Audit & Assurance Committee
Meeting
Tue 06 February 2024, 09:00 - 11:05

Microsoft Teams

Agenda

09:00-09:10 1. Preliminaries

10 min

1.1. Welcome & Introductions

Rhian Thomas

1.2. Apologies for Absence

Rhian Thomas

1.3. Declarations of Interest

Rhian Thomas

1.4. Minutes of the Committee meeting held: 07.11.2023

Rhian Thomas

Bj 1.4 Draft Public Audit Minutes 07.11.2023.pdf (11 pages)

1.5. Actions following meeting held: 07.11.2023

Rhian Thomas

B 1.5 Audit Public Action Log.pdf (2 pages)

1.6. Any Other Urgent Business

Rhian Thomas

09:10-10:40 2. ltems for Review & Assurance

90 min
45 minutes
2.1. Internal Audit Progress Report including:
lan Virgil
e Mental Health Clinical Board Governance Arrangements
e Capital Systems
e Infection, Prevention & Control
e Technical Continuity
S e Estates Condition
V?9®(,
/0\/?% e Health Roster System
CSA

v’o‘?% e Alcohol Standards
%5 ® Shaping Our Future Wellbeing — Future Hospital Programme

\;2) 1 A&A Progress Report February 24 cover.pdf (3 pages)
Bj 2.1a CV AC A&A Progress Report February 24.pdf (22 pages)
B 2.1b Cover Report Internal Audit Reports for Information.pdf (2 pages)



2.1¢c MH CB Governance Final Report.pdf (16 pages)

2.1d Capital Systems Management Final Internal Audit Report.pdf (18 pages)
2.1e IPC Draft Internal Audit Final Report.pdf (19 pages)

2.1f Technical continuity final IA Report.pdf (20 pages)

2.1g Estates Condition - Final Audit Report (002).pdf (29 pages)

2.1h Implementation of Health Roster System final report.pdf (30 pages)

2.1i Alcohol Standards Final Audit Report 1.pdf (19 pages)

2.1j SOFH Governance Review Final Report.pdf (14 pages)

oo oo oo o

2.2. Audit Wales Update to include:

20 minutes Wales Audit
e Structured Assessment 2023

Bj 2.2 CVUHB Audit Committee Update (February 2024).pdf (14 pages)
B 2.2a Structured Assessment 2023 Report (FINAL).pdf (44 pages)

2.3. Review of the Risk Management System verbal update
Matt Phillips

5 minutes

2.4. Procurement Compliance Report / Single Tender Actions

Catherine Phillips

10 minutes

B 2.4 Procurement Audit Committee Board Report.pdf (8 pages)

2.5. BREAK - 10 minutes

10:40-10:50 3. Items for Approval/Ratification

10 min

3.1. Audit Wales Annual Report

Wales Audit

5 minutes

B; 3.1 CVUHB Annual Audit Report 2023 (FINAL).pdf (24 pages)

3.2. Review of Workforce planning Arrangements

Wales Audit

5 minutes

Bi 3.2 CVUHB Workforce Planning.pdf (34 pages)

10:50-11:05 4. Items for Noting & Information

15 min

4.1. Timetable for the Production of the 2022-2023 Annual Accounts and Annual Report

Matt Phillips

%5 minutes
J)?@,)
E){&)Counter Fraud Progress Update

Catherine Phillips / Gareth Lavington



B 4.2 COUNTER FRAUD PROGRESS PUBLIC COVER SHEET.pdf (2 pages)
Bi 4.2a COUNTER FRAUD PROGRESS REPORT PUBLIC.pdf (9 pages)

4.3. Thematic Engagement Exercise — Good Practice

Catherine Phillips / Gareth Lavington

B 4.3 Good Practice _ PUBLIC _ COVER SHEET.pdf (6 pages)
Bj 4.3a GoodPracticeCardiff v1.0 (1).pdf (8 pages)

11:05-11:05 5. Agenda for Private Audit and Assurance Committee
0 min
i. Counter Fraud Progress Update (Confidential — ongoing investigations
ii. Health Board Salaries Overpayment Update

