 
services in different ways through 
new roles. 

No Treat the impact of the risk 
by using internal controls.  

(Jan 2023 
Board)

PCC Director of 
Workforce and 
OD 
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1 Links to CRR016 financial position due to impact of this part of the risk being realised. 

HCSW agencies 
refusing to 
contract with the 
Health Board.   
1(re-framed Nov 
2022)

CRR013 Failure 
to prevent and 
control hospital 
and community 
acquired 
infections to 
include COVID-19 

10 10 Zero or low due to patient safety 
and quality of service.

Yes Treat the potential impacts of 
the risk by using internal 
controls. 

(Jan 2023 
Board)

PQSO Director of 
Nursing 

CRR023 Potential 
risk to population 
health in relation 
to avoidable harm 
due to priority 
being given to 
management of 
the COVID 
pandemic.

20 20 Zero or low level of risk appetite 
in terms of protecting patient 
safety and the quality of services. 

Moderate level of risk appetite in 
relation to different ways of 
working to address backlog.  This 
would include the use of 
technologies and innovations.   

Yes Treat the potential impacts of 
the risk by using internal 
controls. 

Tolerate the impacts of some 
mitigations and acknowledge 
that some may not work.  

(Jan 2023 
Board)

PQSO Director of 
Operations 

CRR007*re-
framed July 
2022*

The Health Board 
model of care 
does not take into 
consideration the 
evolving needs of 
the population at 
this time

16 12 Zero or low level of risk appetite 
in terms of protecting patient 
safety and the quality of services.  

Moderate level of risk appetite in 
relation to some risk controls and 
mitigations is required due to 
interdependencies with partner 
organisations. 

No Treat the potential impacts of 
the risk by using internal 
controls. 

Tolerate the impacts of some 
mitigations and acknowledge 
that some may not work and 
some are out of the Health 
Board’s control.  

(Jan 2023 
Board)

PPHPC Director of 
Primary, 
Community and 
Mental Health 
Services & 
Director of 
Public Health 
and Strategic 
Partnerships 

CRR010 
Inpatients may 
fall and cause 

15 10 Zero or low in the interests of 
patient safety.

No Treat the potential impacts of 
the risk by using internal 
controls.

(Jan 2023 
Board)

PQSO Director of 
Therapies and 
Health Science 
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2 This risk to incorporate CRR001 to describe an overarching population health vaccination risk for the next Board meeting. 

injury to 
themselves. 

CRR027 
’Effectiveness of 
COVID 
vaccination and 
booster 
programme 
compromised 
resulting from the 
emergence of a 
Variant of 
Concern2

25 20 Moderate risk appetite level will 
need to be applied to this risk 
profile, given the unpredictability of 
the potential of variants of concern 
as recognised by Welsh 
Government in its Winter Modelling 
Update for 2022-23.  The Health 
Board will ensure that it can 
behave appropriately to address 
the risk, should it materialise 
however, emergence of a variant of 
concern is beyond the Health 
Board’s control. 

No Treat the potential impact of 
the risk with mitigations. 

Tolerate the unpredictable 
element of the VoC and other 
mutations. 

(Jan 2023 
Board)

PQSO Director of 
Public Health 
and Strategic 
Partnerships

CRR028 
Continued 
inappropriate 
admissions of 
Children and 
Young People to 
adult mental 
health in-patient 
beds. 

20 10 Low risk appetite level in relation 
to patient safety and experience.  

Moderate level risk appetite would 
be encouraged in order to explore 
more innovative ways of managing 
this risk alongside Health Board 
partners.  

No Treat the potential impacts of 
the risk by using internal 
controls. 

(Jan 2023 
Board)

PQSO Director of 
Primary, 
Community and 
Mental Health 
Services

CRR003 Mental 
Health services 
will fail to meet 
the anticipated 
increased demand 
of the Health 
Board population, 
for Mental Health 
support, in light 
of the COVID 19 
pandemic.

12 8 Low risk appetite level in the 
interests of patient safety.  

Moderate risk appetite levels will 
need to be taken to explore further 
innovations and appropriately 
reconfigure services and implement 
new arrangements. 

No Treat the potential impacts of 
the risk by using internal 
controls. 

Tolerate the impacts of some 
mitigations and acknowledge 
that some may not work.  

(Jan 2023 
Board)

PQSO Director of 
Primary, 
Community and 
Mental Health 
Services 
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3 Links to CRR002 – workforce risk. 

CRR026 Risk to 
the general 
population and 
patients already 
within our 
services, due to 
less than 
adequate surge 
capacity to 
address any 
further 
exponential 
increase in 
pandemic 
response.    
*links to 
Workforce risk 
– CRR002

20 5 Low risk appetite level will be 
applied.  

No Treat the potential impacts of 
the risk by using internal 
controls. 

(Jan 2023 
Board)

PQSO Director of 
Operations 

CRR004 (re-
framed 
Feb2023) Failure 
to comply with 
WBoFG Act 

8 4
Low to Moderate - Risk appetite 
in this area is low in terms of 
compliance with the Legislation.  

However, further innovation is 
required to develop new 
approaches and ways of working 
therefore, risk appetite in this area 
is defined at a moderate level.

No Treat the potential impacts of 
the risk by using internal 
controls.

Take Opportunities and use 
positive risk management to 
realise efficiencies, better 
ways of working and realise 
our long-term strategic aims. 

(Jan 2023 
Board)

ARAC Director of 
Public Health 
and Strategic 
Partnerships 
and Board 
Secretary 

CRR017 Partial 
or full failure of 
ICT infrastructure 
and cyber 
security 

15 12 Low appetite in relation to adverse 
impact on Quality, Safety. 

Moderate to High level risk 
appetite for innovating to identify 
digital ICT system solutions.

Treat the potential impacts of 
the risk by using internal 
controls.

(Jan 2023 
Board)

FPC Director of 
Planning, 
Performance 
and ICT

CRR016 
Achievement of 
Financial Balance 
3

20 4 Low level of risk appetite in 
relation to the Health Board's 
financial statutory requirements. 
However, responding to COVID 19 

No Treat the potential impacts of 
the risk by using internal 
controls.

(Jan 2023 
Board)

FPC Director of 
Finance and 
Procurement 
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implications and maintaining safe 
services take precedence.

CRR012 Inability 
to address health 
inequalities across 
the population 
leading to 
increased 
dependency on 
Health Board 
services in the 
longer term and 
impacts ability of 
achievement of 
strategic 
aims/objectives.   
(re-framed Dec 
2021)

12 4 Low risk appetite in terms of 
patient safety and services.

Moderate risk appetite with regard 
to innovation and developments in 
primary care and public health 
initiatives.

No Treat the potential impacts of 
the risk by using internal 
controls. 

(Jan 2023 
Board)

PPHPC Director of 
Public Health 
and Strategic 
Partnerships 

CRR008 Health 
Board Estate not 
fit for purpose 
(Re-framed Dec 
2021)

15 15
Low risk appetite in relation to 
adverse staff and patient 
experience due to poor Health 
Board estate.

Moderate risk appetite with regard 
to innovation and developments 
across the Health Board estate. 

Yes Treat the potential impacts of 
the risk by using internal 
controls and continue to 
maintain the current position 
with ongoing monitoring and 
review.  

Although this has reached 
its target score, it is 
recommended that this 
risk continues to be 
monitored strategically as 
the impact/consequence 
should the risk be realised, 
is significant.  

(Jan 2023 
Board)

FPC Director of 
Operations 

CRR032 Failure 
to achieve 
underlying 

16 12 Low level of risk appetite in 
relation to the Health Board's 
financial statutory requirements.

No Treat the potential impacts of 
the risk by using internal 
controls. 

(Jan 2023 
Board)

FPC Director of 
Finance and 
Procurement 
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recurrent financial 
balance 

CRR033 (Dec 
2021) Civil 
Contingencies Act 
Compliance

20 9
Low risk appetite in this area is low 
in terms of compliance with the 
Legislation.  

No Treat the potential impacts of 
the risk by using internal 
controls. 

(Jan 2023 
Board)

FPC Director of 
Planning, 
Performance 
and ICT 

CRR021  

Inability to 
comply with the 
Welsh Language 
Standards as a 
result of the 
Welsh Language 
(Wales) Measure 
2011, resulting in 
Welsh speakers 
will not being able 
to receive 
services in their 
language of 
choice. (re-
framed 
Jan2023)

12 8 Low risk appetite in this area is low 
in terms of compliance with the 
Legislation.  

No Treat the potential impacts of 
the risk by using internal 
controls. 

(Jan 2023 
Board)

P&C Director of 
Workforce and 
OD 

CRR025  

Lack of mental 
and psychological 
staff 
preparedness will 
have a negative 
impact on 
absenteeism and 

12 8
Low risk appetite in relation to 
adverse staff experience due to 
current and ongoing significant 
operational pressures.

No Treat the potential impacts of 
the risk by using internal 
controls.

(Jan 2023 
Board)

P&C Director of 
Workforce and 
OD
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4 Links to Civil Contingencies Risk CRR033

could result in 
long term 
sickness with 
PTSD & other 
forms of 
emotional 
traumatisation.                     

High work-related 
industrial injury 
claims and         
compensation 
pay-outs. (re-
framed 
Jan2023)

CRR0344 (April 
2022) Disruption 
to Health Board 
services due to 
the Ukraine crisis.

10 5
Low risk appetite in this area in 
respect of patient safety however, 
a higher risk appetite will need to 
be applied when reviewing regional 
responses to the crisis and how the 
Health Board and its Partners can 
work collectively to address and 
mitigate the risks.  

No Treat the potential impacts of 
the risk by using internal 
controls.

(Jan 2023 
Board)

ARAC Director of 
Planning, 
Performance 
and ICT

CRR035 
Sustainability of 
Primary Care 
Services due to 
increased 
demand, revised 
working patterns 
and continued 
response to 
Ukrainian refugee 
crisis.  

12 8
Low risk appetite in this area in 
respect of patient safety however, 
a higher risk appetite will need to 
be applied when exploring new and 
innovative ways of providing 
Primary Care Services.   

No Treat the potential impacts of 
the risk by using internal 
controls.

Tolerate the impacts of some 
mitigations and acknowledge 
that some contributing factors 
are outside of the Health 
Board’s control.  

(Jan 2023 
Board)

PPHPC Director of 
Primary, 
Community and 
Mental Health 
Services 

CRR036

Inability to deliver 
components of 
the Health 

12 8
Low risk appetite in this area in 
respect of patient safety however, 
a higher risk appetite will need to 
be applied when exploring new and 
innovative ways of working 
alongside key Partners and 

No Treat the potential impacts of 
the risk by using internal 
controls.

(Jan 2023 
Board)

PPHPC Director of 
Planning, 
Performance 
and ICT.  
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Board’s strategy 
and key priorities 
where the 
involvement of 
key Partners is 
essential

acknowledge that some controls 
and mitigations are outside of the 
Health Board control.   

CRR037

Clinically unsafe 
and inappropriate 
inter-site patient 
transfers and into 
communities

15 5
Low risk appetite in this area in 
respect of patient safety. No Treat the potential impacts of 

the risk by using internal 
controls.

(Jan 2023 
Board)

PQSO Director of 
Operations 

CRR038

Increased levels 
of patient acuity 
presenting 
resulting in an 
inability to staff 
appropriately and 
provide 
acceptable levels 
of care in line 
with best practice 
and guidelines.   

15 5
Low risk appetite in this area in 
respect of patient safety. No Treat the potential impacts of 

the risk by using internal 
controls.

(Jan 2023 
Board)

PQSO Director of 
Nursing/Directo
r of Operations 

CRR039

Delays in 
discharging 
medically fit 
patients partly 
due to delays in 
accessing 
packages of care 
from Partners -
*covered in part 
by CRR019 on 
CRR (unmet 

20 10
Low risk appetite in this area in 
respect of patient safety however, 
a higher risk appetite will need to 
be applied when exploring new and 
innovative ways of working 
alongside key Partners and 
acknowledge that some controls 
and mitigations are outside of the 
Health Board control.   

No Treat the potential impacts of 
the risk by using internal 
controls.

Tolerate the impacts of some 
mitigations and acknowledge 
that some contributing factors 
are outside of the Health 
Board’s control.  

(Jan 2023 
Board)

PQSO Director of 
Operations and 
Director of 
Primary, 
Community and 
Mental Health 
Services.  
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demand and 
ambulance 
delays)*

Safeguarding 
CRR030 – (New 
risk/re-framed 
Nov 2022) *this 
risk has 
interdependenci
es with CRR002 
Workforce 
Risk*
Risk of: ‘Hidden 
Safeguarding 
Harms’ 
experienced by 
patients in their 
homes and 
communities due 
to the COVID-19 
pandemic and 
significantly 
increased demand 
on Health Board 
services.

16 8
Low (averse to risk)
Risk Appetite 
Level 2

No Treat the potential impacts of 
the risk by using internal 
controls.

(Jan 2023 
Board)

PQSO Director of 
Nursing 

CRR040 Putting 
Things Right 
(PTR) – New 
Risk – Continued 
and sustained 
non-compliance 
with The NHS 
(Concerns, 
Complaints and 
Redress 
Arrangements) 

20 8
Low (averse to risk)
Risk Appetite 
Level 2

No Treat the potential impacts of 
the risk by using internal 
controls.

(Jan 2023 
Board)

PQSO Director of 
Nursing 
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(Wales) 
Regulations 2011

CRR041 
Industrial 
Action – Failure 
to sustain current 
levels of staffing 
due to industrial 
action following 
2022 pay round 
and ballots, 
leading to 
adverse impacts 
on delivery of 
care for patients 
across acute and 
non-acute 
settings and non-
compliance with 
safe staffing.(re-
framed 
Jan2023)

20 8
Low (averse to risk)
Risk Appetite 
Level 2

No Treat the potential impacts of 
the risk by using internal 
controls.

Tolerate the impacts of some 
mitigations and acknowledge 
that some contributing factors 
are outside of the Health 
Board’s control.  

(Jan 2023 
Board)

PCC Director of 
Workforce and 
OD

CRR042 (re-
framed Jan23)

Inability to 
continue provide 
adequate quality 
of care to asylum 
seekers, migrants 
populations and 
Unaccompanied 
Children Asylum 
Seekers (UCAS)

20 10
Low (averse to risk)
Risk Appetite 
Level 2

No Treat the potential impacts of 
the risk by using internal 
controls.

Tolerate and acknowledge 
that some contributing factors 
are outside of the Health 
Board’s control.  

(Jan 2023 
Board)

PPHPC Director of 
Primary, 
Community and 
Mental Health 
Services

CRR043 Cost of 
living crisis – 
impact on 
population of 
Gwent and staff 

20 12
Moderate (cautious risk taking)
Risk Appetite 
Level 3

No Treat the potential impacts of 
the risk by using internal 
controls.

(Jan 2023 
Board)

PPHPC Director of 
Public 
Health/Director 
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– New Risk – 
Levels of staff 
absence may 
increase due to 
the costs 
associated with 
travelling to and 
from work, 
increased demand 
for services as 
population unable 
to heat their 
homes 
adequately, 
especially 
impacting the 
elderly population 
of Gwent.

Tolerate the impacts of some 
mitigations and acknowledge 
that some contributing factors 
are outside of the Health 
Board’s control.  

of Workforce 
and OD 

CRR044 Non-
compliance with 
a key 
component of 
the new vision 
(2022-2027) for 
children’s 
services is the 
Programme for 
Government 
commitment to 
remove private 
profit from the 
care of looked 
after children - 
Unregulated 
placements are 
used for children 
and young people 
who present with 
significant risk 
and need bespoke 

20 10
Low (averse to risk)
Risk Appetite 
Level 2

No Treat the potential impacts of 
the risk by using internal 
controls.

Tolerate the impacts of some 
mitigations and acknowledge 
that some contributing factors 
are outside of the Health 
Board’s control.  

(Jan 2023 
Board)

PQSO Director of 
Operations 
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care packages 
when spaces are 
not available in 
registered 
accommodations. 

CRR045 LINC 
Programme – 
New Risk IF the 
new LIMS service 
is not fully 
deployed before 
the contract for 
the current LIMS 
expires in June 
2025 THEN 
operational 
delivery of 
pathology 
services may be 
severely impacted 
RESULTING IN 
potential delays in 
treatments, 
affecting the 
quality and safety 
of a broad 
spectrum of 
clinical services 
and the potential 
for financial and 
workforce impact.

25 5
Low (averse to risk)
Risk Appetite 
Level 2

No Treat the potential impacts of 
the risk by using internal 
controls.

Tolerate the impacts of some 
mitigations and acknowledge 
that some contributing factors 
are outside of the Health 
Board’s control.  

(Jan 2023 
Board)

FPC CEO 
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1. Introduction
The purpose of this report is to:

• highlight progress of the 2022/23 Internal Audit Plan for Aneurin Bevan 
University Health Board (the ‘Health Board’) to the February 2023 Audit, Risk 
and Assurance Committee; and

• provide an overview of other activity undertaken since the previous meeting.

2. Progress against the 2022/23 Internal Audit Plan
There are 30 individual reviews in the 2022/23 Internal Audit Plan plus two reported 
from 2021/22, and provision for follow-up work (including time available for Medical 
Devices and Equipment if required).

The table below details progress against the 2022/23 Internal Audit Plan.

Number of audits in plan (including 2 from 
2021/22):               

32

Number of audits reported as final 14
Number of audits reported as draft 3
Number of audits work in progress 8
Number of audits at planning stage 5
Number of audits not started 2

The following final reports have been issued since the meeting of the Audit, Risk 
and Assurance Committee on 1st December 2022:

AUDIT ASSIGNMENT ASSURANCE 
RATING

Records Management Limited
Use of Off-contract Agency Limited
Corporate Governance (Policy Management) Limited
Neighbourhood Care Networks Reasonable
YYF Breast Care Services Reasonable
Newport East Health and Wellbeing Centre Reasonable

Further information over the assurance ratings detailed above is included with 
Appendix B.

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 reasonable and limited assurance reports issued since the last 
meeting on 1st December 2022.

3/9 236/474



Internal Audit Progress Report February 2023

NWSSP Audit and Assurance Services          4

Records Management (limited assurance)
This audit was rated limited assurance and will be considered separately by the 
Committee. We sought to ensure that the Health Board had appropriate processes 
for the management of records and were compliant with relevant legislation.

In particular, we focused on the policy / guidance documentation available to assist 
staff, the quality of records held (i.e. completed to an appropriate standard), the 
storage of records and the availability / retrievability of records. Whilst most records 
are digitised, there are some areas where manual records are maintained (e.g. 
Children and Mental Health). 

Overall, we raised issues over the storage and security of records at some sites; the 
limited ability to track certain records, concerns over records management practice 
on some wards and the delays in the availability of records. 

Use of Off-contract Agency (limited assurance)
The review sought to determine if off-contract agency processes are adhered to. 
Whilst there are documented procedures in place, we also mapped out additional 
procedural steps in place within some divisions (e.g. escalation times). We recognise 
that there will still be a requirement to utilise off-contract agency staff, even where 
process(es) are being fully adhered to, for example to ensure patient safety.

We tested a sample of off-contract agency bookings to ensure that the correct 
process had been followed, including the timely preparation of rosters, the utilisation  
of bank staff and overtime, contract agency and ultimately, off-contract agency with 
the appropriate approval in place.

A key finding includes the lack of evidence that all other resource options had been 
reviewed, before the approval of off-contract agency bookings, including the 
timeliness of roster completion. We also found some examples where approval was 
being requested for many off-contract agency shifts within single requests, i.e. a 
single email requesting the approval of a high number of off-contract agency shifts. 
Alongside this we found varying timeframes for the escalation / release of off-
contract agency shifts. Finally, we raised a recommendation over the policy.

At the conclusion of the testing, we were informed that a revised process had been 
introduced during October 2022. Our sample tested was selected prior to the 
implementation of this process. Whilst we have identified that there was a trend of 
decreased off-contract agency spend, we have not tested further to determine if the 
revised process is being adhered to. We plan to undertake additional testing, to 
conclude on the adherence to the updated process, by selecting a further sample. 
Once complete, this will be reported as an addendum to this report.

Corporate Governance (Policy Management) (limited assurance)
As above, this audit was rated limited assurance and will be considered separately 
by the Committee. We tested to ensure that policies and associated documentation 
were being reviewed within a timely manner and that there were processes in place 
to support this.

We found good guidance arrangements in place, but a high number of policies and 
other documents that were overdue for review - in particular, 316 of 881 documents 
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(at the time of the audit). Whilst this responsibility resides with the document 
owner(s), there are supporting processes to issue reminders. We found examples 
of reminder emails issued, to help ensure the documents are reviewed by their 
owners. However, within our sample tested there were exceptions to this.  

Neighbourhood Care Networks (reasonable assurance)
This audit tested the arrangements in place to improve the access to primary care 
services, through the neighbourhood care networks (NCNs) in place.

Overall, we found good governance arrangements in place, with sufficient 
opportunity to raise concerns / collaborate with other NCNs. However, we raised 
recommendations over improved understanding the key goals / benefits of the 
Accelerated Cluster Development programme in place, including the workforce 
requirements to support this. 

YYF Breast Care Services (reasonable assurance)
The audit sought to review the management arrangements in place to progress the 
Ysbyty Ystrad Fawr Unified Breast Unit. The project has been delayed by 
approximately 12 months from its intended start of October 2021, as per the Full 
Business Case (‘FBC’) to October 2022. Noting the FBC approval was received from 
the Welsh Government in February 2022, the other primary cause of the delay has 
been the changed market conditions, including the withdrawal of the main sub-
contractor’s original cost submission. 

Accordingly, costs have been revised due to these changes with additional funding 
sought, and approved, by the Welsh Government. Budgeted costs were aligned with 
the revised funding, with no variance anticipated to date. 

However, we raised the following recommendations:

• roles and responsibilities for key project officers should be appropriately 
defined; 

• the interaction of commercial meetings with the project should be 
appropriately defined and operated; and 

• the need to enhance the management and monitoring of key risks. 

While noting the above issues, at the date of reporting, the project has commenced 
on site, and is currently operating within its agreed (revised) time and cost 
parameters. 

Newport East Health and Wellbeing Centre (reasonable assurance)
The audit was undertaken to review the delivery and management arrangements in 
place to progress the Newport East Health & Wellbeing Centre project, and the 
performance to date against its key delivery objectives i.e. time, cost and quality. 
This was the first audit of the project. 

The governance structure was supported by appropriately constituted Project and 
Commercial Teams, with clear engagement at the project from the SRO and Project 
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Director. However, there is a need to review the effectiveness of the Programme 
Board in providing appropriate scrutiny and challenge. 

The target cost had been appropriately scrutinised by the external Cost Adviser and 
confirmed to provide value for money to the Health Board. Robust cost monitoring 
and reporting arrangements were operated by the Cost Adviser.
 
However, despite the early stage of construction, contingency funds had already 
been reduced by 30%, primarily due to an increase to the target cost after FBC 
approval. Costed risks were reported to outweigh remaining contingency, placing 
the project under pressure before it enters the main construction phase. 

Slippage of £6.089m against the 22/23 CRL was declared to the Welsh Government 
in October 2022. Whilst the change in cash flow profiling was reported in a timely 
manner by the external Cost Adviser, the Health Board failed to action this 
information and notify the Welsh Government in a timely manner. 

Overall, we raised the following recommendations: 

• the timely review and actioning of cost information; 
• a need to review the constitution, capacity and function of the Programme 

Board to ensure it can effectively execute the role of Project Board (including 
adequate scrutiny and challenge) at major projects; 

• the development of the service risk register; and 
• the authorisation of Project Control Forms and contract documents in line with 

the Scheme of Delegation. 

4. 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;

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

• review and advice over financial control procedures; and

• liaison with senior management.

5. Recommendation
The Audit, Risk and Assurance Committee is invited to note the above.

6/9 239/474



Internal Audit Progress Report Appendix A

NWSSP Audit and Assurance Services          7

Appendix A: Progress against 2022/23 Internal Audit Plan

1 Subject to change on draft reports

Review Status Rating1 Summary of recommendations
Anticipated 

ARA 
Committee 

Risk Management Work in progress April 

Corporate Governance (Policy Management) Final Report Limited 2 High, 3 Medium, 2 Low February

Financial Sustainability Work in progress April

CF - Care Closer to Home Work in progress April

Clinical Audit Final Report Limited 3 High, 3 Medium, 1 Low Priority December

Urgent Care System (replacement under discussion) Not started May

Access to Primary Care Merged with 
NCNs audit

Neighbourhood Care Networks (NCNs) Final Report Reasonable 1 High, 1 Medium, 3 Low Priority
February

Mental Health Transformation Work in progress April

Dementia Services Planning May

Infection Prevention and Control Planning May

Use of off-contract Agency Final Report Limited 1 High, 3 Medium Priority February

Quality Framework (replaced by Complaints 
Management) Work in progress May

Discharge Planning Draft Report April

Integrated Wellbeing Networks Planning May

Agile Delivery Final Report N/A 1 High, 3 Low Priority October

Review of Bank Office and Temporary Staff Not started May
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Review Status Rating1 Summary of recommendations
Anticipated 

ARA 
Committee 

Job Evaluation Process Final Report Reasonable 1 Medium, 1 Low Priority October

Monitoring Action Plans Work in progress April

Follow-up of High Priority Recommendations Work in progress April

Digital Benefits Realisation Final Report Substantial 1 Medium, 1 Low Priority December

Cyber Security Planning May

Records Management Final Report Limited 2 High, 11 Medium, 2 Low Priority February

Management of the Robotic Process Automation 
(RPA) Draft Report Reasonable April

IT Strategy Draft Report Reasonable April

Decarbonisation Final Report N/A 11 Matters arising December

Tredegar Health and Wellbeing Centre Planning May

GUH Final Report Substantial 1 Low Priority N/A

Integrated Audit Plans – YYF Breast Care Services Final Report Reasonable 6 Medium, 4 Low Priority February

Integrated Audit Plans – Newport East Final Report Reasonable 1 High, 8 Medium, 7 Low Priority May

Integrated Audit Plans – Satellite Radiotherapy 
Centre Work in progress May

From 2021/22 Internal Audit Plan

Children and Young People’s Continuing Care Final Report Reasonable 1 High, 2 Medium, 4 Low Priority October

Waste Management Final Report Reasonable 10 Medium, 1 Low Priority August

Medical Equipment and Devices Timing of audit to be assessed from quarter three onwards
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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:

Substantial 
assurance

Few matters require attention and are compliance or advisory in 
nature. 
Low impact on residual risk exposure.

Reasonable 
assurance

Some matters require management attention in control design or 
compliance. 
Low to moderate impact on residual risk exposure until resolved.

Limited 
assurance

More significant matters require management attention.
Moderate impact on residual risk exposure until resolved.

No assurance
Action is required to address the whole control framework in this 
area.
High impact on residual risk exposure until resolved.

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.
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Executive Summary 

 

Purpose 

To provide an opinion on the 
effectiveness of the controls in place 

to improve access to primary care 
services through the NCNs. 

Overview 

We have issued reasonable assurance 
on this area.  

The Health Board has good 
governance arrangements over the 

NCN programme, and those 
responsible for each NCN has 
adequate opportunity to raise 

concerns and collaborate with other 
NCNs.  

The matters requiring management 
attention include: 

• Improving workforce planning 

requirements. 

• Understanding the key goals of 

the Accelerated Cluster 
Development (ACD) programme 
and putting in measurable goals 

to assess success. 

Other recommendations / advisory 

points are within the detail of the 
report. 

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

(see Appendix A). 

 

Report Classification 

  Trend 

Reasonable 

 

 

Some matters require 

management attention in 

control design or compliance.  

Low to moderate impact on 

residual risk exposure until 

resolved. 

 

 

Assurance summary1 

Assurance objectives Assurance 

1 NCN plans Substantial 

2 Workforce planning Reasonable 

3 NCN plan milestones Limited 

4 Governance arrangements Reasonable 
 

 

Key matters arising Assurance 

Objectives 

Control 

Design or 

Operation 

Recommendation 

Priority 

1 Workforce Planning 2 Design Medium 

2 Benefits realisation and ACD structure 3,4 Design High 

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

1.1  The internal audit of Neighbourhood Care Networks (incorporating Access to 
Primary Care) was completed in line with the 2022/23 Internal Audit Plan. 

Effective primary and community care services are critical to the delivery of 
sustainable, whole system services that span all care settings and consider the 

needs of patients and the delivery of high quality, effective care as paramount. 

1.2  The Health Board has established 11 Neighbourhood Care Networks (NCNs) to 

incorporate collaborative leads for GMS (General Medical Services), community 
pharmacy, optometry, dental, nursing, AHPs (Allied Health Professionals) and 

partners in social care, housing and third sector. The NCNs are vehicles for 
delivering patient focused change across each locality. This is achieved through 

individual integrated medium-term plans (IMTP), which also incorporate the 

principles of the Primary Care Model for Wales and the Strategic Programme for 

Primary Care. 

1.3  One initiative underway is the NCN programme. As this is a key strategy for 
improving access to primary care services, this audit has been amalgamated with 

the Access to Primary Care audit - as both reviews intrinsically overlap. 

1.4  Associated risks considered were: 

• access to primary care services is not improved and therefore, adversely 
impacts patient experience and outcomes;  

• patients not being seen by the right person, at the right time in the right place 
as set out within the GMS Access Standards; 

• a lack of sound governance and leadership preventing the achievement of 
planned objectives;  

• insufficient workforce plans to support the rollout of primary care initiatives; 
and  

• delivery objectives and milestones are not measured or monitored resulting 

in a delayed implementation. 

 

2. Detailed Audit Findings 

2.1  The table below summarises the recommendations raised by priority rating: 

  Recommendation Priority 

Total 

High Medium Low 

Control Design 1 1 3 5 

Operating Effectiveness - - - - 

Total 1 1 3 5 
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2.2  Our detailed audit findings are set out below. All matters arising and the related 

recommendations and management actions are detailed in Appendix A. 

  

Audit objective 1: Plans are approved and consistent with the Health Board’s 
overall strategy for improving access to primary care, and are aligned to the 

Regional Partnership Board (RPB) priorities based on a local assessment of 

population health needs 

2.3  The NCNs aim to provide a more integrated system of primary care with 
community care and wellbeing services. Based around each NCN footprint 

services will be designed to provide more co-ordinated care, closer to home with 
fewer handoffs and reduced complexity. The approach is intended to be delivered 

in a manner that will aim to strengthen community resilience and respond to 

need.  

2.4  Each of the 11 NCNs are required to create an annual plan which sets out their 

aims for the upcoming year and should cover what went well and what could be 

improved from the previous year.  The plan is also required to align with the care 

closer to home model.  

2.5  The locality teams support the NCN leads to refresh their annual plans and as 
such align to the Health Board’s strategy, as they are informed by and contribute 

to the Health Board’s IMTP. The Population Needs Assessment (PNA) undertaken 
by the Regional Partnership Board (RPB) provides essential information that 

informs the NCN plans. This PNA and RPB Area Plan identifies areas of population 
health need across the region and is combined with local information and 

intelligence to inform the local assessment of health needs.   

2.6  Review of the intranet pages produced a significant amount of information 

regarding NCNs. We noted that the word NCN and Cluster were used 
interchangeably which may be confusing for those not involved within the 

programme. The same word to describe NCNs/Clusters should be used. Matter 

arising 1. 

2.7  The NCN plans on the intranet were in date. However, some of the ‘Plans on a 
Page’ – a separate document of a summary of the plan, were out of date on the 

intranet and had not been updated since last year. Matter arising 1. 

2.8  Integrated Services Partnership Boards (ISPBs) are required to undertake a 
revision and development of a 3-year plan, which will ensure alignment with RPB 

and Health Board strategic priorities. These conversations are facilitated through 

the NCN Development Programme.  

2.9  The NCNs are a key component of the ISPBs in each of Gwent’s five boroughs, 
which report to the Regional Leadership Group and onwards to the Public Service 

Boards and Gwent RPB. The NCNs are an operational arm of this framework, and 
as such have the responsibility of implementing national and regional strategy 
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through local actions. However, the NCNs are also crucial in prioritising the 

implementation of these strategies depending on local circumstances. 

2.10  The information flows that inform the NCN plans, ISPB priorities and ensure 

alignment with the RPB Area Plan are set out the NCN Planning Framework: 

2.11  Our review of the 11 NCN annual plans confirmed that all take note of the PNA 

and push for better services, closer to patient homes. This is in line with the Health 

Board’s strategic objectives of care closer to home as set out in its IMTP.  

Conclusion: 

2.12  Plans are approved and the NCN programme forms a significant part of the Health 

Board’s IMTP, with the Health Board illustrating that NCNs are the main delivery 
model for improving access to primary care. Therefore, we have given this 

objective substantial assurance. 

  

Audit objective 2: Workforce plans have been developed to support the 

delivery of the NCN and other primary care service initiatives 

2.13  Workforce plans are set out within individual NCN IMTPs, but these are minimal 
and do not provide much detail. This is a weakness already understood by the 

Health Board. We were informed that through the NCN Development Programme 
and the Strategic Programme for Primary Care (SPPC) Fund, the Health Board 

now has support for workforce planning and organisational development. This 
year the Health Board has access to the National Workforce Reporting System 

which provides detailed information at GP practice and NCN level. This will inform 
future planning and was discussed at the Board Development session during 

October 2022. However, more detailed workforce plans are yet to be completed. 

Matter arising 2. 
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2.14  The Health Board is in receipt of circa £4million annually from Welsh Government 
for NCN led workstreams.  The Health Board top slices a percentage that is utilised 

for funding NCN lead and advisor posts and other workforce requirements. The 

remainder of the funding is proportionally allocated to each of the 11 NCN clusters 
for the support of innovative projects centred around the population health needs 

(delivered against identified local need). The finance and budget arrangements for 

each NCN is discussed at each meeting. 

2.15  Going forward the recently appointed service improvement managers will support 
the NCNs and professional collaboratives to evaluate their improvement projects. 

There will also be support for the development of business case proposals for 
pilot projects and initiatives that are shown to be effective. Workforce plans will 

be included as part of this. Again, this is forward looking and has not yet been 

implemented.  

Conclusion: 

2.16  We found that workforce planning requires improvement, which the Health Board 

is aware of. However, we found workforce issues being discussed at NCN meetings 

(see objective 4), therefore, we have given this objective reasonable assurance. 

  

Audit objective 3: Plans (including NCN IMTPs) detail key milestones which 

are monitored and managed 

2.17  The NCN plans are each developed locally. An annual plan for each financial year 
is created to focus on short term objectives and a three-year IMTP plan for each 

NCN is also created to allow each to be able to plan for the medium-term as well. 
Our review of the annual plans for each of the 11 NCNs confirmed that all are 

adequately completed and detail a placed based care approach following the 

Health Board’s and Welsh Government’s objective of care closer to home.  

2.18  Each of the NCNs have developed individual integrated medium-term plans that 
set out priority areas that will be delivered through a place-based care 

approach, collectively they focus on:  
• Response to Covid recovery including vaccination, access and backlogs for 

all independent contractor professions. 
• Developing relationships partners including local authority social care and 

Tier 0/1 mental health providers to increase capacity and reach. 

• Instigate robust population health approaches with initial focus on 
obesity, diabetes, mental health and wellbeing and measures to address 

health inequalities. 
• Local action plans to support accelerated cluster development, urgent 

primary care, community infrastructure and mental wellbeing. 

2.19  Within each of the IMTPs there is a section entitled ‘Prioritised Actions’. This 

section details each of the NCN’s key delivery points over the three-year period. 
Review of the minutes from three different NCN meetings confirmed that these 

priorities are discussed and actioned. 
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2.20  Part of each of the plans for the NCNs is to be a part of the Accelerated Cluster 
Development (ACD) programme. This is a nationwide programme which is 

designed to enhance the NCN programme already in place. The ACD 

programme’s purpose is to use collaborative and integrated ways of working and, 
with better planning, undertake a gap analysis to be able to provide a better 

service and support to the local area.  

2.21  The ACD programme forms a significant part of plans and is discussed regularly 

at NCN meetings. There are also separate ACD meetings that take place which 
include the clinical leads for each NCN. However, the programme is still being 

developed. 

2.22  One of the weaknesses of the NCN programme is the ability to be able to use 

empirical evidence to prove that the programme is of benefit to the local 
population and does improve access to primary care. An overall, assessment of 

the benefits realisation of the NCN programme has not been completed. 

2.23  We were informed by the ACD Programme Manager that benefits realisation is one 

of the key priorities of the ACD programme which will aim to identify metrics that 
enable the Health Board and other partners to determine the impact of NCNs on 

the development of place-based care. At the time of the audit the goals/key 

benefits that would be analysed to prove the ACD/NCN programme is a success 

had not been identified. Matter arising 3. 

Conclusion: 

2.24  Plans are in place and are being monitored. The ACD programme is the main focus 

for the Health Board to progress and develop the NCNs. However, understanding 
what the Health Board wants to achieve with the ACD programme and how this 

will be measured needs to be undertaken by the Health Board, and therefore, we 

have given this objective limited assurance. 

  

Audit objective 4: Appropriate governance arrangements are in place for 

improving access to primary care and monitoring of the plans themselves 

2.25  The NCNs meet on a quarterly basis. Attendance at the meeting includes 

attendees from the GP practices within each NCN, as well as staff from the Health 
Board. Meeting minutes are kept and a review of these for three NCNs confirmed 

each meeting reviewed a wide variety of topics, including: 

• the budget for the NCN; 
• actions raised as part of the last meeting to track progress;  

• sustainability of services; and 
• updates on projects that are currently underway e.g., the Household 

Cavalry (Falls) project, whereby a plan is in development for a rapid 
response service for frail older people who fall at home. 

2.26  The Health Board also hold NCN clinical leads meetings. We observed one of 
these meetings and confirmed this is the meeting used by the Health Board to 

discuss topics which affected all NCNs. This meeting provided a space for the 
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NCN leads to discuss any similar issues they may have, and we noted that there 

was good engagement during the meeting.  

2.27  In every meeting either held by the Health Board or the NCNs themselves, the 

issue of GP sustainability was overwhelmingly the most discussed topic along 
with how GP practices ensured there was a good standard of care still being 

provided. Multiple specialist alternatives such as physiotherapists or more senior 

nurses were discussed as solutions to fill specialist gaps to free up GP time.   

2.28  We were informed that there was a particular issue with GP numbers in some 
areas. However, we found that the Health Board has undertaken steps to address 

this situation and to ensure all areas within the Health Board’s region have the 

same access to GPs.  

2.29  Additionally, a further level of scrutiny over the overall NCN programme is 
provided by the Clinical Futures Board who receive a highlight report on the 

programme monthly. The report details positive progress made with the NCN 
programme, concerns or issues that need to be raised, and the Health Board’s 

plans to push and develop the NCN for the following month. 

2.30  We noted that there are a number of meetings that take place regarding NCNs 

in one form or another. Although this gives the Health Board an opportunity to 

demonstrate good governance, they should also consider whether the current 
structure of the whole programme (see diagram on page 6) is still appropriate, 

considering the new ACD project. 

2.31  The structure and who is required to attend each meeting is overly complex, and 

before adding additional layers to the programme there needs to be a 
consideration of whether a more streamlined approach would be more 

worthwhile. The Health Board may decide that the current process is suitable, 
but a review of the NCN programme structure would still be worthwhile. Matter 

arising 3. 

Conclusion: 

2.32  The Health Board is involved with the NCNs and there are a number of meetings 
which review NCNs and their progress. Now that the programme is more 

developed a review of its structure would be beneficial, therefore, we have given 

this area reasonable assurance.  
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Appendix A: Management Action Plan 

Matter arising 1: NCN language (Design) Impact 

Our review of the intranet pages produced a significant amount of information regarding NCNs. We noted that the 

word NCN and Cluster were used interchangeably which may be confusing for those not involved within the 

programme. The same word to describe NCNs/Clusters should be used. 