11:05-11:05 6. Any Other Business

0 min

11:05-11:05 7. Review & Final Closure

0 min

7.1. Items to deferred to the Board / Committees

7.2. Date and Time of the next Committee meeting:

Tuesday 2nd April 2024 at 9am via MS Teams

11:05-11:05 8. Declaration
0 min
To consider a resolution that representatives of the press and other members of the public 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 [Section 1(2) Public Bodies (Admission to Meetings) Act 1960].
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Minutes of the Public Audit & Assurance Committee Meeting

Held On 7 November 2023 at 9:00am

Via MS Teams
Chair:
John Union JU Independent Member for Finance and Committee Chair
(CC)
Present:
Mike Jones MJ Independent Member for Trade Union
Rhian Thomas RT Independent Member for Capital and Estates (IM-CE)
In Attendance:
Rachel Gidman RG Executive Director of People and Culture
Mark Jones MJ Audit Manager — Audit Wales
Lucy Jugessur Ww Interim Deputy Head of Internal Audit (IDHIA)
Gareth Lavington GL Lead Local Counter Fraud Specialist (LLCFS)
Robert Mahoney RM Deputy Director of Finance
Sion O’Keefe SK Directorate Manager — CD&T
Urvisha Perez UP Audit Lead - Audit Wales
Catherine Phillips CP Executive Director of Finance (EDF)
Matt Phillips MP Director of Corporate Governance (DCG)
lan Virgil v Head of Internal Audit (HIA)
James Webb JW Head of Information Governance
Adam Wright AW Head of Operational Planning
Observers:
Keisha Megji KM Management Graduate Trainee
Glynis Mulford GM Risk & Regulation Officer
Aimee Osborne AO Financial Management Graduate Trainee
Frankie Thomas FT Head of Corporate Governance
Secretariat:
Nathan Saunders NS Senior Corporate Governance Officer
Apologies:
Paul Bostock PB Chief Operating Officer
Ceri Phillips CP UHB Vice Chair
David Thomas DT Director of Digital & Health Intelligence

Item No Agenda ltem Action
AAC Welcome & Introduction
23/11/001
The Committee Chair (CC) welcomed everyone to the meeting.
AAC Apologies for Absence
23/11/002
Apologies for absence were received.
The Committee resolved that:
9&% a) Apologies were noted.
9%
AAC 057, | Declarations of Interest
(o
23/11/003 7%,
'v}Jhe Committee resolved that:
>
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a) No Declarations of Interest were noted.

AAC Minutes of the Meeting Held on 5 September 2023
23/11/004
The Minutes of the Meeting Held on the 5" September 2023 were received.
The Committee resolved that:
a) The draft minutes of the meetings held on 5" September 2023, were held
to be a true and accurate record of the meeting.
AAC Action Log - Following Meeting held on 5t September 2023
23/11/005
The Action Log was received.
The Committee resolved that:
a) The Action Log was discussed and noted.
AAC Any Other Urgent Business
23/11/006
The Committee resolved that:
a) No other urgent business was noted.
AAC Internal Audit Progress Report
23/11/007
The Internal Audit Progress Report was received.
The Head of Internal Audit (HIA) reminded the Committee that the report
outlined the work undertaken by the Audit & Assurance Service in accordance
with its annual plan and set out the program of work for the year ahead.
He added that the 6 assignments noted in the table of the report, which included:
e Estates Assurance — Estate Condition
e Shaping Our Future Wellbeing — Future Hospitals Programme
¢ Implementation of Health Roster System
¢ Mental Health Clinical Board Governance
e Mortality Reviews
¢ Alcohol Standards
Had been planned to be reported to the November Audit Committee but had not
met the deadline.
It was noted that the Estates Assurance and Shaping Our Future Wellbeing —
Future Hospitals Programme reports were more complex and required further
discussion with management to ensure that both sides were happy with the
reports and the outcomes before being finalised.
The HIA advised the Committee that 8 assignments had been finalised since the
- previous meeting of the Committee and were highlighted in the report along with
99/2%0 the allocated assurance ratings which included:
BN
0?’;%’% e Refresh of the Health Board’s Strategy — Substantial Assurance
=94

e Urgent and Emergency Care — Welsh Government Six Goals Programme

S3N — Substantial Assurance
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e PARIS System — Reasonable Assurance

e Follow-up: Chemocare IT System — Reasonable Assurance

e Surgery Clinical Board - Consultant Job Plans — Limited Assurance

e Pentyrch Surgery Development — Site Evaluation Process — Advisory
e Leadership and Management Training and Development — Advisory
e Quality, Safety & Experience Governance — Advisory

The Committee was advised of the overall progress on the delivery of the
2023/24 Internal Audit Plan which included:

¢ 8 audits from the 2023/24 plan had been finalised and 5 others had
reached the draft report stage.

e 7 audits were currently a work in progress with a further 8 at the planning
stage.

The HIA noted that of the 36 audits within the plan, there were only the 8 yet to
be started which provided good assurance to the Committee.

He added that the appendix A received by the Committee included details of the
3 audits from the 2022/23 plan that had not been sufficiently progressed to be
included within the Head of Internal Audit Opinion for 2022/23 and noted that the
outcomes from those audits would feed into the 2023/24 Opinion.

It was noted that appendix C received by the Committee showed the current
level of performance against the Audit & Assurance Key Performance Indicators
(KPIs).

The Interim Deputy Head of Internal Audit (IDHIA) and HIA summarised the final
audit reports which included:

e The Refresh of the Health Board’s Strategy and noted the assurance
rating of Substantial.

The Independent Member — Capital & Estates (IMCE) asked what
recommendations could be made based upon the findings from Internal Audit
around the stakeholder engagement on the Health Board’s Strategy.

The IDHIA responded that at the time of writing the report, Welsh Government
(WG) had released a document that stated the level of engagement required and
noted that the document was very well produced.

¢ Urgent and Emergency Care — Welsh Government Six Goals Programme
and noted the assurance rating of Substantial.

e PARIS System and noted the assurance rating of Reasonable.

e Follow-up: Chemocare IT System and noted the assurance rating of
Reasonable.

e Surgery CB - Consultant Job Plans and noted the assurance rating of
Limited.

The HIA advised the Committee that the significant matters which
&Eequired management attention included but were not limited to:

3/354
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- Not all job plans were on the allocate e-job planning system.

- All job plans were out of date or not agreed and fully signed off

- No evidence to confirm additional approval of job plans with over 12
sessions per week.

- Personal outcomes were not being recorded.

The Executive Director of People & Culture advised the Committee that all job
planning had a two signature sign off and noted that the Executive team were
asking for trajectories at the Executive reviews with each clinical board.

e Leadership and Management Training and Development — It was noted
that it was an advisory review to support management, rather than an
assurance report, therefore no assurance rating was offered.

¢ Quality, Safety & Experience Governance - It was noted that it was an
advisory review to support management, rather than an assurance
report, therefore no assurance rating was offered.

The Head of Operational Planning (HOP) joined the meeting to provide further
information on the Limited Assurance received on the Surgery CB - Consultant
Job Plans.

The HOP advised the Committee that the team had identified issues within job
planning across a number of areas and had focused on two of the biggest
surgical specialties in the surgical clinical board:

o General surgery
e Trauma

It was noted that those 2 areas covered around 58 consultants.

It was noted that the findings from Internal Audit had been received and
accepted by the clinical Board and that there was no dispute into the accuracy of
the report.

The HOP added that a lot of the general surgery actions had been completed
and that outstanding actions had a completion date set for November and
December 2023 and so assurance could be provided that actions would be
completed.

It was noted that the Trauma speciality was not quite as ahead as General
Surgery and that an update had been provided the week prior to the meeting
which had highlighted that all of the consultants who were missing from the job
planning had been added onto the allocation of job plans.

The HIA thanked the HOP for the summary and noted he would liaise with him to
bring back a report to the Committee in April 2024.

The Committee resolved that:

V@Z%O a) The Internal Audit Progress Report, including the findings and
’/214/ conclusions from the finalised individual audit report were considered.
97?65
v,;?
o
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AAC
23/11/008

CDA&T Clinical Board Medical Records Tracking Update
The CD&T Clinical Board Medical Records Tracking Update was received.