The NCN plans on the intranet were in date. However, some of the ‘Plans on a Page’ – a separate document of a 

summary of the plan, were out of date and had not been updated since last year.   

Potential risk of: 

• Misunderstanding of 

documents where the same 

terms are not used. 

• Use of in date and out of 

date documents may create 

confusion over which is the 

correct to use. 

Recommendations Priority 

1.1 The Health Board uses the term NCN to describe each of their cluster groups. The word NCN should be used 

instead of clusters in documents to prevent any misunderstandings. 
Low 

1.2 The NCN intranet pages should be updated to ensure all information, specifically the ‘Plans on a Page’ are in 

date. 
Low 

Management response Target Date Responsible Officer 

1.1 The Executive Team have agreed to the use the term NCN rather than cluster groups 

and NCN Development Programme rather than Accelerated Cluster Development 

Programme. 

Complete Wil Beer – Consultant in Public 

Health 

1.2 The newly appointed Communication & Engagement Officer in the NCN Office will be 

responsible for updating the AB Pulse intranet web pages which will include the NCN 

plans. 

February 2023 Will Beer – Consultant in Public 

Health 
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Matter arising 2: Workforce Planning (Design) Impact 

Workforce plans are set out in the individual NCN IMTP, but these contain minimal content and do not provide much 

detail. This is already recognised by the Health Board. We were informed that through the NCN Development 

Programme and the Strategic Programme for Primary Care (SPPC) Fund, the Health Board now has support for 

workforce planning and organisational development. This year the Health Board has access to the National 

Workforce Reporting System which provides detailed information at a GP practice and NCN level. This will inform 

future planning and was discussed at the Board Development session during October 2022. However, more detailed 

workforce plans are yet to be completed. 

Potential risk of: 

• Not understanding the 

workforce requirements to 

implement objectives within 

each NCN plan leading to a 

lower standard of care 

• Not future planning and 

being unaware potential 

losses in certain significant 

positions.    

Recommendations Priority 

2.1 Workforce planning should be more detailed within the NCN plans. If the NCNs want to implement certain 

projects or initiatives, there should be a clear understanding of how that will affect the workforce in that area. 

Given GP workforce requirements are so challenging, producing a workforce report that details where GPs are 

based, and who may be available to cover certain locations when required etc may be useful.    

Medium 

Management response Target Date Responsible Officer 

2.1 The newly appointed Workforce & Organisational Development Transformation Project 

Manager in the NCN Office will support the NCN Leads and Borough locality team to 

develop workforce plans to implement specific projects, initiatives or models of care.   

The National Workforce Reporting System (NWRS), hosted by Shared Service 

Partnership, has been analysed to identify areas where there are shortages in the 

GMS workforce.  This information formed the basis of a recent round of NCN 

sustainability meetings and a Board Briefing session.  The Executive Director for 

Primary Care, Community Services and Mental Health has re-established the Primary 

Care Sustainability Board which will respond to the workforce issues through a costed 

action plan.   

April 2023 Will Beer – Consultant in Public 

Health 

11/15 253/474



  
Neighbourhood Care Networks (incorporating 

Access to Primary Care) 

Appendix A 

  

 

  

  

NWSSP Audit and Assurance Services 12 
 

Matter arising 3: Benefits realisation and ACD structure (Design) Impact 

We were informed that benefits realisation is one of the key priorities of the ACD programme which will aim to 

identify metrics that enable the Health Board and other partners to determine the impact of NCNs on the 

development of place-based care. At the time of the audit the goals/key benefits that would be analysed to prove 

the ACD/NCN programme is a success had not been identified. 

The structure of the NCN/ACD programme and who is required to attend each meeting is already complex. Adding 

additional layers to the programme without considering whether a more streamlined approach would be more 

worthwhile may not be the most appropriate way forward. The Health Board may agree that the current process is 

sufficient, but a review of the NCN programme structure would be worthwhile.  

Potential risk of: 

• Assuming the programme is 

beneficial without empirical 

evidence, when the reality 

may be that the programme 

gives little to no benefit to 

the local population. 

• Having a convoluted 

structure without any real 

benefit. Meaning already 

tight resources are not used 

in the most effective way.  

Recommendations Priority 

3.1 The Health Board should identify keys goals for the ACD/NCN programme going forward. Management should 

also identify the key metrics that can be tested, to understand whether the goals have been reached or 

where the programme requires improvement. 

High 

3.2 Management should review the structure of the ACD/NCN programme and understand whether a more 

streamlined approach could be undertaken, to best utilise the resources available. 
Low 

Management response Target Date Responsible Officer 

3.1 The Health Board is currently recruiting a Data Analyst who will work with Information 

Services and the Business and Performance Team to identify a basket of indicators 

that can be used to understand the impact of the NCN Development Programme. 

March 2023 Will Beer – Consultant in Public 

Health 
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3.2 The Primary Care and Community Service Division has sponsored a report to the RPB 

and ABUHB Public Board about a suitable governance structure for NCN planning and 

delivery which meets the Ministerial milestones. 

December 2022 Will Beer – Consultant in Public 

Health  
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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: 

 

Substantial 

assurance 

Few matters require attention and are compliance or advisory in 

nature.  

Low impact on residual risk exposure. 

 

Reasonable 
assurance 

Some matters require management attention in control design or 

compliance.  

Low to moderate impact on residual risk exposure until resolved. 

 

Limited 
assurance 

More significant matters require management attention. 

Moderate impact on residual risk exposure until resolved. 

 

No assurance 

Action is required to address the whole control framework in this 

area. 

High impact on residual risk exposure until resolved. 

 

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. 

Prioritisation of Recommendations 

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

Priority level Explanation Management action 

High 

Poor system design OR widespread non-compliance. 

Significant risk to achievement of a system objective OR 

evidence present of material loss, error or misstatement. 

Immediate* 

Medium 
Minor weakness in system design OR limited non-compliance. 

Some risk to achievement of a system objective. 
Within one month* 

Low 

Potential to enhance system design to improve efficiency or 

effectiveness of controls. 

Generally issues of good practice for management 

consideration. 

Within three months* 

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

Purpose 

The audit sought to review the management 

arrangements in place to progress the Ysbyty 

Ystrad Fawr Unified Breast Unit. 

 

Overall Audit Opinion and Overview  

The project has been delayed by approximately 

12 months from its intended start of October 

2021 (as per the Full Business Case) to October 

2022. Noting FBC approval was received from 

WG in February 2022, the other primary cause 

of the delay has been the changed market 

conditions, including the withdrawal of the main 

sub-contractor’s original cost submission.  

Accordingly, costs have been revised due to 

these changes with additional funding sought, 

and approved, by the Welsh Government. 

Budgeted costs were aligned with the revised 

funding, with no variance anticipated to date.  

Key matters requiring management attention 

include: 

• roles and responsibilities for key project 

officers should be appropriately defined; 

• the interaction of commercial meetings 

with the project should be appropriately 

defined and operated; and 

• the need to enhance the management and 

monitoring of key risks. 

While noting the above issues, at the date of 

reporting, the project has commenced on site, 

and is currently operating within its agreed 

(revised) time and cost parameters. 

Accordingly, a reasonable assurance has been 

determined at this stage of the project’s 

development. 

Report Classification 

  

Reasonable 

 

 

Some matters require management 

attention in control design or compliance.  

Low to moderate impact on residual 

risk exposure until resolved 

 

Assurance summary 1 

Assurance objectives Assurance 

1 Governance Reasonable 

2 Target Cost Substantial  

3 Contractual arrangements Reasonable 

4 Project management Reasonable 

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

Key Matters Arising 
Assurance 

Objective 

Control 

Design or 

Operation 

Recommendation 

Priority 

1.1 

The treatment of charitable funding and its 

application should be explicit in project cost 

reporting. 

2 Operation Medium 

2.2 

The role and responsibilities of the UHB roles of 

Senior Responsible Officer, Project Director, 

Project Manager etc., should be fully defined and 

approved by the Project Board. 

1 Design Medium 
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2.3 

Operation and membership of the commercial 

meetings should be defined at the Project 

Execution Plan. 

1 Design Medium 

3.1 
The UHB should confirm completion of the 

Project Manager’s contract. 
2 Operation Medium 

5.1 

Risk registers should be formulated/updated for 

the current stage of the project, with project 

management, and contractual versions of the 

register corresponding for any common risks. 

4 Operation Medium 

5.2 

Risk registers should include risk costs, risk 

owners (named individuals), and time 

parameters for risk mitigations. 

4 Operation Medium 
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1. Introduction 
1.1 The audit sought to review the management arrangements in place to progress 

the Ysbyty Ystrad Fawr (YYF) Unified Breast Unit and is delivered in accordance 

with the agreed 2022/23 audit plan for the project, provided within the Full 

Business Case (FBC). 

1.2 Breast Care services within the Aneurin Bevan UHB (the UHB) have been assessed 

as inadequate and inefficient. Prompt diagnosis is crucial to increased chances of 
successful outcomes. Increasing incidence of breast cancer has been placing 

further pressure on the service, and one stop diagnosis centres were not provided 

in accordance with best practice. 

1.3 Accordingly, funding was provided by Welsh Government on 24 February 2022 to 
provide a unified facility for high quality diagnostic and treatment services for 

Breast Care within Gwent. The approved funding has enabled commencement of 
the build with targeted completion within 12 months (see Section 2: Project 

Performance). 

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

• Failure to achieve key project objectives through poor governance and 

project management controls; 

• Breach of Standing Orders, Standing Financial Instructions, or Welsh 

Government funding stipulations; 

• The Target Cost may not provide sufficient value for money; and 

• Project costs escalation through an absence of adequate cost monitoring and 

reporting. 

 

2. Project Performance 
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 At this first audit of the project, when assessing progress against the original 

delivery objectives, the following was evidenced: 

Time 

2.3 Noting the issues experienced at this project (see para 2.5) the project timeframe 

has moved: from commencement in October 2021 to October 2022 – a total of 12 

months slippage. Proposed project completion is now December 2023. 

2.4 The following table sets out the timeline of events to date: 
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Date Key events 

July 2021 FBC submission to Welsh Government Included anticipated start date as 

October 2021, with targeted 

completion in 12 months. 

February 2022 FBC approval (£11.623m) Approval date provides a 7-month 

delay from the anticipated start date 

April 2022 Programme delay of 3 months flagged 

due to issues with the modular sub-

contractor and associated increase in 

contract value. 

Agreement to revert to a traditional 

construction approach – programme 

delay of circa 2 months; increase in 

costs but less expensive that the 

modular option. 

June 2022 Contract details agreed with SCP; 

however, instruction subsequently 

received that SCP would no longer accept 

Fixed Price contracts.  

Works put on hold. 

 

July – August 2022 Ongoing discussions with SCP, Cost 

Adviser and UHB to agree a revised 

market tested Target Cost 

During this period, the Project Board 

was stood down. 

September 09/09: Board approved progression of the 

project at risk whilst finalising the revised 

Target Cost 

This approval was given in advance of 

receipt of additional funding noting 

informal indication by WG that it was 

to be received. 

October Works commenced on site 17/10/23 SCP Stage 4 (construction) contract 

signed on the same date 

December 2023 Revised contractual end date of 04/12/23  

Cost 

2.5 The project budget is summarised as follows: 

Anticipated Costs 
Budget  

£m 
  Funding £m 

SCP Stage 4 Target Cost 8.313  Initial Funding - approved February 2022 11.623 

Fees 0.408  Additional funding - approved November 

2022 
0.766 

Non-works 0.553   12.389 

Equipment 0.127    

Contingency 0.498    

VAT 1.852    

Stage 4 Funding Application 11.751    

Pre-stage 4 0.638    

Total budget 12.389    
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2.6 The project also benefits from charitable funding (£150k) and these funds have 
been allocated to enhancements to the interior design and were included in the 

non-works budget. However, the total funding available did not reflect these 

available funds, and their budget was not separately shown (MA1). 

2.7 A provision for inflation has been included within the contingency figure (estimated 
at £275k). The remaining contingency (£223k) was sufficient to cover the FBC 

reported risk profile for the project (£191k). Noting the same, it is recommended 
that the risk provisions be reaffirmed through the review and update of the project 

risk register for the current phase of the development (MA5). 

Quality 

2.8 Noting the current stage of the project, it remains set to deliver the objectives of 
the business case – the provision of a unified facility for high quality diagnostic and 

treatment services for Breast Care within Gwent; acknowledging the potential for 

further enhancements to the facilities utilising the charitable funds available. 

The following sections of the report further outline the key observations that have 

contributed to the above – matters which require management attention, with moderate 

impact on residual risk exposure until resolved. 

 

3. Detailed Audit Findings 
Project 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. 

3.1 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). 

3.2 The role and responsibilities of the Senior Responsible Officer, Project Director and 
Project Manager were only briefly outlined within the PEP. A full definition of their 

duties should be detailed and approved by the Project Board (MA2).  

3.3 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. 

7/19 264/474



  
Unified Breast Unit at Ysbyty Ystrad Fawr Final Internal Audit Report 

  

 

  

  

NWSSP Audit and Assurance Services 8 
 

3.4 There was therefore strong linkage to senior UHB management via the key project 

officers and reporting structures. 

3.5 Both the Project Board and Project Team meetings were held regularly (noting both 
were stood down for July/August whilst the revised target cost was concluded) and 

were well attended. 

3.6 The PEP referenced commercial meetings as part of the governance structure. The 

Associate Director of Capital Projects confirmed that relevant UHB officers attend 
these meetings. However, the interaction between these and the Project Team / 

Project Board was not defined. While a contractor report subsequently detailed 
project progress, minutes of matters discussed within the meetings were not 

shared with the Project Team / Project Board for consideration / scrutiny (MA2). 

3.7 While recognising the above matters, noting otherwise strong reporting linkage to 

the Executive, reasonable assurance has been determined in relation to 

governance arrangements applied at the project to date. 

 

Target Cost: Assessment of the processes to evaluate the tender packages prior to 
approval and confirmation that appropriate approvals were in place to accept the target 

cost. 

3.8 The target cost has been subject to scrutiny and approval by the UHB Board at 

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 sum.  

3.9 The cost advisers raised numerous technical and quantification queries on the 

revised target cost (see para 2.8), together with issues associated with the level 

of risk and design development.  

3.10 Noting such scrutiny and challenge, substantial assurance is therefore 

determined in relation to derivation and approval of the revised Target Cost. 

 
Contractual arrangements: Assurance that appropriate contractual documentation 

was in place for the main contractor and the UHB’s advisers; and assurance that a project 

bank account had been established and utilised. 

3.11 Both the SCP and advisers were appointed from the NHS Building for Wales 

Framework.  

3.12 Noting the timeline of events (see para 2.4) at the date of re-commencement on 

site (October 2022) appropriate contracts were in place, signed under seal, for the 
key parties i.e. Supply Chain Partner (SCP) and Cost Adviser. However, the 

contract for the Project Manager remained to be evidenced (MA3). 

3.13 Following completion of the SCP main works contract (Confirmation Notice No. 2) 

a Trust Deed was in the process of completion in respect of the Project Bank 

Account.  

8/19 265/474



  
Unified Breast Unit at Ysbyty Ystrad Fawr Final Internal Audit Report 

  

 

  

  

NWSSP Audit and Assurance Services 9 
 

3.14 Recognising the above, reasonable assurance is provided in relation to 

contractual arrangements. 

 
Project management: Assurance that appropriate project management controls were 

being applied including monitoring and reporting, change control mechanisms, risk 

management and contractor/adviser performance. 

3.15 A range of reporting was provided including: 

Meeting Scope of reporting 

Project Board Highlight reports (inclusive of risk reporting, 

decisions, issues, and next steps 

Workforce dashboard / workforce planning 

Action log 

Project Team Cost adviser reports 

Internal financial reports 

Strategic Capital & Estates Workstream Capital Finance report. 

3.16 At the date of fieldwork, noting recommencement of the project, an external 

Project Manager report had yet to be published. 

3.17 Clear and comprehensive cost reports were produced.  

3.18 A key contract control (within the NEC suite of contracts) is the application of a 
costed Activity Schedule which enables the comparison of planned to actual project 

activities; and facilitates variance analysis between activities charged and on-site 

progress. While an Activity Schedule was not provided within the contract, the Cost 
Adviser provided a detailed Cash Flow based on the trade activities within the 

contract. It is recognised that this is sufficiently detailed to facilitate meaningful 

variance commentary to assist in project control, and challenge of valuation claims.   

3.19 The NEC form of contract provides for contract changes i.e. the Compensation 
Event process. Section 16 of the PEP also outlines the process for managing 

contractual changes. However, this only relates to the requirements of the external 
parties and does not extend to the applicable internal controls i.e., the UHB’s 

scheme of delegation. There is a need, therefore, to review the change control 
process, to ensure effective integration between UHB internal controls and 

contractual requirements (MA4). Further, the PEP should define the role of the 

Project Board in scrutiny (as the responsible body for project delivery). 

3.20 Management provided two risk registers: (1) project - included within the highlight 

report, for internal management; and (2) contractual (costed) risk register.  

3.21 A review of the completeness of the project risk register noted that action dates 

for mitigations were not completed – although it was recognised that, at the date 

of fieldwork, the project had only recently recommenced (MA5).  

9/19 266/474



  
Unified Breast Unit at Ysbyty Ystrad Fawr Final Internal Audit Report 

  

 

  

  

NWSSP Audit and Assurance Services 10 
 

3.22 The contractual (costed) risk register relates to Stage 3 (pre-construction). At the 
time of reporting, there was no evidence of an assessment of stage 4 risks, and 

associated costs, to compare to remaining contingency (MA5). 

3.23 Management confirmed that a review of contractor / adviser performance will be 

undertaken in accordance with the requirements of the Designed For Life 

Framework (applicable at six monthly intervals at the construction phase).  

3.24 While recognising the above recommendations to improve controls, reasonable 

assurance is determined in relation to project management 
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Appendix A: Management Action Plan 

Matter Arising 1: Charitable funds (Operation) Impact 

Welsh Government require reporting of all projects costs and funding. 

Management confirmed that the non-works budget (£553k) has been increased by £150k to match the 

charitable funds available to the project. These additional funds will enable to a higher standard of 
interior finish to be provided which, in turn, aims to improve the patient experience. 

However, from review of the project reports prepared to date, these available funds have not been 
presented within the total available funding, and their cost budget was not separately shown. 

The Associate Director of Capital Projects confirmed that Welsh Government are to clarify that their 

funding will exclude this sum i.e., the total project funding will remain as advised at the approval letter 
at £12.389m, with £150k of this being charitably funded. 

Potential risk that: 

• Funding and costs are not 
appropriately stated. 

 

Recommendations  Priority 

1.1 Treatment of charitable funding and application should be explicit in project cost reporting. 
Medium 

Agreed Management Action Target Date Responsible Officer 

1.1 Agreed. The FBC cost form did show this as a separate funding 

item on FBC 7 (note: it was in the sum of £150k incl. VAT) but 
the Welsh Government approval stated the funding total of the 

entire sum. 
Welsh Government have been notified and are awaiting their 
clarification. 

31 January 2023 

 

Associate Director of Capital 

Projects 
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Matter Arising 2: Roles and responsibilities (Design) Impact 

A Gateway Review, undertaken in May 2021 recommended that key roles were defined in terms of 
accountabilities and responsibilities. 

While certain key roles and responsibilities were detailed within the Project Execution Plan (PEP), full 
definitions and associated remits were not detailed (notably in relation to the Senior Responsible Officer, 
the Project Director, and the Project Manager, “Head of Capital Planning”).  

The PEP also specified that “the Cost Adviser will chair all commercial meetings, providing formal 
commercial reports to the Project Manager on a monthly basis”; therefore, ensuring effective oversight 

and scrutiny of project delivery. The Associate Director of Capital Projects confirmed that relevant UHB 
officers attend these meetings. However, membership was not specified at the PEP, and minutes of 
matters discussed were not produced to inform the Project Team & Project Board (as the responsible 

bodies for project delivery).  

The ongoing role of the commercial meetings and the interaction with the Project Team, Project Progress 

and Project Board meetings through construction to completion should be defined within the PEP. 

Potential risk that: 

• Effective governance is not 

operated. 
 

Recommendations  Priority 

2.1 The PEP should be updated to reflect the current stage of the project. 
Low 

2.2 The role and responsibilities of the UHB roles of Senior Responsible Officer, Project Director, 

Project Manager etc., should be fully defined and approved by the Project Board. Medium 

2.3 Operation and membership of the commercial meetings should be defined at the Project 
Execution Plan to include (a) the requirement to minute meetings; (b) UHB officer membership; 
and (c) interaction with other key project groups e.g., the Project Team. 

Medium 
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Agreed Management Action Target Date Responsible Officer 

2.1 Agreed. The PEP will be updated to show current position 31 January 2023 

 

Associate Director of Capital 

Projects 

2.2 Agreed. PEP will be updated to reflect this.   31 January 2023 Associate Director of Capital 

Projects 

2.3 Agreed. PEP will be updated to reflect this.   31 January 2023 

 

Associate Director of Capital 

Projects 
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Matter Arising 3: Contracts (Operation) Impact 

Appropriate contractual arrangements should be in place to minimise liabilities for the UHB, and to 
facilitate optimal performance. 

Signed contracts were in place for both the Cost Adviser and Supply Chain Partner; however, the Project 
Manager’s contract with the UHB remained outstanding. It is recognised that the UHB has been pursuing 
the contract since mid-September 2022 i.e., prior to re-commencement on site. 

Potential risk of: 

• project progression at risk 
without appropriate 
contractual cover in place; 

and 

• non-compliance with the 

UHB’s Standing Financial 
Instructions. 

Recommendation  Priority 

3.1 The UHB should finalise Project Manager contract as soon as possible. Medium 

Agreed Management Action Target Date Responsible Officer 

3.1 Agreed. We are still awaiting a final contract to be sent through.  

Meeting has taken place on the 6 December 2022 between 

Health Board and Project Manager to discuss.  Confirmed that a 

draft contract will be sent through as soon as possible. 

31 January 2023 

 

Associate Director of Capital 

Projects 
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Matter Arising 4: Change control (Design) Impact 

The change management process was documented at the PEP, with the Project Director authorised to 
approve changes in capital cost. However, this can be understood to be either costs requiring change in 

funding level, or any change in out-turn cost (which may fall within pre-approved project contingency). 

The UHB’s Scheme of Delegation defines the specified delegated limits to the Director of Planning, Digital 
& IT, the Project Director, and the external Cost Adviser. However, they did not specify interaction with 

the external Project Manager (the contractually responsible party), the Project Director, or the UHB lead 
(the parties specified at the PEP as involved in change authorisation).  

Signatories authorising project changes were detailed at the Change Control form, as approved by the 
Project Board. However, there was a need to define the role, within the PEP, of both the Project Board 
and Project Team in scrutiny and approval of project changes (as the accountable bodies for project out-

turn). In practice it was observed that changes were notified to the Project Board, as ‘for information’ 
or ‘for action’. However, this could usefully be appended to the Change Control Form as part of the 

documented procedure. 

Potential risk that: 

• Effective governance is not 

operated. 
 

Recommendations  Priority 

4.1 The PEP should define the integration of the contractual change control procedures and the UHB’s 
Scheme of Delegation. 

Low 

4.2 The Change Control Form should be updated to enhance clarity of the decision process 

designating changes as ‘for information or ‘for action’ prior to submission to Project Board. 
Low 

Agreed Management Action Target Date Responsible Officer 

4.1 Agreed – the PEP will be updated to reflect this. 31 January 2023 Associate Director of Capital 

Projects 

4.2  Actioned since fieldwork N/A N/A 
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Matter Arising 5: Risk and contingency management (Operation) Impact 

The NHS Wales Infrastructure Investment Guidance states: 

“Risk registers…. must be completed, shared, and monitored, with reference not only to time, 
cost, and quality but also operational/service impacts, functionality, and benefits realisation” 

Accordingly, the Project Execution Plan stated that: 

"Where possible the Cost Adviser will apply a quantification calculation to each risk, which in 
turn will inform the project contingency allowance." 

As the project progresses, and requirements become firmer, so the risks in future works and 
commitments are reduced. The estimated contingency requirement should be periodically updated to 

reflect this. 

Management provided two risk registers for review: 

• Project risk register – this version was un-costed, and presented at project Highlight reports for 

purposes both of reporting, and of tracking mitigating actions. This had been updated for the current 
stage of the project with risk owners and mitigations assigned appropriately. However, action dates 

for the mitigations had yet to be determined. 

• Contractual (costed) risk register – the register provided was dated September 2021 and related to 
Stage 3 (pre-construction). There was no evidence to confirm if the risks had been reviewed / 

updated for the current stage of the project (Stage 4 – construction) to determine the impact of their 
costs on the balance of contingency. 

It is recognised that the former may include un-costed operational risks, and UHB actions. However, 
where risks are common e.g. construction risks, the assessment and numbering should correspond 
between the registers (for ease of reference, and to avoid duplication in assessment). 

Potential risk that: 

• Risks are not appropriately 
assessed and managed. 
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Recommendations  Priority 

5.1 Risk registers should be formulated/updated for the current stage of the project, with project 

management, and contractual versions of the register corresponding for any common risks. 
Medium 

5.2 Risk registers should include risk costs, risk owners (named individuals), and time parameters for 

risk mitigations. 
Medium 

5.3 To enhance reporting, an exception report should be published of targeted risk mitigations not 

achieved. 
Low 

Agreed Management Action Target Date Responsible Officer 

5.1 Agreed. The management risk register will be updated to show 

the contractual risks. 

31 January 2023 

 

Associate Director of Capital 

Projects 

5.2 Agreed. A risk register meeting will be held to address the 

recommended inclusions. 

31 January 2023 

 

Associate Director of Capital 

Projects 

5.3 Agreed. This will be shown on the Project Highlight Report for 

discussion at Project Board, should anything need to be 

highlighted, rather than a separate report. 

31 January 2023 Associate Director of Capital 

Projects 
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Appendix B: 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: 

 

Substantial 

assurance 

Few matters require attention and are compliance or advisory in 

nature.  

Low impact on residual risk exposure. 

 

Reasonable 
assurance 

Some matters require management attention in control design or 

compliance.  

Low to moderate impact on residual risk exposure until resolved. 

 

Limited 
assurance 

More significant matters require management attention. 

Moderate impact on residual risk exposure until resolved. 

 

No assurance 

Action is required to address the whole control framework in this 

area. 

High impact on residual risk exposure until resolved. 

 

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. 

Prioritisation of Recommendations 

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

Priority 

level 
Explanation Management action 

High 

Poor system design OR widespread non-compliance. 

Significant risk to achievement of a system objective OR 

evidence present of material loss, error or misstatement. 

Immediate* 

Medium 
Minor weakness in system design OR limited non-compliance. 

Some risk to achievement of a system objective. 
Within one month* 

Low 

Potential to enhance system design to improve efficiency or 

effectiveness of controls. 

Generally issues of good practice for management 

consideration. 

Within three months* 

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

 

Purpose 

The audit was undertaken to review the delivery and 

management arrangements in place to progress the 

Newport East Health & Wellbeing Centre project, and the 

performance to date against its key delivery objectives i.e. 

time, cost and quality. This was the first audit of the project.  

Overall Audit Opinion and Overview  

Reasonable assurance has been determined at this 

review. 

The governance structure was supported by appropriately 

constituted Project and Commercial Teams, with clear 

engagement at the project from the SRO and Project 

Director. However, there is a need to review the 

effectiveness of the Programme Board in providing 

appropriate scrutiny and challenge. 

The target cost had been appropriately scrutinised by the 

external Cost Adviser and confirmed to provide value for 

money to the UHB. Robust cost monitoring and reporting 

arrangements were operated by the Cost Adviser.   

However, despite the early stage of construction, 

contingency funds had already been reduced by 30%, 

primarily due to an increase to the target cost after FBC 

approval. Costed risks were reported to outweigh remaining 

contingency, placing the project under pressure before it 

enters the main construction phase. 

Slippage of £6.089m against the 22/23 CRL was declared to 

WG in October 2022. Whilst the change in cash flow profiling 

was reported in a timely manner by the external Cost 

Adviser, the UHB failed to action this information and notify 

WG in a timely manner. 

The key matters arising at the project include: 

• The timely review and actioning of cost information; 

• A need to review the constitution, capacity and function 

of the Programme Board to ensure it can effectively 

execute the role of Project Board (including adequate 

scrutiny and challenge) at major projects; 

• The development of the Service risk register; and 

• The authorisation of Project Control Forms and contract 

documents in line with the Scheme of Delegation. 

Other recommendations are within the detail of the report.  

 
 

 

Report Classification 

  

Reasonable 

 

 

Some matters require 

management attention in 

control design or compliance.  

Low to moderate impact on 

residual risk exposure until 

resolved. 

 

Assurance summary 1 

Assurance objectives Assurance 

1 
Project Performance 

(time/cost/quality) 
Reasonable 

2 Project Governance Reasonable 

3 Target Cost Reasonable 

4 Contractual Arrangements Reasonable 

5 Financial Assurance Reasonable 

6 Advisers Reasonable 

1 The objectives and associated assurance ratings are not 
necessarily given equal weighting when formulating the 
overall audit opinion 
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Key Matters Arising 
Assurance 

Objective 

Control 

Design or 

Operation 

Recommendation 

Priority 

2 

A need to review the constitution, capacity 

and function of the Programme Board to 

ensure it can effectively execute the role of 

Project Board (including adequate scrutiny 

and challenge) at major projects.   

2 Design 

Medium 

4 Development of the Service risk register. 3 Operation Medium 

5 
An update on implementation of the Gateway 

3 recommendations. 

3 Operation 
Medium 

6 
Authorisation of Project Control Forms in line 

with the UHB’s Scheme of Delegation.  
3 Operation Medium 

8 
The timely review and actioning of cost 

information. 

5 Operation 
High 

 

Future Assurance Matters2
 

Assurance 

Objective 

Control 

Design or 

Operation 

Recommendation 

Priority 

6 
Presentation of the Target Cost report to the 

Project Board for scrutiny and approval. 
3 Operation Medium 

7 
Authorisation of contracts in line with the UHB’s 

Scheme of Delegation.  
4 Operation Medium 

2 Future assurance matters are for management action at future (appropriate) projects. Noting current action cannot 

be taken, the Audit Committee is requested to exclude from the audit tracker and the matters arising included in 

this report for management information. They have, however, been taken into consideration when determining the 

assurance rating at this report
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1. Introduction 

1.1 The audit reviewed the management arrangements in place to progress the 

Newport East Health & Wellbeing Centre project. This audit was commissioned in 

accordance with the agreed Audit Plan (and associated fee) provided within the 

approved Full Business Case (FBC) for this project.  

1.2 The project aims to deliver the co-location and increased collaboration of Ringland 

Medical Practice and Park Surgery, and to improve the integration of wider health 

and wellbeing services within the Newport East Neighbourhood Care Network.   

1.3 The potential risks considered in this review included: 

• The failure to achieve key project objectives through poor governance and 

project management controls. 

• Breach of Welsh Government funding stipulations, Standing Orders or 

Standing Financial Instructions. 

• The target cost may not provide sufficient value for money. 

• Poor performance may not be identified and addressed. 

• Project costs escalate uncontrollably through an absence of adequate cost 

monitoring and reporting. 

1.4 The Welsh Government (WG) approved the FBC in May 2022, with work 

commencing on site in June 2022. Enabling activities to date have focused on 

construction of the Multi-Use Games Areas (MUGA) and preparations for delivery 

and commissioning of the temporary accommodation. At the time of the current  

audit, the overall completion was forecast for December 2024 i.e. a two-week delay 

to the contractual completion date.  

 

2. Detailed Audit Findings 

Project Performance: Summary of the achievement of the project’s key delivery 

objectives (time, cost and quality) to date. 

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 At this first audit of the Newport East H&WC project, when assessing progress 

against the original delivery objectives, the following was evidenced: 
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Time 

2.3 The FBC envisaged WG approval in March 2022, with a start on site in April 2022 

and completion in August 2024. However, approval was not received until May, 

with the commencement of works therefore delayed until 20th June 2022.  

2.4 The current Contract Completion date is 25th November 2024, with the current 

Planned Completion date (as per the latest accepted programme), being 9th 

December 2024 (i.e. a two-week delay). The delay relates to an unexpected 

requirement for power diversion.  

2.5 Whilst the SCP has communicated the potential for further slippage against the 

Contract Completion date, of an additional 6 weeks, no formal contractual 

notification has been submitted, and the SCP has intimated their intention to 

recover this time as the works progress. 

Cost 

2.6 The forecast outturn cost, as at November 2022, was reported as follows: 

Costs 

Forecast 

outturn 

£m 

WG Approvals 

£m 

Works 19,190,627 19,056,293 

Adjustments 55,430  

Total anticipated works costs 19,246,057 19,056,293 

Stage 2 & 3 design fees 1,630,588 1,504,026 

Health Board fees 789,537 802,584 

Non-works costs 1,238,632 1,269,755 

Equipment 542,134 542,134 

Balance of contingency 414,218 601,986 

Total  28,217,686 28,199,630 

Anticipated (over) / 

underspend 

(18,056)  

2.7 The latest cost position therefore highlighted a forecast overspend of £18k against 

approved funding. Contingency funds were already depleted by 30%, primarily due 

to the increase in target cost after FBC approval. Further, costed risks (totalling 

£571,960) were reported to outweigh residual contingency (£414,218), with a 

residual risk value of £157,742 additional to the reported forecast overspend, 

noting the main construction phase had not yet commenced.    

2.8 Whilst too soon to establish whether additional funding support will be required, it 

should be noted that support from the Discretionary Capital programme would be 

at the detriment of the ability to deliver other benefits for the UHB. Project costs 

will therefore need to be carefully monitored and controlled throughout the 

duration of the works.  
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2.9 In October 2022, the UHB advised Welsh Government (WG) of slippage of £6.089m 

from its 2022/23 Capital Resource Limit. Whilst recognising this met the WG 

October deadline for ‘fixing’ the annual CRL, the Cost Adviser’s cost reports had 

communicated the updated cash flow position from July 2022, and therefore 

notification to WG was slow (see MA8).  

Quality 

2.10 Noting the early stage of construction, only the Multi-Use Games Area (MUGA) had 

been completed at the time of the audit. The Supervisor reported this had been 

completed to a satisfactory standard, with all identified defects reported as closed. 

2.11 The UHB receives monthly Supervisor reports, based on routine site visits, which 

will continue to identify any quality issues in the construction works going forward. 

 

Recognising the early stages of construction Reasonable assurance has been 

determined in respect of project performance. However, there are early indicators of 

time and cost pressures at the project which will need to be carefully managed through 

to completion/handover.  

The following sections of the report further outline the key observations that have 

contributed to the above – matters which require management attention, with moderate 

impact on residual risk exposure until resolved. 

 

Project Governance: Assurance that appropriate governance arrangements were in 

place for the current project phase, including operation of effective reporting and 

accountability lines and that appropriate approvals were in place. 

2.12 The established governance structure included oversight by the Primary Care & 

Community Estates Programme Board (‘the Programme Board’), operational 

management by the Project Team and technical support from the Commercial 

Team.   

2.13 The key project roles of Senior Responsible Officer (Interim Executive Director of 

Primary Care, Community & Mental Health) and Project Director (Strategic Capital 

and Estates Programme Director) had been appropriately assigned, with clear 

visibility at the project in leading the Programme Board and Project Team 

respectively.  

2.14 Governance arrangements were detailed in the Project Execution Plan (PEP), which 

whilst comprehensive, required some minor updates to reflect the current structure 

(MA1).  

2.15 The Programme Board has a number of strategic responsibilities in relation to the 

Primary Care estate, including acting as the ‘project board’ for both this project 

and the Tredegar Health & Wellbeing Centre. However, the ‘project board’ role and 

7/30 283/474



  
Newport East Health & Wellbeing Centre Final Internal Audit Report 

  

 

  

  

NWSSP Audit and Assurance Services 8 
 

associated responsibilities had not been defined at the Terms of Reference. It was 

also noted that the forum did not meet with sufficient frequency during the period 

reviewed (June to November 2022) to provide the level of scrutiny and oversight 

required for major projects. Recognising the range of responsibilities assigned to 

the Programme Board (including current oversight of two major projects, with a 

further three awaiting approval), the constitution and capacity (and associated 

effectiveness) of the Board should be reviewed to ensure it can provide appropriate 

scrutiny and challenge as the project(s) progress (MA2). 

2.16 The Project Team and Commercial Team’s responsibilities were well defined, with 

appropriately constituted memberships to deliver the same. The forums met with 

the required frequency and attendances during the period reviewed.  

2.17 Whilst recognising the early stage of construction works, reporting to both the 

Programme Board and Project Team has been inconsistent to date. Improved 

consistency in communicating an appropriate suite of reports to each forum will 

aid familiarity and facilitate improved scrutiny and challenge at both levels going 

forward (MA3).  

2.18 Whilst the construction risk register was in place and regularly reviewed, the 

Service risk register had not yet been developed (MA4).  

2.19 It was noted that the Gateway 3 review (‘Investment Decision’), undertaken in 

October 2021, raised a number of issues which have also been identified above. 

The Programme Board should receive an update against each recommendation to 

ensure appropriate plans are in place to address all outstanding matters (MA5).  

2.20 Whilst noting some improvements to governance processes are required, 

construction works had only recently commenced. Embedding the above 

recommendations will put the project in good stead as it heads into the main 

construction stage. Reasonable assurance has been determined in this area.  

 

Target cost: An assessment of the processes to evaluate the tender packages prior to 

approval and confirmation that appropriate approvals were in place to accept the target 

cost. 

2.21 The contract ‘Not-to-Exceed (NTE)’ figure included within the FBC was agreed in 

the sum of £20,082,443. Subsequent to FBC approval, the target cost increased 

by £157,688, primarily in relation to the re-tender of the groundworks package.  

2.22 Both the NTE figure and increase to the target cost were appropriately scrutinised 

by the UHB’s cost adviser, to ensure value for money and an appropriate level of 

competition in tendering the works. 

2.23 A review of six work packages, and a sample of preliminaries (combined value: 

£4,228,448 / 20% of the total agreed cost) was undertaken at this audit. With the 

exception of one minor calculation error (representing 0.1% of the target cost) the 
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review of the supporting documents confirmed that the target cost had been 

appropriately determined and value for money had been adequately demonstrated. 

2.24 Whilst the NTE figure was approved by the UHB Board and WG via its inclusion in 

the FBC, it was not first presented to the Project Board for scrutiny and approval. 

It was also noted that in authorising the increase to the target cost, the associated 

Project Control Form was not signed in line with the UHB’s Scheme of Delegation 

(MA6).  

2.25 Reasonable assurance has been determined in this area. 

 

Contractual arrangements: Assurance that appropriate contractual documentation 

was in place for the main contractor and the UHB’s advisers.  

2.26 It was confirmed that all contract documents were in place, with the external 

Project Manager (PM) reporting contract execution dates within his progress report 

to aid monitoring. 

2.27 Confirmation Notice No. 2 with the Supply Chain Partner (for the construction 

works) was executed in a timely manner, and included appropriately calculated 

delay damages in the event the SCP is late in delivering the works. However, the 

document had only been signed by the Chief Executive; with the Standing Orders 

(Scheme of Delegation) requiring authorisation by both the Chief Executive and 

Chair noting the value of this contract (£19m) (MA7).  

2.28 The other contracts reviewed (both SCP and Advisers) were all signed late (with 

delays of up to four months after duties commenced), and the majority had not 

been dated (MA7). Whilst it is recognised that the risks associated with late 

contract execution are considered low, noting the wider protection of the D4L 

Framework, this does not represent good practice.  

2.29 Noting the above, reasonable assurance has been determined.  

 

Financial Assurance: To obtain assurance that Adequate cost control and reporting 

systems  were operated, both internally and by the External Cost Adviser. Assessment 

of the ongoing arrangements for the review of risk and associated management of 

contingency funds. Assurance that a project bank account has been established (with 

application of the same). 

2.30 Robust cost monitoring and reporting processes were operated by the UHB’s 

external cost adviser, including monthly Commercial meetings at which technical 

detail is scrutinised by key parties (the UHB’s project and finance leads, external 

advisers and the SCP).  

2.31 The external Cost Adviser reported a slight forecast overspend (£18k) at the 

November 2022 report (see table at para. 2.6), with 30% of project contingency 

already expended (primarily attributable to the increased target cost following FBC 
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approval, see para. 2.21). Noting also that costed risks (totalling £571,960) were 

reported to outweigh residual contingency (£414,218), with a residual risk value 

of £157,742 additional to the reported forecast overspend, with main construction 

works yet to commence, this presents a risk to successful delivery of the project 

within budget.  

2.32 The UHB returned £6.089m to WG from its 22/23 Capital Resource Limit allocation, 

following revised cash flow projections after works commenced on site. Whilst 

recognising this was confirmed by the October deadline (after which the CRL is 

fixed for the year), the Cost Adviser had reported an updated position to the UHB 

from July 2022 following the start on site. The updated information was not 

addressed by the UHB or communicated to WG in a timely manner (MA8).  

2.33 Progress has been made in the implementation of the Project Bank Account, with 

the trust deed signed by both the UHB and SCP. Work was progressing to establish 

the final arrangements at the time of review (MA9).  

2.34 Whilst noting the above forecast cost pressures, the project was in the early stages 

of construction and it was too early to determine whether additional funding 

support will be required in the latter stages of the project. Project changes, and 

associated costs, will need to be carefully monitored for the duration of the project 

to work within the remaining contingency where possible. Reasonable assurance 

has been determined at this time.  

 

Advisers: To ensure that appropriate adviser fee management arrangements were 

applied, together with associated monitoring, reporting and performance management 

arrangements. 

2.35 Appropriate arrangements were in place for the recording, monitoring and 

reporting of adviser fees. 

2.36 The Designed for Life Framework requires 6-monthly Key Performance Indicators 

(KPIs) to be submitted by all parties. The latest set, submitted in October 2022, 

indicated no performance issues. It was noted however that the UHB did not submit 

its April 2022 return (MA10) 

2.37 Noting the above, reasonable assurance has been determined.  
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Appendix A: Management Action Plan 
Matter Arising 1: Governance – Project Execution Plan (Operation) Impact 

A comprehensive Project Execution Plan (PEP) was in place at the project, and was generally up to date 

with relevance to the current phase. 

It was noted however that the detail regarding the governance structure required updating in some 

places, to reflect current arrangements.   

Potential risk of: 

• Central project 

documentation does not 

provide current guidance. 

Recommendations  Priority 

1.1 

 

The Project Execution Plan should be updated to reflect current governance arrangements. 
Low 

Agreed Management Action Target Date Responsible Officer 

1.1 Agreed. The PEP will be updated.  January 2023 Programme Manager 
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Matter Arising 2: Governance – Project Board (Design) Impact 

The Primary Care & Community Estates Programme Board fulfils the role of Project Board for this project, 

as well as for the Tredegar Health & Wellbeing Centre project, with Project Teams for each project 

reporting into the Programme Board.  

The Programme Board has a number of strategic responsibilities in relation to the Primary Care estate, 

which were defined in the Terms of Reference (ToR). However, its role as Project Board had not been 

sufficiently defined, with the ToR only stating the Board will “Act as the Programme Board / Project 

Board for a range of major capital developments which are being led by either the Capital Planning 

Division or Operational Divisions.” 

Whilst the ToR defines a six-weekly meeting schedule, during the period reviewed the Board only met 

on three occasions: June, September and November 2022. This is not considered sufficiently frequent 

to provide the oversight required for major capital projects. 

It is also noted that there are a further three major capital Primary Care pipeline projects awaiting 

approval, which once ‘live’ will significantly increase the responsibilities of the Programme Board in 

providing Project Board responsibilities for five major projects in total. The current structure, including 

the constitution and capacity of the forum to effectively undertake the Project Board’s scrutiny, challenge 

and approval role, should be reviewed and confirmed. Whilst recognising this would be a reversion to 

the prior structure, individual Project Boards (or in the case of Newport East and Tredegar, a joint Project 

Board), may provide more effective control.  

The Gateway 3: Investment Decision review, undertaken in October 2021, raised similar concerns 

regarding the Project Board function.  Whilst recognising the nature of the Project Board has been 

Potential risk of: 

• Insufficient oversight and 

scrutiny of major capital 

project performance.  
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reviewed and updated since that time, as above, concerns remain over the clarity of expectations, and 

the capacity of the new forum. 

Recommendations  Priority 

2.1 The role and responsibilities of the Primary Care & Community Estates Programme Board, in acting 

as the Project Board for major Primary Care projects, should be clearly defined in the Terms of 

Reference.  

Medium 
2.2 The Primary Care & Community Estates Programme Board should meet with the agreed frequency 

(6-weekly) as a minimum to ensure sufficiently regular oversight of the major projects within its remit.   

 
2.3 The constitution and capacity of the Primary Care & Community Estates Programme Board to 

effectively execute the Project Board role for all the Primary Care projects within its remit should be 

reviewed and confirmed.  

Agreed Management Action Target Date Responsible Officer 

2.1 Agreed. The role of the Primary Care & Community Estates 

Programme Board, in acting as the Project Board will be defined and 

documented. 

February 2023 

Senior Responsible Officer / 

Project Director 
2.2 Agreed.  January 2023 onwards 
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2.3 Agreed. The current governance structure will be reviewed.  February 2023 
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Matter Arising 3: Governance - Reporting (Operation) Impact 

At both the Primary Care & Community Estates Programme Board and the Project Team, an inconsistent 

range of project reports had been submitted across the period reviewed (June – November 2022).  

Whilst recognising the main construction works had not yet commenced, and focus to date has 

understandably been on operational matters such as decanting existing premises and commissioning of 

the temporary accommodation, only the most recent (October / November) Programme Board and 

Project Team meetings have received cost and risk information.  

It was also noted the Project Team has not to date utilised a standard agenda. 

It is recognised that the detailed financial review is undertaken at Commercial Team meetings, however 

the Project Team and Programme Board should be routinely sighted on project cost, progress and risk 

information, of sufficient detail to enable their role and responsibilities to be effectively discharged (e.g. 

the Programme Board may receive a ‘highlight report’ whereas the Project Team should be sighted on 

the detailed cost and progress reports prepared by the external advisers).  

Provision of consistent project reports to each meeting will ensure member familiarity of the key 

documents and facilitate scrutiny/challenge where required. 

It is noted that the Gateway 3: Investment Decision review, undertaken in October 2021, raised similar 

concerns regarding project reporting, and whilst improvements have been made following the review, 

there remains scope for further action as above. 

 

 

Potential risk of: 

• Insufficient information is 

provided to enable key 

forums to effectively 

discharge their agreed 

roles.  
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Recommendations  Priority 

3.1 

 

A standard and consistent range of project reports should be submitted to the Primary Care & 

Community Estates Programme Board, to support the ‘project board’ role and responsibilities of 

the forum (to be defined as per recommendation 2.1).    

Low 3.2 Project Team meetings should be supported by a standard agenda, including submission of a 

standard and consistent range of project reports. This should include the Cost Report and 

external PM's progress report for information (albeit recognising the full detail of these technical 

reports may not be reviewed during the meetings). 

Agreed Management Action Target Date Responsible Officer 

3.1 Agreed. Improved reporting has been implemented at other 

projects and will be introduced at Newport going forward. 

January 2023 Programme Manager 

3.2 Agreed. Improved reporting has been implemented at other 

projects and will be introduced at Newport going forward. 

January 2023 Programme Manager 
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Matter Arising 4: Governance – Risk Register (Operation) Impact 

The external Project Manager references in his progress reports:  

"The Health Board maintains a strategic level risk register focusing upon finance, operational and service 

risks. This register is reviewed and updated monthly at the project group meeting.  

[The external PM] maintains a technical risk register in conjunction with the supply chain partner and 

cost advisor.” 

The technical risk register had been recently reviewed and updated, with costs assigned, and with 

reporting of the costed risk total against remaining contingency taking place in line with best practice. 

However, the UHB Service risk register had not yet been completed. Service / strategic risks should be 

considered alongside construction risks at both the Programme Board and Project Team, to ensure 

consideration of the full range of risks impacting the project.  

It is noted that the Gateway 3: Investment Decision review, undertaken in October 2021, raised a similar 

issue (ref recommendation 3), which has therefore not yet been addressed. 

Potential risk of: 

• Key risks impacting the 

project cannot be 

effectively monitored and 

managed. 

Recommendations  Priority 

4.1 

 

The UHB Service risk register should be developed as soon as possible, with key risks reported 

to the Project Team and Programme Board on a routine basis (see also MA2).  

 

 

Medium 
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Agreed Management Action Target Date Responsible Officer 

4.1 Agreed. The need for the development of the risk register was 

raised at the last Project Team meeting.  

February 2023 Project Director &  

Head of Service – Newport & 

Torfaen 
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Matter Arising 5: Governance – Gateway Report (Operation) Impact 

Gateway Review 3, ‘Investment Decision,’ was undertaken in October 2021 (pre-FBC submission), with 

the report determining an Amber / Green rating (“Successful delivery appears probable. However, 

constant attention will be needed to ensure risks do not materialise into major issues threatening 

delivery.”) 

A number of recommendations were made in the report, and whilst this audit has not sought to 

undertake a systematic assessment of the current position of all recommendations (noting some fall 

outside the scope of the audit), a number of common themes have been identified, with similar 

recommendations raised in this report relating to actions not yet fully addressed (see MA 2-4). 

Potential risk of: 

• Previously identified 

weaknesses are not 

addressed.  

Recommendations  Priority 

5.1 

 

A report should be tabled at the next Primary Care & Community Estates Programme Board 

meeting, presenting an update against each Gateway recommendation, and identifying any 

actions still outstanding. 

Medium 

Agreed Management Action Target Date Responsible Officer 

5.1 Agreed.  To the next Primary Care & 

Community Estates 

Programme Board meeting 

(18th January 2023) 

Project Director 
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Matter Arising 6: Target Cost (Operation) Impact 

The construction works Not to Exceed (NTE) figure was initially agreed and included in the Full Business 

Case (FBC) in the sum of £20,082,443.  

Following FBC approval, the target cost was increased by £157,688, due primarily to a change in 

groundworks contractor.    

Audit review of a sample of works packages and preliminaries within the agreed target cost identified 

only one error, whereby certain elements of the preliminaries had been mis-calculated due to a 

spreadsheet formula error. The error in the items confirmed by Audit totalled £24,004 (0.1% of the 

target cost). Noting the minor nature of this error, a recommendation has not been raised.  

The NTE figure, whilst accepted by the Project Director and formally approved by the UHB Board and 

WG via its inclusion in the FBC, was not presented to the Project Board for scrutiny and approval. This 

would represent good practice noting the significant value of this element of the total project costs.  

It is also noted that the Project Control Form for the increased target cost was authorised by the Chief 

Executive. However, the UHB’s Scheme of Delegation requires approvals over £100k to be approved by 

the Chief Executive AND Chair. 

 

 

 

 

Potential risk of: 

• Insufficient scrutiny of key 

project costs; 

• Non-compliance with 

Standing Orders.  
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Recommendations  Priority 

6.1 

 

At Future Projects 

Target cost / tender reports should be presented to the Project Board for scrutiny and approval. 
Medium 

6.2 Project Control Forms should be authorised in accordance with the Standing Orders (Scheme of 

Delegation).  

Agreed Management Action Target Date Responsible Officer 

6.1 Agreed. The target cost report was presented to the Satellite 

Radiotherapy Unit Project Board in December 2022.  

Actioned since fieldwork N/A 

6.2 Agreed. Approval and signing process to be reviewed, along with 

communication to teams in respect of delegated limits and 

associated requirements for authorisation.  

Ongoing throughout the 

project 

Project Director / Director of 

Corporate Governance 
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Matter Arising 7: Contract Documentation (Operation) Impact 

Noting this was the first audit of the project, all contract documents were reviewed (Call-Off and 

Confirmation Notices Nos 1 & 2) for the Supply Chain Partner (SCP) and advisers. 

The following issues were noted: 

• All adviser contracts were signed by the UHB after duties commenced (with delays of up to four 

months); 

• The SCP call-off contract was also signed late by the UHB (over 3 months);  

• The majority of contracts reviewed had not been dated; and 

• The SCP Confirmation Notice No. 2 (for the construction works, valued at £19.190m) had only 

been signed by the Chief Executive, as opposed to the Chief Executive and Chair as required by 

Standing Orders. It was confirmed however that the Register of Sealings had been signed by both 

parties as required. 

It is recognised that late execution of Framework contracts is considered to present only low risk to the 

UHB, noting the overarching protection of the Designed for Life Framework. The SCP Confirmation Notice 

No. 2, representing the construction works and therefore the greatest period of risk to the UHB, was 

executed in a more timely manner (only eight days after works commenced). The recommendation 

priority has been rated accordingly.  

 

 

 

Potential risk of: 

• The UHB is not afforded the 

full legal protection that 

comes from executed 

contracts. 
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Recommendations  Priority 

7.1 

 

At future projects 

Contracts should be executed before works / duties commence.               

 

Low 

7.2 At future projects 

Contracts should be dated.               

 

Low 

7.3 At future projects 

Contracts over £100k in value should be signed by both the Chief Executive & Chair in line with 

the Standing Orders (Scheme of Delegation).  

Medium 

Agreed Management Action Target Date Responsible Officer 

7.1 Agreed. We will endeavour to have contracts in place prior to 

duties commencing going forward at future projects.  

At future projects 

Future Project Directors 

7.2 Agreed. Signing process to be reviewed and strengthened. Director of Corporate 

Governance  
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7.3 Agreed. Approval and signing process to be reviewed, along with 

communication to teams in respect of delegated limits and 

associated requirements for authorisation. 

Director of Corporate 

Governance 
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Matter Arising 8: Financial Assurance – CRL management (Operation) Impact 

The NHS Wales Infrastructure Investment Guidance (2018) states: 

“The importance of gaining accurate information on spend cannot be emphasised enough. It is essential  

that organisations ensure that the information from Supply Chain Partners is up to date and contains 

realistic forecasts in terms of completed works and valuations. Early warning of any issues needs to be 

identified to the Deputy Director of Capital, Estates & Facilities Division. Careful attention needs to be 

given to underspend at all times throughout the project timeline.” 

The project’s Capital Resource Limit for 2022/23 was agreed at £9.287m, based on the SCP’s programme 

and cash flow projections included in the Full Business Case. 

Welsh Government (WG) Project Progress Report submissions in June and August 2022 continued to 

report against this requirement. 

In October 2022, over three months after works commenced, the UHB reported to WG that revised 

projections indicated a sum of only £3.198m would be required in the year: slippage of £6.089m.  

It is noted that the cost reports submitted by the external Cost Adviser reported a reduced 2022/23 

cash flow from July ‘22 onwards. However, this updated position was not appropriately considered or 

actioned by the UHB in a timely manner. Recognising this may have been initially due to the absence of 

key Capital Finance staff during the summer period, it should be ensured that there are appropriate 

mitigating controls in place going when project leads are absent, going forward.  

 

 

Potential risk of: 

• Inaccurate reporting to WG 

makes it difficult for All-

Wales Capital programme 

to be effectively managed 

centrally; 

• Potential loss of funding 

support if the annual CRL is 

not fully utilised. 
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Recommendations  Priority 

8.1 The UHB should ensure cost information is adequately scrutinised and understood in a timely 

manner to feed into routine WG updates (via the PPR process), and to allow for timely exception 

reporting if required. 
High 

Agreed Management Action Target Date Responsible Officer 

8.1 Agreed.  Ongoing Project Director, with support 

from Capital Finance and the 

external Cost Adviser 
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Matter Arising 9: Financial Assurance – Project Bank Account (Operation) Impact 

Welsh Procurement Policy Note (WPPN) 04/21 states that all Welsh Government construction and 

infrastructure contracts valued at £2m or more, which are delivered on behalf of Welsh Government 

Departments, require a Project Bank Account (PBA), to be applied unless there are compelling reasons 

not to do so.  

The PBA had not yet been implemented at this project, however it was evidenced that work was 

progressing with the SCP to conclude this.  

Potential risk of: 

• Non-compliance with WG 

requirements. 

• Failure to achieve the 

identified benefits of using 

the PBA.  

Recommendations  Priority 

9.1 The Project Bank Account should be implemented as soon as possible.  
Low 

Agreed Management Action Target Date Responsible Officer 

9.1 Agreed. The UHB is awaiting a list of sub-contractors from the 

SCP who wish to join the PBA.  

February 2023 Project Director 
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Matter Arising 10: Advisers – Key Performance Indicators (Operation) Impact 

The Designed for Life Framework requires Key Performance Indicators (KPIs) to be submitted to 

NWSSP:SES by all Framework parties every six months. 

Whilst the September 2022 KPIs had been submitted as required, the UHB did not submit KPIs in April 

2022. 

Potential risk of: 

• Performance measures are 

not available from which to 

monitor /  report 

performance of advisers 

and the contractor.  

Recommendations  Priority 

10.1 

 

KPIs should be submitted as required by the D4L Framework.  

Low 

Agreed Management Action Target Date Responsible Officer 

10.1 Agreed. Note that during this period the project was awaiting FBC 

approval and had not commencement on site. There would have 

been limited performance matters to measure.  

At time of next submission and 

ongoing 

Programme Manager 
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Appendix B: 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: 

 

Substantial 

assurance 

Few matters require attention and are compliance or advisory in 

nature.  

Low impact on residual risk exposure. 

 

Reasonable 
assurance 

Some matters require management attention in control design or 

compliance.  

Low to moderate impact on residual risk exposure until resolved. 

 

Limited 
assurance 

More significant matters require management attention. 

Moderate impact on residual risk exposure until resolved. 

 

No assurance 

Action is required to address the whole control framework in this 

area. 

High impact on residual risk exposure until resolved. 

 

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. 

Prioritisation of Recommendations 

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

Priority 

level 
Explanation Management action 

High 

Poor system design OR widespread non-compliance. 

Significant risk to achievement of a system objective OR 

evidence present of material loss, error or misstatement. 

Immediate* 

Medium 
Minor weakness in system design OR limited non-compliance. 

Some risk to achievement of a system objective. 
Within one month* 

Low 

Potential to enhance system design to improve efficiency or 

effectiveness of controls. 

Generally issues of good practice for management 

consideration. 

Within three months* 

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

Purpose 
The audit was undertaken to review the 

process for the management of policies 

throughout the Health Board.  

Overview 
We have issued limited assurance on this 

area. Overall, we found that an 

appropriate and up-to-date framework 

and guidance document for the 

management of policies is in place. 

However, there are a significant number 

of policies and other documentation 

overdue for review (316 of 881 policies, 

36%).   

The significant matters which require 

management attention include: 

• Even though policies and other 

documents remain extant until 

superseded, a large number of 

documents require a review. 

• The Health Board should define what 

type of document should be hosted 

on the intranet (e.g. policies and / or 

SOPs etc.).  

• The process for issuing reminders to 

the responsible owners of policy 

documentation has not been 

operating in accordance with the 

Policy for the Management of Policies 

and Written Control Documents (the 

‘Policy’).  

• We identified discrepancies between 

the published document, the central 

spreadsheet in use and the Policy 

requirements (e.g. Health and Care 

Standards). 

• We did not specifically test whether 

Equality Impact Assessments or the 

Completion Checklists for the format / 

layout of documents were completed. 

However, we did assess whether the 

standard format and layout was adhered 

to within our sample selected. Further 

matters arising concerning the areas for 

refinement and further development 

have also been noted (see Appendix A). 

 

Report Classification 

  Trend 

Limited 

 

 

More significant matters 

require management 

attention. 

Moderate impact on residual 

risk exposure until resolved. 

 

 

 

Assurance summary1 

Assurance objectives Assurance 

1 Guidance available to staff Substantial 

2 Policies are reviewed prior to issue Limited 

3 Policy management database Limited 

4 Lessons learnt Reasonable 
 

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

Objectives 

Control 

Design or 

Operation 

Recommendation 

Priority 

1 Policy / SOP Publication 2 Design Medium 

2 Standard Policy Requirements 2, 3 Operation Medium 

3 Co-ordination of Overdue Policies 2, 3 Operation High 

4 Out of date Policies 2, 3  Operation High 

5 Discrepancies between Documentation and Spreadsheet 3 Operation Medium 
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1. Introduction 

1.1  A review of Corporate Governance: Policy Management was completed in line 

with the 2022/23 internal audit plan.  The review sought to provide Aneurin 
Bevan University Health Board (the ‘Health Board’) with assurance that there 

are effective processes in place to manage policies and other relevant 

documentation. 

1.2  The risks considered as part of this review were: 
• Roles and responsibilities are not clearly defined resulting in policies 

becoming out of date. 

• Policies are not aligned to the Health Board’s objectives.  
• There is a lack of an appropriate quality review and / or a formal approval 

process, resulting in policies not being appropriately managed or fit for 
purpose.  

• Non-compliance with applicable standards and regulations through the use 
of out of date policies. 

• There is a lack of standardisation across the directorates and divisions, 
leading to different policy approaches undertaken.  

• Policies are not easily accessible, and staff are not aware of their existence, 
thus resulting in non-compliance with relevant standards and legislation. 

• There is no process for ensuring lessons regarding policy documentation 
are learnt, which may lead to increased reputational risk.  

 

 

2. Detailed Audit Findings 

2.1  The table below summarises the recommendations raised by priority rating: 

  Recommendation Priority 

Total 

High Medium Low 

Control Design - 2 1 3 

Operating Effectiveness 2 1 1 4 

Total 2 3 2 7 

 
 

2.2  Our detailed audit findings are set out below. All matters arising and the related 

recommendations and management actions are detailed in Appendix A. 
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Audit objective 1: there is clear guidance available to all staff that provides the outline 
of responsibilities for the development, approval, dissemination and management of 

policies.  

2.3  We reviewed the Policy for the Management of Policies and Written Control 

Documents (the ‘Policy’) to ensure that it provided appropriate guidance over the 

review, development and maintenance of policy documentation.  

2.4  We found that the Policy was up-to-date (review date 25th May 2024), with roles 
and responsibilities defined, guidance over the various forms of documents that 

can be developed (e.g. policy, procedure and protocol), and the composition and 

approved corporate layout of each document included within the Policy.  

2.5  We also confirmed that within the appendices there is a concise process flow for 
the development of a policy or associated documentation. Overall, we confirmed 

that the Policy content was appropriate.  

Conclusion: 

2.6  We raised no recommendations for this objective and therefore, we have provided 

substantial assurance. 

  

Audit objective 2: Policies are subject to a quality review, formal approval and 

suitable engagement before they are issued, to ensure alignment with the Health 

Board’s objectives where required.  

2.7  We selected a sample of 46 documents that were included on the central 

spreadsheet that lists all hosted documents on the intranet. 

2.8  The sample comprised of 15 documents that were not yet due for review (greater 
than six months from the review date), 10 documents where their review date 

was within six months and 21 documents that had already past their review date. 

2.9  We tested to ensure that there was sufficient evidence of approval for each 

document that was reviewed, including where applicable, an appropriate working 

group / committee. We also ensured that the format and requirements of the 

Policy were adhered to.  

2.10  However, we found that some policy owners may not always be the best placed 
individuals to manage the document responsibility. We have included this within 

matter arising one alongside the recommendation to review the number and 
categorisation of documents, to ensure only the most appropriate and useful are 

hosted on the intranet.  

2.11  Overall, we identified the following points: 

a. Where a policy had been hosted, the standard format / template had been 
adhered to. 

b. Examples where documents were embedded within a policy, but could not 
be opened (i.e. it was the image file only included). See matter arising 

one. 
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c. Of the sample of 15 documents tested that were in date, only two of them 
included a reference to the Health and Care Standards (Section 8 of the 

Policy). We also found that the prescribed checklist from Appendix 5 of the 
Policy is often not completed. See matter arising two. 

d. We identified the following status of each of the 881 documents, which has 
been raised as matter arising four. 

 

 

 

 
 

 

 

 

Within the 316 documents past their review date, 123 of these were prior to 
2020, which also includes 47 documents attributed to the Clinical Standards and 

Policy Group.  

No action required 467 

Review required (< 6 months to review date) 98 

Past review date 316 

Total 881 

Conclusion: 

2.12  Given the volume of overdue policies and other related documents, we have 

provided limited assurance for this objective. 

  

Audit objective 3: Appropriate measures are in place to ensure policies are published 

in a consistent format, maintained on a central database and updated in sufficient time 
for the scheduled review.  

 

2.13  With the same sample selected within audit objective two, we undertook testing 

over the following areas: 

• whether the document sampled was consistent with the central 

spreadsheet; 
• the format was consistent with the Policy requirements; 

• the degree of reminders issued in accordance with the Policy (i.e. six and 
one month(s) prior to the review date of the document); 

• if there was an appropriate approval in place over the reviewed document; 
and 

• whether document was consistent with the intranet. 

2.14  Overall, we found that of the 10 documents, whose review date was due within 

six months, only three reminders had been issued and only one within the 

required timeframe, as set out within Section 12 of the Policy. We also found 
that two dates recorded on the central spreadsheet were incorrect when 

compared to the respective hosted document. 
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2.15  Furthermore, we tested a sample of 21 documents that were overdue for review 
to ensure that appropriate reminders / chasing had taken place, in accordance 

with the Policy. This included the six months reminder prior to the review date 

of a document and a further one month reminder prior to the review date.  

2.16  We found that only two of the 21 had been chased within the timeframes 
prescribed. However, we did identify periodic batches of reminders issued some 

months following the review dates and two approximately 12 months prior to their 
review dates. We understand that the impact of the pandemic and the Covid-19 

Inquiry has impacted the resource available to maintain the periodic reminders. 

2.17  Each of the above conclusions have been raised within matter arising three. 

2.18  We also selected a separate sample of 10 documents that are hosted on the 
intranet to ensure that these were appropriately recorded and consistent with the 

central spreadsheet. However, we found that four of the sample had different 

review dates included. This has been raised as matter arising five. 

Conclusion: 

2.19  Overall, due to the exception rate identified, we have provided limited 

assurance for this objective. 

  

Audit objective 4: Lessons are learnt, with suitable measures undertaken, when policy 

issues / non-compliance have been identified.  
 

2.20  We tested the Clinical Standards and Policy Group (the ‘Group’), as the forum for 

ensuring that lessons are learnt from the development of policy documents that 

might cause patient harm. This is described within Section Three of the Group’s 

Terms of Reference. 

2.21  We reviewed the meeting minutes to ensure that these were being completed on 
a regular basis. We identified no issues with the design or operation of this forum, 

although we recognise that it has only recently been established (during 2022). 

Conclusion: 

2.22  We found good oversight of clinical policies. However, due to the number of clinical 
policies overdue and raised within audit objective two, we have provided 

reasonable assurance for this objective. 
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Appendix A: Management Action Plan 

Matter arising 1: Policy / SOP Publication (Design) Impact 

The Health Board publishes 881 documents on the intranet, excluding all-Wales policies. Within our review of this list 

and the sample testing completed we found that there is a variance in what is published / hosted on the intranet by 

each division. Some service areas post policies and standard operating procedures, but overall, the determination is 

left to each division. This has created a broad range of documents to be hosted.  

Also, we found that the filing and storage of the documents onto Sharepoint is set out by each division and in the 

case of Family and Therapies, by each service type. However, there were a number of documents that had been 

viewed less than 10 times since being hosted and there is a benefit to standardising what should be hosted onto the 

intranet, to reduce the number of documents. 

We also found that some documents may not be assigned to the most appropriate owner. For example, the Director 

of Operations may not be the most appropriate individual owner in some instances.   

Furthermore, we identified policy documents that incorporated embedded files (e.g. form templates), but these 

could not be opened / accessed. 

• There is an increased risk of 

documents published that 

offer minimal benefit to the 

intended audience. 

• There is an increased 

workload to maintain the 

suite of documents, 

including the formal 

processes to adhere to. 

• The reader of a policy is 

unable to open supporting 

documentation. 

Recommendations Priority 

1.1  The Health Board should review the types of policy documents retained and hosted, to determine if each of 

them should adhere to the Policy, for example, departmental standard operating procedures to be managed 

entirely within the respective division. Alongside this review, the document owner should be determined to 

ensure the responsibility remains with the most appropriate individual. 

Medium 

1.2 The Health Board should not embed documents / files / forms etc. within a policy document hosted on the 

intranet. If a form is applicable, it should form part of the appendices or be referenced separately. 
Low 

Management response Target Date Responsible Officer 

1.1 
a) As part of a review of the Policy for the Management of Policies and Written 

Control Documents (WCDs), clarity will be provided on which WCDs are to be held 

centrally and which are to be managed within services and teams.  

30 Sept 2023 

 

Director of Corporate 

Governance 
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b) A review of the central base (881 documents) is underway, working with divisions, 

to review the status of each document and respective owners.   

 

31 March 2024 

1.2 
As part of a review of the Policy for the Management of Policies and Written Control 

Documents (WCDs), the Quality Assurance process will be strengthened and 

implemented.  

 

30 Sept 2023 Director of Corporate 

Governance 
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Matter arising 2: Standard Policy Requirements (Operation / Design) Impact 

We tested a sample of 46 documents, including 15 where no further action was required i.e. a review was not due of 

these documents. However, within these 15 documents tested, we found only two that incorporated / made 

reference to the Health and Care Standards (the ‘Standards’). This is a requirement set out within Section 8 of the 

Policy for the Management of Policies and Written Control Documents. 

The Standards form a framework to which the Health Board operates within and should be considered within any 

document review. 

Furthermore, whilst we confirmed that policies are only hosted once they have been approved by an appropriate 

group / responsible manager, the provision of a completed checklist (Appendix 5 from the Policy) was often not 

submitted.  

• There is a risk that the 

Health and Care Standards 

have not been adhered to. 

• There is a risk that the 

agreed document template 

has not been adhered to. 

Recommendations Priority 

2.1 The Health Board should consider the relevant Health and Care Standards when reviewing / updating a policy 

or other relevant documentation. An acknowledgement of this process should be included, together with the 

titles of the relevant Standards included.  

Low 

2.2 The Health Board, alongside recommendation 3.1 should consider automating the submission of a policy from 

the responsible owner, to ensure that a consistent submission format is adhered to. 
Medium 

Management response Target Date Responsible Officer 

2.1 
The introduction of the Duty of Quality, under the Health and Social Care (Quality and 

Engagement) (Wales) Act 2020, will see the Health and Care Standards (April 2015) 

removed and replaced with Quality Standards 2023. 

As part of a review of the Policy for the Management of Policies and Written Control 

Documents (WCDs), the introduction of the Quality Standards 2023 will be considered, 

and policy templates updated as they are reviewed/developed. 

30 Sept 2023 Director of Corporate 

Governance 

2.2 
An integrated electronic policy management system will be explored, learning from 

other health bodies, with an implementation plan developed to support the most 

appropriate system. 

30 Sept 2023 Director of Corporate 

Governance 
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Matter arising 3: Co-ordination of Overdue Policies / Documents (Operation) Impact 

While the ultimate responsibility for ensuring documents remain in date and relevant resides with the Policy Owner, 

the Policy for the Management of Policies and Written Control Documents (the ‘Policy’) sets out the process for 

helping to ensure policies (and other relevant documents) are updated in a timely manner. In particular, central 

reminders should be issued linked to the review date of each hosted policy / document. 

We selected a sample of 46 documents for testing including 10 that were due for review within six months.  

For this group of 10 documents, we sought to determine if the appropriate reminders / chasing of the documents 

had taken place at a central level, as set out within Section 12 of the Policy. However, we found that only three 

reminders had been issued and just one within the required timeframe. 

We also found that two dates recorded on the central spreadsheet were incorrect, when compared to the hosted 

document. 

Furthermore, we tested a sample of 21 documents that were overdue for review to ensure that appropriate 

reminders / chasing had taken place, in accordance with the Policy. This included the six months reminder prior to 

the review date and a further one month reminder prior to the review date.  

However, we found that only two of the 21 had been chased within the timeframes prescribed, although we did 

identify periodic batches of reminders issued some months following the review dates and two approximately 12 

months prior to their review dates.  

• There is a significant risk 

that the review of policies 

and other associated 

documents will lapse. 

• There is an increased risk 

that documents hosted on 

the intranet are no longer 

relevant. 

Recommendations Priority 

3.1 The Health Board should consider fully automating the reminder / management process of all relevant policies 

/ documentation hosted on the intranet. This could be achieved through the use of Power Automate, Lists and 

other apps within Office 365. An automated work flow would undertake a periodic (e.g. weekly) check of all 

policies listed on the central spreadsheet that are overdue for review and issue automatic emails to the 

document owners. Following this, escalation to the respective Executive Director can also be completed 

automatically if documentation is still not updated in a timely manner. This would also allow for real-time 

reporting of documents that are overdue for review, to provide assurance to the respective Committees. 

 

 

High 
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Management response Target Date Responsible Officer 

3.1 An integrated electronic policy management system will be explored, learning from 

other health bodies, with an implementation plan developed to support the most 

appropriate system. 

30 Sept 2023 Director of Corporate 

Governance 
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Matter arising 4: Out of Date Policies (Operation) Impact 

We found that 36% of policy documents were overdue for review. 

The central spreadsheet that lists the 881 documents was analysed further and we found the documents can be 

categorised as: 

 

No action required 467 

Review required (< 6 months to review date) 98 

Past review date 316 

Total 881 

 
Of the documents that were past their review date we found that 123 were due for review before 2020, including 47 

relating to the Clinical Standards Group. 

 

• Policy documentation is not 

being updated in a timely 

manner, which may result 

in an incorrect process / 

approach being followed. 

• There is an increased risk of 

patient harm. 

Recommendations Priority 

4.1 Once the Health Board has completed a review of all existing policy documentation, document reviews should 

be undertaken prior to the dates stated for review. Where exceptions remain, there should be an escalation 

process introduced to include the responsible Executive Director and potentially the Chief Executive Officer / 

Audit, Risk and Assurance Committee. 

High 

Management response Target Date Responsible Officer 

4.1 
As part of a review of the Policy for the Management of Policies and Written Control 

Documents (WCDs), the review and escalation process will be strengthened and 

implemented. 

30 Sept 2023 Director of Corporate 

Governance 
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Matter arising 5: Discrepancies between the Intranet and Central Spreadsheet (Operation) Impact 

We also selected a separate sample of 10 documents from the intranet to determine if they were included on the 

central spreadsheet. Whilst we found that all of the 10 were hosted, we identified four exceptions with the review 

dates documented i.e. a different review date on the document versus the on the central spreadsheet.  

• There is an increased risk 

that documents are not 

reviewed in a timely 

manner. 

Recommendations Priority 

5.1 The Health Board should complete a data accuracy review exercise of the policies and documents, alongside 

recommendation 2.1. Where data discrepancies exist these should be updated immediately to the correct 

value.  

Medium 

Management response Target Date Responsible Officer 

5.1 
A review of the central base (881 documents) is underway, working with divisions, to 

review the status of each document and respective owners.   

 

 

 

30 Sept 2023 Director of Corporate 

Governance 
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Appendix B: Assurance opinion, action plan risk rating & 

prioritisation of recommendations 

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: 

 

Substantial 
assurance 

Few matters require attention and are compliance or advisory in 

nature.  

Low impact on residual risk exposure. 

 

Reasonable 
assurance 

Some matters require management attention in control design or 

compliance.  

Low to moderate impact on residual risk exposure until resolved. 

 

Limited 
assurance 

More significant matters require management attention. 

Moderate impact on residual risk exposure until resolved. 

 

No assurance 

Action is required to address the whole control framework in this 

area. 

High impact on residual risk exposure until resolved. 

 

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. 

Prioritisation of Recommendations 

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

Priority level Explanation Management action 

High 

Poor system design OR widespread non-compliance. 

Significant risk to achievement of a system objective OR 

evidence present of material loss, error or misstatement. 

Immediate* 

Medium 
Minor weakness in system design OR limited non-compliance. 

Some risk to achievement of a system objective. 
Within one month* 

Low 

Potential to enhance system design to improve efficiency or 

effectiveness of controls. 

Generally issues of good practice for management 

consideration. 

Within three months* 

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

Purpose 

The review sought to provide 

assurance that the Health Board has 

an appropriate process for the 

management of records which 

ensures that it is compliant with 

legislation. 

Overview 

We have issued limited assurance on 

this area. The significant matters 

which require management attention 

include: 

• delays in availability of 

records; 
 

• inappropriate records storage 

and security at some sites;  
 

• poor records management 

practices on the wards; 
 

• limited ability to track certain 

records; 
 

• inconsistent approach to 

escalate records management 

issues; and 
 

• lack of uptake of records 

management training courses. 

Further matters arising concerning 

the areas for refinement and further 

development have also been noted 

(see Appendix A). 

Report Classification 

  Trend 

Limited 

 

 

More significant matters 

require management attention. 

Moderate impact on residual 

risk exposure until resolved. 

N/A 

Not audited 

separately 

previously 

 

Assurance summary1 

Assurance objectives Assurance 

1 Guidance Reasonable 

2 Record quality Limited 

3 Storage of records Limited 

4 Availability of records Reasonable 
 

 

Key matters arising 

Assurance 

Objectives 

Control Design or 

Operation 

Recommendation 

Priority 

2 Training courses 1,2 Design Medium 

3 Records quality 2 Design High 

4 Storage 3 Design/Operation High 

5 Monitoring 4 Design Medium 

6 Records tracking 4 Design Medium 

7 Escalation of issues 2 Operation Medium 

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

1.1  In line with the 2022/23 Internal Audit Plan for Aneurin Bevan University Health 

Board (the ‘Health Board’) a review of records management was undertaken. 

1.2  Medical records are one of the most sensitive of personal records and as such, it 

is important that these records are kept safe. All NHS employees are responsible 
for any health record they create or use, which is defined by in law (Public 

Records Act 1987, Section 118 of the government of Wales Act 1998). In 
addition, the Information Commissioners Office (ICO) Records Management Code 

of Practice 2021 (Section 46) gives guidance to public authorities on their 

obligations regarding records management, which includes record keeping, 

managing and the destruction of records.  

1.3  Welsh Government also issued a new Guide on Records Management Code of 

Practice for Health and Social Care2 during February 2022.  

1.4  Furthermore, staff who are registered to a professional body, such as the General 
Medical Council (GMC), Nursing and Midwifery Council (NMC) or Social Care 

Wales will be required to adhere to record keeping standards defined by their 
registrant body. This is designed to guard against professional misconduct and 

to provide high quality care in line with the requirements of professional bodies. 
Whilst every employee has individual responsibilities, each organisation is also 

required to have a designated member of staff who leads on records 

management.  

1.5  Over the last couple of years there has been an increased need to access health 
records and respond to Health Records Requests (including patient, lawyer and 

police requests, child protection and ombudsman). In 2013, a project was started 

at ABUHB to ensure that patient records are digitised, to enable easy retrieval.  