The Directorate Manager for CD&T (DMCDT) advised the Committee that in
January 2023, the Internal Audit Report on Medical Records Tracking was
finalised and it concluded that there was ‘Limited Assurance’ with regards the
effectiveness of the mechanisms for tracking medical records; within and
external to the Health Records department.

He added that the audit outlined seven recommendations and significant
progress had been undertaken against those with two ‘High’ priority
recommendations completed and two ‘High’ priorities in progress.

It was noted that the report also outlined two ‘Medium’ priorities, both of which
were in progress and one ‘Low’ priority which was also in progress.

The DMCDT outlined and provided assurance on each of the priorities which
included:

¢ Recommendation R1/7: The Health Board’s Records Management

Policy (UHB 142 v3) and Procedure (UHB 326 v2) which required review.

¢ Recommendation R3/ 7: Management should consider viable options to
address the issues identified through our observations of security and
storage arrangements of Health Records.

¢ Recommendation R5/7: Management should ensure staff were
reminded of their responsibilities to return health records once used and

the importance of updating PMS or PARIS following a change in location.

e Recommendation R2/7: In alignment with the review of the Records
Management Policy and Procedure, the governance arrangements
should be redesigned to provide effective oversight of the tracking of
health records, to ensure there was a line of sight to the accountable
executive of the policy and procedure.

e Recommendation R4/7: Management should formally track progress of
taking forward lessons learnt to mitigate the risk of known issues
recurring and to assist in identifying barriers that could be escalated for
resolution.

¢ Recommendation R6/7: Management should consider enhancing the
operational efficiency and effectiveness to track medical records, based
on the findings associated with the alternative filing systems in use, the
indexing of records, the inconsistencies between University Hospital
Llandough (UHL) and University Hospital of Wales (UHW), and random
spot checks on locations.

e Recommendation R7/7: Following the implementation of
recommendations 1 and 2 within the report, consideration should be
given by management and the relevant governance forums of how the
known barriers to digitisation could be addressed, if the Health Board
aspired to digitise Health Records.

5/354



The CC thanked the Clinical Board for all of the hard work being undertaken to
achieve the recommendations outlined and noted that seeing the progress as
well as the digitalisation of records was a good thing for patients.

The HIA added his thanks and noted the comprehensive update provided which
would help to inform Internal Audits follow up report.

The Committee resolved that:

a) The contents of the report and progress made against recommendations
were noted.

AAC Updated Policies Plan
23/11/009

The Updated Policies Plan was received.

The Director of Corporate Governance (DCG) advised the Committee that the
update followed an internal audit report received in May 2023 and provided
updates on the actions being taken which included:

e A dedicated Policy lead within the Corporate Governance Team

¢ Baselining the entire catalogue of policies in the Health Board to identify
which policies were out of date and who owned the policies.
It was noted that policy owners would be contacted to provide an update.

¢ I|dentification of the benefits of using the Audit Management and Tracking
platform (AMaT) that was currently used by a number of Clinical Boards
for Audits, Inspections and Projects.

The DCG advised the Committee that Internal Audit would review the policies
plan in quarter 4 (Q4), by which time the remaining policy owners and authors
would have been identified and the works to transfer each policy to AMaT in
progress, allowing for full demonstration of the increased controls, transparency,
access and ownership.

The CC asked if Q4 was an appropriate timescale.
The DCG responded that he welcomed the timescale but noted that there were
over 500 policies that needed attention and so the help of Internal Audit would

be of benefit.

The HIA added that he was comfortable with the approach identified and would
liaise with the DCG to ensure actions were taken.

The Committee resolved that:

a) The update and the intended Course of action was noted.

AAC Audit Wales Update
23/11/010

& The Audit Wales Update was received.

% The Audit Lead - Audit Wales (ALAW) advised the Committee that Exhibit 2
% % | received by the Committee summarised the status of Audit Wales’ current and
o/ planned performance audit work.
3N
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She added that she would take the report as read and highlighted key points
which included:

e The draft report for the review of workforce planning arrangements had
been issued and later in November 2023, the draft Primary Care follow
up review report would be issued for clearance through the Health Board.

e The Structured Assessment for the Health Board was being finalised and
would be received by the Committee at its February meeting.