1.6  We note that at the time of writing this report there were a number of on-going 

public inquiries including  
• the Independent Inquiry into Historic Child sex Abuse (IICSA); 

• Infected Blood Public Enquiry (IBI); and 
• Covid-19 Public Inquiry (CPI). 

These are having a direct impact on the Health Board’s record keeping processes 

and the timeframe of how long the records were kept.  

2. Detailed Audit Findings 

Audit objective 1: Guidance – appropriate policies, procedures and guidelines 
are in place for medical records management that cover the full records 

lifecycle and ensure standardisation of processes and record content.  

2.1  Currently there are five policies and four standard operating procedures (SOPs) 

in place for this area. These are as follow: 
 

 
2 This Code is based on the Records Management Code of Practice for Health and Social Care 2021 developed by NHSX in England. 
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Reference Title of Policies and SOPs 

SOP-7 Quality Assurance of the Digitised Health Record 

SOP-8 Retention and Destruction of Scanned Documentation 

SOP-10 Emergency Admissions – scan on demand 

SOP-16 Health Records Library Services 

0726 Clinical Record Keeping Policy 

0405 Recording of Patients by ABUHB Staff – Use and Storage of Audio 

Recordings and Images Policy 

162 Patient information: Policy for Ensuring Data Quality 

665 Photography, Video and Audio Recording for Non-clinical Purposes 

on Health Board Premises – Policy in relation to patients, visitors, 

staff and other members of the public 

1042 Records Management Code of Practice 
 

2.2  We found that the SOPs were aimed at the Health Records staff, while the policies 

were applicable for a wider audience. We also found that the application areas 
of the policies were varied, with appropriate coverage, for example they 

included: 
• out-scoped GPs and primary care providers. GPs are supported by DHCW 

for information governance with the responsibility for records management 

lying with practice partners and commissioning groups; 
• all partner organisations for the Health Board; 

• applied to all Health Board premises and staff engaged on other premises; 
and 

• applied to NHS and adults social care records but excluded children’s 

records. 

2.3  We found that all of the policies and procedures were appropriately approved at 
the right governance level within a set time frame. In addition, the SOPs were 

captured within Word and policies in PDF format, and related copies were kept 

in SharePoint.  

2.4  We found that there are induction and revision training courses in place, as part 
of the Information Governance (IG) training course. This is in line with the 

current legislative requirements, to ensure that staff are familiar with their 
records creating, managing and disposing responsibilities. The completion rate 

related to these courses is regularly reported to the Finance and Performance 

Committee. We also note that the IG Handbook includes a “Health Records” 

section. 

2.5  Supplementary awareness raising courses are advertised on the Health Board’s 
intranet site. Since 31st March 2021, ten courses have been organised, from 

these, seven courses were held at Grange University Hospital (GUH), one at 
Nevill Hall Hospital and one at YYF. In addition, the latest course organised on 

3rd October 2022 was open to all of the Health Board’s staff and was delivered 

as part of a roadshow at GUH.  

2.6  In the last 18 months, from the scheduled ten courses, two training sessions 
were cancelled and rescheduled due to lack of interest. The total number of staff 

that attended the eight courses was 41. This shows that the uptake of the 
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supplementary courses was low as the Health Board employed 7,411 medical, 

nursing and support staff (including ward clerks) as at the end of March 2022. 

2.7  Whilst all of the policies included a reference to a training course, we note that 
the supplementary records management awareness training is not classed as 

mandatory training. As such, staff can choose not to attend the course. See 

matter arising 1 in Appendix A. 

2.8  We reviewed the Guidance for Ward Staff (including a PowerPoint presentation 
and a video), and presentation slides for junior doctors and found that clear 

messages were communicated regarding the purpose of record keeping and the 
consequences of failing to keep good records. We were informed that an 

animation video is available on the Health Board’s intranet site. However, access 

to this video is not formally monitored. See matter arising 1 in Appendix A.      

 

Conclusion: 

2.9  We identified one medium priority recommendation relating to attendance on the 

supplementary records management courses. Overall, we have provided 

reasonable assurance over this audit objective. 

 

Audit objective 2: Record quality – documentation and records are kept to an 

appropriate standard. 

2.10  Some patients’ records (e.g. acute / inpatients) have already been digitalised, 

while others (e.g. mental health, children’s health and therapies) have not. 

Therefore, there is a mix of different types of records across the Health Board.  

2.11  The number of patients with a digitalised record was 505,013 as of 31st July 2022 

(493,910 – 30th April 2022). We were informed that, from this, some of the 
inpatient documents were digitalised based on priority requests and, as such, 

they were scanned within 24-48 hours of being received by the Records 
Management Team (e.g. Medical Examiner, maternity services). However, there 

is a backlog of 26 days including GUH, RGH, YYF, County, Chepstow hospitals, 

outside of the priority categories for inpatients’ records. 

2.12  We understand that the quality of the digitalised records is partially down to the 
scanning machines. At Online House, big industrial style scanning machines are 

used, and at accident and emergency and other smaller places less sophisticated 
machines are in place for scanning purposes. This impacts the visual quality of 

the scanned documents, for example documents scanned by accident and 

emergency are typically a poorer quality and are black and white only.  

2.13  For all inpatient returns a manual preparation takes place at Online House and 

other coding places before the records are scanned. This exercise makes sure 
that the papers are structured following a pre-set order and scanned based on 

their natural appearance (e.g. in colour, length, size). We took a sample of five 
patient folders scanned at Online House and spot checked a sample of paper 
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documents from each folder to the digitalised file. We found no issues in this 

area. 

2.14  We found forms and checklists amongst the digitalised records that were blank 
or not filled in properly (e.g. consent forms without a signature). We were 

informed that papers are scanned as they are, regardless of their content. We 
note that while these papers are scanned alongside other patients documents 

valuable time and resources are still wasted in processing them. See matter 

arising 3 in Appendix A.  

2.15  We also selected two services (children and mental health), where currently the 
records are not digitalised, and reviewed a sample of records. We found that the 

paper files were well structured, including coloured paper dividers for different 
sections. However, some of the sections were not in use, or included blank 

templates, or just one or two pages of documents (including email printouts).   

2.16  We note that reference for quality checks (e.g. audit checks) were included in 

the policies. We found many of these checks are in place and carried out on a 

regular basis, but they are not necessarily formally evidenced. See matter arising 

2 in Appendix A. 

2.17  We noticed that many of the wards that we visited were currently using additional 
ring binders on top of the digital health record (DHR) folders. These binders 

mainly include nursing notes and are usually merged with the relevant DHR 

folders at the end of the process.  

2.18  We have also seen inconsistent local practices, for example: 

• where records were held back (e.g. the ward clerk kept patients’ records 

in the cupboard for three days, discharge notifications remained 
incomplete for four to five months); 

• piles of loose papers, with and without patient identification in boxes, on 
desks and in DHR folders;  

• paper bundles which were not DHR tracked. 

See matter arising 2 in Appendix A 

2.19  We found that there was a lack of knowledge at some of the wards regarding 

what is expected of them or what good records management means (see 

information regarding current training options at section 2.6 – 2.8 above). 

Conclusion: 

2.20  We identified one high and two medium priority matters regarding the poor 

records management quality practices in wards and limited evidence of quality 
checks completed. There is a heavy reliance and assumption that paperwork sent 

from the wards is complete and of a good quality. Therefore, we have provided 

limited assurance over this audit objective. 
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Audit objective 3: Storage – medical records storage facilities ensure that 
records are protected from unauthorised access, destruction or theft, 

accidental damage, and from environmental hazards. 

2.21  We visited five main storage locations, with various areas on site, and found 

some inappropriate storage practices. This included the lack of security over 
records, unsuitable storing conditions, and bad records management practices. 

See summary breakdown below: 

 

Location 
Post 
code 

Date of 
visit 

Number 
of areas 
used for 
storage 

Storage 
conditions 

were 
appropriate 

Records 
stored 

securely 

Patients’ 
data was 
properly 
stored 

Online House NP10 8BA 30/09/2022 3 Yes Yes Yes 

Nevill Hall 
Hospital 

NP7 7EG 04/10/2022 2 No No Yes 

Llangennech SA14 8YP 06/10/2022 1 Yes Yes No 

St. Cadoc’s 
Hospital – Mental 
Health 

NP8 3XQ 10/10/2022 3 No Yes Yes 

St. Cadoc’s 
Hospital – The 
White Valley 
Centre  

NP8 3XQ 10/10/2022 3 No No No 

 

Issues NOTES 

Leaks through the ceiling 
We found leaks through the roof at two places in St. Cadoc’s, however, these leaks 
did not seem to have damaged any of the records stored there. 

Collapsing boxes 

We noticed that boxes, which included patients’ records, were in a state of 
collapsing and losing their shape and form at Llangennech, and various locations 
in St. Cadoc’s. This was mainly as a result of air humidity, length of time the boxes 
were used and the fact that the boxes were stacked up 4-5 levels high with their 
full weight capacity. 

Loose patients’ records 

 

We found loose patients’ records piled on the floor or on shelves. We have also 
seen records which had fallen out from boxes due to incorrect ways of storing 
them. 

Security issues 

 

We noticed that there is a security issue at the B3 offsite storage at Nevill Hall 
Hospital. The entrance door to the location was badly worn and would need to be 

repaired or replaced. We also found that the gate to the courtyard was open wide 
at the time of our visit, we were told that this is often the case. In addition, we 
were informed that the same key is used for the gate and the entrance door.  
Furthermore, we found security issues at the White Valley Centre, where children’s 
records were kept in the corridor and in various back rooms without any security 
features in place. This issue was recorded in the divisional risk register in 
November 2021. 

See matter arising 3 in Appendix A. 

2.22  Furthermore, we note that the current arrangements do not provide sufficient 
storage places for the Health Board. Some of the locations are already 

overflowing, resulting in inappropriate records management practices (e.g. 
boxes with records are placed anywhere to fill up remaining spaces, records of 

the deceased remained on site instead of transferring them to Llangennech). The 

storage place situation has worsened lately due to the recent embargos (IICSA, 
IBI and CPI) which placed a hold on destroying paper records. See matter arising 

3 in Appendix A. 
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Conclusion: 

2.23  We identified three medium and two low priority matters arising from 

inappropriate storage practices. Therefore, we have provided limited 

assurance over this audit objective 

  

Audit objective 4: Availability – physical records are transported appropriately, 

tracked and records are available when and where needed by operational staff.  

2.24  The patients’ records at the wards are required to be created and filled in by the 

nurses, clinicians, and other appropriate staff. The ward clerks have 
responsibility to set up, check, organise and track the DHR files before the files 

are sent for coding and scanning. The Welsh PAS system (WPAS) is used to track 
the DHR folders which includes the patients’ records. The records are usually 

scanned and stored in clinical workstation (CWS). 

2.25  We tested a sample of records at the wards and libraries to check whether they 

had been tracked to the correct place in WPAS. We did not identify any issues. 

However, we note that ward clerk shortages could delay the tracking process.   

2.26  Furthermore, there is no tracking of records when patients’ files are transferred 

between some locations. Sealed envelopes or boxes are transported between the 
Research and Development room and the various collection and drop off points 

within the Health Board which are staffed by the Health Records Team. These 
are then delivered by that member of staff to the appropriate department. It is 

the responsibility of the departments or individuals to ensure that the correct 

delivery takes place. 

2.27  Any missing records are reported to a supervisor, and the Health Records 
Management Team will investigate them. A paper form is filled in to log lost / 

missing records which then filed to a local binder at the libraries.  

2.28  We visited a sample of wards, and we found that many of the wards had no ward 

clerks present. However, trained staff would be available through “bank 
arrangements” and could be utilised on short notice, or help could be sought 

from “next door” wards. However, we found no consistent approach to seeking 

help and fixing ward clerk shortages during our visits. We also note that there is 
no central monitoring as to whether ward clerks are present at the wards and 

are successfully managing the records.  

2.29  In addition, during our ward visit at St. Woolos Hospital, we found that some 

DHR records were not sent for scanning, however, the related patients left the 
hospital during June / July 2022. We were informed that these patients were not 

formally discharged in CWS, therefore their records were held back. The 
discharge notifications screen within CWS is used to inform the GP, Pharmacy 

and the Follow-up Scheduling Team that the patient has been discharged from 
the hospital. In the absence of these notifications, there is no formal 

communication through these channels. We have tested and reported further on 

this matter within the Discharge Planning Audit during this year.  
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Furthermore, as the records were not sent for scanning after the patient left the 
hospital, the records were not digitalised and made available to other clinicians 

for the last four to five months. See matter arising 5 in Appendix A.       

2.30  We note that ward clerk shortages and any delays in the process have a 

cumulative effect on the availability of the digitalised patients’ records. 

2.31  Key performance indicators (KPIs) are set and calculated for monitoring 

purposes, by the Records Management Team, to understand scanning capacities. 
The figures currently show some backlogs, but there is no formal monitoring in 

place as to how many records should be coming through for coding and scanning 
purposes from the wards, and which wards / areas are behind with submitting 

records for the digitalisation process. We also note that there is a formal 
reporting on missing / lost records as part of the Information Governance 

incidents reporting to the Finance and Performance Committee. However, the 
underlying data for this reporting is taken from Datix, which is currently not used 

for reporting purposes at all locations. As such, the report does not give an 

accurate picture of the missing / lost patients’ records. See matter arising 4 in 

Appendix A. 

2.32  There are formal rules to ensure scanning on demand is completed, for example: 
if scanning requests are marked as “urgent” they are prioritised. However, if the 

records are not sent for scanning, then they cannot be digitalised, hence, no one 

view them on CWS, and this could put a patient at risk.  

2.33  There are services which do not feed into the main clinical records, as such, they 
manage their own records, which are not digitalised. As part of this audit, we 

selected two additional services (children and mental health services) which were 
not digitalised for review. The records for these services are kept in dedicated 

libraries and the databases used by the services did not allow tracking of the 
records. In addition, neither of the systems use CRN codes for identification 

purposes, and the systems have their own codes and methods to search for 
patients. We have included additional comments related to these areas below. 

 
Type of service records Comments 

Children Health Records 

 

A record management tool called “Cypris” is used for data recording. We 
note that narratives are manually entered to the system, which describes 
the contents of the records kept in the paper folder. We randomly selected 
three files from the library and looked up the related details in the system. 
No issues were identified.   

Mental Health Records 

 

Currently, there is a transition from the “ePEX” to WCCIS. The old system 
is still in operation as a read only database, and new data can only be 
recorded within the new database. However, at the time of our visit, we 
were told that the WCCIS was experiencing issues that required 
resolution, and as such, it did not function properly. However, we 
randomly selected three files from the library and looked up the related 
details in the old system. No issues were identified. 
 
We note that patients’ video and audio records are not stored in the 
library as these are kept by the relevant directorates.  
 
We were told that the magnitude of paperwork relating to a person could 
be extensive, for example: they have a patient who has 67 boxes of 
mental health records. 
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2.34  Furthermore, we note that the databases are not necessarily linked together. As 

such, sometimes it can be challenging to retrieve “all” records for a patient. 
However, we were also told that there are longer term plans to adopt a scanning 

process for these service areas. See matter arising 5 in Appendix A. 

2.35  We also note that there is no formal escalation route set and agreed how issues 

regarding records management should be escalated. Staff based at Online House 
tend to use Datix for reporting purposes, however, this approach is not followed 

by other parts of the Health Board. See matter arising 6 in Appendix A. 

Conclusion: 

2.36  We identified four medium priority matters arising regarding inappropriate 
records management processes within the wider organisation, however we note 

that they are mostly linked to a similar theme and does not result in a high risk. 

Therefore, we have provided reasonable assurance over this audit objective 
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Appendix A: Management Action Plan 

Matter arising 1: Training (Design) Impact 

The provision of records management training is a legislative requirement. Compliance with the 

regulatory requirements is ensured through the Information Governance (IG) training. This training is a 

generic training which covers multiple elements (e.g. Health records). The completion of these elements 

is mandatory, and the results are formally monitored through ESR. We also note that the IG Handbook 

includes a “Health records” section.  

Furthermore, supplementary face to face training is offered by the Records Management Team.  The 

uptake of these courses is low, and this training is not mandatory. This may contribute to other record 

management issues throughout the Health Board.  

  

Potential risk of: 

• Staff lacking knowledge of the record 

management requirements 

Recommendations Priority 

1.1 Consideration should be given to making the supplementary courses mandatory and monitoring 

related training attendance. Medium 

Management response Target Date Responsible Officer 

1.1 Actions: 

a.) The service is currently working with the national team on having a 

new online learning offering across Wales which includes a fully 

updated records management module which will be mandatory. 

 

b.) We will request, via the clinical information and professional leads, 

that attendance at the Health Records awareness sessions is 

compulsory for all ward based staff. 

 

At these sessions we will re-iterate the importance of good records 

management and highlight the issues that are impacting Health 

Records from the ward. 

  

31/03/2023 

 

 

31/03/2023 

 

 

DPO & Head of IG  

 

 

Interim ADI – Governance & Assurance 
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Additional comment: 

There is a records management module within the current online learning 

for IG. This mandatory training tool for all staff is formally monitored and 

KPIs are reported back to divisions formally (every three months) via The 

Governance and Assurance Group meetings.  

Health records provide bi-monthly, non-compulsory Health records 

awareness sessions in the style of a presentation /information session, and 

informal 1-2-1 sessions as required. Dates are advertised internally on the 

intranet and is also online in the form of a video presentation. Attendance 

at sessions is monitored and recorded. 
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Matter arising 2: Records Quality (Operation) Impact 

During our ward visits, we identified inconsistent local practices and evidence of poor records management. For 

example, holding back records, records with no DHR tracking, piles of loose papers with and without patient 

identification, blank templates and checklists, and consent forms which were not signed. These issues are contributing 

to poor quality records being returned and scanned. 

 

We note that references to the completion of quality checks (e.g. audit checks) were included within the policies. While 

many of these checks are carried out, there is little, or no evidence documented over their completion. For example, 

we reviewed evidence of sample checks carried out by the Records Management Team after scanning (e.g. per the 

policy, every ten scanned items are required to be checked), and note that while checks had been carried out, 

sometimes it was not identifiable as to who performed the checks and whether any issues identified were rectified.  

We also observed the process of an accident and emergency admission scanning, where the documents were stamped 

over “Quality check” and the staff member was unable to state what checks were carried out. 

 

Furthermore, we found that many of the wards that we visited had no ward clerks present. We also found that there 

was no consistent approach to seeking help and to resolving ward clerk shortages. However, trained staff would be 

available through “bank arrangements” and could be utilised on short notice or help could be sought from the “next 

door” wards. 

Potential risk of: 

• Checks are not properly 

carried out 

• Non-adherence to 

legislative and policy 

requirements 

• Patient harm, due to 

delays in retrieving key 

patient information 

• Inefficient use of staff 

time in locating records  

Recommendations Priority 

2.1 The importance of maintaining record management quality should be re-iterated to clinical staff, using 

communications from senior clinical staff and clinical information leads High 

2.2 Records quality checks should be regularly carried out and formally evidenced. Consideration should be given 

to involve senior nursing staff in these checks.     Medium 

2.3 The management of ward clerks should be centralised, and consideration should be given to manage 

shortages through “bank arrangements”.  

 

 

Medium 
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Management response Target Date Responsible Officer 

2.1 Action: 

As per 1.1 above, we will seek to enforce attendance at Health Records awareness 

sessions and further re-iterate the professional standards required. 

Additional comment: 

Staff have professional body standards to maintain which include records management. 

Mandatory training on records management is available and divisional compliance is 

monitored with KPIs recorded and presented at Divisional Governance Assurance Group 

meetings every three months. Progress is monitored. This data is also presented to the 

Finance and Performance committee. 

 

31/3/2023 

 

Interim ADI – Governance & 

Assurance 

2.2 Action: 

The CNIO will monitor compliance with base line records management. 

Additional comment: 

A base line audit was also conducted prior to the recent implementation of the new 

digital Welsh Nursing Care record (WNCR), and this was disseminated through the 

Digitisation nursing documents group.  

Audit days are a part of records management process, and these are carried out by the 

Quality and Patient Safety team or by peer reviews ward manager to ward manager. 

There is One Patient One Day Dignity and Essential Care Inspection audits as well as 

those relating to Health and Care standards.  

31/03/2023 Chief Nursing Information 

Officer (CNIO) 

2.3 Actions: 

a.) Local ward clerk shortages will be escalated to the Assistant Directors of Nursing 

and subsequently escalated to the Executive Director of Nursing. Action plan will 

be agreed how to solve them.  
 

b.) The clerical bank is undertaking a rolling programme of recruitment which will 

benefit the short notice requirements for ward clerks and this information will 

be disseminated by the nursing hierarchy to the ward staff. 

 

31/03/2023 

 

31/07/2023 

 

Executive Director of Nursing  

 

Head of Workforce and OD 
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Matter arising 3: Storage (Design/Operation) Impact 

We visited libraries and storage places across the Health Board and found that the storage conditions were 

inappropriate at locations (e.g. leaks through the ceiling, high humidity levels and various security issues). We also 

found incorrect storage practices in operation to store patients’ records (e.g. collapsing boxes, loose patients’ 

records). 

 

Furthermore, we note that the current storage arrangements do not provide sufficient storage places to the Health 

Board. This has continued to worsen due to the recent embargos (IICSA, IBI and CPI), which placed a hold on 

destroying paper records. 

Potential risk of: 

• Data may get damaged / 

lost or become 

irretrievable 

• Unauthorised access to 

patient data 

• Patient records may be 

stolen or lost 

• Non-adherence to 

legislative and policy 

requirements 

Recommendations Priority 

3.1 The need for records management storage places should be regularly reviewed to ensure that sufficient 

spaces are available for record keeping purposes.   Medium 

3.2 It should be ensured that storage conditions for records meet basic standards. Medium 

3.3 Patient records security should be ensured at all times. High 

3.4 Conditions of boxes used for records management should be regularly checked, and boxes which are 

collapsing should be replaced.  Low 

3.5 Loose patient records should be properly filed 

 
Low 
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Management response Target Date Responsible Officer 

3.1 Action: 

This issue is to be raised with the All Wales Medical Directors Forum as Caldicott 

Guardians. The Data Protection Officer will raise this at quarterly meetings with the 

Medical Director and agree an action plan. 

Additional comment: 

Due to the Infected Blood Inquiry (IBI) records are being retained way beyond their 

normal retention schedules creating further pressures on the system.  

The relevancy of records being retained must be reviewed and risk assessed to allow 

for some destruction in the interim subject to Medical Director’s approval. The IBI is 

due to report early next year and if the current embargo is removed destruction will 

resume.  

 

31/12/2023 

 

DPO & Head of IG 

 

3.2 Action: 

Information on unsuitable storage areas will be presented to the Medical Director 

every three months by the Data Protection Officer with appropriate risk assessments. 

Action plan with the Medical Director will be agreed.  

Additional comment: 

A business case is in train to commence scanning of the Mental Health Services, 

Community & Family & Therapies records which are stored in non-compliant locations. 

 

31/03/2023 

 

 

 

Interim ADI - Governance & 

Assurance 

 

3.3 Action: 

IG will conduct security audits in remote areas to ensure compliance. The Governance 

Assurance Group agenda will be widened to include focused audits. The Health records 

service will work in partnership with this group and there will be a health records 

representative at Divisional GAG meetings from January 2023.    

Records management issues to be discussed in the divisional group meetings to create 

local action plans. Minutes are taken in these forums and progress monitored. 

 

30/06/2023 

 

DPO & Head of IG  
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3.4 Action: 

This will be reviewed six monthly and will be an item on the agenda at Governance 

and Assurance Meetings.  

 

30/06/2023 

 

Interim ADI - Governance & 

Assurance  

3.5 Action: 

The CNIO will reinforce this requirement with the ward staff. The process for creating 

DHR supplementary folders on wards will be shared with all Divisional nurses. 

Additional comment: 

Loose filing must be repatriated to the record before it is sent back for archiving or 

scanning to ensure the integrity and completeness of the record of care.  

The introduction of the Welsh Nursing Care record will reduce the nursing 

documentation which could become loose.  

 

31/03/2023 

 

Chief Nursing Information 

Officer  
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Matter arising 4: Monitoring (Design) Impact 

KPIs are set and calculated for monitoring purposes, by the Records Management Team, to understand scanning 

capacities. The figures currently show some backlogs, with no formal monitoring in place as to the volume of records 

to be received for coding and scanning from the wards / service areas. As a result, areas which are failing to adhere 

to the process in a timely manner are not being identified.  

 

Furthermore, we note that there is a formal reporting on Information Governance (IG) incidents (covering lost / 

missing patients’ records) to the Finance and Performance Committee, which comprises of incidents relating to the 

three cornerstones of IG; confidentiality, integrity and availability. However, the underlying data for this reporting is 

taken from Datix, which is currently not used for reporting purposes at all locations, therefore the data is incomplete.  

Potential risk of: 

• Records are not formally 

tracked and retrievable 

• Patient records may be 

lost or stolen 

• Inefficient use of staff 

resource in tracking 

records 

Recommendations Priority 

4.1 Each ward should adhere to the records management process, and this should be formally monitored (e.g., 

through exception reports). Specific KPIs should be developed to measure problematic areas. 

Medium 

4.2 Issues of records management process slowdowns should be investigated and escalated when required. Medium 

4.3 Data recording in Datix should be improved to ensure a more accurate reporting on missing / lost records. Medium 

Management response Target Date Responsible Officer 

4.1 Action: 

A bespoke report will be requested from Information services and/or DHCW. Where 

delays in returning documentation are identified via the report, these will be flagged 

and escalated to ward and clinical management. 

 

30/06/2023 

 

Interim ADI - Governance & 

Assurance  

4.2 Action: 

As per 4.1 above, a bespoke report will be developed. However, staffing resource will 

be required to check if discharges have been actioned and records have been returned. 

The need for additional resources will be escalated. 

 

31/03/2023 

 

 

 

Interim ADI - Governance & 

Assurance 
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Additional comment: 

Issues with records management re the backlog of supplementary scanning is regularly 

reported through KPI’s to the Digital Delivery Oversight Board (DDOB).  

Recruitment of staff into existing posts which has contributed to the backlog is being 

addressed with the assistance of WOD. The use of Robotic Process Automations within 

the service releases staff into prep and scan roles but is reliant on continuing funding 

of the RPA service which needs to be determined. 

 

 

 

 

 

4.3 Action: 

Reinforcement of reporting through Datix will be cascaded to ward staff in training 

sessions and Governance and Assurance Group meetings. 

Additional comment: 

Datix reports are run to ascertain the overarching reporting of missing records and 

these statistics are included in the IG report to Digital Delivery Oversight Board.  

 

30/06/2023 

  

DPO & Head of IG  
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Matter arising 5: Records Tracking (Design) Impact 

Whilst all services are required to keep records, the tracking of these records varies across the Health Board (e.g. 

records are not tracked or are just partially trackable). This has a significant impact on the retrievability of the records. 
  

Inpatient acute health care records are stored within CWS and tracked in WPAS. However, there are services which 

are not linked to these databases, and they use their own systems and libraries (for example children, mental health, 

dietitians, district nurse and social care). We note that many of these other databases do not have the functionality 

to track records. We also note that, as the databases are not linked together, it can be difficult and time consuming 

when “all” records for a patient are required to be retrieved for an investigation or any other purpose. 
 

We note that the Records Management team are in the process of developing a business plan for digitisation of these 

records. However, it will take time to deliver on these initiatives, and at the moment, many of these other service 

records remain difficult to retrieve and track. 

Potential risk of: 

• Records are not formally 

tracked and retrievable 

• Inefficient use of staff 

resource in tracking 

records 

• Non-adherence to 

legislative and policy 

requirements 

 

Recommendations Priority 

5.1 All records should be formally tracked to ensure that they are retrievable when they are needed. Medium 

Management response Target Date Responsible Officer 

5.1 Actions: 

a.) The Business case for DHR phase 3 is in development, this will include the 

scanning of paper records to be available to view in CWS/cCube Portal negating 

the need for tracking. 
 

b.) Future phases for community, District Nursing, children’s services and therapies 

are being planned and expedited and tracking will be implemented. 
 

Additional comment: 

The introduction of the Welsh Community Care Record Information System (WCCIS) 

includes tracking implementation. Phase one is live in Mental Health & Learning 

Disabilities.  

 

31/12/2023 

 

 

31/12/2023 

 

DPO & Head of IG 

 

 

Interim ADI – Governance & 

Assurance 
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Matter arising 6: Issues Escalation (Operation) Impact 

There is an inconsistent approach to escalating issues and to finding a common solution for them.  

Issues related to loose records received for scanning at On-line House are escalated back to the sender using Datix. 

However, this approach is not necessarily used by other record management centres. For example, the Coding Team 

at the Royal Gwent Hospital would not collect loose papers from the wards, even if they were marked or placed into 

the designated box for collection.  

 

Potential risk of: 

• Recurring issues 

• Issues are not identified 

and detected 

 

Recommendations Priority 

6.1 A formal process should be developed and adopted across the Health Board to share, escalate and resolve 

record management issues.  Medium 

Management response Target Date Responsible Officer 

6.1 Actions: 

a.) The Governance and Assurance group will provide the forum for divisions to 

report records management issues.  

 

b.) A Health records representative will attend these sessions and work with the 

divisions going forward to improve records management. Progress will be 

monitored and reported quarterly and recorded on the centrally held portfolio 

register for each division.  

 

c.) Clinical coding teams report issues via the Health Records management monthly 

meeting and sit on the Governance and Assurance group. As part of this process 

Clinical Coding will highlight areas where loose records have been identified. 

Additional comment: 

The new digital Welsh Nursing Care Records (WNCR) will also support by reducing the 

number of paper forms used on wards. 

 

31/03/2023 

 

31/03/2023 

 

 

31/03/2023 

 

DPO & Head of IG  

 

Deputy Head of Health Records  

 

 

Chief Nursing Information 

Officer  
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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: 

 

Substantial 
assurance 

Few matters require attention and are compliance or advisory in 

nature.  

Low impact on residual risk exposure. 

 

Reasonable 

assurance 

Some matters require management attention in control design or 

compliance.  

Low to moderate impact on residual risk exposure until resolved. 

 

Limited 

assurance 

More significant matters require management attention. 

Moderate impact on residual risk exposure until resolved. 

 

No assurance 

Action is required to address the whole control framework in this 

area. 

High impact on residual risk exposure until resolved. 

 

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. 

Prioritisation of Recommendations 

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

Priority level Explanation Management action 

High 

Poor system design OR widespread non-compliance. 

Significant risk to achievement of a system objective OR 

evidence present of material loss, error or misstatement. 

Immediate* 

Medium 
Minor weakness in system design OR limited non-compliance. 

Some risk to achievement of a system objective. 
Within one month* 

Low 

Potential to enhance system design to improve efficiency or 

effectiveness of controls. 

Generally, issues of good practice for management 

consideration. 

Within three months* 

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

Purpose 

To assess whether off-contract agency 

processes are adhered to, and related 

expenditure is appropriately monitored. 

Overview 

We have issued limited assurance on this 

area.  

We noted control design weaknesses in 

the processes in place to minimise the use 

of off-contract agency and in our 

substantive testing of a sample of shifts 

filled by off-contract agency nurses found 

instances of practices not conducive to 

the achievement of this objective. We also 

analysed the timeliness of actions set out 

within the process being completed e.g. 

the completion of a sample of rosters.  

The matters requiring management 

attention include: 

• Addressing policy/procedure expiry; 

• Lack of evidence that all other 

resource options have been 

exhausted before the approval of off-

contract agency use; 

• Establishing an end-to-end shift 

escalation timeline standard; and 

• Addressing bank and agency process 

anomalies. 

Other recommendations / advisory points 

are within the detail of the report. 

 

Report Classification 

  Trend 

Limited 

 

 

More significant matters 

require management 

attention. 

Moderate impact on 

residual risk exposure until 

resolved. 

N/A – first 

specific 

audit of 

area 

 

Assurance summary1 

Assurance objectives Assurance 

1 Policies and procedures on agency use Reasonable 

2 Processes to minimise use of agency Limited 

3 Management approval of agency use Limited 

4 Management oversight of agency use Reasonable 
 

Key matters arising Assurance 

Objectives 

Control 

Design or 

Operation 

Recommendation 

Priority 

1 Policy and procedure document review and ratification 1 Operation Medium 

2 
Evidencing compliant escalation when approving off-

contract release 

2 Design 
Medium 

3 Unfilled shift escalation timeline 2 Design Medium 

4 Roster and unfilled shift escalation anomalies 3 Operation High 

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

Following the conclusion of the fieldwork, we were provided with a revised process for 

the approval of off-contract agency. 

During October 2022 an updated process was issued by the Health Board to help 

reduce the level of off-contract variable pay. During the month, off-contract agency 

spend was £0.4m, with c.165 WTE shifts filled. Consequently, revised procedural 

documentation was issued to the nursing teams. This restated the rules for bank and 

agency approval and introduced new disciplines. The latest position with the use of off-

contract agency has shown a decreasing trend, although there was an increase again 

during December 2022. This is illustrated in the graph below.   

 

Figure: graph of RN off-contract hire in whole time equivalents (WTE) for the weeks indicated. 

This does not affect the conclusions of our audit or this report, as we had completed 

our sample selection and testing prior to the introduction of this process. However, 

whilst the revised process follows similar expectations as the previous approach, there 

has been a reduction in the total number of off-contract shifts. 

To determine if the updated controls are embedded through the revised process, we 

will select a further sample for testing. This will be reported at a later date, as an 

addendum to this audit and will focus on shifts that were placed between October 2022 

and March 2023. Upon conclusion of the additional testing, we will provide an updated 

position. 
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1. Introduction 

1.1  Framework agreements for supplying agency nurses have been in place since 

2006. Such agreements avoid the need for each NHS Wales organisation to 

conduct procurement exercises before hiring agency staff. The current All Wales 

Agency Framework Contract came into effect on 1 April 2017 and introduced 

capped hourly rates of pay to nursing agencies.   

Off-contract agencies are used as a last resort when framework contract or bank 

staff are unavailable, particularly with a typical hourly rate charged by the agency 

of between £48 and £64 (+VAT). 

Procedures are in place that provide a structure for the engagement of temporary 

staff from bank and agencies and are designed in such a way as to minimise the 

incidence of agency hire. Aneurin Bevan University Health Board (the ‘Health 

Board’) has a process to ensure the use of off-contract (non-framework) agency 

staff is restricted and is used only when all other alternatives have been 

considered. 

This audit involved a review of procedures in place in the Health Board to ensure 

these are clear, concise and complete. The audit then tested the operation of the 

processes set out in the procedures through an examination of a sample of off-

contract agency hires and a review of broader management oversight of agency 

usage. 

1.2  The following risks were considered during planning and whilst completing the 

testing: 

• insufficient staffing levels on wards, due to inadequate planning; 

• increased workforce financial costs; 

• insufficient workforce planning leading to decreased staff morale and 

attendance; 

• a lack of oversight and action taken to minimise the use of off-contract 

agency; and 

• inappropriate authorisation of the use of off-contract agency, breaching 

Standing Financial Instructions and associated policies. 

1.3  We held discussions to understand the scope of the roster approval controls in 

place, but did not reperform the roster review steps carried out by Roster 

Approvers in the Health Roster system, as this is an automated process. 

Furthermore, we did not assess the training framework in place for the Health 

Roster system.  

1.4  Ongoing recruitment activities to address the Health Board’s substantive staff 

deficit were acknowledged, but not examined in this audit. 
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2. Detailed Audit Findings 

2.1  The table below summarises the recommendations raised by priority rating: 

  Recommendation Priority 

Total 

High Medium Low 

Control Design - 2 - 2 

Operating Effectiveness 1 1 - 2 

Total 1 3 - 4 

 
 

2.2  Our detailed audit findings are set out below. All matters arising and the related 

recommendations and management actions are detailed in Appendix A. 

  

Audit objective 1: the Health Board has appropriate policies and procedures in 

place setting out the use of agencies and in particular, off contract agencies 

2.3  We sought to establish that policy and practice in this area is adequately 

documented, and that policies and procedures are up to date. 

2.4  We noted the area is covered by two key documents supplemented by a number 

of more focussed protocol documents that cover in more detail the rules that must 

be applied in the letting of a shift to the Health Board’s staff bank, and to contract 

and off-contract staff agencies. Additionally, we noted a number of system user 

guides for the operation of the systems in use in this area. Our review of these 

documents revealed the following: 

• the ‘Nurse Staffing Levels Wales (2016) Act Operational Framework and 

Escalation Process’ (which replaced the earlier ‘Nurse Staffing Escalation 
Policy’ which expired in December 2021) does not record document 

approval details or next review date (Matter Arising 1). This policy informs 

staff groups of the process and procedures for ensuring safe and appropriate 
nurse staffing for patient care and for addressing staffing shortfalls when 

creating ward rosters; and 
• the ‘Protocol for requesting, authorising & booking bank and agency clinical 

workers Standard Operating Procedure’ expired in August 2017, and in 
places describes controls that have been superseded by subsequent 

changes, and similarly requires review, amendment and ratification (Matter 

Arising 1). 

Conclusion: 

2.5  We noted a range of policy/procedure documentation covering the area of nurse 

staffing of the wards of the health board and saw one of these undated and 
another had expired and needed to be reviewed and re-ratified. We have provided 

Reasonable assurance for this objective. 
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Audit objective 2: management processes are in place that minimise the use 

of agency staff and these processes are adhered to 

2.6  We sought to establish what measures and controls are in place around the use 

of agency staff hire and whether these are operating effectively. 

2.7  We noted the Health Board carries substantial vacancies in its nursing workforce 
and has a consequent recurrent need for additional staff to cover the roster gaps 

that arise (a number of recruitment initiatives are ongoing to address the Health 
Board’s substantive nursing staff deficit, but examination of these was not in the 

scope of this audit). Fundamentally, Health Board staff bank and external agency 
staff are required where the number of substantive staff available are insufficient 

to fill the shifts of a ward’s roster. This is a regular occurrence that ward managers 

deal with on a daily basis. 

2.8  Temporary nursing staff are available from the Health Board’s own staff bank and 
from a range of ‘Framework’ (‘contract’) employment agencies with whom rates 

have been negotiated and are fixed. Where these suppliers are unable to provide 

nurses the Health Board will as a last resort turn to other non-framework (‘off-
contract’) employment agencies where higher open market rates apply, but where 

nurses are available. 

2.9  We recorded the following high-level process for the filling of roster gaps: 

• roster gaps are sent to bank and agency - roster creators transfer unfilled 
shifts (the roster ‘gaps’) to the Bank Staff system where they can be seen 

by staff who can book themselves on to them; 
• shifts are offered in this way for a period of time, although the duration of 

this period has not, until very recently, been prescribed; 
• if there is no initial take up from bank staff, the Division may opt to offer a 

flexible reward - an enhancement to the shift pay - that may result in a 
bank worker taking the shift; 

• if this is not successful, the Division may then request that the shift is let to 
contract agency providers. This is completed through the roster creator 

sending the request to the Bank Staff system from the Health Roster 

system; 
• the Bank Staff team will not action a request to release a shift to contract 

agency providers unless it has previously been offered to the Health Board 
bank staff and has been unsuccessful (although procedural documentation 

released in October 2022 now permits it); 
• after a period of time (not prescribed) has elapsed without a contract 

agency worker taking the shift, the Division may decide to let the shift to 
off-contract agencies. To do so they must obtain the approval of the 

Divisional Management team; and 
• requests for off-contract agency lets are sent by email to the Bank Staff 

team who will check that the approval of the Division to release to off-
contract agencies is evidenced (typically an e-mail from an Assistant 

Divisional Nurse or equivalent level approving the request). 
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2.10  We conducted interviews with the senior nursing staff of Scheduled Care, 
Unscheduled Care, Mental Health & Learning and Development and Primary Care 

and Community divisions who were involved in scrutiny of ward rosters and the 
approval of requests for the use of off-contract agency staff and our discussions 

covered the following aspects: 

• the tests/checks performed when approving a roster to ensure all means of 

filling gaps using substantive resources have been exhausted by the roster 
creator; 

• the tests/checks performed when examining a request for the use of off-
contract agencies to ensure all earlier steps in the escalation pathway have 

been completed; 
• the extent to which collaborative working is employed in the creation of 

ward rosters to assist the optimum sharing of resources; 
• protocols governing the timelines prescribed for releasing and escalating 

shifts through Bank, contract agency and off-contract agency; and 

• Divisional management oversight activity over rosters on their wards. 

Themes or points to note that came out of these discussions are recorded in the 

paragraphs that follow.  

2.11  We could not establish any definitive rules of which tests or checks roster 

approvers should cover when approving a roster for publication. Roster approvers 

listed aspects they typically challenge when examining a roster with gaps: 

• can the ward manager be brought ‘into the numbers’? 
• can study leave be reduced/ cancelled? 

• can substantive staff be offered additional hours/overtime? 
• can staff be pulled from earlier shifts/ later shifts (of WIP rosters) to better 

cover the aggregate gaps? 

• is annual leave, sickness etc. allocated within threshold limits? 

However, as there is no evidence generated of these controls/challenges being 
undertaken and addressed, we were unable to conduct any substantive testing to 

confirm that they take place. 

Likewise, roster approvers described the ‘roster analyser’ review tool in the Health 
Roster system, which they can use to see how a roster scores on the efficiency/ 

effectiveness indicators. However, we were unable to ascertain what, if any, 
indicator levels must be achieved to be accepted by the approver so we were 

unable to substantively test compliance in this area. 

That said, we did note the segregation of duties that exists in the roster workflow 

– where a Ward Manager creates the roster, a Senior Nurse reviews (‘partially 
approves’) the roster and an Assistant Divisional Nurse approves the roster. This 

adds a control strength, as well as additional scrutiny to the roster cycle.  

2.12  The Health Board’s protocols require that before approving the use of off-contract 

agencies a Divisional Management Team member must confirm that all stages of 
the nurse staffing escalation policy have been completed for an unfilled shift (i.e. 

released to Bank, released to contract agency, all incentives including Flexible and 
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Exceptional rewards have been widely publicised), but we were advised that 
typically these senior staff do not have access to the Health Roster system when 

approving off-contract requests. Therefore, they may not have information about 
the history of the shift required for the approval process and we did not see any 

evidence in the approval documentation that confirmation had been obtained (see 

Matter Arising 2). 

2.13  We were advised that the redeployment of staff across wards and in some cases, 
between different hospital sites is at times employed as a means of maximising 

the use of the substantive nursing workforce, but there was no analysis or metrics 

available to comment further on the frequency or impact of this process. 

2.14  We confirmed that unfilled shifts should be sent to the bank team for filling. After 
14 days (not prescribed until October 2022), contract agencies can be contacted, 

if the shift remains unfilled. However, we saw a variation in the application of this 
(see Matter Arising 3). We noted one division has developed its own protocols 

for the further steps in the escalation pathway and set guide limits for the duration 

a shift should remain on contract agency-only release, before being released to 
off-contract agencies. The maximum lead time for an off-contract agency booking 

to be made ahead of an unfilled shift was also prescribed in this division’s protocol.  

2.15  A second division is seeking guidance from the Health Board on what the 

escalation timeline should be. That said, we appreciate timelines cannot be 
mandatory since patient safety risk may at any time intervene and dictate the 

need for earlier arrangements to be made to secure cover. 

2.16  More than one division we spoke to felt there was an unmet training need with 

the Health Roster (E-roster) system. We recognise that there are multiple avenues 
to access training, including one-to-one sessions and E-roster training guides. 

Whilst this area did not form part of our audit objectives, there is an opportunity 
to identify any current training gaps within the divisions or to promote the 

resources currently available. We have included this as a separate management 

consideration, within Appendix B. 

2.17  Divisional Management teams receive weekly reports of bank, contract and off-

contract agency usage, following the launch of the Variable Pay Reduction 
initiative during quarter two of 2022/23. Typically, divisions hold weekly/monthly 

meetings around vacancies and recruitment where bank and agency usage and 
expenditure are standing agenda items. Divisions seek to reduce their use of bank 

and agency staff and two of the four that we spoke to shared their agency 
reduction plans. We were advised that the Health Roster system has a range of 

self-service reports although we are unable to confirm to what extent 

management teams are making use of these. 
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Conclusion: 

2.18  We noted a number of themes arising from our discussions with divisional staff 

where processes could be improved to strengthen control over the use of agency 

staff and have therefore provided Limited assurance for this objective. 

  

Audit objective 3: appropriate authorisation measures are in place that require 

senior management approval for all off-contract agency hire 

2.19  We noted the following key rules or measures in the creation and approval of ward 

rosters, to minimise the use of off-contract agency nursing staff. We discussed 
these with senior ward and divisional staff, prior to confirming the practices 

through further examinations and then substantive testing:  

• published roster timetables drive a cycle which requires that ward rosters 

across the Health Board are completed six weeks ahead of their start date; 
• roster creators/approvers must exhaust all local means of covering duty 

rosters before the use of bank or agency is authorised e.g. additional hours, 

overtime; 
• at the time completed rosters are published all unfilled shifts (gaps) should 

be sent to the Health Board’s staff bank (the ‘bank’) to ensure the maximum 
available time to fill shifts is provided; 

• shifts should not be sent to the agencies to fill until they have been out to 
bank for 14 days; 

• contract agency bookings must be authorised by a Senior Nurse as a 
minimum; and 

• off-contract agency usage should only be used in exceptional circumstances 

and be authorised via the Divisional Management team. 

2.20  We conducted substantive testing on a sample of 20 off-contract agency hires 
across the three month period 1st April – 30th June 2022 in which we recorded the 

following exceptions (with reference to the policies and procedures in force at that 
time and denoted as ‘exception point’) and observations (with reference to good 

or beneficial practice and denoted as ‘practice point’) (see Matter Arising 4, 

except where noted): 

• delayed roster approval (exception point): actual roster approval dates were 

past those set within the timetable in 13 of 20 cases, up to 34 days in one 
case; 

• delay in release of gap shifts to bank (practice point): in 14 of 20 cases 
there was a delay in the release of the shift to staff bank following the actual 

roster approval date, with a maximum delay of 52 days; 
• release of shift to contract agency after only a very short time on bank or 

at same time as release to bank (practice point): 17 of 20 cases were 
released to contract agencies within 1 week of bank release, 7 of which were 

released to bank and contract agencies on the same day; 
• release to contract and off-contract agencies on the same day (practice 

point): in 5 of the 20 cases the shift was released to contract and off-
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contract agencies on the same day (1, 1, 2, 3 and 13 days ahead of the 
shift date); 

• approval for release to off-contract agencies ahead of the last 48 hours 
before the shift begins (practice point): 

▪ in 13 of 20 cases, approval for release to off-contract agencies was 
given more than 2 days ahead of the shift, the maximum lead time in 

these exceptions being 19 days. Some of these had periods on the bank 
and/ or contract agencies prior to their release to off-contract agencies, 

others were escalated rapidly to the latter;  
▪ e-mails evidencing the approval of the division to the release of the shift 

to off-contract agencies of at least six cases in our sample listed multiple 
shifts for which this approval was being given, 133 in one instance, 

some of these including shifts that were over two weeks hence (see 
matter arising 2); 

• approval evidence for off-contract agency (practice point): there were two 

cases where the division’s approval email does not definitively state the use 
of off-contract agency is being approved (however, we did ascertain that 

the Bank Staff team confirmed that these requests were specifically for off-

contract agency) (see matter arising 2). 

In a broader review of all off-contract agency usage data across the same period 
we noted that 49% of divisional approvals were given more than two days ahead 

of the shift start, with a maximum lead of 24 days. 

 

Conclusion: 

2.21  We noted a high incidence of exceptions to the prescribed rules in the off-contract 

agency use sample testing and thus we have provided Limited assurance for this 

objective. 

  

Audit objective 4: there is appropriate management and oversight of off-

contract agency, including action taken to minimise its use 

2.22  We sought to establish the range of management oversight activity that operates 
over the use of off-contract agency and noted the areas covered in the paragraphs 

that follow. We note there is at present considerable management focus on 
increased agency usage because of its increased level, high cost and possible 

patient safety impact. 

2.23  Weekly reports of bank and agency usage are provided to the divisions, senior 

workforce management and the Executive team, as well as analysis and 
information on filled and unfilled shifts (divisional management oversight activities 

of the area have been recorded earlier in this report under objective 2). 

2.24  Bank and agency usage are also under scrutiny within the ward ‘deep dives’ which 

take place on wards that fall under the Nursing Staff Levels (Wales) Act 2016. 
Primarily these bi-annual reviews, the results of which are reported to Welsh 
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Government, examine ward staffing levels from the safety perspective and are 
frequently used to re-calculate the ward establishment profiles and review roster 

parameters. 

2.25  Due to several factors linked to the impact of the pandemic, agency usage has 

increased since 2019 and registered nursing is one of the three staff groups which 
has seen the most notable increases. Since the launch of the Variable Pay 

Reduction (VPR) Plan during quarter two of 2022/23 there has been an increased 
use, with divisions and the Executive Team receiving each month more detailed 

analysis and information of roster efficiency and agency usage. This includes the 

new usage tracker, which informs and directs reduction development work.  

2.26  As part of the VPR Plan, the Agency Reduction Project Board (APB) has begun 
work on a range of initiatives to reduce bank, contract and off-contract agency 

usage going forward. The APB meet each month and we noted that the Bank 

Operational Group/Workstream of the programme is tasked to do the following: 

• action registered nurse off contract and healthcare support workers 

reduction plan; 
• develop and monitor bank controls and rules including agency booking for 

non-medical staff; 
• review and monitor Bank pay incentives; 

• ensure regular communications to bank workers, roster co-ordinators, 
managers and agencies as appropriate; and 

• development and issue of data sets to support activity and monitoring. 

The APB, which also receives the monthly usage tracker, has set targets for the 

delivery of planned reductions in agency usage in early 2023, with divisions 
responding with action plans accordingly. Although we have seen examples of 

the documentation of the VPR and APB, we have not conducted any audit testing 

of the contents of any of these. 

Conclusion: 

2.27  We note management oversight activity is monitoring bank and agency usage 

and, responding to the increased levels now being reported, the Health Board has 

instigated an agency reduction plan, which has set targets for the delivery of 
reductions/elimination in early 2023. We have provided Reasonable assurance 

for this objective. 

  

12/21 359/474



  
Use of Off-contract Agency Appendix A 

  

 

  

  

NWSSP Audit and Assurance Services 13 
 

Appendix A: Management Action Plan 

Matter arising 1: Policy and procedure document review and ratification (Operation) Impact 

We noted the following in our review of policies and procedures linked to bank and agency hire: 

• the ‘Nurse Staffing Levels Wales (2016) Act Operational Framework and Escalation Process’ (which replaced the 

earlier ‘Nurse Staffing Escalation Policy’ which expired in December 2021) does not record document approval 

details or next review date. This policy informs staff groups of the process and procedures for ensuring safe and 

appropriate nurse staffing for patient care and for addressing staffing shortfalls when creating ward rosters; and 

• the ‘Protocol for requesting, authorising & booking bank and agency clinical workers Standard Operating 

Procedure’ expired in August 2017, and in places describes controls that have been superseded by subsequent 

system changes, and similarly requires review, amendment and ratification. 

Potential risk of non-compliance 

with current workflows and 

priorities. 

Recommendations Priority 

1.1 We recommend the undated/ expired documents are reviewed, updated and ratified as a matter of priority. Medium 

Management response Target Date Responsible Officer 

1.1 Nurse Staffing Levels Wales (2016) Act Operational Framework and Escalation 

Process will now have approval date added and next review date. 

It is acknowledged that “The Protocol for requesting, authorising & booking bank and 

agency clinical workers Standard Operating Procedure” expired in 2017.  The practice 

contained in the document remained the same up until the Covid Pandemic.  During 

this time priority was to secure clinical staff to ensure our wards and our staff were 

safe.  Subsequently, in 2022 the bank Rules have been reviewed and issued.  This 

protocol will be reviewed in line with the implementation of safecare. 

January 2023 

 

March 2023 

Deputy Director of Nursing 

 

Head of Strategic Resourcing 

Workforce and Development. 
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Matter arising 2: Compliant escalation evidence (Design) Impact 

The divisional management team staff approving requests for off-contract agency release do not typically record 

what evidence/checks have been completed, to ensure that all stages in the nurse staffing escalation policy 

document have been adhered to (i.e. released to bank, released to contract agency, all incentives including flexible 

and exceptional reward).  

Where individual shifts are requested, there is sufficient scope to ensure that all steps have been completed. 

However, where multiple shifts are being submitted for approval within one email, together with the lack of a 

documented approval process / template, there is an increased risk that the scrutiny can not be adequately 

enforced. Within our sample we found the following examples: 

• at least six cases in our sample that listed multiple shifts in one email request for divisional approval. In one 

instance there was a request for 133 shifts for approval, some of these included shifts that were over two weeks 

hence; and 

• there were two cases where the division’s approval email does not definitively state the use of off-contract 

agency is being approved (however, we did ascertain that the Bank Staff team confirmed that these requests 

were specifically for off-contract agency). 

Potential risk that unfilled shifts 

may be released to off-contract 

agencies before all other 

alternatives have been 

exhausted. 

Recommendations Priority 

2.1 We recommend that divisional management teams include within their approval emails for off-contract 

agency confirmation that all pre-requisite checks have been completed. This could take the form of a small 

template checklist. In addition, there should be a limit to the number of shifts that can be approved for each 

email request / approver. 

Medium 

Management response Target Date Responsible Officer 

2.1 Staff requesting off-contract agency reminded of the need to ensure it is confirmed 

via email that all stages of the escalation process have been considered prior to 

escalation to off-contract agency. 

February 2023 Deputy Director of Nursing 
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Matter arising 3: Unfilled shift escalation timeline (Design) Impact 

We noted that escalation timelines are not prescribed beyond the requirement that shifts to be filled are sent to the 

staff bank immediately after the roster has been approved and that these should not then be released to contract 

agencies until 14 days have elapsed (we noted these timelines were not prescribed at all until October 2022). 

Sample testing revealed the following: 

• a wide variation in elapsed time between the release of an unfilled shift to contract agency and its 

subsequent release to off-contract agency; and 

• approvals for the release of unfilled shifts to off-contract agency being issued between same day approval to 

more than two weeks ahead of the shift date. 

We noted that one division had devised and adopted its own protocol to guide staff dealing with these escalations, 

and a second division is seeking guidance from the Health Board on the practice to be followed. 

Risk that opportunities to fill a 

shift with bank or contract 

agency staff are missed because 

insufficient time is given for 

responses before the shift is 

released to the next level. 

Recommendations Priority 

3.1 We recommend that the Health Board issue best practice guidance prescribing the unfilled shift escalation 

timeline. This should encompass the end-to-end process requirements, to assist divisional staff in managing 

the process of filling roster gaps. There may be exceptions to 14 day rule, but these should be defined, with 

an appropriate approval process in place. 

Medium 

Management response Target Date Responsible Officer 

3.1 The Off contract Agency Request Escalation process outlines the various steps for filling 

shifts with agency.  There are not timelines recommended and this was fit for purpose 

during the covid period.  

However, whilst mentioned in the matters arising the recommendation does not 

acknowledge that these recommendations have been amended in October 22 as part 

of the VPR programme of work. 

The Resource Bank Rules came into effect in October 2022.  The application of the 14 

day rule for sending shifts to contract agencies has now been extended to 28 days, 

this is from the point the roster is released. This is to ensure the majority of shifts go 

out to substantive and bank workers in the first instance.   However, it is 

acknowledged that rosters are live and will continually change as staff become absent 

Completed October 

2022 – reviewed and 

redistributed January 

2023. 

Assistant Workforce Director 
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due to a variety of reasons such as sickness, compassionate leave or demand 

increases.  During these circumstance decisions will need to be made in regards the 

most appropriate means to fill shifts at short notice to ensure patient safety. 
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Matter arising 4: Roster and unfilled shift escalation anomalies (Operation) Impact 

We noted the following in our substantive testing of a sample of 20 off-contract agency hires, across the three-

month period 1st April – 30th June 2022: 

• actual roster approval dates were past those set within the timetable in 13 of 20 cases, up to 34 days in one 

case; 

• in 14 of 20 cases there was a delay in the release of the shift to staff bank following the actual roster approval 

date, with a maximum delay of 52 days; 

• 17 of 20 cases were released to contract agencies within 1 week of bank release, 7 of which were released to 

bank and contract agencies on the same day; 

• in 5 of the 20 cases the shift was released to contract and off-contract agencies on the same day (1, 1, 2, 3 and 

13 days ahead of the shift date); 

• in 13 of 20 cases, approval for release to off-contract agencies was given more than 2 days ahead of the shift, 

the maximum lead time in these exceptions being 19 days; 

In a broader review of all off-contract agency usage data across the same period we noted that 49% of divisional 

approvals were given more than two days ahead of the shift start, with a maximum lead of 24 days. 

Risk that the Health Board may 

be missing opportunities to fill 

shifts that are released to off-

contract agencies with bank or 

contract agency staff. 

Recommendations Priority 

4.1 We recommend that the Health Board monitor and address any compliance issues with the current process in 

use. Where anomalies are identified going forward, these should be investigated and training provided to 

assist with the embedding of the controls. Furthermore, 

• rosters should be prepared in a timely manner; 

• shifts should be released to the bank, contract and off-contract agencies at the appropriate time, with 

sufficient time to ensure all alternative options are considered. 

High 

Management response Target Date Responsible Officer 

4.1 This recommendation does not acknowledge that this has been actioned. 

The new Bank Rules (October 22) and Agency Reduction Programme provide 

mechanisms to ensure that any anomalies are picked up, highlighted and addressed. 

Completed Divisional Nurses 
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During the Covid Pandemic patient safety was the Health Boards priority, it is 

recognised that some practices highlighted within the audit were undertaken as a 

consequence of these exceptional circumstances.  

Practises such as: releasing shifts to bank and agency on the same day, releasing to 

on and off contract agency on the same day, the release to off-contract prior to the 

shift date is considered appropriate, if the circumstances dictate this as being necessary 

to maintain patient safety. In addition, the practice of using off contract agency directly 

was approved during various stages of responding to the COVID pandemic and most 

recent winter pressures which have extended into the year (evidence provided). It was 

recognised that this practice required review and this action has already been 

incorporated into the VPR plan. 

An Executive led VPR programme is now in place to ensure practices are closely 

monitored, this includes: a programme structure supported by an action plan, review 

of roster rules and regular communications with Divisional triumvirate to ensure 

application and progress. 

These interventions are in place to monitor adherence to the revised rules with the aim 

of reducing agency and specifically off contract agency by February 23.  Since October 

there has been a reduction in agency usage. 

Target dates and responsible officers are in line with the programme plan and action 

plan. 

Audit and Assurance Comment 

Following the conclusion of the fieldwork, we were provided with a revised process for 

the approval of off-contract agency. Whilst we reviewed the process, we have not 

tested a sample against the new approach. Subsequent to the audit, we have 

confirmed that the spend on off-contract agency had decreased during November 

2022. However, we have not tested or concluded on adherence to the October 2022 

process for the use of off-contract agency. 

 

To determine this, we will select a further sample for testing. This will be reported at 

a later date, as an addendum to this audit and will focus on shifts that were placed 

between October 2022 and March 2023. Upon conclusion of the additional testing, we 

will provide an updated position. 
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Appendix B: Management Consideration 

 

Management Consideration 1: Ward roster procedures training  Impact 

We identified numerous e-roster guides hosted on the intranet, which include comprehensive instructions for 

different scenarios, and we found them to be of a high quality. However, we received responses from interviewees 

that, as new starters, they had not received e-roster training. 

Whilst there is a suite of training documentation in place to assist new users with the electronic roster, there is a risk 

that not all applicable staff are aware of this.    

Risk that the creators of ward 

rosters, reviewers and approvers 

do not use Health Roster system 

functionality as intended. 

Recommendation Priority 

We recommend that divisional nurses ensure that all applicable staff are directed towards the training and support 

materials available.  
N/A 
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Appendix C: 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: 

 

Substantial 
assurance 

Few matters require attention and are compliance or advisory in 

nature.  

Low impact on residual risk exposure. 

 

Reasonable 

assurance 

Some matters require management attention in control design or 

compliance.  

Low to moderate impact on residual risk exposure until resolved. 

 

Limited 

assurance 

More significant matters require management attention. 

Moderate impact on residual risk exposure until resolved. 

 

No assurance 

Action is required to address the whole control framework in this 

area. 

High impact on residual risk exposure until resolved. 

 

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. 

Prioritisation of Recommendations 

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

Priority level Explanation Management action 

High 

Poor system design OR widespread non-compliance. 

Significant risk to achievement of a system objective OR 

evidence present of material loss, error or misstatement. 

Immediate* 

Medium 
Minor weakness in system design OR limited non-compliance. 

Some risk to achievement of a system objective. 
Within one month* 

Low 

Potential to enhance system design to improve efficiency or 

effectiveness of controls. 

Generally issues of good practice for management 

consideration. 

Within three months* 

* Unless a more appropriate timescale is identified/agreed at the assignment. 
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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 2022. 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 current and planned Audit Wales work. Accounts and performance audit work 

are considered, and information is also provided on the Auditor General’s wider 

programme of national value for money examinations and the work of our Good 

Practice Exchange (GPX). 

2 Following stakeholder consultation, Audit Wales has published the Fee Scheme for 

2023-24, approved by the Senedd, which provides the basis on which we charge 

fees. The Fee Scheme reflects our approved Estimate for 2023-24 and sets out: 

• The enactments under which we charge audit fees. 

• The arrangements for setting those fees, which comprise either: 

‒ Fee scales that set out fee ranges for particular areas of audit work in 

local government; or 

‒ Fee rates for work not covered by fee scales. 

Accounts audit update 

3 Exhibit 1 summarises the status of our key accounts audit work to be reported 

during 2021-22. 

Exhibit 1 – Accounts audit work 

Area of work Current status 

Audit of the 2021-22 

Performance Report, 

Accountability Report and 

Financial Statements 

Complete.  

 

The Auditor General certified the Performance 

Report, Accountability Report, and Financial 

Statements on 17 June 2022 and were laid 

before the Senedd the same day. 

2021 Audit Plan Completed; presented to the April Committee 

meeting.  

Audit of Accounts Report Completed and ISA 260 report presented to the 

June Committee meeting. 
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Area of work Current status 

Charitable Funds: 

• 2021-22 Audit Plan 

• Audit of Charitable 

Funds financial 

statements 

Complete 

The Audit Plan 2022 and the Audit of Accounts 

Report 2021-22 was presented to the 

Charitable Funds Committee and Board in 

January 2023.  

The Charitable Fund financials statements 

were signed by the Auditor General on 27 

January 2023. 

 

 

 

Performance audit update 

4 The following tables set out the performance audit work included in our current and 

previous Audit Plans, summarising: 

• work completed (Exhibit 2); 

• work that is currently underway (Exhibit 3); and  

• planned work not yet started or revised (Exhibit 4). 

Exhibit 2 – Work completed 

Area of work Considered by Audit. Risk and 

Assurance Committee 

Structured Assessment 2022 Completed and findings to be 

presented to Audit, Risk and Assurance 

Committee in February 2023 

Review of Arrangements for 

Securing Efficiencies 

Completed and findings to be 

presented to Audit, Risk and Assurance 

Committee in February 2023.  

Annual Audit Report 2022 Completed and to be presented to the 

Committee in February 2023.  
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Exhibit 3 – work currently underway 

Topic and 

relevant 

Executive 

Lead 

Focus of the work Current status and 

Audit and Risk and 

Assurance 

Committee 

consideration 

Orthopaedic 

Follow up 

review 

 

Executive 

Lead: Leanne 

Watkins 

This review is examining the 

progress made in response to 

our 2015 recommendations. The 

report will take stock of the 

significant elective backlog 

challenges and consider the 

impact of the pandemic and 

orthopaedic service recovery. 

Therefore, reporting was moved 

to 2022. 

Current Status: 

All-Wales summary 

report issued to 

Welsh Government as 

draft.  

 

Currently preparing a 

discrete Annex for 

each Health Board.  

 

Unscheduled 

care 

arrangements 

 

Executive 

Lead: Leanne 

Watkins / 

Chris 

O’Conner  

This work has been carried 

forward from the 2020 Audit Plan 

and will initially look to provide a 

high-level whole system 

overview of the unscheduled 

care. The overview will be 

informed by the development of 

an interactive database covering 

all aspects of the unscheduled 

care pathway. Further work will 

then be undertaken on specific 

elements of unscheduled care 

pathway, with a likely focus on 

activities to signpost patients to 

the most to appropriate care 

Unscheduled Care 

Blog issued April 

2022 alongside data 

tool. 

 

Fieldwork underway 

 

Planned date for 
consideration: June 
2023.   

 

6/10 374/474



 

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

Board 

Topic and 

relevant 

Executive 

Lead 

Focus of the work Current status and 

Audit and Risk and 

Assurance 

Committee 

consideration 

setting, and to manage patient 

flow through the system. 

Exhibit 4 – Planned work not yet started or revised 

Topic and 

relevant 

Executive Lead 

Focus of the work Current status 

and Audit, 

Risk and 

Assurance 

Committee 

consideration 

Follow-Up of 

Primary Care 

Services 

Follow-up of recommendations 

made in our Primary Care services 

review 

Date for 
consideration 
to be 
confirmed. 

All-Wales 

thematic on 

workforce 

planning 

arrangements 

This work will examine the 

workforce risks that NHS bodies are 

experiencing currently and are likely 

to experience in the future. It will 

examine how local and national 

workforce planning activities are 

being taken forward to manage 

those risks and address short-, 

medium- and longer-term workforce 

needs. The work will be tailored to 

align to the responsibilities of 

individual NHS bodies in respect of 

workforce planning. 

We issued the 

project brief in 
November.  
 
The fieldwork 
is planned in 
the next 
calendar year. 
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Good Practice events and products 

5 In addition to the audit work set out above, we continue to seek opportunities for 

finding and sharing good practice from all-Wales audit work through our forward 

planning, programme design and good practice research.  

6 There has been one Good Practice Exchange (GPX) event since we last reported 

to the Committee on 12th January. Finance for the Future Conference 2022 | Audit 

Wales. Details of future events are available on the GPX Website. 

NHS-related national studies and related 
products 

7 The Audit, Risk and Assurance Committee may also be interested in the Auditor 

General’s wider programme of national value for money studies, some of which 

focus on the NHS and pan-public-sector topics. These studies are typically funded 

through the Welsh Consolidated Fund and are presented to the Public Accounts 

and Public Administration Committee at the Senedd to support its scrutiny of public 

expenditure.  

8 Exhibit 5 provides information on the NHS-related or relevant national studies 

published since our last Committee Update. It also includes all-Wales summaries 

of work undertaken locally in the NHS.  

Exhibit 5 – Recent NHS-related or relevant studies and all-Wales summary reports 

Title Publication date 

Learning from Cyber Attacks 

The key messages will be summarised in a separate 

paper to be considered in the Audit, Risk and 

Assurance Committee private meeting in February 

2023 

October 2022 
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 Audit Wales 

24 Cathedral Road 

Cardiff CF11 9LJ 

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 ffôn yn Gymraeg a Saesneg. 
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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 to the Senedd 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 2022 

No liability is accepted by the Auditor General or the 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 and Wales Audit Office 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 ffôn yn Gymraeg a 
Saesneg. Ni fydd gohebu yn Gymraeg yn arwain at oedi. 

This document is also available in Welsh. 
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Summary report 
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About this report 
1 This report summarises the findings from my 2022 audit work at Aneurin Bevan 

University Health Board (the Health Board) undertaken to fulfil my responsibilities 
under the Public Audit (Wales) Act 2004. That Act requires me to:  
• examine and certify the accounts submitted to me by the Health Board, and 

to lay them before the Senedd; 
• satisfy myself that expenditure and income have been applied to the 

purposes intended and are in accordance with authorities; and 
• satisfy myself that the Health Board has made proper arrangements for 

securing economy, efficiency, and effectiveness in its use of resources. 
2 I report my overall findings under the following headings: 

• Audit of accounts 
• Arrangements for securing economy, efficiency, and effectiveness in the use 

of resources 
3 This year’s audit work took place at a time when NHS bodies continued to respond 

to the unprecedented and ongoing challenges presented by the COVID-19 
pandemic. Health bodies were not only tackling the immediate challenges 
presented by the public health emergency but were also seeking to recover and 
transform services to respond to the significant numbers of people who are waiting 
for treatment and improve population health. My work programme, therefore, was 
designed to best assure the people of Wales that public funds are well managed. I 
have considered the impact of the current crisis on both resilience and the future 
shape of public services.  

4 I aimed to ensure my work did not hamper public bodies in tackling the crisis, whilst 
ensuring it continued to support both scrutiny and learning. We largely continued to 
work and engage remotely where possible through the use of technology, but 
some on-site audit work resumed where it was safe and appropriate to do so. This 
inevitably had an impact on how we deliver audit work but has also helped to 
embed positive changes in our ways of working. 

5 As was the case in the previous two years, the delivery of my audit of accounts 
work has continued mostly remotely. The success in delivering it reflects a great 
collective effort by both my staff and the Health Board’s officers. 

6 I have adjusted the focus and approach of my performance audit work to ensure its 
relevance in the context of the crisis and to enable remote working. I have 
commented on how NHS Wales is tackling the backlog of patients waiting for 
planned care. My local audit teams have commented on how governance 
arrangements have adapted to respond to the pandemic, and the impact the crisis 
has had on service delivery.  

4/24 382/474



 

Page 5 of 24 - Annual Audit Report 2022 – Aneurin Bevan University Health Board 

7 This report is a summary of the issues presented in more detailed reports to the 
Health Board this year (see Appendix 1). I also include a summary of the status of 
work still underway, but not yet completed.   

8 Appendix 2 presents the latest estimate of the audit fee that I will need to charge 
to cover the costs of undertaking my work, compared to the original fee set out in 
the 2022 Audit Plan. 

9 Appendix 3 sets out the audit of accounts risks set out in my 2022 Audit Plan and 
how they were addressed through the audit. 

10 The Chief Executive and the Director of Finance have agreed the factual accuracy 
of this report. We will agree the timing of the presentation of this report at Audit 
Committee and full Board meeting early in 2023. We strongly encourage the Health 
Board to arrange its wider publication. We will make the report available to the 
public on the Audit Wales website after the Board have considered it. 

11 I would like to thank the Health Board’s staff and members for their help and co-
operation throughout my audit. 

Key messages 

Audit of accounts 
12 I concluded that the Health Board ’s accounts were properly prepared and 

materially accurate and issued an unqualified audit opinion on them. My work did 
not identify any material weaknesses in internal controls (as relevant to my audit) 
however I brought some issues to the attention of officers and the Audit Committee 
for improvement. 

13 The Health Board achieved financial balance for the three-year period ending 31 
March 2022, however it incurred expenditure on NHS Clinicians’ pension tax 
liabilities, which I deem to be outside its powers to spend, so I issued a qualified 
opinion on the regularity of the financial transactions within the Health Board’s 
2021-22 accounts. 

14 Alongside my audit opinion, I placed a substantive report on the Health Board’s 
accounts to highlight the NHS Clinicians’ pension tax liabilities issue. 

Arrangements for securing efficiency, effectiveness, and 
economy in the use of resources 
15 My programme of Performance Audit work has led me to draw the following 

conclusions: 
• the Health Board has clearly articulated its corporate quality governance 

arrangements and its aims for quality and safety. However, there remain 
weaknesses at a divisional and directorate level which could impact the flow 
of assurance from floor to board. 
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• my structured assessment found: 
‒ while the Health Board has taken positive steps to improve the 

effectiveness of its corporate governance arrangements, opportunities 
exist to enhance these arrangements further to address key risks and 
operational pressures.  

‒ the Health Board needs to revisit its clinical strategy to ensure that 
clinical and medium-term plans help to drive service improvement and 
help to shape long-term sustainable services.    

‒ the Board needs to strengthen its focus on addressing financial 
challenges and risks and ensure greater oversight of financial 
recovery measures. 

‒ whilst there are reasonable arrangements in place to identify scope for 
savings, operational delivery of savings plans has proved challenging. 

‒ there are reasonable arrangements for supporting staff wellbeing, 
digital resources and managing the estate and physical assets, but I 
have highlighted some areas for improvement. 

• despite the additional investment in waiting list recovery, the significant 
growth in the numbers of people waiting is likely to mean that waiting lists 
will not return to pre-pandemic levels for many years.  

16 These findings are considered further in the following sections. 
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Audit of accounts 
17 Preparing annual accounts is an essential part of demonstrating the stewardship of 

public money. The accounts show the organisation’s financial performance and set 
out its net assets, net operating costs, gains and losses, and cash flows. My 
annual audit of those accounts provides an opinion on both their accuracy and the 
proper use (‘regularity’) of public monies. 

18 My 2022 Audit Plan set out the key risks for audit of the accounts for 2021-22 and 
these are detailed along with how they were addressed in Appendix 3 Exhibit 4. 

19 My responsibilities in auditing the accounts are described in my Statement of 
Responsibilities publications, which are available on the Audit Wales website. 

Accuracy and preparation of the 2021-22 accounts 
20 I concluded that the Health Board ’s accounts were properly prepared and 

materially accurate and issued an unqualified audit opinion on them. My 
work did not identify any material weaknesses in internal controls (as 
relevant to my audit) however I brought some issues to the attention of 
officers and the Audit Committee for improvement. 

21 The Health Board provided me with their draft financial statements and their draft 
Performance Report and Accountability Report by the deadlines set out by Welsh 
Government. The draft documents and the supporting working papers were of 
good quality.  

22 I must report issues arising from my work to those charged with governance (the 
Audit Committee) for consideration before I issue my audit opinion on the 
accounts. My Financial Audit Engagement Lead reported these issues on 13 June 
2022. Exhibit 1 summarises the key issues set out in that report. 

Exhibit 1: issues reported to the Audit Committee 

Issue Auditors’ comments 

Uncorrected 
misstatements 

There was one misstatement in the accounts that was 
above our trivial level (£0.854 million) but lower than 
materiality (£17.081 million). This was discussed with 
management, but in line with Welsh Government 
guidance remained uncorrected.  
NHS land and buildings are subject to full revaluations 
every five years by the District Valuer Services (DVS). 
In the intervening years, the value of these assets is 
indexed using indices advised by the DVS. In August 
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Issue Auditors’ comments 

2021 the DVS provided the rates to be in 2021-22. 
The index quoted for buildings was 5%. In March 
2022, due to increases in building costs, the DVS 
updated the buildings indexation rate to 7% for the 
last quarter of 2021-22.  
In line with all other Welsh health bodies and in 
compliance with instructions from the Welsh 
Government under Technical Update 7, the Health 
Board did not apply the latest rate in their calculation 
of indexation within the financial statements.  
This resulted in the following misstatements: 
• an increase of £11.047 million in the value of land 

and buildings in respect of indexation, as at 31 
March 2022; 

• an increase in depreciation of £101,000 for 2021-
22 to be charged to the Statement of 
Comprehensive Net Expenditure; 

• a reversal of past impairments of £7.577 million 
for 2021-22 to be credited to the Statement of 
Comprehensive Net Expenditure; and. 

• an increase in the revaluation reserve of £3.470 
million, as at 31 March 2022.  

Both individually and collectively, these unadjusted 
misstatements were not material to the financial 
statements. Therefore, the non-correction did not 
adversely affect my audit opinion. 

Corrected 
misstatements 

There were several corrected misstatements which 
corrected classification errors, removed those assets 
with a nil net book value from the accounts which the 
Health Board no longer owned or provided additional 
narrative disclosures.  

Other significant issues There were two significant issues arising from my 
audit of the accounts: 
Property, plant and equipment 
Due to COVID, the Health Board decided not to 
undertake its annual asset impairment review and the 
process for verifying asset existence as at 31 March. 
As part of our review of asset lives, my team sample 
tested assets recorded as having a Net Book Value 
(NBV) of ‘nil’. My review of these assets found a total 
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Issue Auditors’ comments 

error rate of 33% for the total population sample 
tested. 
Further work was undertaken by the Finance Team to 
provide assurance that the GBV was not materially 
miss-stated. The Finance Team received confirmation 
for assets totalling a GBV of £24.4 million, of which 
£5.1 million was confirmed as no longer in use and 
the financial statements were amended accordingly. 
In addition, responses from departments highlighted 
uncertainty over asset existence to a further value of 
£1.5 million, leading to a potential error of 25% (£6.6 
million out of £25.9 million responses). 
Extrapolation of this error rate to the remaining £24 
million assets, indicates a potential misstatement of 
£6 million, which was below my materiality for the 
financial statements. 
For 2022-23, I recommended that asset verification 
reviews are undertaken annually, to ensure the 
verification of asset existence and values are correct 
and not materially mis-stated as at 31 March. 
 
Remuneration Report 
My work identified several amendments to the 
Remuneration Report which included: 
• inclusion of annualised salaries for those 

individuals who were only in post for part of the 
year; and 

• inclusion of correct post titles. 
The note was both further complicated by the number 
of staff changes at Senior Management level and 
Board members. 
For 2022-23, I recommended that the compilation of 
the Remuneration Report is reviewed to ensure 
compliance with the relevant guidance from the Welsh 
Government. 

 
23 I also undertook a review of the Whole of Government Accounts return. I 

concluded that the counterparty consolidation information was consistent with the 
Health Board’s financial position on 31 March 2022 and the return was prepared in 
accordance with the Treasury’s instructions. 

24 My separate audit of the Charitable Funds financial statements is complete. The 
accounts were approved by the Charitable Funds Committee on 19 January 2023, 
and signed, following consideration of my report on the financial statements, by the 
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Trustees following the Board meeting on 25 January 2023. I issued my audit 
opinion on 27 January 2023. 

Regularity of financial transactions  
25 The Health Board’s financial transactions must be in accordance with authorities 

that govern them. The Health Board must have the powers to receive the income 
and incur the expenditure. Our work reviews these powers and tests that there are 
no material elements of income or expenditure which the Health Board does not 
have the powers to receive or incur. 

26 Where a Health Board does not achieve financial balance, its expenditure exceeds 
its powers to spend and so I must qualify my regularity opinion. 

27 The Health Board achieved financial balance for the three-year period ending 
31 March 2022, however it incurred expenditure on NHS Clinicians’ pension 
tax liabilities, which I deem to be outside its powers to spend, so I issued a 
qualified opinion on the regularity of the financial transactions within the 
Health Board’s 2021-22 accounts.  

28 For the financial year ending 31 March 2022, the Health Board achieved an in-year 
surplus of £0.249 million against its revenue resource allocation and an in-year 
surplus of £0.050 million against its capital resource allocation. 

29 For the three-year period ending 31 March 2022, the Health Board achieved 
financial balance with a cumulative surplus of £0.526 million for revenue 
expenditure. The Health Board also met its duty to break-even in relation to capital 
expenditure with a surplus of £0.091 million over the same three-year period. 

30  I qualified the regularity opinion because the financial statements included a 
provision (and corresponding expenditure) of £756,155, relating to the Health 
Board’s estimated liability arising from a Ministerial Direction in 2019. The Direction 
instructed payments to be made to clinical staff, if claimed, to restore the value of 
their pension benefits packages.  