The ALAW advised the Committee that the original plan had been to provide a
deep dive on digital arrangements on the structured assessments but noted that
due to the financial challenges across NHS Wales, a piece of work would be
undertaken which would focus on approaches being taken by Health Bodies to
achieve cost improvements and financial sustainability.

¢ NHS workforce data briefing. It was noted the briefing highlighted the
workforce challenges faced by the NHS in Wales and brought together a

range of metrics and comparisons with other nations as well.

The ALAW noted that it would be beneficial for the People & Culture Committee
to receive the briefing.

The EDPC responded that the briefing would be taken to the People & Culture
Committee as well as the Senior Leadership Board.

The ALAW concluded that the report would be received by the Committee at its
February 2024 meeting.

The Committee resolved that:

a) The Audit Wales Update was noted.

AAC
23/11/011

Internal Audit Recommendation Tracker Report, Audit Wales
Recommendation Tracking Report and Regulatory Compliance Tracking
Report

The Internal Audit Recommendation Tracker Report, Audit Wales
Recommendation Tracking Report and Regulatory Compliance Tracking Report
were received.

The DCG advised the Committee that he would take the 3 reports together and
would take them as read by the Committee.

He added that the overarching point was that alongside the update he had
provided around policies earlier in the meeting, there would be a restructuring of
the Corporate Governance Team with the intention that each tracker received by
the Committee would be split between 3 Corporate Governance Officers.

He added that each of the reports provided specific attention and representation
of ongoing discussions.

The DCG advised the Committee that he attended all Committee of the Board
meetings and that another layer of assurance he could provide was that the

<
‘Mdiscussions happening at those meetings were taking place.
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The HIA responded that it was a sensible approach to split the responsibility for
the trackers across the Corporate Governance Team.

He added that from within the trackers received, he had been able to identify
older audits which were felt to still be appropriate.

The DCG added that as an outstanding action, all audits from 2019/2020 would
be looked at and ongoing action taken.

The CC noted that he was assured that at each meeting, good progress was
being made.

The Committee resolved that:

a) The tracking report for tracking audit recommendations made by Internal
Audit was noted.

b) The progress which had been made since the previous Audit and
Assurance Committee Meeting in July 2023 was noted and assurance
provided

c) The progress which had been made in relation to the completion of Audit
Wales recommendations was noted and assurance provided.

d) The continuing development of the Audit Wales Recommendation
Tracker was noted

e) The updates shared were reviewed and assurance was taken from the
continuing development and review of the Legislative and Regulatory
Compliance Tracker.

AAC
23/11/012

Procurement Compliance Report — Chair’s Action Review

The Procurement Compliance Report — Chair’s Action Review was received.
The EDF advised the Committee that a lot of Chairs Actions were received and
an improvement project was requested to see how improvements could be made
because the finance team were having to ask some very senior people to make
decisions of high value at short notice.

She added that the improvement piece of work had been in train for about 6 to
12 months now and that there was still quite a high volume of Chairs Actions
being received, but noted that any contract over £1,000,000 would need that
standard of approval.

The EDF concluded that a Chairs Actions review would be received by the
Committee every 6 months.

The CC asked how many of the Chairs Actions requests had been received by
the Board.

The EDF responded that she would include that data on future analysis reports.
The Committee resolved that:

a) The contents of the Report was noted.

23/11/013

‘sProcurement Compliance Report / Single Tender Actions
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The Procurement Compliance Report / Single Tender Actions were received.
The Deputy Director of Finance (DDF) advised the Committee that he would
take the report as read and noted that the Single Tender Actions (STAs) were
coming down and comparators had been referenced within the paper received
by the Committee.

The Committee resolved that:

a) The contents of the Report were noted and approved/agreed.

AAC
23/11/014

Annual Clinical Audit Plan
The Annual Clinical Audit Plan was received.

The Executive Medical Director (EMD) advised the Committee that she would
take the paper as read.

She added that the assurance provided from the audit team was strengthening
all the time and that the report gave an overview of audit plans going forward.

It was noted that whilst it was recognised that there was a significant amount of
clinical audit underway across the Health Board, the oversight and governance
of that audit was lacking and the activity was not always focused on quality and
patient safety priorities.