31 For NHS clinicians who opted to claim the financial offer to settle their annual 
allowance tax charges arising from their 2019-20 NHS pension savings, their NHS 
employers would meet the impact of those personal tax-charges on their pension 
when they retire. Claims that were submitted by the deadline of 31 March 2022 
were accounted for as expenditure within the 2021-22 financial statements. In my 
view, this expenditure is irregular and material by its nature. 

32 Alongside my audit opinion, I placed a substantive report on the Health 
Board’s accounts to highlight the NHS Clinicians’ pension tax liabilities 
issue. 

33 I have the power to place a substantive report on the Health Board’s accounts 
alongside my opinions where I want to highlight issues. Due to the issue set out 
above, I issued a substantive report setting out the factual details relating to the 
NHS Clinicians’ pension tax liabilities.  
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Arrangements for securing efficiency, 
effectiveness, and economy in the use of 
resources 
34 I have a statutory requirement to satisfy myself that the Health Board has proper 

arrangements in place to secure efficiency, effectiveness, and economy in the use 
of resources. I have undertaken a range of performance audit work at the Health 
Board over the last 12 months to help me discharge that responsibility. This work 
has involved: 
• reviewing the effectiveness of the Health Board’s quality governance 

arrangements.  
• undertaking a structured assessment of the Health Board’s corporate 

arrangements for ensuring that resources are used efficiently, effectively, 
and economically. 

• undertaking a high-level review of how NHS Wales is tackling the planned 
care backlog.  

• undertaking a high-level review of the arrangements for planning, delivering, 
and monitoring of efficiency and savings.  

35 My conclusions based on this work are set out below. 

Quality governance arrangements 
36 My review examined whether the organisation’s governance arrangements support 

delivery of high quality, safe and effective services. The review focused on both the 
operational and corporate approach to quality governance, organisational culture 
and behaviours, strategy, structures and processes, information flows and 
reporting.  

37 My work found that that the Health Board has clearly articulated the corporate 
arrangements for quality governance and its key areas of focus for quality 
and safety. However, there remain weaknesses at a divisional and directorate 
level which could impact the flow of assurance from floor to board. 

38 The Health Board has clearly articulated its annual key areas of focus for quality 
and safety and has reasonable arrangements for monitoring risk. It’s developing 
quality improvement arrangements and complaints performance and learning 
lessons is improving. The Health Board has a values and behaviours framework, it 
encourages staff to raise concerns and there is collective responsibility for quality 
and safety amongst Executive Leadership. Corporate quality and safety structures 
and processes are clear and arrangements for monitoring quality and safety 
information are improving.  

39 However, there are gaps in flows of assurance and the quality assurance 
framework needs to provide clarity around how a ‘floor to board’ quality and safety 
assurance system operates in practice. There is insufficient capacity amongst 
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operational staff and management to effectively support quality governance and 
systems of assurance and quality improvement at operational levels require 
strengthening. The Health Board’s Putting Things Right policy is out-of-date and 
needs reviewing. There are also opportunities for the Health Board to improve how 
it captures and learns from patient experience and more to do to ensure that staff 
feel comfortable to report concerns, and they receive feedback on actions taken. 

Structured assessment  
40 My 2022 structured assessment work took place at a time when NHS bodies were 

not only continuing to tackle the challenges presented by COVID-19 but were also 
seeking to recover and transform services to respond to the significant numbers of 
people who are waiting for treatment and improve population health.  

41 My team focussed on the Health Board’s corporate arrangements for ensuring that 
resources are used efficiently, effectively, and economically, with a specific focus 
on the organisation’s governance arrangements; strategic planning arrangements; 
financial management arrangements; and arrangements for managing the 
workforce, digital assets, the estate, and other physical assets. Auditors also paid 
attention to progress made to address previous recommendations. 

Governance arrangements 
42 My work considered the Health Board’s governance arrangements, with a 

particular focus on: 
• Board and committee effectiveness;  
• the extent to which organisational design support supports good 

governance; and  
• key systems of assurance. 

43 My work found that while the Health Board has taken positive steps to improve 
the effectiveness of its governance arrangements, opportunities exist to 
enhance these arrangements further to address key risks and operational 
pressures.     

44 Board and committee arrangements are strengthening, but they will need to be 
enhanced further to enable the Health Board to focus on addressing the increasing 
financial and performance challenges it is facing. I found opportunity to strengthen 
the Board’s hybrid meeting approach and improve timescales for publishing 
agenda’s, papers, and minutes of meetings. The Health Board also needs to 
ensure that declarations of interest and key policies to support the effective 
conduct of business are kept up to date.  

45 While recent changes to committee structures appear to be leading to balanced 
workloads, there is scope to refine the size and order of agendas and sharpen 
some papers to ensure they are more focussed.  
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46 The Health Board is building greater leadership stability at an executive level and 
appropriately developing and embedding its systems of assurance. The outcomes 
framework is starting to help the Health Board to better monitor strategic objective 
delivery. However, there are opportunities to strengthen performance reporting 
relating to the impact of its improvement actions.   

Strategic planning arrangements 
47 My work considered the Health Board’s strategic planning arrangements, with a 

particular focus on the organisation’s: 
• vision and strategic objectives;  
• Integrated Medium-Term Plan; 
• planning arrangements; and 
• arrangements for implementing and monitoring the delivery of corporate 

strategies and plans. 
48 My work found that the Health Board needs to revisit its clinical strategy to 

ensure that clinical and medium-term plans help to drive service 
improvement and help to shape long-term sustainable services. 

49 The Health Board is facing growing service and financial risks and needs to review 
its Clinical Futures Strategy and underpinning plans to ensure that its current and 
future service models are sustainable and drive improvement.  

50 The Health Board has a good approach to planning, consistently securing Welsh 
Government approval of its Integrated Medium-Term Plans. However, there are 
opportunities to engage better with wider stakeholders such as local government 
and third sector partners on joint solutions, particularly where services interface, on 
health and social care. 

Managing financial resources 
51 My work considered the Health Board’s arrangements for managing its financial 

resources, with a particular focus on the organisation’s: 
• arrangements for meeting key financial objectives; 
• financial controls; and  
• arrangements for reporting and monitoring financial performance. 

52 My work found that the Board needs to strengthen its focus on addressing 
financial challenges and risks and ensure greater oversight of financial 
recovery measures. 

53 The Health Board’s arrangements to secure financial balance to date have been 
good. However, increased cost pressures alongside under-delivery of savings have 
resulted in a substantial change in the forecasted financial position for 2022-23, 
with the Health Board now reporting a year-end deficit rather than a balanced year-
end position. The consequence for this year would mean that the Health Board 
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fails to meet its statutory spending requirement. But the financial challenge for 
future years is also likely to increase, which could affect the approvability of next 
year’s Integrated Medium-Term Plan.  

54 In general, the Health Board has demonstrated generally effective financial 
controls, monitoring, and reporting arrangements. Several Internal Audit reviews 
around financial governance, management and sustainability gave reasonable and 
substantial assurance ratings. However, the current financial challenges at the 
Health Board will require more robust scrutiny and challenge on financial 
performance and strengthening of its financial recovery measures and financial 
accountability arrangements at senior levels.  

Efficiency savings arrangements  
55 My work considered the high-level arrangements for planning, delivering, and 

monitoring of efficiency and savings. I found that whilst there are reasonable 
arrangements in place to identify scope for savings, operational delivery of 
savings plans has proved challenging.  

56 The Health Board has a reasonable approach for identifying potential areas for 
savings and efficiencies to inform strategic financial planning and there is a good 
overall ethos at a senior level that seeks an efficiency approach that supports 
financially sustainable services.  

57 There is an intent to deliver financial efficiencies through a balanced approach to 
service transformation and value-based programmes alongside short-term savings. 
Whilst the Health Board has a good track record of savings delivery helping to 
achieve financial balance in previous years, non-delivery of savings this year 
coupled with additional exceptional cost pressures is leading to deteriorating 
financial performance. A ‘likely £37 million’ deficit carry-forward into next year 
alongside an increasing underlying deficit, will make financial recovery substantially 
more difficult.  

58 Operational cost savings plans were not in place early enough and compromised 
delivery. In addition, the delivery of service transformation-based efficiencies may 
not release the required quantum of savings as intended. Actual delivery of savings 
by the health board’s services has been too slow. Service leaders are clearly 
aware of their accountabilities but exceptional service pressures and strain on the 
workforce has impacted the ability this year to operationalise savings delivery.  

59 More can be achieved by better coordinating the work of the organisation’s 
enablers and existing improvement and innovation ‘capability’ through the 
Programme Management Office (PMO) to deliver improved financial efficiencies. 

60 The Health Board openly articulates its financial risks, but the actions it has taken 
to mitigate those risks has not been sufficiently effective. Its monitoring 
arrangements rightly focusses on strategic efficiency plans. However, it also needs 
to focus its oversight on the risks to operational delivery of plans and better 
understand the impact of efficiency plans.  
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Managing the workforce, digital resources, the estate, and other 
physical assets 
61 My work considered the Health Board’s arrangements for managing its wider 

resources, with a particular focus on the organisation’s: 
• arrangements for supporting staff wellbeing; 
• arrangements for managing its digital resources; and  
• arrangements for managing its estate and other physical assets.  

62 My work found reasonable arrangements for supporting staff wellbeing, digital 
resources and managing the estate and physical assets, but I have 
highlighted some areas for improvement.  

63 The Health Board prioritises wellbeing and seeks to understand how staff are 
feeling to help inform its improvement initiatives. However, there continues to be 
limited focus on workforce and wellbeing issues at Board level. The Health Board 
has refreshed its digital strategy, but there is scope to improve the quality of 
reporting on digital matters. The Health Board has an estate strategy and 
appropriate governance arrangements to oversee it, but the limited availability of 
capital finance is a concern, and its management of physical assets, asset tracking 
in particular, requires strengthening 

Tackling the planned care backlog in Wales 
64 In May 2022, I published a report that set out the extent of the planned care 

backlog in NHS Wales, and the key actions the system needs to take to start to 
tackle the backlog.  My report highlighted the continued growth of the overall 
waiting list numbers month on month, whilst noting the rate of growth was slowing. 
It also noted that the inevitable drop in referrals seen during the pandemic would 
likely result in this latent demand eventually coming back into the system. Taking 
these and other factors into account my work estimated that it could as much as 
seven years before overall waiting list numbers in Wales returned to pre-pandemic 
levels. 

65 The Welsh Government has produced a national recovery plan for planned care 
with key milestones for health boards to achieve, including an initial focus on those 
patients facing very long waits. However, those milestones are already proving 
difficult to achieve. 

66 In line with the key actions that I set out in my report, the Health Board, along with 
others in Wales, will need to both build and protect capacity for planned care, and 
continue to maintain a focus on efficiency and productivity. 

67 The Health Board will also need to ensure that it actively manages the clinical risks 
to patients that are facing long waits for treatment and enhance its systems for 
communicating with patients to help them manage their condition whilst they are 
waiting and inform them of what to do if their condition deteriorates.  
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Reports issued since my last annual audit report 

Exhibit 2: reports issued since my last annual audit report 

The following table lists the reports issued to the Health Board in 2022. 

Report Date 

Financial audit reports 

Audit of Financial Statements Report June 2022 

Opinion on the Financial Statements June 2022 

Charitable Funds – Audit Plan 2022 January 2023 

Charitable Funds – Audit of Financial Statements Report January 2023 

Charitable Funds – Opinion on the Financial Statements January 2023 

Performance audit reports  

Tackling the Planned Care Backlog in Wales May 2022 

Review of Quality Governance Arrangements May 2022 

Structured Assessment 2022 November 2022 

Efficiency Savings Arrangements  November 2022 
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Report Date 

Other  

2022 Audit Plan March 2022 

 
My wider programme of national value for money studies in 2022 included reviews that 
focused on the NHS and pan-public-sector topics. These studies are typically funded 
through the Welsh Consolidated Fund and are presented to the Public Accounts 
Committee to support its scrutiny of public expenditure. Reports are available on the 
Audit Wales website. 

Exhibit 3: performance audit work still underway 

There are a number of performance audits that are still underway at the Health Board. 
These are shown in the following table, with the estimated dates for completion of the 
work.  

Report Estimated completion date 

Performance audit reports 

Orthopaedics February 2023 

Unscheduled care: 
• patient flow out of hospital 
• access to unscheduled care services 

 
March 2023 
July 2023 

Primary care follow-up review April 2023 

Workforce Planning May 2023 
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Audit fee 
The 2022 Audit Plan set out the proposed audit fee of £386,809 (excluding VAT). My 
latest estimate of the actual fee, on the basis that some work remains in progress, is in 
keeping with the fee set out in the plan. 
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Audit of accounts risks 

Exhibit 4: audit of accounts risks 

My 2022 Audit Plan set out the risks for the audit of the Health Board’s 2021-22 accounts. 
The table below lists these risks and sets out how they were addressed as part of the 
audit.  

Audit risk Proposed audit 
response 

Work done and outcome 

Significant risks 

The risk of 
management override 
of controls is present in 
all entities. Due to the 
unpredictable way in 
which such override 
could occur, it is 
viewed as a significant 
risk [ISA 240.31-33].  

My team will:  
• test the 

appropriateness of 
journal entries and 
other adjustments 
made in preparing 
the financial 
statements;  

• review accounting 
estimates for biases; 
and  

• evaluate the 
rationale for any 
significant 
transactions outside 
the normal course of 
business.  

On a sample basis my 
team tested both journal 
entries and accounting 
estimates and found no 
evidence of the 
management override of 
controls. My team were 
satisfied that the accounts 
were free from material 
error. 

Although COVID-19 
restrictions have now 
been removed, there 
have been ongoing 
pressures on staff 
resources and of 
remote working that 
may impact on the 
preparation, audit and 
publication of 
accounts. There is a 

My team will discuss 
your closedown process 
and quality monitoring 
arrangements with the 
accounts preparation 
team and make 
arrangements to monitor 
the accounts preparation 
process. My team will 
help to identify areas 

My team maintained 
constant contact with the 
finance team so to 
understand the accounts 
preparation process, and 
any changes made to this 
process due to the 
continued pressures 
resulting from the COVID-
19 Pandemic. My team 
satisfied themselves that 
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Audit risk Proposed audit 
response 

Work done and outcome 

risk that the quality of 
the accounts and 
supporting working 
papers may be 
compromised leading 
to an increased 
incidence of errors. 
Quality monitoring 
arrangements may be 
compromised due to 
timing issues and/or 
resource availability. 

where there may be 
gaps in arrangements. 

the finance team had 
made good arrangements 
in order to provide an 
accurate and high-quality 
set of financial statements. 

There continues to be 
increased funding 
streams and 
expenditure in 2021-22 
to deal with the 
COVID-19 pandemic. 
These could have a 
significant impact on 
the risks of material 
misstatement and the 
shape and approach to 
our audit. Examples of 
issues include 
accounting for field 
hospital 
decommissioning and 
its associated costs; 
fraud, error and 
regularity risks of 
additional spending; 
valuation (including 
obsolescence) of year-
end inventory including 
PPE; and estimation of 
annual leave balances. 

My team will identify the 
key issues and 
associated risks and 
plan their work to obtain 
the assurance needed 
for our audit 

My team carried out a 
range of audit work to 
identify all additional 
funding and expenditure 
streams expected within 
the accounts through 
liaison with the finance 
team and Welsh 
Government. Central 
guidance was provided to 
assist in the audit of this 
complex area. My team 
satisfied themselves that 
the additional income and 
expenditure was free from 
material error and 
correctly classified in the 
accounts. 

The implementation of 
the ‘scheme pays’ 
initiative in respect of 
the NHS pension tax 

My team will review the 
evidence one year on 
around the take-up of the 
scheme and the need for 

My team satisfied 
themselves that the 
provisions disclosure 
made in the accounts was 
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Audit risk Proposed audit 
response 

Work done and outcome 

arrangements for 
clinical staff is ongoing. 
Last year we included 
an Emphasis of matter 
paragraph in the audit 
opinion drawing 
attention to your 
disclosure of the 
contingent liability. 
Applications to the 
scheme will close on 
31 March 2022, and if 
any expenditure is 
made in-year, we 
would consider it to be 
irregular as it 
contravenes the 
requirements of 
Managing Welsh 
Public Money. 

a provision, and the 
consequential impact on 
the regularity opinion. 

appropriate, however I 
qualified the regularity 
opinion as I concluded that 
this expenditure is 
irregular and material by 
its nature and I placed a 
substantive report on the 
Health Board’s accounts 
to highlight the NHS 
Clinicians’ pension tax 
liabilities issue. 

Other areas of audit risk 

There is a risk that you 
will fail to meet your 
first financial duty to 
break even over a 
three-year period. The 
position at month 11 
shows a breakeven 
position with a forecast 
breakeven position at 
the year-end. This, 
combined with the 
outturns for 2019-20 
and 2020-21, predicts 
a three-year surplus of 
£276,000. Where you 
fail this financial duty, 
we will place a 
substantive report on 
the financial 
statements highlighting 

My team will focus their 
testing on areas of the 
financial statements 
which could contain 
reporting bias. 

My team undertook a 
range of audit work to 
provide assurance over 
the risk of bias to ensure 
that the actual year end 
position was true and fair. 
This included:  
• detailed sample testing 
of transactions either side 
of the year-end to ensure 
that they were recorded in 
the correct accounting 
period. This was focussed 
on the areas of greatest 
risk.  
• ensuring that accounting 
estimates were prepared 
on a reasonable basis and 
were supported by 
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Audit risk Proposed audit 
response 

Work done and outcome 

the failure and qualify 
your regularity opinion. 
Your current financial 
pressures increase the 
risk that management 
judgements and 
estimates could be 
biased in an effort to 
achieve the financial 
duty. 

appropriate accounting 
judgements.  
My team were satisfied 
that the accounts were 
free from material error 

Introduction of IFRS 16 
Leases has been 
deferred until 1 April 
2022. There may be 
considerable work 
required to identify 
leases and the COVID-
19 national emergency 
may pose additional 
implementation risks. 
The 2021-22 accounts 
will need to disclose 
the potential impact of 
implementing the 
standard. 

My team will review the 
completeness and 
accuracy of the 
disclosures. 

My team satisfied 
themselves that the 
disclosures were 
materially complete and 
accurate 
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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 to the Senedd 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 2022 

No liability is accepted by the Auditor General or the 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 and 

Wales Audit Office 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 ffôn 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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About this report 

1 This report sets out the findings from the Auditor General’s 2022 structured 

assessment work at Aneurin Bevan University Health Board (the Health Board). 

Our structured assessment work is designed to help discharge the Auditor 

General’s statutory requirement to be satisfied that NHS bodies have made proper 

arrangements to secure economy, efficiency, and effectiveness in their use of 

resources under section 61 of the Public Audit (Wales) Act 2004.  

2 Our 2022 Structured Assessment work took place at a time when NHS bodies 

continued to respond to the unprecedented and ongoing challenges presented by 

the COVID-19 pandemic. Health bodies were not only tackling the immediate 

challenges presented by the public health emergency but were also seeking to 

recover and transform services to respond to the significant numbers of people 

who are waiting for treatment and improve population health. NHS bodies and their 

Boards need to have sound corporate governance arrangements that can provide 

assurance to the public and key stakeholders that the necessary action is being 

taken to deliver high quality, safe and responsive services, and that public money 

is being spent wisely.  

3 The key focus of the work has been on the Health Board’s corporate arrangements 

for ensuring that resources are used efficiently, effectively, and economically, with 

a specific focus on the organisation’s governance arrangements; strategic planning 

arrangements; financial management arrangements; and arrangements for 

managing the workforce, digital assets, the estate, and other physical assets. The 

approach we adopted to deliver our work is detailed in summarised in Appendix 1. 

4 We have also provided updates on progress against recommendations identified in 

previous structured assessment reports.   

Key messages 

5 Overall, we found that while the Health Board is strengthening its governance 

arrangements, there is scope to enhance them further to address the 

significant challenges it needs to address in the short- and medium-term.   

6 Board and committee arrangements are strengthening, but they will need to be 

enhanced further to enable the Health Board to focus on addressing the increasing 

financial and performance challenges it is facing. While recent changes to 

committee structures appear to be leading to balanced workloads, there is scope to 

refine the size and order of agendas and sharpen some papers to ensure they are 

more focussed.  

7 The Health Board is building greater leadership stability at an executive level 

through permanent appointments to key posts. It is also appropriately developing 

and embedding its systems of assurance, particularly its board assurance, risk 

management, and outcomes frameworks. The outcomes framework in particular is 
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starting to help the Health Board to better monitor strategic objective delivery. 

However, there are opportunities to strengthen performance reporting relating to 

the impact of its improvement actions.   

8 The Health Board is facing growing risks relating to unscheduled care, planned 

care, cancer performance and growing financial challenges. The Health Board 

needs to review its Clinical Futures Strategy and underpinning plans to ensure that 

its current and future service models are sustainable and drive improvement. The 

Health Board has a good approach to planning, consistently securing Welsh 

Government approval of its Integrated Medium-Term Plans. However, there are 

opportunities to engage better with wider stakeholders to help jointly plan solutions 

to some of the difficult challenges the Health Board currently faces, particularly in 

relation to patient flow and discharge.  

9 The Health Board’s arrangements to secure financial balance to date have been 

good. However, increased cost pressures alongside under-delivery of savings have 

resulted in a substantial change in the forecasted financial position for 2022-23, 

with the Health Board now reporting a year-end deficit (of around £37 million to £49 

million) rather than a balanced year-end position. This deterioration is also likely to 

have a consequent effect in future years both on the achievability of a three-year 

balanced financial position and increased underlying deficit, which could affect its 

ability to prepare a balanced integrated medium-term plan for 2023-26. In general, 

the Health Board has demonstrated effective financial controls, monitoring, and 

reporting arrangements. However, it must provide more robust scrutiny and 

challenge on its finances and strengthen its financial recovery measures and 

financial accountability arrangements at senior levels.  

10 The Health Board prioritises wellbeing and seeks to understand how staff are 

feeling to help inform its improvement initiatives. However, there continues to be 

limited focus on workforce and wellbeing issues at Board level. The Health Board 

has refreshed its digital strategy, but there is scope to improve the quality of 

reporting on digital matters to ensure it delivers the expected aims and enables 

wider service improvement. The Health Board has an estate strategy and 

appropriate governance arrangements to oversee it, but the availability of capital 

finance is a concern, and its management of physical assets requires 

strengthening. 

Recommendations 

11 Recommendations arising from this audit are detailed in Exhibit 1. The Health 

Board’s management response to these recommendations is summarised in 

Appendix 2.  
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Exhibit 1: 2022 recommendations 

Recommendations 

Agenda / meeting management  

R1 Board and Committee agendas cause some meetings to overrun. The Health 

Board, therefore, should review Board and committee agendas to ensure 

meeting business can be covered in the time available whilst also allowing for 

sufficient scrutiny and discussion.  

Quality of Information to Board and committees 

R2 Information presented to Board and committees does not always provide the 

required assurance. Some papers are too long, detailed, and technical. Cover 

reports continue to follow an SBAR format, but there is variation in their use. 

The Health Board, therefore, should develop training and guidance for Health 

Board staff around the reporting expectations and quality of information 

presented to the Board and its committees.  

Patient and Staff Stories 

R3 There is limited use of patient and staff stories at Board. The Health Board 

should consider how it can increase and maximise the benefit of patient and 

staff stories in Board and committees to help centre and focus meetings on 

the things that matter most, and to help triangulate this intelligence with formal 

agenda items. 

Performance Reporting 

R4 The Integrated Performance Report has remained unchanged for several 

years, and at present it doesn’t clearly articulate the impact of past and 

ongoing improvement actions. The Health Board should strengthen this 

report to provide more information to Board and committees on the actions 

required to address underperformance or the impact of past actions taken. 
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Recommendations 

Clinical Futures Strategy and Long-Term Clinical Plan 

R5 The Clinical Futures Strategy has remained in place for over a decade, but 

the pressures the Heath Board is facing have changed substantially in this 

time. The Health Board, therefore, should: 

a. review of the Clinical Futures Strategy to ensure it helps to shape 

financially and clinically sustainable service models; and  

b. develop a detailed long-term clinical plan that underpins the Clinical 

Futures Strategy.  

Working with wider partners in Integrated medium-term plan development 

R6 The Health Board discussed plans with both Welsh Government and the 

Community Health Council during the 2022-25 Integrated Medium-Term Plan 

development, but there was limited engagement with wider partners. The 

Health Board, therefore, should better involve wider partners to help 

collectively develop solutions to growing service challenges, particularly 

where services interface. 

Schemes of Delegation 

R7 The Health Board’s deteriorating financial position and deterioration in savings 

deliver indicates that stronger accountability for financial performance and 

delivery is required. The Health Board, therefore, should review its Scheme of 

Delegation to ensure it more strongly outlines delegated accountability for the 

budgetary position and achievement of financial efficiencies at and below 

executive levels. 
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Governance arrangements 

12 In this section of the report, we provide our views on the Health Board’s 

governance arrangements, with a particular focus on: 

• Board and committee effectiveness; 

• the extent to which organisational design supports good governance; and 

• key systems of assurance. 

13 Details of progress made on open recommendations made between 2017 and 

2021 relating to the Health Board’s governance arrangements are provided in 

Exhibit 2.  

14 We found that while the Health Board has taken positive steps to improve the 

effectiveness of its governance arrangements, opportunities exist to enhance 

these arrangements further to address key risks and operational pressures.    

Board and committee effectiveness  

15 We considered the extent to which the Board and its committees conduct their 

business effectively and support good governance. In examining this, we have 

looked at whether: 

• the Board and its committees demonstrate appropriate levels of public 

transparency; 

• meetings are conducted appropriately supported by clear Schemes of 

Delegation, Standing Orders, Standing Financial Instructions, and Registers 

of Interest; 

• there is an appropriate and well-functioning committee structure below the 

Board; 

• the Board and its committees receive the right information, including views 

from staff and service users; and  

• there is evidence of sufficient self-review by the Board and its committees. 

16 We found that Board and committee arrangements are strengthening but will 

need to be refined further to enable the Health Board to address the 

increasing challenges it faces effectively.  

17 The Health Board demonstrates reasonable levels of public transparency. It 

introduced hybrid meeting arrangements for its Board meetings, accommodating 

both in-person and virtual attendance. Members of the public can observe the 

meeting virtually through the livestream, although there are plans to allow in-

person public attendance from November 2022. Whilst the hybrid approach allows 

greater flexibility for board members, our observations indicated that they are not 

as seamless as in-person and fully virtual meetings. For example, there were 

instances where we were unable to see or clearly hear staff presenting reports for 

specific agenda items and occasionally members did not use their laptop cameras 
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whilst speaking. Recordings of Board meetings are made available publicly shortly 

after each meeting.  

18 Committee meetings continue to be held virtually and effectively. Whilst committee 

meeting minutes are published after they have been confirmed at the subsequent 

meeting, these timescales limits, to an extent, timely public access to records of 

committee business. The Health Board, therefore, is exploring options for 

livestreaming or publishing recordings of committee meetings to help improve 

public transparency of business.  

19 The Health Board aims to publish agendas and papers on its website a week in 

advance of meetings. However, papers are occasionally updated at short notice, 

which makes it difficult for Board members and stakeholders to review all papers in 

advance. The Director of Corporate Governance is developing key performance 

indicators to track and address performance in this area. The Health Board limits 

the use of private meetings to discuss sensitive items only. But where these take 

place, public papers include a summary of business to be considered in private.  

20 The Health Board has adopted the model Standing Orders and Financial 

Instructions including the model Scheme of Delegation, but there are opportunities 

to review the Scheme of Delegation to strengthen financial accountability and 

ensure they remain fit for purpose (we discuss this further in paragraph 74) The 

Health Board is not formally meeting its requirements to have a Healthcare 

Professional Forum. Instead, the Board engages clinical professionals through its 

Executive Directors and existing management groups. The Health Board intends to 

review these arrangements later in 2022-23.  

21 The Health Board’s policies on standards of business conduct, which include 

Declarations of Interest, and Receipts of Gifts, and Hospitality, are up to date. The 

process for declaring interests is well established at Board and committee 

meetings. The Health Board maintains a register of interests, which is available on 

its website. But while most declarations are up to date, some need updating. The 

Health Board’s wider policies to support the effective conduct of business are 

mainly up to date, but some need updating such as its email and social media 

policies. 

22 At its March 2022 meeting, the Board agreed to further revise its governance 

structure to better balance the focus between strategy, delivery, performance, and 

culture. While these arrangements are still relatively new, they appear to be 

working well by reducing risk of committee agenda overlap, keeping agendas 

manageable, and ensuring all committees have a formal footing. In particular, the 

new Audit, Risk, and Assurance Committee now focusses on core audit and 

assurance matters, and the new Finance and Performance Committee has a clear 

remit for finance, performance, and digital services. The Partnerships, Population 

Health, and Planning Committee is now a formal committee whereas its 

predecessor (the Strategy, Planning, Partnerships and Wellbeing Group) was not. 

Board members commented positively about the changes to the governance 

structure, indicating that the volume of work has reduced for some of the 
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committees and that there are now clearer flows of assurance for aspects of the 

Health Board’s business, such as information governance and ICT.  

23 Committee chairs are actively involved in agenda setting meetings, supporting 

collective agreement when selecting items to discuss at meetings. The Board and 

committees have up to date terms of reference, maintain comprehensive action 

logs, and annual programmes of business or forward work programmes. We found 

consistency in the way committee agendas are configured, with items for decision 

and assurance placed first, followed by items for consideration, and finally items for 

noting and information. Agendas also include indicative times to help committee 

chairs manage the meeting and maintain focus, albeit some meetings still overrun 

(Recommendation 1).   

24 Board and committee meetings continue to be generally well managed, enabling 

good discussions on key issues and encouraging contributions from all. 

Independent Members continue to engage and participate fully in meetings and 

provide reasonably effective scrutiny and questioning of the information presented. 

However, there is scope for Independent Members to provide a stronger focus on 

what difference is being made and to strengthen their challenge on the risks that 

might affect the successful delivery of Health Board plans. There have been new 

appointments to the Board, and it is becoming more cohesive. The Health Board 

has introduced local induction arrangements for both Executive Directors and 

Independent Members and is seeking feedback from new starters to help refine 

these arrangements (see Exhibit 2 R1, 2018).  

25 The Board has self-assessed its effectiveness using the NHS Improvement Well-

Led Framework,  the results of which were reported to the Board meeting in May 

2022. The Board gave itself an ‘amber-green’ rating1 and is progressing the 

improvement actions it identified. The introduction of the governance structure has 

meant that Committees have still not completed a review of their effectiveness. 

However, there are plans to complete this work this financial year.   

26 The Board continues to hold development and briefing sessions for its members 

and has identified the need to focus on board effectiveness going forward. Whilst it 

has procured board development support from the University of South Wales to 

enhance Executive Team effectiveness, it needs to progress work around 

Independent Member development and overall Board effectiveness.  

27 Information presented to the Board and committees, while normally good, does not 

always provide an appropriate level of assurance. We note requests from 

committee members during meetings for further information to gain greater 

assurance. Generally, papers are becoming more succinct, but Independent 

Members informed us that whilst there’s been some improvement, some papers 

are still too long, detailed, and technical. Cover reports continue to follow an 

 

1 Definition of amber-green rating is ‘partially meets expectations, but confident in 

management’s capacity to deliver green performance within a reasonable timeframe’. 
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SBAR2 format, but they need to better describe the review/approval process prior 

to Board and committee meetings and there is still some variation in their use 

suggesting a training need for report authors. (Recommendation 2) 

28 Our recent Quality Governance Report and this year’s Structured Assessment 

work found limited use of patient and staff stories at Board (Recommendation 3). 

Board member walkarounds also provide valuable intelligence from the front line 

although Independent Members did express concern around the prescriptive 

nature of the current approach.  

Organisational design 

29 We considered the extent to which the Health Board’s organisational structure 

supports effective governance. In examining this, we have looked at whether: 

• the responsibilities of Executive Directors are clear, and that they have 

balanced and equitable portfolios of work; 

• there is clarity on the role of Director of Corporate Governance, and there 

are adequate resources in place to support the work of the Board and its 

committees; and 

• the organisational structure supports effective governance and facilitates 

whole system working. 

30 We found that the Health Board’s leadership arrangements are beginning to 

stabilise, and positive changes have been made to the Board Secretary role. 

Divisional structures have been refreshed, but it is unclear at present if these 

changes are delivering the intended benefits. 

31 Whilst the Health Board has taken positive steps to stabilise its leadership 

arrangements by appointing a permanent Chief Executive Officer, a Director of 

Operations, and a Director of Nursing, it still has a number of interims in other key 

executive positions including the Director of Finance and Procurement, the Director 

of Primary Care and Communities, and the Director of Planning.  Furthermore, an 

Executive Director Public Health and Strategic Partnerships also intends to retire in 

November 2022. The Health Board is seeking to recruit permanently to several of 

these key roles by the end of the financial year. These permanent appointments 

should bring some much-needed leadership stability to provide a clear direction to 

help address some of the very pressing challenges that it is currently facing (see 

Exhibit 2 R4, 2021). 

32 In addition to the changes above, the remit of the Board Secretary has been 

broadened to encompass wider corporate governance development and Senior 

Information Risk Officer responsibilities. The Director of Corporate Governance 

role was agreed by the Remuneration and Terms of Service Committee in March 

2022 and this wider remit should better support governance developments as well 

 

2 SBAR – Situation, Background, Assessment and Recommendation is an approach to 

drive improvement focussed reporting. 
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as ensure the governance arrangements are effectively embedded. The Director of 

Corporate Governance is supported by the Corporate Governance Support Team, 

which provides effective day-to-day governance and committee administration 

support (see Exhibit 2 R3, 2021). 

33 The Health Board made several changes to its divisional structures during May 

2022 following feedback from staff and system changes made resulting from the 

Covid-19 pandemic and Clinical Futures Strategy.,. Changes to divisional 

structures include a reduction in the remit of the Scheduled Care Division and the 

creation of a new Clinical Support Services Division. The Health Board has also 

concluded its consultation with staff on proposed changes to its Unscheduled Care 

Division. Those changes include the creation of a new Medicine Division 

(incorporating Medicine and Acute Medicine) and a new Urgent Care Division 

(incorporating the Emergency Department, Urgent Primary Care Centres 24/7, and 

Flow Centre.) However, it is too early to comment on the effectiveness of the new 

structural arrangements.   

Systems of assurance 

34 We considered the extent to which the Board and its committees oversee, 

scrutinise, and challenge organisational risks, performance, and quality of services. 

In examining this, we have looked at whether: 

• there is an effective Board Assurance Framework (BAF) in place, which is 

actively reviewed and owned by the Board;  

• the BAF is underpinned by appropriate systems for managing risks and 

performance; overseeing the quality and safety of services; and handling 

information in a secure manner; and   

• effective action is taken to address audit and review findings and 

recommendations.  

35 We found that whilst the Health Board continues to develop and embed its 

systems of assurance, there is scope to strengthen these arrangements 

further to ensure that significant risks and performance challenges are fully 

addressed.  

36 The Health Board introduced its Board Assurance Framework (BAF) in October 

2021, which detailed its principal risks (scoring 15 and above). Work is currently 

ongoing to align the BAF to the Integrated Medium-Term Plan (IMTP) and the 

Health Board’s new Outcomes Framework. The Audit, Risk, and Assurance 

Committee receives progress updates, but the Board has not formally received the 

BAF since it was introduced. More now needs to be done to ensure the BAF 

becomes an effective tool, which is fully owned by the Board, to address assurance 

gaps, shape Board and committee business, and inform wider governance 

developments.  

37 The Health Board’s Risk Management Strategy and Realisation Plan is now 

starting to progress. Last year, we reported on the limited investment made by the 
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Health Board to support the roll-out of the risk management approach. Some of 

those capacity issues have been resolved to help implement the plan ‘at pace’. All 

strategic risks are allocated to a risk owner and assurance committee and actively 

reviewed and challenged by Committee members which is helping to inform 

agenda setting.  

38 The Corporate Risk Register, alongside the Strategic Risk Report3, has improved 

(see Exhibit 2 R2, 2019). However, we observed limited scrutiny, challenge, and 

discussion on risks at some Board meetings. Given the extent of the performance, 

finance, and quality risks facing the Health Board, the Board needs to increase its 

focus on the extent that actions being taken are reducing the risks faced.  

39 The Health Board continues to experience significant service pressures with 

deteriorating performance against some key Welsh Government performance 

measures including: 

• month-on-month growth in the overall numbers of people waiting for elective 

care and growth in long waits i.e., over 36 weeks; 

• deterioration in unscheduled care performance including ‘Category A’ 

ambulance response times within 8 minutes, increasing ambulance 

handover delays, and increasing long waits in emergency departments; 

• deterioration in access to timely cancer treatment against the 62-day target 

with concerns around access to treatment for Urology, Gynaecology Breast, 

and Lower Gastrointestinal tumour sites; and 

• growth in the numbers of patients waiting for a follow-up outpatient 

appointment and growth in the numbers waiting over twice as long as they 

should be (i.e., 100% delayed).  

Although the Health Board has introduced a new performance dashboard in July 

2022, its Integrated Performance Report has remained unchanged for several 

years, and at present it doesn’t clearly articulate the impact of past and ongoing 

improvement actions (Recommendation 4). The Health Board is currently 

developing its performance management framework and strategy. In doing so, the 

Health Board needs to ensure these arrangements enable it to address the key 

performance challenges it faces.  

40 Our recent Quality Governance report found that the Health Board has clearly 

articulated its corporate quality arrangements and priorities. However, weaknesses 

remain at a divisional and directorate level which could impact the flow of 

assurance from floor to Board. Our report outlines several recommendations for 

improvement which the Health Board accepted alongside an appropriate action 

plan. Progress against the Health Board’s actions is monitored by the Patient 

Quality, Safety and Outcomes Committee.  

 

3 The Strategic Risk Report provides an overview of the Health Board’s current 

organisational risk profile, changes in risk status, and any developments arising from the 

BAF and risk management approach. 
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41 Following a review of information security arrangements in November 2021, the 

Health Board is developing its Cyber Security and Information Governance 

strategies. Recent reports suggest no major issues or information governance 

breaches during 2021-22 and the Health Board’s cyber security arrangements 

appear to be improving. A recent Internal Audit review of this area in June 2022 

gave reasonable assurance but highlighted some issues around governance and 

reporting arrangements.  

42 The Health Board has strengthened its arrangements for monitoring progress 

against internal, external audit, and Health Inspectorate Wales (HIW) 

recommendations. Recommendation tracking reports are transparent and enable 

detailed analysis. However, the most recent reports from October 2022 highlight 73 

Internal Audit recommendations and nine Audit Wales recommendations were 

overdue suggesting that a more proactive response to addressing 

recommendations is required.  

Exhibit 2: progress made on previous year recommendations 

Recommendation Description of progress 

Risk Management 2017 R3 

The Health Board should 

review risk management 

arrangements to ensure that 

corporate risks are 

appropriately escalated and 

managed by: 

a. developing upon its 

current risk reports to 

ensure that the context 

of the risk and progress 

in managing it are 

clearly set out; and 

b. revising the risk rating 

based on the mitigating 

actions.  

Complete 

The Health Board continues to embed its risk 

management arrangements across the 

organisation.  Our review of the Strategic Risk 

report found that the context of risks and progress 

in managing is clear and there is evidence that risk 

rating are amended based on mitigating actions.  
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Recommendation Description of progress 

Information Technology 

and Information 

Management 2017 R5 

The Health Board should 

ensure resources allocated 

to information technology 

and information 

management provide 

sufficient capacity to meet 

the Health Board’s plans.  

In Progress 

An update to the Audit, Risk, and Assurance 

Committee in October 2022 indicates there has 

been no further progress in implementing this 

recommendation. 

Board Member Induction 

and Training 2018 R1 

The Health Board should 

ensure Board member 

induction and training meet 

the needs of independent 

members.  

Complete 

The Health Board has introduced new induction 

arrangements for Executive Directors and 

Independent Members. 

Information Governance 

Arrangements 2018 R3 

The Health Board should 

improve its information 

governance arrangements 

by: 

a. improving compliance 

with the information 

governance training 

programme to reach the 

national rate of 95%. 

b. improving performance 

against Freedom of 

Information Act to reach 

the statutory targets.   

a. In Progress - Overall compliance for the 

Health Board currently sits at 78%. The Health 

Board has established an internal target of 

85% compliance, reflective of staff absences 

and system pressures. In November 2022, the 

Health Board adopted the national Information 

Governance training module, delivered 

through a blended approach of e-learning, 

classroom, video. 

b. Complete. Freedom of Information 

performance for the Health Board is sustained 

at around 95%.  
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Recommendation Description of progress 

Informatics 2018 R4 

The Health Board should 

address areas for 

improvement in relation to 

informatics, specifically ICT 

disaster recovery plans and 

test these to ensure they 

worked as intended.  

In Progress 

An update to Audit, Risk, and Assurance 

Committee in October 2022 indicates that some 

progress has been made but recommendation has 

still not been fully implemented.  

Board Assurance and 

Risk 2019 R2 

There is scope to improve 

the quality of the corporate 

risk register (CRR). The 

Health Board should review 

the CRR by the end of 

March 2020 to ensure it 

clearly articulates cause and 

effect, reduced overlaps 

between controls and 

mitigating actions, specifies 

controls such as policies 

and procedures, aligns 

assurances to controls, 

indicates whether mitigating 

action is effective and 

includes timescales to 

monitor progress.  

Complete 

The Corporate Risk Register is included within the 

Strategic Risk report, presented to the Board and 

its committees. It clearly articulates the Health 

Boards strategic risks, controls, and mitigating 

actions.  
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Recommendation Description of progress 

Website Content and 

Information 2021 R1 

The Health Board’s website 

contains some outdated 

information relating to its 

governance arrangements 

and incomplete 

performance data which is 

not supported by 

appropriate explanatory 

information. The Health 

Board, therefore, should 

take immediate action to 

ensure:  

• content is well-

organised, easy to 

navigate, clear and 

concise, and 

• key information/data is 

up to date and in a 

format that the public 

and stakeholders can 

interpret and 

understand. 

In Progress 

The completion date is March 2023; therefore, the 

recommendation remains in progress.  
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Recommendation Description of progress 

Corporate Governance 

Support Team resilience 

and capacity 2021 R3 

Recent staff turnover within 

the Corporate Governance 

Support Team has impacted 

on the quality of service it is 

able to provide to the Board 

and its Committees. The 

Health Board, therefore, 

should review the 

effectiveness of its 

Corporate Governance 

Support Team as soon as 

possible to ensure that it 

has sufficient resilience and 

capacity to support all 

governance functions. 

Arrangements should also 

be put in place to ensure 

staff are able to access 

suitable training/learning 

opportunities to develop 

their knowledge and skills 

within their respective roles. 

In Progress 

An update to the Audit, Risk, and Assurance 

Committee in October 2022 indicates that interim 

additional capacity has been put in place to 

provide some resilience. A full review of the 

structure and capacity of the Corporate 

Governance Support Team is due in quarter 3 

2022/23.  
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Recommendation Description of progress 

Stability of the Board 2021 

R4 

The Health Board has 

experienced significant 

changes in its Executive 

Team and cadre of 

Independent Members 

resulting in several interim 

Executive Director 

appointments and is 

currently recruiting to two 

independent member 

vacancies. However, 

maintaining these temporary 

arrangements indefinitely 

alongside the turnover of 

Independent Members 

presents risks at a time of 

significant operational 

pressures. The Health 

Board, therefore, should 

seek to make permanent 

appointments to these key 

Executive Director roles at 

the earliest possible 

opportunity. In addition, 

there remains a need for the 

Health Board to strengthen 

its induction and training for 

new Independent Members 

in line with our 

recommendation in 2019. 

In Progress 

As noted in paragraph 31, the Health Board has 

made several substantive appointments to some 

key executive posts, but interim arrangements 

remain in other executive positions. The Health 

Board is seeking to recruit permanently to several 

of those key roles by the end of the year 

Strategic planning arrangements 

43 In this section of the report, we provide our views on the Health Board’s strategic 

planning arrangements, with a particular focus on the organisation’s: 

• vision and strategic objectives; 

• Integrated Medium-Term Plan (IMTP); 

• planning arrangements; and 

• arrangements for implementing and monitoring the delivery of corporate 

strategies and plans. 
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44 Details of progress made on open recommendations made between 2017 and 

2021 relating to the Health Board’s strategic planning arrangements are provided 

in Exhibit 3.  

45 We found that the Health Board needs to revisit its clinical strategy to ensure 

that clinical and medium-term plans help to drive service improvement and 

help to shape long-term sustainable services. 

Vision, strategic objectives, and integrated medium-term 

plan 

46 We considered the extent to which there is a vision, strategy, and medium-term 

plan in place for the organisation. In examining this, we have looked at whether: 

• the vision and strategic objectives are future-focussed, and rooted in a 

detailed and comprehensive analysis of needs, opportunities, challenges, 

and risks;  

• the vision and strategic objectives have been developed and adopted by the 

Board;  

• the long-term strategy is underpinned by an appropriate long-term clinical 

strategy; and 

• the IMTP was reviewed by the Board, submitted within the required 

timeframes in line with Welsh Government guidance and approved by the 

Minister for Health and Social Services.  

47 We found that while the Health Board has a clear vision and strategic 

objectives, its Clinical Futures Strategy needs to be reviewed to ensure that it 

responds to growing service and financial pressures and provides an 

effective platform for planning sustainable good quality services.  

48 The Health Board’s Integrated Medium-Term Plan (IMTP) 2022-25 outlines its 

vision and strategic objectives. It builds on the life course approach previously 

introduced in its 2021-22 Annual Plan and aligns to Building a Healthier Gwent4 

and the Health Board’s Clinical Futures Strategy. The Health Board’s life course 

approach aims to reduce inequalities across communities through improving 

population health. The approach outlines five clear strategic objectives aligned to 

key stages in an individual’s life course, underpinned by a set of outcomes and 

measures to achieve them. 

49 The Clinical Futures Strategy, which has been in place now for over a decade, 

outlines the Health Board’s long-term ambition for delivering clinical services. 

Whilst the Health Board is progressing work to deliver the strategy, it should seek 

to undertake a detailed review of the strategy as soon as possible to ensure it is fit 

for the future, particularly given the operational and workforce challenges facing 

 

4 Building a Healthier Gwent is a collaborative approach to support health and wellbeing 

in communities across Gwent. 
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the organisation. Furthermore, while the strategy provides a high-level direction for 

clinical services, it is not currently underpinned by a detailed long-term clinical plan 

to ensure good quality and sustainable clinical services. (Recommendation 5).  

50 The draft Integrated Medium-Term Plan (IMTP) 2022-25 was discussed and 

approved by the Board in March 2022 and submitted to Welsh Government within 

the required timeframe. The Minister for Health and Social Services approved the 

plan in June 2022.  However, preparing an approvable plan for 2023 onwards will 

become increasingly challenging for the Health Board in light of current risks 

associated with in-year and future cost pressures, performance issues, and 

ongoing growth in service demands.  

Planning arrangements 

51 We considered the extent to which the Board maintains effective oversight of the 

process for developing corporate strategies and plans. In examining this, we have 

looked at whether: 

• prudent and value-based healthcare principles are considered and reflected 

in corporate strategies and plans;  

• corporate strategies and plans have been developed in liaison with relevant 

internal and external stakeholders; and 

• arrangements for commissioning services are effective and efficient, and 

aligned to corporate strategies and plans.  

52 We found that the Health Boards has a reasonably effective approach to 

planning, but stakeholder engagement could be improved around service 

changes and developing joint solutions. 

53 The Health Board engages well with its internal stakeholders as part of strategic 

planning processes. The IMTP 2022-25, People Plan 2022-25, and Arts in Health 

Strategy 2022-27 were all developed with involvement from key internal 

stakeholders, through staff engagement and various Health Board forums. Board 

members were also given opportunities to comment on these strategies and plans 

through Board development sessions. However, they indicated that earlier 

engagement on the IMTP would have been beneficial.  

54 The Health Board discussed the 2022-25 Integrated Medium-Term Plan with both 

Welsh Government and the Community Health Council during its development, but 

there was limited evidence of engagement with wider partners. The Health Board 

should address this as a means to develop joint solutions, particularly where 

services interface, such as health and social care (Recommendation 6). There 

also are opportunities for the Health Board to improve engagement with staff and 

Trade Union representatives when planning operational changes to Health Board 

services. The latest Trade Union Partnership Forum annual report highlights 

engagement issues relating to the Same Day Emergency Care (SDEC) Unit at the 

Grange University Hospital and possible planned changes at County Hospital. 

Service pressures appear to be making it more difficult for staff and managers to 
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both keep services delivering and at the same time plan for the future, but it is 

essential.  

55 Positively the Health Board is seeking to deliver efficiencies through its value-

based healthcare approach. Its Value-Based Healthcare Team supports healthcare 

professionals across the organisation, with some achievements to date. Many of 

the benefits from value-based healthcare can only be achieved through effective 

operational level service planning and change. It is investing £2.9 million to support 

value-based healthcare improvements, but it will need to ensure a clear return on 

investment through improved quality, increased efficiency, and cost reduction.   

56 The Health Board directly commissions a range of providers for its healthcare 

services. It has a commissioning team which manages and monitors arrangements 

where the Health Board commissions or is the provider of services. However, a 

recent Internal Audit review on Commissioning of NHS Continuing Healthcare gave 

limited assurance, highlighting weaknesses around the oversight and scrutiny of 

some commissioned services.  

Implementation and monitoring arrangements 

57 We considered the extent to which the Board oversees, scrutinises, and challenges 

the implementation and delivery of corporate strategies and plans. In examining 

this, we have looked at whether: 

• corporate strategies and plans contain clear milestones, targets, and 

outcomes that aid monitoring and reporting; and 

• the Board receives regular reports on progress to deliver corporate 

strategies and plans. 

58 We found that the new outcomes framework is a positive development, but 

the absence of clear target dates and milestones in plans inhibit effective 

progress monitoring.  

59 In general, key strategic plans provide clear objectives underpinned by outcome 

measures. However, they do not include target dates / milestones thus making 

progress tracking more difficult. The Health Board continues to work on its Clinical 

Futures Strategy with several priority programmes for delivery ongoing. There is 

clear Executive Director ownership, and the Health Board has recently re-

established Clinical Futures Programme Board is providing oversight.  

60 The Health Board’s quarterly outcomes framework helps the Board to monitor 

progress against strategic objectives outlined in the Health Board’s Integrated 

Medium-Term Plan. The outcomes framework introduced this year signals the 

Health Board’s move towards outcome-based measurements and aligns with the 

NHS Wales Performance Framework5. The report is clear and easy to understand 

with good use of qualitative and quantitative information to illustrate performance 

 

5 NHS Wales Performance Framework 2022-23 

22/42 424/474

https://gov.wales/sites/default/files/publications/2022-06/nhs-wales-performance-framework-2022-2023.pdf


 

Page 23 of 42 - Structured Assessment 2022 – Aneurin Bevan University Health Board  

information. However, there are opportunities to more clearly articulate risks to 

delivery of its Clinical Futures Programmes, there are some challenges around the 

timeliness of outcome data, and there is a need to better utilise patient experience 

information. The Health Board acknowledges that its outcomes framework is a 

‘work in progress’ and requires further development (see Exhibit 3 R3 2019, R4 

2019, and R5 2021). 

Exhibit 3: progress made on previous-year recommendations 

Recommendation Description of progress 

Engagement Strategy 

2017 R7 

The Health Board should 

review refresh and update 

the Engagement Strategy – 

‘Hearing and acting upon 

the voice of our staff and 

citizens’. 

Incomplete 

An update to the Audit, Risk, and Assurance 

Committee in October 2022 indicates there has 

been no further progress in implementing this 

recommendation.  

Reporting on delivery of 

the IMTP and Clinical 

Futures 2019 R3 

Board updates on Clinical 

Futures do not include 

information on whether 

planned actions / mitigation 

is effective, and it is unclear 

whether risks no longer 

reported have been 

eliminated. The Health 

Board should include 

information on the 

effectiveness of risk 

mitigation in its Board 

updates. 

In Progress  

The Health Board’s quarterly outcomes framework 

helps the Board to monitor progress against 

delivery of strategic objectives outlined it the 

Health Board’s Integrated Medium-Term Plan. Our 

review found opportunities to more clearly 

articulate risks to delivery of its Clinical Futures 

Programmes.  
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Recommendation Description of progress 

Reporting on delivery of 

the IMTP and Clinical 

Futures 2019 R4 

The recent report to the 

Finance and Performance 

Committee on progress 

against the IMTP SCPs did 

not include progress against 

the relevant high-impact 

priorities aligned to them. 

The Health Board should 

ensure that committee 

reports on SCP progress 

clearly link relevant high-

impact priorities with the 

achievements set out.  

Superseded  

The reporting of IMTP service change plans is 

superseded by the Health Board’s Outcomes 

Framework which is enabling it to monitor 

progress in delivering strategic objectives outlined 

in its IMTP and Clinical Futures Strategy. 

Monitoring Delivery of 

Strategic Objectives 2021, 

R5 

The Health Board has not 

finalised its monitoring 

framework due to the 

pandemic, subsequently, 

there continues to be limited 

oversight and scrutiny at 

Board-level on overall 

delivery against priorities 

outlined in the 2021-22 

Annual Plan. The Health 

Board, therefore, should 

complete the development 

of its monitoring framework 

as soon as possible to allow 

the Board to review and if 

necessary, challenge 

delivery of its strategic 

priorities and progress 

against the Annual Plan and 

future Integrated Medium -

Term Plans. 

Complete 

The Health Board’s outcomes framework helps it 

to monitor strategic objective delivery. The 

outcomes framework introduced this year signals 

the Health Board’s move towards outcome-based 

measurements and aligns with the NHS Wales 

Performance Framework.  

  

24/42 426/474



 

Page 25 of 42 - Structured Assessment 2022 – Aneurin Bevan University Health Board  

Managing financial resources 

61 In this section of the report, we provide our views on the Health Board’s 

arrangements for managing its financial resources, with a particular focus on the 

organisation’s: 

• arrangements for meeting key financial objectives; 

• financial controls; and  

• arrangements for reporting and monitoring financial performance. 

62 Details of progress made on open recommendations made between 2017 and 

2021 relating to the Health Board’s arrangements for managing financial resources 

are provided in Exhibit 4.  

63 We found that whilst arrangements to secure financial balance have been 

satisfactory to date, the Board needs to strengthen its focus on addressing 

financial challenges and risks and ensure greater oversight of financial 

recovery measures.  

Financial objectives 

64 We considered the extent to which the Health Board has effective arrangements in 

place to meet its key financial objectives. In examining this, we have looked at 

whether the Health Board: 

• met its financial objectives for 2021-22, and is on course to meet its financial 

duties in 2022-23; and 

• has a clear and robust financial plan in place, which includes realistic and 

sustainable savings and cost improvement plans. 

65 We found that whilst the Health Board achieved its financial objectives for 

2021-22, it is not on course to meet its financial duties in 2022-23 due to 

growing cost pressures and challenges in delivering its savings programme.  

66 The Health Board met its financial duty to spend within allocation over the three-

year period 2019-2022, with a cumulative surplus of £0.526 million for revenue 

expenditure. In 2021-22, the Health Board reported a break-even position in 

relation to both revenue and capital expenditure.   

67 Whilst the Health Board has a good financial track record, the growing underlying 

deficit it reports6, and now the substantial in-year financial deficit forecast for 2022-

23, are a significant concern. During 2020-21, the Health Board identified an 

ambitious savings target of £33 million to achieve a break-even position. However, 

the Health Board revised its savings target to £16.596 million due to the continuing 

impact of the pandemic and, as a result, the underlying deficit was again carried 

over into this financial year. 

 

6 Reported increases to the Health Board’s underlying deficit over the last three years: 

£11.405 million (2019-20), £16.261 million (2020-21) and £20.914 million (2021-22). 
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68 The Health Board’s financial plan for 2022-23 was approved by the Board in March 

2022 with an expectation that it would achieve an improvement to its underlying 

financial position. The financial plan continues to account for Covid-19 costs and 

new financial risks and exceptional cost pressures. To achieve financial balance in 

2022-23, the financial plan assumes £26 million savings delivery and £19 million 

cost mitigation and avoidance. But cost pressures and reduction in savings 

expectations are having a significant impact. In October 2022, the Board was 

notified that the Health Board would not breakeven this financial year projecting a 

likely £37 million deficit (£49 million worst case scenario) if no further action is 

taken.  

69 The main factors contributing to the deficit position are significant income 

reductions and continuing high expenditure levels for Covid-19, variable pay, 

prescribing growth, continuing healthcare cost growth, premium rate elective 

delivery plans, and limited cashable savings forecasted against plans. The 

consequence for this year would mean that the Health Board fails to meet its 

statutory spending requirement. But the financial challenge for future years is also 

likely to increase, which could affect the approvability of next year’s Integrated 

Medium-Term Plan.  

70 The change in the formally reported financial position is not a surprise. During the 

first six months of the 2022/23 financial year, the Health Board has consistently 

reported the significant risks to its financial position at executive team meetings, 

and public Board and Finance and Performance Committee meetings. But those 

risks have materialised resulting in a change in the formally reported position.  

71 We are currently in the process of reviewing the Health Board’s arrangements for 

securing financial efficiencies and will offer recommendations for improvement as 

part of that work. However, it is clear that there now needs to be greater collective 

ownership and rigour to address the financial challenges in both the short- and 

medium-term.      

Financial controls 

72 We considered the extent to which the Health Board has appropriate and effective 

arrangements in place for allocating, authorising, recording, and managing the use 

of its financial resources. In examining this, we have looked at whether: 

• there are effective controls in place to ensure compliance with Standing 

Financial Instructions and Schemes of Delegation; 

• the Audit Committee maintains appropriate oversight of arrangements and 

performance relating to single tender actions, special payments, losses, and 

counter-fraud; 

• there are effective financial management arrangements in place; and 

• financial statements were submitted on time, contained no material 

misstatements, and received a clean audit opinion. 
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73 We found that whilst financial controls remain generally effective, there is a 

need to provide greater clarity around delegated accountability for budgets 

and delivery of savings.  

74 In paragraph 20 we comment on the Health Board’s arrangements to ensure 

compliance with Standing Financial Instructions and Schemes of Delegation. While 

control arrangements are in place, the deteriorating financial position suggests they 

should be reviewed to ensure clear delegated accountability for the budgetary 

position and achievement of financial efficiencies at and below Executive levels. 

(Recommendation 7) 

75 During 2022-23, the Internal Audit service completed several reviews around 

financial governance and management within the Health Board that gave 

reasonable and substantial assurance ratings in relation to management of clinical 

negligence costs, charitable funds, and budgetary controls for waste management. 

Their review on financial sustainability also provided reasonable assurance, 

although the financial outlook is now deteriorating.  

76 Our review found appropriate reporting to the Audit, Risk, and Assurance 

Committee on single tender actions, and losses and special payments with 

appropriate scrutiny and oversight of the information. The committee also receives 

regular progress reports from the Health Board’s Counter Fraud Team. The latest 

report highlights some concerns around the resources and capacity within the team 

which have impacted on its ability to undertake some of its planned work. However, 

recruitment was underway, and they have successfully appointed one Local 

Counter Fraud Specialist leaving one further vacancy. 

77 We received the Health Board’s draft Financial Statements by the deadline of 29 

April 2022, and the draft Performance Report and Accountability Report by 6 May 

2022. The audited documents were submitted to the Welsh Government, by the 15 

June 2022 deadline. We issued an unqualified audit opinion on the 2021-22 

Financial Statements, except for the regularity opinion, for which we issued a 

qualified opinion7.   

Monitoring and reporting arrangements 

78 We considered the extent to which the Board oversees, scrutinises, and challenges 

the organisation’s financial performance. In examining this, we have looked at 

whether: 

• reports to the Board provide a clear picture of the organisation’s financial 

position, as well as the key financial challenges, risks, and mitigating actions 

taken; and 

 

7 This year the Auditor General qualified his regularity opinion at eight of eleven NHS 

bodies due to the accounts including expenditure and funding in respect of clinicians’ 

pension tax liabilities. 
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• Board members sufficiently challenge ongoing assessments of the financial 

position. 

79 We found that there is sufficient and clear information to enable effective 

financial monitoring, but the Board must provide more robust scrutiny and 

challenge on financial performance and risks and strengthen its oversight of 

financial recovery measures. 

80 Financial performance is regularly reported to the Board and Finance and 

Performance Committee8. Finance reports continue to provide sufficient 

information to enable scrutiny and challenge and include some detail in respect of 

progress against savings schemes (see Exhibit 4 R1, 2017). However, we found 

instances where broadly similar reports are presented to both forums, thus limiting 

opportunities, particularly at committee level, to undertake deep-dives and provide 

challenge in particular areas where savings achievement is off track. The Health 

Board has recently appointed a new Independent Member (Finance) which is 

beginning to increase the scrutiny and challenge on financial matters in both Board 

and committee meetings. However, the current financial challenges at the Health 

Board will require the Board and Finance and Performance Committee to provide 

more robust scrutiny and challenge on financial performance, savings, and risks.      

Exhibit 4: progress made on previous-year recommendations 

Recommendation Description of progress 

Savings Schemes 

Monitoring and Reporting 

2017 R1 

The Health Board should 

provide more detail to 

Executives and Independent 

Members in respect of 

progress against savings 

schemes. This should help 

them to provide sufficient 

scrutiny and challenge to 

schemes which are off 

target.  

Complete 

Finance reports continue to provide sufficient 

information to enable scrutiny and challenge and 

include more detail in respect of progress against 

savings schemes. 

 

8 Reports were previously provided to the Audit, Finance, and Risk Committee until the 

arrangements were reviewed in March 2022. 
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Managing the workforce, digital resources, the 
estate, and other physical assets 

81 In this section of the report, we provide our high-level views on the Health Board’s 

arrangements for managing its wider resources, with a particular focus on the 

organisation’s: 

• arrangements for supporting staff wellbeing (please note we will be 

undertaking a separate review of the organisation’s workforce planning 

arrangements); 

• arrangements for managing its digital resources; and 

• arrangements for managing its estate and other physical assets.  

82 We found that the Health Board has a good approach to supporting staff 

wellbeing. It is keen to exploit the benefits of ‘digital’, but there needs to be 

stronger oversight of digital strategy and plan implementation. The Health 

Board has a strategic approach to Estates, but the availability of capital 

finance is a concern, and its management of physical assets requires 

strengthening.    

Supporting staff wellbeing 

83 We considered the extent to which the Health Board has appropriate and effective 

arrangements in place for supporting staff wellbeing. In examining this, we have 

looked at whether: 

• mechanisms to seek staff views about their wellbeing needs are effective, 

and appropriate action is taken to respond to findings; and 

• actions to support and improve staff wellbeing are actively monitored by the 

Board, including actions taken in response to our report on how NHS bodies 

supported staff wellbeing during the COVID-19 pandemic9. 

84 We found that the Health Board prioritises wellbeing and continues to 

understand how its staff are feeling to help inform its improvement 

initiatives. 

85 The Health Board’s IMTP and People Plan identify the physical and mental 

wellbeing of its staff as an organisational priority. The Health Board recognises that 

having healthy, motivated, and engaged staff will result in improved retention, 

increased innovation, lower levels of sickness absence, and a positive effect on 

patient experience. The People Plan outlines several key deliverables to achieve 

 

9 Audit Wales, Taking care of the carers? How NHS bodies supported staff wellbeing 

during the COVID-19 pandemic, October 2021 
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this10. The Health Board completes regular wellbeing surveys to understand how 

its staff are feeling. The results from these services and the NHS staff survey 

shaped the People Plan.  

86 The Health Board’s ‘people first’ and ‘agile working’ projects, which are aimed at 

addressing staff disengagement, stress at work and improve staff wellbeing, are 

progressing well. Our ‘Taking Care of the Carers’ report made several 

recommendations to health bodies around staff wellbeing which the Health Board 

accepted, responded to and has now implemented in full.  

87 The People and Culture Committee provides a forum to scrutinise and seek 

assurance in this area, with information included in an Employee Wellbeing 

Dashboard. At present though, it is hard to see the impact of its wellbeing initiatives 

on areas such as sickness absence, which is increasing, particularly relating to 

anxiety, stress and depression. The Board receives regular reports by the 

committee chair on the work of the committee and key risks relating to the 

workforce.   

Managing digital resources 

88 We considered the extent to which the Health Board has appropriate and effective 

arrangements in place for managing its digital resources. In examining this, we 

have looked at whether: 

• there is a Board approved digital strategy in place which seeks to harness 

and exploit digital technology to improve the quality, safety, and efficiency of 

services, as well as to support new models of care and new ways of 

working; and 

• benefits arising from investments in digital technology are actively monitored 

by the Board. 

89 We found that the Health Board has refreshed its digital strategy but needs to 

improve scrutiny and challenge to ensure that digital truly becomes a 

strategic and operational enabler for wider service improvement. 

90 The Health Board approved its ‘Transformation Through Digital’ strategy in 2019. 

The strategy outlines four principles of digital foundations, digital organisation, 

digital community, data, information, intelligence, and associated delivery priorities. 

The strategy aligns to the Health Board’s IMTP and Clinical Futures strategy.   

91 Inevitably the Covid-19 pandemic has impeded delivery of the strategy. An update 

provided to Board in July 2022, indicates a refreshed focus, and provides a 

narrative overview of progress for each programme aligned to the four principles. 

But progress reporting contains gaps that need addressing as assurance reports 

 

10 People Plan key deliverables include establishing the first Welsh Centre of Excellence, 

introducing new integrated psychological wellbeing roles and peer support networks, 

improving staff engagement, rolling out compassionate leadership frameworks and 

building on the Health Board’s financial wellbeing offer. 
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do not include an action plan, RAG ratings or milestones / targets. Based on the 

information reported, it is difficult to assess what difference the strategy is making, 

whether it is sufficiently resourced and if digital is enabling wider service 

improvement. Whilst the digital strategy was included in Finance and Performance 

Committee’s forward work plan for its October 2022 meeting, it wasn’t discussed in 

the meeting. The new Independent Member (Digital) is a strong advocate for 

digitally enabled services and, as a member of the Finance & Performance 

Committee, should help to enhance scrutiny and challenge on digital performance.  

Managing the estate and other physical assets  

92 We considered the extent to which the Health Board has appropriate and effective 

arrangements in place for managing its estate and other physical assets. In 

examining this, we have looked at whether: 

• there are Board-approved strategies and plans in place for managing the 

organisation’s estates and its wider physical assets; 

• there are appropriate arrangements in place for the Board to review, 

scrutinise, challenge, and approve significant capital projects and 

programmes; and  

• there are appropriate arrangements in place for the Board to maintain 

appropriate oversight of the condition of the estate and other physical 

assets. 

93 We found that the Health Board has an estate strategy supported by 

appropriate governance arrangements, but the availability of capital finance 

is a concern, and its management of physical assets requires strengthening.  

94 The Health Board approved its 10-year Estates strategy in 2019 and refreshed the 

approach in November 2021. The strategy aligns to the IMTP and Clinical Futures 

strategy11. As part of this, the Health Board is progressing its ‘agile working’ 

project. The Health Board’s Estates Utilisation and Efficiency Group is working 

collaboratively with the Agile Working Delivery Group to review estate utilisation, 

support agile working models, and determine options for decommissioning poor 

quality estate or estate that is no longer needed.    

95 The Health Board’s capital programme is a key enabler to delivering its Estates 

strategy. However, prioritising capital spend is an issue. An update provided to 

Board in March 2022 indicates that the capital outlook for 2022-23 is challenging 

due to a lower funding allocation and significant demands on the discretionary 

capital programme. The Health Board has introduced a more robust approach to 

prioritising capital resources addressing issues such as backlog maintenance, 

replacing out-of-date equipment, and refreshing key ICT infrastructure. Board 

 

11 The 10-year Estates Strategy focuses on the development of physical and virtual ‘hubs’ 

across the region and transforming its hospital network to provide a hub and spoke model 

of secondary care services. 
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members fully recognise the challenges arising from low capital resourcing and the 

risks to its estates, assets, and health and safety compliance. The Strategic Capital 

and Estates Group monitors delivery of the Estates strategic objectives and reports 

progress into the Clinical Futures Programme Board. Board oversight of estates 

issues has been limited, although we understand that there will be increasing 

levels of scrutiny at the Finance and Performance Committee.  

96 The Health Board is taking action to address Internal Audit recommendations on its 

Medical Equipment and Devices. Progress includes introduction of an asset 

tagging system, with actions now tracked by the Medical Equipment Management 

Group. Our work also found that whilst asset registers are in place and there 

appears to be information on equipment lifecycles, asset tracking for example 

location of IT equipment needs improving.  
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Audit approach 

Exhibit 5: audit approach  

Exhibit 5 sets out the approach we adopted for delivering our structured assessment work at the Health Board. 

Element of audit approach Description 

Observations We observed Board meetings as well as meetings of the following Committees: 

• Audit, Risk and Assurance Committee 

• Quality, Patient Safety and Outcomes Committee 

• Finance and Performance Committee 

• Partnerships, Population Health, and Planning Committee.  
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Element of audit approach Description 

Documents We reviewed a range of documents, including: 

• Board and Committee Terms of Reference, work programmes, agendas, papers, and minutes 

• Key governance documents, including Schemes of Delegation, Standing Orders, Standing Financial 

Instructions, Registers of Interests, and Registers of Gifts and Hospitality 

• Key organisational strategies and plans, including the IMTP 

• Key risk management documents, including the Board Assurance Framework and Corporate Risk Register 

• Key reports relating to organisational performance and finances 

• Annual Report, including the Annual Governance Statement 

• Relevant policies and procedures 

• Reports prepared by the Internal Audit Service, Health Inspectorate Wales, Local Counter-Fraud Service, and 

other relevant external bodies.  
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Element of audit approach Description 

Interviews We interviewed the following Senior Officers and Independent Members: 

• Chair of the Health Board 

• Chair of the Audit, Risk and Assurance Committee 

• Chair of the Patient Quality, Safety and Outcomes Committee 

• Chair of the People and Culture Committee 

• Interim Chief Executive Officer 

• Interim Director of Finance Procurement 

• Medical Director 

• Director of Operations 

• Director of Planning and Performance 

• Director of Corporate Governance.  
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Management response to audit recommendations 

Exhibit 6: management response  

Recommendation Management response Completion 

date 

Responsible 

officer 

Agenda / meeting management  

R1 Board and Committee agendas cause some 

meetings to overrun. The Health Board, 

therefore, should review Board and 

committee agendas to ensure meeting 

business can be covered in the time 

available whilst also allowing for sufficient 

scrutiny and discussion. 

Ongoing development of the Board’s Assurance 

Framework and Risk Management Framework will 

enable the Board and Committees to ensure focus on 

priority, risk-based, areas by exception, supported by 

risk-based workplans.  

 

The development of Board and Committee Etiquette 

and Conduct of Business will also support greater 

effectiveness of meetings. 

30 September 

2023 

 

 

 

 

30 April 2023 

Director of 

Corporate 

Governance  
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Recommendation Management response Completion 

date 

Responsible 

officer 

Quality of Information to Board and 

committees 

R2 Information presented to Board and 

committees does not always provide the 

required assurance. Some papers are too 

long, detailed, and technical. Cover reports 

continue to follow an SBAR format, but there 

is variation in their use. The Health Board, 

therefore, should develop training and 

guidance for Health Board staff around the 

reporting expectations and quality of 

information presented to the Board and its 

committees. 

Revised report templates will be developed and 

rolled-out for the new financial year, with supporting 

guidance.  

The provision of report writing training will also be 

explored.   

30 April 2023 Director of 

Corporate 

Governance  

Patient and Staff Stories 

R3 There is limited use of patient and staff 

stories at Board. The Health Board should 

consider how it can increase and maximise 

the benefit of patient and staff stories in 

Board and committees to help centre and 

focus meetings on the things that matter 

most, and to help triangulate this intelligence 

with formal agenda items. 

A Digital Story Protocol for staff and patient stories is 

currently under development and once approved an 

electronic digital repository of stories will be created. 

Digital Story Telling training has been commissioned.  

 

The CIVICA Citizen Feedback System now allows 

people to leave narrated stories. A selection of these 

will be played at the start of every Board meeting. 

The Executive Team will agree a programme of staff 

and patient stories that help triangulate intelligence 

with formal agenda items.  

31 March 2023 Executive 

Director of 

Nursing  
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Recommendation Management response Completion 

date 

Responsible 

officer 

Performance Reporting 

R4 The Integrated Performance Report has 

remained unchanged for several years, and 

at present it doesn’t clearly articulate the 

impact of past and ongoing improvement 

actions. The Health Board should 

strengthen this report to provide more 

information to Board and committees on the 

actions required to address 

underperformance or the impact of past 

actions taken. 

A new interactive performance dashboard has been 

developed. The Quarterly Performance Report has 

been revised and developed into an IMTP progress 

report with outcome measures, reportable 

performance measures and the actions taken as a 

result. This includes Quality and Patient Safety 

measures and the quarterly outcomes and progress 

of the 10 priority programmes.  

This report has been in place for Q1 and Q2 and the 

format will and has been provided to the Board and 

continue to be reviewed.  

Implemented 

from July 2022  

Executive 

Director of 

Planning and 

Performance  
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Recommendation Management response Completion 

date 

Responsible 

officer 

Clinical Futures Strategy and Long-Term 

Clinical Plan 

R5 The Clinical Futures Strategy has remained 

in place for over a decade, but the 

pressures the Heath Board is facing have 

changed substantially in this time. The 

Health Board, therefore, should: 

• review of the Clinical Futures Strategy to 

ensure it helps to shape financially and 

clinically sustainable service models; 

and  

• develop a detailed long-term clinical 

plan that underpins the Clinical Futures 

Strategy. 

The Health Board is delivering the Clinical Futures 

Strategy through its 10 High Priority Programmes as 

outlined with the IMTP and refreshed annually. 

These programmes reflect the changing nature of 

health care delivery and the challenges faced by the 

Health Board in terms of demand, demographic 

changes and workforce supply and are therefore 

reflective to current trends. 

However, it is accepted that a review of the Clinical 

Futures long term strategy is also required to take a 

broader view strategically on the structure and nature 

of service provision for future generations. It is 

proposed that the Strategy review will be formed over 

the following financial year and finalised in 2024/25. 

30 April 2024 Executive 

Director of 

Planning and 

Performance 
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Recommendation Management response Completion 

date 

Responsible 

officer 

Working with wider partners in Integrated 

medium-term plan development 

R6 The Health Board discussed plans with both 

Welsh Government and the Community 

Health Council during the 2022-25 

Integrated Medium-Term Plan development, 

but there was limited engagement with wider 

partners. The Health Board, therefore, 

should better involve wider partners to help 

collectively develop solutions to growing 

service challenges, particularly where 

services interface. 

The Health Board has implemented a new 

infrastructure and dedicated corporate planner and 

transformation team to work with partners, including 

the provision of direct support to the Regional 

Partnership Board (RPB) and Neighbourhood Care 

Networks to align cluster planning, borough level 

plans and the RPB’s Joint area plan with the Health 

Board’s Integrated Medium-Term Plan, 

acknowledging that these are ongoing and maturing 

processes. In addition, the team engages with other 

partners such as the Health Board’s Trade Unions 

Partnership and the Community Health Council.  

30 April 2023 Executive 

Director of 

Planning and 

Performance  
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Recommendation Management response Completion 

date 

Responsible 

officer 

Schemes of Delegation   

R7 The Health Board’s deteriorating financial 

position and deterioration in savings deliver 

indicates that stronger accountability for 

financial performance and delivery is 

required. The Health Board, therefore, 

should review its Scheme of Delegation to 

ensure it more strongly outlines delegated 

accountability for the budgetary position and 

achievement of financial efficiencies at and 

below executive levels. 

The Health Board’s existing accountability 

arrangements have been endorsed by the Audit, Risk 

& Assurance Committee and is aligned to Standing 

Orders and Standing Financial Instructions.  

The Executive Team has commenced work with the 

organisation’s senior leadership team to further 

embed a culture of empowerment, autonomy, 

authority and accountability, building on existing 

arrangements in place. This Framework will cover all 

aspects of the organisation’s business (not just a 

focus on finance) and will be presented to the Board 

for consideration in March 2023. Upon approval, 

further work will be required to support the embedding 

of the framework in practice.  

Approval of 

Framework 30 

April 2023 

 

Embedding of 

the Framework 

will be ongoing 

Director of 

Corporate 

Governance 

with  

Director of 

Planning and 

Performance 

& Director of 

Finance and 

Procurement  
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Introduction 

1 The Health Board has a reasonably good track record for planning and delivery 

against savings plans (i.e., spending within Welsh Government allocation). This is 

underlined by their previous savings performance across the past five financial 

years 2017-18 to 2021-22. The IMTP (2022 – 2025) saw a return to the three-year 

planning process following a one-year Annual Operating Framework that was in 

operation for 2021-22. The IMTP was re-instated on the assumption that the Health 

Board will continue to meet its statutory financial duties and deliver financial 

balance on a rolling 3-year basis. 

2 Over the past few years, savings were achieved in a period where demand and 

costs were increasing but revenue allocation were not always keeping pace. 

Furthermore, the pandemic has created increased uncertainty with significant 

consequences for finances both in the short term and longer term. The Health 

Board, like other bodies in Wales, prioritised its response to the COVID-19 

pandemic. This directly impacted on its ability to focus on efficiencies and savings 

over the last two years. This ultimately resulted in underachievement of what were 

ambitious £33 million initial savings targets in 2020-21. In 2020-21 and 2021-22, 

the savings targets were revised to £9.4 million and £16.6 million respectively and 

delivered £10.9 million savings in 2020-21 and £16.6 million in 2021-22. In the 

current financial year initial savings plans for £26.2 million pounds were identified 

with additional cost avoidance plans for £19 million.  

3 The strategic financial challenge remains as great as ever. The whole health sector 

continues to struggle with significant service pressures in unscheduled care, and 

growing waiting list backlogs. Opening four months early, the Grange University 

Hospital is an integral part of the Health Boards Clinical Futures Programme. 

Services across the Health Board’s sites remain under significant pressure which 

ultimately makes it difficult both to meet demand and against that backdrop, 

achieve a realistic but ambitious savings programme. Welsh Government has 

committed to additional funding, and both planned and unexpected cost pressures, 

such as increase energy costs, make the current financial position more difficult. 

But it is not just current short-term cost pressures that present an issue, the 

demographic ‘aging population’ demand growth continues to represent a risk that 

will need a financial solution in the medium to longer term. It is therefore even more 

critical that savings plans create financial and service efficiencies and prevent the 

Health Board falling into a deepening and recurring deficit. 

4 While the Health Board has a substantial revenue resource limit (£1,576 million1), 

achievement of even a proportionately small percentage of savings can be 

challenging. This is particularly an issue when some funding allocation is ‘pre-

committed’ spend, such as for much of the primary care costs.  