The EMD advised the Committee that a Clinical Effectiveness Committee had
been strengthened to support improved membership and engagement from
Clinical Boards where audits were reviewed.

She added that Clinical Boards attend the Clinical Effectiveness Committee as a
priority and noted that anything major would be escalated to the Quality, Safety
& Experience Committee.

The Committee was advised that the introduction of the Audit Management and
Tracking (AMaT) system was a big step taken to provide assurance against
audits.

The Committee resolved that:
a) The assurance provided by the development of the clinical audit policy

and strategy as well as the audit underway and planned for 2023/24 was
noted.

AAC
23/11/015

Counter Fraud Progress Report - Review the effectiveness of Counter
Fraud Specialist.

The Counter Fraud Progress Report - Review the effectiveness of Counter
Fraud Specialist was received.

The Lead Local Counter Fraud Specialist (LLCFS) advised the Board that he
would take the report as read and noted that the report seeked to provide
assurance to members of the Audit Committee that the Counter Fraud work
being undertaken was satisfactory, robust and compliant with NHS Counter

J’dfraud Authority requirements.
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He added that fraud work had started in relation to 5 areas which included:

e Progress made against the Annual Counter Fraud Plan

e Promotional /Educational Activity

e Summary of Investigations

e Prevention activity

e National Fraud Initiative work
It was noted that the work should be completed by February 2024.
The CC asked if there was sufficient staff to complete investigations.

The LLCFS responded that there was but noted that it was sometimes difficult to
prioritise well within the team.

The Committee resolved that:

a) The report was noted.

AAC
23/11/016

Internal Audit Reports for information
The Internal Audit Reports for information were received and included:

¢ Refresh of the Health Board’s Strategy - (Substantial Assurance)

¢ Urgent and Emergency Care — Welsh Government Six Goals Programme
— (Substantial Assurance)

e PARIS System — (Reasonable Assurance)

e Follow-up: Chemocare IT System — (Reasonable Assurance)

e Surgery CB - Consultant Job Plans — (Limited Assurance)

e Leadership and Management Training and Development (Advisory)

e Quality, Safety and Experience Governance (Advisory)

The Committee resolved that:

a) The final Internal Audit reports were considered and noted.

AAC
23/11/017

Review of Draft Charitable Funds Annual Report and Accounts

The Review of Draft Charitable Funds Annual Report and Accounts were
received.

The DDF advised the Committee that he would take the report as read and
noted that the timetable for the Charity accounts was different form the main set
of Health Board accounts.

He added that they accounts had been completed an sent to Audit Wales
The Committee resolved that:

The reported financial performance contained within the Draft Annual
Accounts was noted.

The response of the audit enquiries to management and those charged
with governance was noted.

The Draft Annual Accounts were supported and endorsed.

10/11
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AAC Agenda for Private Audit and Assurance Committee
23/11/018
I Audit of Accounts Report Addendum — Recommendations
(Confidential Discussion)
ii. Pentyrch Advisory Internal Audit Report (Confidential Discussion)
fii. Cyber Security Update (verbal)
iv. Counter Fraud Progress Update (Confidential — ongoing
investigations
V. Overpayments of Salary (Confidential Discussion)
Vi. Procurement Improvement Plan Update
AAC Any Other Business
23/11/019
No Other Business was discussed.
AAC Items to be deferred to Board / Committee
23/11/020
No items were deferred to Board / Committees.
AAC Date and time of next committee meeting
23/11/021
Tuesday 6" February at 9am via MS Teams
S
2
2%,
s,
\7)‘6/)
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o
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Public Action Log

Following Audit & Assurance Committee Meeting
7 November 2023

(Updated for the meeting being held 6 February 2024)