 

1 Source: Month 7 Monthly Monitoring Returns 
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5 The Health Board’s 2022-2025 IMTP assumptions indicate that £68 million savings 

will be required over the next three years of which £51 million recurring savings will 

need to be delivered. The revenue financial forecast 2022/23 to the Finance and 

Performance Committee formally signified a step change in the Health Boards 

position, reporting a potential deficit of circa £49 million without further action. It 

stated that the likely end of year position would be between £25 to £40 million 

deficit based on current operational plans. As of Month 7 2022-23, savings delivery 

remains off track, and the revised financial forecast currently stands at a likely £37 

million deficit.  

6 This audit was undertaken with the understanding that the Health Board’s 

arrangements are intended to increase financial stability. Our review considered 

the high-level arrangements for planning, delivering, and monitoring of efficiency 

and savings. The review sought to address the following question: Is the Health 

Board putting in place effective arrangements to secure savings and efficiencies?  

What we found 

7 The Health Board has a reasonable approach for identifying potential areas for 

savings and efficiencies to inform strategic financial planning. The Health Board 

has developed a good high-level approach for efficiencies planning, using a range 

of internal and external benchmarking and stakeholder reports to create an 

efficiencies compendium. This appropriately informs efficiency aims within the 

Integrated Medium-Term Plan (IMTP). It is generally positive that the Health Board 

integrates its efficiencies approach into its IMTP programmes rather than a solely 

discrete savings programme. There is a good overall ethos at a senior level that 

seeks an efficiency approach that supports financially sustainable services.  

8 The Health Board is able to demonstrate its intent to deliver financial efficiencies 

through a balanced approach to service transformation and value-based 

programmes alongside short-term savings. This is preferable as an over-reliance 

on short-term and non-recurrent transactional cost cutting can impact adversely on 

longer-term financial stability. Nevertheless, non-delivery of savings this year 

coupled with additional exceptional cost pressures is leading to a deteriorating 

financial performance. As a result, it is likely that a greater proportion of short-term 

cost reduction and cost control measures will be needed alongside its 

transformational efficiency approaches. It is not ideal, but is necessary.  

9 The Health Board has a good track-record of savings delivery which has helped it 

achieve financial balance in previous years. However, the position has 

deteriorated. Should there be both a ‘likely £37 million’ deficit carry-forward into 

next year alongside an increasing underlying deficit, it will make financial recovery 

substantially more difficult. If this is the case, the Board may need to adopt a more 

formal strategic financial recovery and accountability approach if its position does 

not improve. 
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10 A significant proportion (45%) of total required savings are pay related, but the 

operational cost savings plans for these were not in place early enough. This 

appears to have compromised delivery. In addition, the delivery of service 

transformation-based efficiencies may not release the required quantum of savings 

to the ‘bottom line’ as intended. Even if they do, transformational savings may be 

slower to realise than short-term cost-control/cost avoidance measures. There 

needs to be greater contingency for under-delivery and a stronger focus on the 

cash-releasing element of the Health Board’s IMTP transformation programmes. 

There also needs to be stronger service level engagement and accountability to 

ensure improved delivery of savings going forward. 

11 Delivery of savings by the health board’s services has been too slow. Service 

leaders are clearly aware of their accountabilities and the savings ‘ask’ but 

indicated that exceptional service pressures and strain on the workforce has 

impacted the ability this year to operationalise savings delivery. This approach has 

placed the Health Board in a position that it must now over-achieve in the last few 

months of the year. The Executive Team adopted a ‘turnaround’ approach in May 

to help address these challenges, but to date this has had limited effect on the 

overall savings delivery.  

12 More can be achieved by better coordinating the work of the organisation’s 

enablers. In general, the financial business partner approach is appropriately 

supporting financial improvement, providing support, reporting and advice. The 

work of the value-based healthcare team is supporting service improvement, but 

there is a need for a stronger focus on the extent the investment in the team is 

delivering improved outcomes and achieving cost reductions. More can also be 

done to better coordinate the work of the Health Board’s existing improvement and 

innovation ‘capability’ through the Programme Management Office (PMO) to 

deliver improved financial efficiencies. 

13 The Health Board openly articulates its financial risks, but the actions it has taken 

to mitigate those risks has not been sufficiently effective. When considering just the 

savings plans, 78% of its savings programmes were classed as amber in April. By 

August 76% of the savings programmes still remained amber. As of the most 

recent report, none were classified ‘red’ even though savings expectations for the 

year have reduced from £26.2 million to an estimated £17 million indicating non-

delivery.  

14 In general, the Health Board’s monitoring arrangements rightly focusses on 

strategic efficiency plans. However, it also needs to focus its oversight on the risks 

to operational delivery of plans and better understand the impact of efficiency 

plans. For the first half of the year, the Health Board reported year-end breakeven 

whilst even modest early savings targets were not being realised. This suggests 

the need for the Health Board to more regularly update its forecast to provide a 

sense of urgency when and if the financial position deteriorates.  
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Recommendations 

Exhibit 1: recommendations 

The table below sets out the recommendations from this review. 

Recommendations 

Financial savings and efficiency planning 

R1 Re-visit efficiency plans to re-assess their realistic cash releasing potential as 

soon as practically possible. Plans should be re-prioritised according to the 

cash releasing potential.  

Financial delivery arrangements 

R2 By the end of January 2023, the Health Board should ensure earlier 

preparation of deployment/service level savings to deliver the IMTP’s key 

efficiency programmes. Ideally the savings planning approach should be 

continuous going forward to prevent any hiatus at the beginning of the 

financial year.  

R3 By the end of January 2023, ensure comprehensive and effective operational 

service engagement with the team preparing the compendium so that the 

opportunities identified within the compendium can be translated into 

deliverable saving schemes. 

R4 By February 2023, align the efficiencies and savings expected in the IMTP 

improvement programmes with a more coordinated work programme utilising 

the key enablers including the Programme Management Office, the Value 

Based Healthcare Team, the Clinical Futures team and wider research and 

development.  

Financial monitoring and oversight  

R5 By February 2023, strengthen scrutiny of savings plans which are risk 

assessed as amber or (in future) red risk rated plans. In addition: 

• ensure that financial savings targets and timescales are agreed and 

regularly updated; 

• strengthen the effectiveness of management intervention where efficiency 

plans are off-track. 

R6 Update the year-end financial forecast position more regularly based on the 

changing level of risk to the finances, as well as the year-to-date financial 

position. 
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Recommendations 

R7 By March 2023, ensure there is clarity of operational financial risk sharing (for 

example where operational directorate responsibilities for delivering savings 

and IMTP programme responsibilities for delivery of efficiencies overlap). 

R8 By March 2023, strengthen the use of visual management tools including 

service transformation trackers, saving trackers and linked risk trackers for all 

programmes. This performance information needs to be communicated to 

relevant service management for increased responsiveness.    

R9 By the end of January 2023, implement stronger approaches for monitoring 

the deployment/delivery of savings to better understand where service 

improvements are and aren’t delivering the necessary efficiency and financial 

improvement. As part of this ensure there is timely and effective corrective 

action. 
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While high-level planning for financial savings is 
reasonable and well-balanced, there is a risk that 
the Health Board could see increasing deficit year 
on year  

The Health Board is setting ambitious high-level 

transformation-based efficiency plans alongside more 

traditional cost ‘control’ approaches, but there needs to be 

greater contingency for any under-delivery  

15 Each year, the Health Board sets out its savings requirements in its integrated 

medium-term plan (IMTP). It sets out at a high level: 

• the changing cost pressures and risks, both local service/demand risks and 

wider cost growth applicable across Wales, such as increased energy costs; 

• the recurrent and non-recurrent savings requirements over each of the three 

years of the plan. 

16 Against a backdrop of continued service pressures, the Health Board has set an 

ambitious savings target of £26.2 million for 2022-23. It also committed to £19 

million cost avoidance measures in its integrated medium-term plan and to manage 

new in-year cost pressures for 2022-23. The IMTP appropriately sets out priority 

savings areas and intent.  

17 The IMTP and wider savings approach at the Health Board heavily focusses on a 

high proportion of recurring savings (Exhibit 2). During our review, staff anticipated 

that some recurring savings will be delivered through service transformation, 

driving service sustainability and efficiencies as it recovers from the pandemic. The 

Health Board’s Clinical strategy and IMTP sets out a systematic programme to help 

shape those improvements. 

Exhibit 2: IMTP 3-year plan savings requirements 

 
2022-23 

(£m) 

2023-24 

(£m) 

2024-25 

(£m) 

Recurrent savings 18 15 18 

Non-recurrent savings 8 4 5 

Total savings requirement 26 19 23 

Percentage recurring savings 69.2% 78.9% 78.2% 

Source: Aneurin Bevan University Health Board IMTP  
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18 The Health Board is positively embedding efficiency and savings requirement in 

the aspirations set out in the IMTP. This type of approach should help ensure that 

services become more financially sustainable and in theory help to reduce the 

requirement each year to find additional short-term savings to fill financial gaps. 

Transformation and service efficiencies dominated discussions during interviews 

reflecting the importance that the Health Board is giving to financially efficient and 

sustainable services. 

19 However, this approach also comes with risks. Transformation-based savings 

plans often experience a long lead-in before efficiencies are realised. Moreover, 

transformation-based approaches may improve service efficiency without ultimately 

achieving a reduction in ‘bottom line’ costs. While this transformational approach is 

appropriate and necessary, it is not sufficient on its own to deliver on intended 

cashable savings. Committing to these longer-term approaches is essential but it 

may mean that the Health Board needs to plan for a greater than required degree 

of savings at the start of any given year. This contingency would allow for under-

delivery of some schemes and help contribute to keeping Health Board spend 

within allocation. The Health Board has continued to identify and plan savings 

areas throughout the course of the current financial year and whilst they initially 

lacked detail, it appeared very likely that many additional schemes would be 

required this year to meet savings targets (Recommendation 1). 

The ‘compendium’ provides a good approach for 

identifying efficiency potential  

20 The Health Board is using information and analysis from many sources to help it 

identify the savings opportunities and shape saving schemes. The Health Board 

routinely considers opportunities identified in national and local efficiency 

frameworks for both seeking service transformation/change based efficiencies and 

cash releasing savings. The Health Board’s financial planning department are 

effectively identifying savings and efficiency potential, using benchmarking and 

business intelligence (Exhibit 3) and this is summarised in its ‘Compendium’.  

21 The Compendium has recently been updated following a hiatus during the 

pandemic and it provides a comprehensive and detailed list of savings and 

efficiencies potential. It sets out priorities for efficiency savings, provides case 

studies, guidance, and research evidence. It also links to wider independent clinical 

practice efficiency reviews such as the Getting It Right First Time (GIRFT). GIRFT 

reviews are independent and clinically led, which may help to secure relevant 

clinician, clinical director, and senior manager buy-in to the changes needed.  
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Exhibit 3: national and local data sources informing the Compendium  

 

Source: Aneurin Bevan University Health Board 

22 Savings opportunities outlined in the revised Compendium are largely process-

improving efficiencies. It includes opportunities such as reducing average length of 

stay to achieve bed reductions, reducing unnecessary follow-up outpatient 

appointments and cancellations. As a result, it helps the Health Board to identify 

potential cost reductions and staffing efficiencies (such as reducing the 

requirement for agency staffing).  

23 Overall, the Compendium of efficiency opportunities provides a good basis to 

inform savings opportunities and helps to identify which division or service need to 

lead the improvements. While these opportunities are costed, the Health Board 

does not highlight or prioritise those which are more likely to deliver cash releasing 

efficiencies, nor does it set out which schemes are most likely to be successful 

(Recommendation 1). Further work needs to be done to turn best practice ideas 

into operational reality. We also note that the majority of saving schemes in the 

compendium are acute rather than primary and community focussed. This may 

place greater burden on a specific part of the organisation that is already under 

intense pressure to deliver timely and effective services. 
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The Health Board needs to start planning its overall 

savings approaches earlier 

24 For the Health Board to maximise delivery of savings in any given year, it needs to 

start the process early. We recognise the pandemic was still significantly affecting 

services during the winter of 2021-22, however, the month-by-month plan for 

savings delivery aimed to achieve little in the first Quarter of 2022-23. Interviewees 

responses during our fieldwork reinforced this point and included a range of 

comments that plans were ‘…not entirely there yet’. This was worsened by an 

additional lag in savings under-delivery from July to September which is now 

placing far greater pressure on achievement of savings during the last three 

months of the year (Exhibit 4).  

25 While effort should be made to recover the position for the remainder of the year, 

the chart below suggests that operational-level planning for savings delivery needs 

to start at least three-months before the beginning of the next financial year. As 

well as earlier operational-level planning, there needs to be a tangible shift towards 

focused deployment and realisation of savings. This savings ambition needs to be 

clearly communicated to operational service leads and key stakeholders to ensure 

the maximum benefits are realised.  

Exhibit 4 – month by month savings targets/plans at Month 7 2022-23 £000’s 

 

Source: Monthly Monitoring Returns to Welsh Government 
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There is a risk that the Health Board could end up in a 

cycle of annual financial deficit if it does not adopt a more 

effective approach for savings planning and delivery  

26 The Health Board has demonstrated that it has designed and adapted its savings 

plans reasonably effectively over a number of years. It also has a reasonable track 

record on savings and efficiencies (Exhibit 5). However, the Health Board is trying 

to recover from the under-delivery of savings experienced during the pandemic, 

which is affecting its ‘deficit’ underlying position carried forward into following 

years. In addition, the environment has changed. Inflationary factors are clearly 

affecting energy and wider supply chain costs and staffing costs are further 

increasing the financial risk.  

Exhibit 5: track record of end of year financial position 

 

Source: Audit Wales analysis of Health Board data, IMTPs and annual plans 

Note:  *  The 2021-22 annual plan identified that significant recurrent savings of  

  £33 million were planned for 2020-21 before COVID-19 impacted and  

  substantially reduced savings expectations. 

 **  The shaded bar represents likely year-end forecast savings delivery 

 predicted at month 7. 

 

27 The Health Board’s 2022-25 IMTP identifies an opening underlying ‘deficit’ of £21 

million for 2023-24. And during this year, increasing cost pressures and expected 

under-delivery of savings is resulting in a ‘likely’ forecast position of £37 million 

deficit by year end. This suggests that without additional financial allocation or local 

cost reduction measures, that the opening underlying deficit will increase next year.  

  

0

5,000

10,000

15,000

20,000

25,000

30,000

35,000

17-18 18-19 19-20 20-21* 21-22 22-23**

Initial (IMTP) savings plan Revised plan Achieved

13/30 457/474



 

Page 14 of 30 - Efficiency Savings Arrangements – Aneurin Bevan University Health Board 

28 The consequence of a deficit this year and increased underlying deficit in the next 

year are: 

• the Health Board needing to deliver substantially more savings next year, 

possibly necessitating a greater shift to short term savings and cost control 

measures. 

• the Health Board fails to meet its statutory requirement to breakeven over a 

three-year period for 2020-23, and this continues for at least another two 

years while the deficit remains in the rolling 3-year period. If this was to 

occur, it would result in a qualification of the regularity audit option. 

• the Health Board fails to prepare an approvable IMTP for 2023-26. 

29 The Health Board, albeit ambitious in its aim for transformation-based efficiencies, 

need to create savings plans that address the risks to the financial ‘bottom line’. 

The IMTP assumes recurrent savings opportunities will be achieved to reduce the 

underlying financial deficit for 2023-24 to £8 million. However, this predicted future 

underlying deficit now looks optimistic. It is likely that without additional allocation, 

savings plans will need to be more extensive. While needing to continue to focus 

on achieving transformation-based financial efficiencies, the Health Board most 

likely will need to adopt broader plans for cost-reduction and cost-containment 

further underlining the need for greater responsiveness to changing circumstances. 

The approach for delivery of cashable efficiencies 
is not currently strong enough 

The Health Board did not deploy operational savings plans 

in a sufficiently timely manner to deliver its cash-releasing 

savings to their initial targets and timescales.   

30 Our work found limited evidence of effective preparation turning high-level IMTP 

savings requirements into deployable operational savings plans 

(Recommendations 2 and 3). From those we met, there was a clear 

understanding of the savings ‘ask’, but Health Board staff focussing on wider 

general efficiency through transformation and some cost control measures. Whilst 

Health Board operational staff felt savings opportunities existed and were being 

worked towards, we detected an optimistic stance, in part based on positive 

savings performance in previous years. This may have limited the sense of 

urgency at operational levels in some quarters.  

31 In contrast, the lack of early operational savings plans approaches contributed to 

lower confidence within the Finance Department of savings delivery during the first 

six months of the year. As a result, officers started reporting significant increases in 

risk both to overall delivery of savings and a deteriorating financial position. Clearly 
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efficiency opportunities were identified, such as reducing £9.8 million pay costs2, 

but the operational savings plans to support achievement of savings has not been 

sufficiently in place. These operational-level savings planning arrangements need 

to start earlier, with greater detail and to be delivered with pace. An assessment of 

capability to deliver short- and medium-term savings would also be beneficial to 

ensure strategic intent can be fully realised. In short, savings delivery needs to be 

far more robust going forward. 

32 During May 2022 (Month 2) the Health Board declared a ‘severe risk’ to financial 

break-even. As a result of these increasing concerns, the Executive Team: 

• adopted an ‘internal turnaround’ approach in May 2022 to accelerate 

financial cost reduction in 2022-23; 

• identified areas of focus for income and cost mitigation opportunities as part 

of their internal recovery.   

However, mitigating ‘turnaround’ actions were not in place as of the Finance and 

Performance Committee in July, with reports then indicating that approaches ‘will 

need to be fully developed and options presented for Board consideration’. We 

understand that at this point, ‘turnaround’ discussions became a standing item at 

the weekly Executive team meeting. In addition, several workshop sessions 

identified areas of focus and introduced ‘task and finish’ groups to progress plans. 

Given the deteriorating financial position and absence of well-formed operational 

level plans, our view is that these additional measures were appropriate given the 

circumstances.  

33 It should be noted though that Health Board staff that we met raised some 

concerns relating to the ‘turnaround’ approach. They highlighted that this short-

term approach would increase the proportion of non-recurring savings, therefore 

increasing the financial pressure in future years. In our opinion, it is pragmatic to 

adopt both a transformational approach and a shorter-term cost-reduction focus 

until the point where service models are more financially sustainable.  

While overall lines of budgetary accountability for delivery 

of savings are relatively clear, stronger accountability 

approaches are needed where savings delivery is off track 

34 Accountabilities for delivery of savings and efficiencies are set out in the Health 

Board’s scheme of delegation and applied through the established organisational 

and managerial structures. In general, these lines of accountability are clear 

operationally. From those we met with, Health Board staff appeared clear around 

their formal financial accountabilities. But they also described a need to balance 

their financial accountability with their wider accountabilities for ensuring staff 

wellbeing (i.e., avoiding staff burn-out), and Covid-19 related and wider service 

 

2 Month 2 financial reporting of Monthly Monitoring Report savings. 
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pressures. They indicated these competing priorities led to slower savings delivery 

this year. 

35 Accountabilities become more complex when considering that the Health Board 

has a matrix approach where savings rest both with budget holders in line with the 

structure and also programme leads (including for outpatient transformation). While 

we could identify general financial responsibilities for both budget holders and 

IMTP programme leads, the clarity of risk-sharing for non-delivery of efficiencies 

was less clear. For example, it wasn’t clear who would own the financial 

consequence for non-delivery of IMTP programme efficiencies when the 

programme is off-track because implementation at a service level didn’t deliver 

expected savings.  

36 In our structured assessment report this year, we have highlighted the increasing 

challenge on the overall financial position of the Health Board and lower than 

expected delivery of savings. Our report includes high-level commentary on 

controls and scheme of delegation, and as a result we have recommended that the 

Health Board reviews its Scheme of Delegation to ensure it more strongly outlines 

delegated accountability for the budgetary position and achievement of financial 

efficiencies at and below executive levels. 

37 The Health Board has sought to use the existing operational structures and 

programme structures as a means to embed efficiencies within organisational 

working. However, increased costs and lower than expected delivery of savings 

this year suggest that stronger accountability approaches may be needed. We 

understand that the Health Board is also considering the formation of a dedicated 

financial recovery turnaround group to monitor progress, which may in part fulfil 

this function. 

Organisational ‘enablers’ support identification and 

delivery of efficiencies, but there is a need to ensure that 

their impact is maximised 

The financial business partner model is supporting financial 

improvement 

38 The finance business partner model is engendering increased engagement on 

financial management and is providing a good link between services and corporate 

finance. The financial business partners are financial accountants who have 

responsibility for supporting services, financial reporting and providing an advisory 

role. Those we met with during the review were generally very supportive of these 

arrangements. However, it also appears that the arrangements do not always 

provide the stimulus for rapid financial improvement, suggesting a potential to 

refine them. 
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The Health Board’s value-based healthcare approach is driving 

aspects of service improvement, but the work needs to demonstrate 

that it is achieving improved outcomes and contributing to current as 

well as future service cost reductions  

39 Complementary to the compendium approach, which largely focusses on technical 

process efficiencies, the Health Board is driving its value-based healthcare 

‘outcomes-focussed’ approach. Value-based healthcare aims to achieve better 

outcomes for patients at reduced cost. This could be through, but not limited to 

elimination of harm, reducing over-treatment and procedures with limited clinical 

effectiveness, or adopting alternative or preventative approaches. 

40 The Health Board has adopted values-based healthcare as a key approach to 

achieving long-term financial sustainability setting three ‘goals for delivery’:  

• Goal 1: Transformation through a Value Lens supporting health and care 

professionals to consider a value-based approach to service transformation. 

This includes work around outpatient transformation and incorporating digital 

transformation.  

• Goal 2: Embedding a Value culture, improving knowledge, skills, and 

experience building the capacity and capability across the organisation to 

support service transformation. 

• Goal 3: Develop strategic partnerships and innovative approaches 

working with a range of key stakeholders, including local authorities, third 

sector providers and industry partners.  

41 The Health Board is now shaping its plans to focus on areas including 

ophthalmology, heart failure, critical care, diabetes, musculoskeletal services and 

care of the elderly3. The Health Board’s recent value-based healthcare annual 

report identifies the key achievements in the last year. It focusses very much on 

what has been done and how it’s been delivered rather than demonstrating, in the 

main, improvement in outcomes or cash-releasing efficiencies. The Health Board 

has been allocated and is spending £2.9 million to help support further delivery. 

Our work suggests that there is a need for the programme to demonstrate the 

return on this investment by increasing the focus on delivery impact and ensuring 

that its investment is attaining meaningful cost reductions and savings. 

There is scope for greater coordination of the Health Board’s existing 

innovation and improvement structures and capabilities to support 

delivery of operational savings and efficiencies   

42 The Health Board has several innovation and improvement resources at their 

disposal. It is investing in a Project Management Office (PMO) to support system 

change at scale to deliver recurrent sustainable improvement and improve 

 

3 Note that the Value Based Healthcare areas of focus for 2022/23 in the IMTP differ in 

some areas to those identified in its recent Value-Based Healthcare annual report. 
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resource utilisation. The Health Board has also reshaped its improvement 

approach through 'Health Systems Leadership Group', and wider improvement, 

innovation and research and development work. At present, these arrangements, 

while supporting improvement, are not maximising or realising the financial 

efficiencies necessary to help put the Health Board on a sustainable financial 

footing (Recommendation 4). Several of those we spoke to as part of this review 

felt aspects of the existing work of these groups could be better aligned with the 

strategic efficiency and savings priorities and a stronger need for PMO 

accountability for savings. 

The outpatient transformation approach is positive but 

needs to increase scale and pace and demonstrate tangible 

cost reduction and cash savings 

43 Our work considered progress delivering one of the Health Board’s key IMTP 

programmes aimed at improving efficiency, its Outpatient Transformation 

Programme. When reviewing this, we considered the programme in the context of 

achievement of both service efficiencies and contribution to cash-releasing 

savings.  

44 Most patient interactions with secondary care are through outpatient clinics with 

patients referred by their GP or cross-referral from other clinical specialties and 

patients seen after initial diagnosis or treatment as part of follow up review. Given 

the volume of Health Board outpatient attendances each year, there is significant 

potential to further modernise services, eliminate waste and drive efficiencies. 

45 The Health Board’s Outpatient Strategy, finalised in October 2020, focusses on 

efficiency improvements and reducing unnecessary outpatient attendances. Key to 

this is a self-directed model of care such as patient initiated follow up and see-on-

symptoms supported by appropriate digital technologies. The pandemic appears to 

have resulted in a more rapid adoption of virtual outpatient clinics and electronic 

communication. But at the same time, it has impacted the breadth and pace of the 

delivery of the Health Board’s outpatient’s transformation programmes and the 

extent that they deliver cashable efficiencies.  

46 Recent updates indicate that service efficiencies may help increase patient 

throughput but not substantially contribute to the savings delivery. Even some cost 

avoidance measures, such as reducing numbers of clinic or patient cancellations, 

which is unarguably the right thing to do, may not release cashable efficiencies in 

the short term. We expect that these types of efficiencies may well be absorbed by 

increasing service demand. Overall, the approach and ambition to deliver improved 

efficiency in outpatient services is clear. But the scale and pace needs to increase 

and there needs to be much stronger focus on ensuring those efficiencies result in 

improvement both to access to waiting lists and contribute to financially sustainable 

services. In this regard, there is opportunity to share lessons learnt from the early 

adopters such as Gynaecology and Neurology more widely.  
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While there is reasonable oversight of savings 
planning and delivery, there is a need to identify 
and respond to the financial risks at an earlier 
stage 

Once financial risks are identified, the health board needs 

to ensure a more rapid response is taken to mitigate them  

47 Like all health bodies in Wales, the Health Board risk assesses (RAG rates4) its 

saving schemes to determine the extent of risk of non-delivery. At Month 1, the 

Health Board identified that 78% of its savings were rated as ‘amber’. Welsh 

Government requires any amber schemes to turn to green schemes (i.e., a strong 

likelihood of delivery) within three months. However, four months later, at Month 5, 

the Health Board reported that 76% of its savings still remained ‘amber’. The 

Health Board is not addressing its savings risks quickly enough 

(Recommendation 5). In addition, the Health Board should, but does not, identify 

any red saving schemes in its financial report to the Finance and Performance 

committee even though: 

• ‘likely’ savings at year-end have been revised down from £26.2 million to 

£17 million (reported at month 9) 

• there is now less time available to deliver the quantum of savings within the 

financial year; and  

• the most recent committee report highlights the overall financial position as 

extremely significant risk. 

48 There is open reporting of the overall financial risk to the Board. Throughout the 

year, the stated high-level risk to the overall financial position is reported 

appropriately.   

49 Nevertheless, our view is that the Health Board should be more routinely updating 

its year-end forecast position based on both the financial position to date and its 

own risk assessment. While the Health Board updated its savings forecasts and 

risks, it was only during Month 6 that the Health Board revised its year-end position 

from breakeven to a ‘likely’ £37 million deficit5 (Exhibit 6). For senior operational 

managers who run services that are experiencing extreme pressure, the reality of 

the financial situation may not appear as stark when five months into the year, the 

health board continued to report a breakeven forecast. The current reporting 

approach does not support the messaging needed around the ‘sense of urgency’ 

(Recommendation 6). 

 

4 RAG rating – the process of assessing and categorising risks as Red, Amber or Green. 

5 £32.6 million best case, £37 million likely and £49 million worst case deficit. 
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Exhibit 6: in-year and forecast position 2022/23 (Red text denotes negative value) at 

Month 7 

 Apr May June  July Aug Sept Oct 

In year position  £4.9m £8.4m £14.3m £17.4m £22.8m £25.7m 

Formally reported 

forecast 
Breakeven Breakeven Breakeven Breakeven Breakeven £37m £37m 

Source: Monthly Monitoring Returns 

50 The Health Board is good at identifying its emerging financial risks such as 

exceptional/additional cost pressures. This helps to provide a perspective on the 

dynamic situation that the Health Board currently faces, particularly noting energy 

costs, other inflationary cost increases and wider system pressures. But with 

dynamic financial risks, there also needs to be a dynamic response to minimise the 

impact in current and future years. It suggests that efficiencies and cost reduction 

planning should be ongoing and multi-year with the ability to bring forward savings 

activity into the current year if required. 

51 In relation to IMTP programme risks, there appears to be a lack of clarity on where 

risks are held. Monthly risk reporting is at directorate rather than at a programme 

level. Reporting contained only basic information and it would be beneficial to also 

include savings risks, their categorisation and mitigating actions for IMTP 

programmes. It would also be helpful to identify how savings risks are shared 

between the programmes and directorates (Recommendation 7). To support this, 

better use of visual management tools including programme service transformation 

and savings trackers for programmes is required, to reduce ambiguity and 

uncertainty around progress (Recommendation 8).  

The Board and Finance and Performance committee 

demonstrate reasonable oversight of savings planning and 

delivery, but there is a need to focus more strongly on 

savings that are off-track  

52 We considered the governance arrangements for overseeing the financial 

efficiencies programme. The Board and the Finance and Performance Committee 

both receive sufficient information on the overall finances of the Health Board and 

within that high-level coverage of savings targets and programmes. In addition, the 

Committee receive ongoing updates and papers outlining additional efficiency 

opportunities. These include the update to the compendium of efficiencies, as part 

of an efficiency review, value-based healthcare, variable pay reduction and its 

agency reduction plan.  

53 Reporting provides assurance that efficiency approaches, if delivered, would help 

provide financial balance. However, we identified a marked contrast in different 
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aspects. There is reasonably good committee coverage of efficiency planning and 

the related supporting analysis, but weaker focus on the impact of those efficiency 

plans (Recommendation 9). In addition, stronger assurances are needed to 

provide a clearer picture and link between savings plans, risks to delivery, and 

actual overall impact on the year-end forecast.  

54 For example, pay savings form a substantial element of the Health Board’s 

financial recovery plan, and within that, a requirement to reduce agency costs.  

In July 2022, the Finance and Performance Committee received an update on its 

“Reduction of Agency Action Plan”. The plan outlines 16 actions to address 

reliance on Health Care Support Workers and Nursing agency staffing. Every one 

of those 16 actions are ‘RAG rated’ as green and due for delivery between June 

and September 2022. As of June 2022, the forecast year-end spend Nursing 

agency spend was £23.1 million and as of September those ‘green rated’ actions 

only appear to have had a minimal impact on the position, reducing the forecasted 

year-end spend to £22.8 million. This is in the context of overall agency spend 

which has grown substantially in the last 5 years6. Far from reducing, agency 

spend is forecast to increase by around 6.5% between last year to this year (£57.5 

million in 2021-22 to £61 million in 2022-23). We use this to illustrate the need for 

sceptical enquiry of efficiency outcomes at the planning stage and to ensure that 

there is appropriate consideration of the impact on the overall financial position i.e., 

the difference those plans have made. 

55 The Board also needs to consider the extent that it prioritises ‘service efficiencies’ 

against cash-releasing savings. For example, the Health Board can achieve 

transformational efficiencies to reduce the number of beds it requires or reduce the 

staff that it needs. But the challenge for the Health Board is whether to take out the 

beds and reduce its staffing to realise its cash-releasing aims, or to use the freed 

capacity to improve performance, for example by reducing the waiting list backlog. 

At present Welsh Government requires bodies to both improve service 

performance, addressing waiting list backlog and spend within allocation. 

 

 

6 Agency expenditure is a costly staffing approach. Overall fees include an agency 

overhead, tax and the staff pay element. While some flexible use of agency is required, 

there is significant over-reliance in the Health Board. Aneurin Bevan Agency Expenditure. 

in 2016-17 was £16.3 million and has increased to £57.5 million in 2021-22. Current 

forecast is £61 million. 

21/30 465/474



Appendix 1 

Page 22 of 30 - Efficiency Savings Arrangements – Aneurin Bevan University Health Board 

Organisation response 

Exhibit 7: action plan – to be completed when the Health Board has prepared its management response to the recommendations 

Ref Issue Recommendation Intended 

outcome/benefit 

Agreed AIB responsibility and actions Completion 

date 

R1 Financial 

savings and 

efficiency 

planning 

Re-visit efficiency plans to re-

assess their realistic cash 

releasing potential as soon as 

practically possible. Plans 

should be re-prioritised 

according to the cash 

releasing potential. 

Identification and 

achievement of 

cash releasing 

savings will have 

an immediate 

impact on the 

Health Board’s 

overall financial 

position.  

Yes Finance Director 

 

The Board has established 

additional Board and executive 

level financial recovery 

arrangements including a 

continuous focus on the 

identification of areas that can 

reduce costs. 

This will be invigorated through 

the IMTP process to further 

progress general efficiency, cost 

avoidance and cost reduction 

opportunities to support an 

improvement to the recurrent 

financial position of the Health 

Board. 

The Board will consider how 

focus is given to higher benefit 

schemes going forward. 

31 March 23 
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Ref Issue Recommendation Intended 

outcome/benefit 

Agreed AIB responsibility and actions Completion 

date 

R2 Financial 

delivery 

arrangements 

 

By the end of January 2023, 

the Health Board should 

ensure earlier preparation of 

deployment/service level 

savings to deliver the IMTP’s 

key efficiency programmes. 

Ideally the savings planning 

approach should be 

continuous going forward to 

prevent any hiatus at the 

beginning of the financial 

year. 

 

Earlier deployment 

of savings plans / 

continuous 

savings approach 

will increase the 

likelihood that 

savings are 

realised.   

  

Yes Finance Director with executive 

Team 

 

To provide further detail to the 

response to R1 above. The 

Executive team hold a monthly 

financial recovery board to 

identify and monitor savings 

delivery and includes a 

continuous focus on the 

identification of areas that can 

reduce costs. 

The continuous identification of 

savings schemes are part of the 

action plan of the ABUHB 

financial recovery plan, engaging 

divisional teams and workforce 

throughout ABUHB as well as 

executive led plans. 

31 March 23 
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Ref Issue Recommendation Intended 

outcome/benefit 

Agreed AIB responsibility and actions Completion 

date 

R3 Financial 

delivery 

arrangements 

 

By the end of January 2023, 

ensure comprehensive and 

effective operational service 

engagement with the team 

preparing the compendium so 

that the opportunities 

identified within the 

compendium can be 

translated into deliverable 

saving schemes. 

Improved systems 

for identifying 

deliverable 

savings schemes.  

 

Yes – in 

principle. 

 

Finance Director 

The finance team has engaged 

with the Board, Sub-committees, 

Executive team, transformation 

programmes, divisional teams 

and corporate teams as part of 

its usual workplan to spread the 

opportunities for efficiency 

improvement throughout the 

organisation. 

The expected delivery of savings 

through the transformation 

programmes & divisions has not 

been achieved during 2022/23 

due to operational pressures. 

As a result, it is accepted that 

more engagement work is 

required to gain service 

ownership to progress the 

opportunities for efficiency 

improvement and savings 

delivery.  

Continue 

with on-

going 

engagement 
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Ref Issue Recommendation Intended 

outcome/benefit 

Agreed AIB responsibility and actions Completion 

date 

R4 Financial 

delivery 

arrangements 

 

By February 2023, align the 

efficiencies and savings 

expected in the IMTP 

improvement programmes 

with a more coordinated work 

programme utilising the key 

enablers including the 

Programme Management 

Office, the Value Based 

Healthcare Team, the Clinical 

Futures team and wider 

research and development. 

Delivery of 

improved financial 

savings / 

efficiencies 

through better 

coordination of the 

Health Board’s 

enablers. 

Yes Director of Planning 

 

The plan for 2022/23 aimed to 

progress service and financial 

sustainability & deliver efficiency 

through transformation. This 

would be enabled by the PMO 

structure with multi professional 

teams working with service 

teams across pathways to 

deliver improvement, this is more 

inclusive than the teams quoted. 

Due to operational pressures the 

progress has not delivered the 

expected results during 2022/23 

but will be revisited to consider 

application for 23/24 as part of 

the IMTP review. 

31 March 

2023 
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Ref Issue Recommendation Intended 

outcome/benefit 

Agreed AIB responsibility and actions Completion 

date 

R5 Financial 

monitoring and 

oversight  

 

By February 2023, strengthen 

scrutiny of savings plans 

which are risk assessed as 

amber or (in future) red risk 

rated plans. In addition: 

Ensure that financial savings 

targets and timescales are 

agreed and regularly 

updated.  

strengthen the effectiveness 

of management intervention 

where efficiency plans are off-

track. 

 

Effective 

monitoring, risk 

rating and 

oversight 

arrangements will 

improve 

performance of 

efficiencies / 

savings delivery  

 

Yes Finance Director 

 

Savings plans are developed 

with scrutiny through the 

Executive team, they are risk 

assessed, updated regularly, 

and reported formally on a 

monthly basis to the Exec team, 

WG and Board. 

 

Chief executive Officer 

It is recognised there is a need 

to reconsider & develop a new 

approach to Savings agreement 

and ownership and management 

intervention, this will be 

developed as part of the revised 

governance approach for 

ABUHB, through the financial 

recovery plan actions. 

31 March 

2023 
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Ref Issue Recommendation Intended 

outcome/benefit 

Agreed AIB responsibility and actions Completion 

date 

R6 Financial 

monitoring and 

oversight  

 

Update the year-end financial 

forecast position more 

regularly based on the 

changing level of risk to the 

finances, as well as the year-

to-date financial position. 

To ensure key 

messages around 

the Health Board’s 

financial risks and 

forecasted 

position are 

communicated 

promptly. 

Yes, in 

principle 

 

Finance Director 

Financial forecasts and risks are 

identified, reviewed, updated on 

an ongoing basis with formal 

reporting on an established 

monthly cycle. 

2022/23 remains a very volatile 

and uncertain year and while the 

forecast did not formally change 

until mid-year, the risk analysis 

was updated monthly & reflected 

the risk appetite of the Board. 

This process will continue as 

good practice going forward. 

Ongoing 

R7 Financial 

monitoring and 

oversight  

 

By March 2023, ensure there 

is clarity of operational 

financial risk sharing (for 

example where operational 

directorate responsibilities for 

delivering savings and IMTP 

programme responsibilities 

for delivery of efficiencies 

overlap). 

Improved 

management of 

financial risks at 

operational levels.  

 

Yes Chief Executive and Finance 

Director 

The approach to savings 

responsibility and accountability 

will be revisited and established 

as part of the financial recovery 

process and IMTP development. 

31 March 

2023 
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Ref Issue Recommendation Intended 

outcome/benefit 

Agreed AIB responsibility and actions Completion 

date 

R8 Financial 

monitoring and 

oversight  

 

By March 2023, strengthen 

the use of visual 

management tools including 

service transformation 

trackers, saving trackers and 

linked risk trackers for all 

programmes. This 

performance information 

needs to be communicated to 

relevant service management 

for increased responsiveness.  

Improved 

responsiveness to 

performance 

information 

enabling more 

effective 

monitoring of 

progress with 

service 

transformation, 

savings, and risk. 

Yes Finance Director 

The approach to more visual 

savings reporting will be aligned 

with the response to R7 above 

and established as part of the 

financial recovery process and 

IMTP development. 

 

31 March 23 

R9 Financial 

monitoring and 

oversight  

 

By the end of January 2023, 

implement stronger 

approaches for monitoring the 

deployment/delivery of 

savings to better understand 

where service improvements 

are and aren’t delivering the 

necessary efficiency and 

financial improvement. As 

part of this ensure there is 

timely and effective corrective 

action. 

Improved 

monitoring of 

savings 

deployment / 

delivery will 

ensure financial 

improvement. 

Yes Chief Executive and Finance 

Director 

It is recognised there is a need 

to reconsider & develop a new 

approach to Savings agreement 

and ownership and management 

intervention, this will be 

developed as part of the revised 

governance approach for 

ABUHB, through the financial 

recovery plan actions. 

31 March 23 

28/30 472/474
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