REF SUBJECT AGREED ACTIONS LEAD DATE STATUS/COMMENTS
AAC 23/11/010 | Audit Wales Update The Structured Assessment, Audit Wales 06.02.2024 COMPLETED
Workforce Planning Report and On February 61 Agenda (item
Primary Care Follow Up Report to be 2.2)
received by the Committee at its next
meeting
AAC 23/11/011 | Internal Audit All recommendations from 2019/20 to | Matt Phillips 06.02.2024 COMPLETED
Recommendation be looked at and details to explain On agenda for April meeting.
Tracker Report actions being taken to close those off Verbal update to be given.
where appropriate to be received by
the Committee.
AAC 23/11/014 | Procurement An update on improvements around Catherine 07.05.2024 COMPLETED
Compliance Report — | the progress and structure of how Phillips / Claire On Forward Plan for May’s
Chair’s Action Review | Chairs Actions are processed to be Salisbury meeting.
received by the Committee in 6
months’ time.
AAC 4/7/23/014 | Updated Policies Update on the Plan be brought to the | Matt Phillips 07.11.2023 COMPLETED
Plan Committee. Committee updated on
07.11.2023 via agenda item 2.3
AAC 5/9/23/014 | Counter Fraud To provide information on how many | Gareth 07.11.2023 COMPLETED
Progress Report salary overpayments have come Lavington Committee updated on
through to the Counter Fraud team. 07.11.2023 via agenda item
N 2.12
AAG}%;/%IOO? Internal Audit Follow up audit report in relation to Internal Audit 07.11.2023 COMPLETED
% ” Progress Report the Medical Records Tracking (CD&T Committee updated on
*’vj% Clinical Board) to be brought to 07.11.2023 via agenda item 2.2
)‘ef Committee at a later date. from Sion O’Keefe
N
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AAC 4/7/23/007

AAC 23/11/009

Follow up Audits

Policies Plan

To build in-between projects to
ensure that they have followed all the
right governance.

An update on the policies plan to be
provided to the Committee at the next
meeting following assistance from
Internal Audit

Actions referred to Board / Committees

Actions in Progress

lan Virgil

Matt Phillips

07.11.2023

06.02.2024

COMPLETED
Committee updated on
07.11.2023

Update to be given in
February 2024

AAC 23/11/010 | Audit Wales Update | The People & Culture (P&C) Rachel Gidman | 23.01.2024 | COMPLETED
Committee to receive the NHS P&C Committee updated on
Workforce Data Briefing at their next 23.01.2024
available meeting
5
43
=5
%
J)}?,)
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s
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Agenda Item
Report Title: Internal Audit Progress Report no. 2.1

_ Audit & Assurance M Meeting Date:
Meetlng. Committee 06/02/24

SIEIS T
Lead Executive: Director of Corporate Governance

Re.por.t Al Head of Internal Audit
(Title):

Main Report

Background and current situation:

The NHS Wales Shared Services Partnership (NWSSP) Audit and Assurance Service provides an
Internal Audit service to the Cardiff and Vale University Health Board.

The work undertaken by the Audit & Assurance Service is in accordance with its annual plan, which is
prepared following a detailed planning process, including consultation with the Executive Directors,
and is subject to Audit & Assurance Committee approval. The plan sets out the program of work for
the year ahead as well as describing how we deliver that work in accordance with professional
standards and the engagement process established with the Health Board.

The 2023/24 plan was formally approved by the Audit Committee at its April 23 meeting.
The progress report provides the Audit & Assurance Committee with information regarding the
progress of Internal Audit work in accordance with the agreed plan; including details and outcomes of

reports finalised since the previous meeting of the committee.

Appendix A of the progress report sets out the Internal Audit plan as agreed by the committee, including
commentary as to progress with the delivery of assignments.

Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:

The progress report highlights the conclusions and assurance ratings for audits finalised in the current
period.

The following reports have been finalised since the November 23 meeting:
* Mental Health Clinical Board Governance Arrangements (Reasonable Assurance)
Capital Systems (Reasonable Assurance)
Infection Prevention & Control (Reasonable Assurance)
Technical Continuity (Reasonable Assurance)
Estates Condition (Limited Assurance)
Health Roster System (Limited Assurance)
Alcohol Standards (Limited Assurance)
Shaping Our Future Wellbeing — Future Hospitals Programme (Advisory)

The progress report also includes details of proposed adjustments to the 2023/24 plan.

Recemmendation:

D)
%%,

% s
J)‘6,)
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S
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The Audit & Assurance Committee are requested to:

+ Consider the Internal Audit Progress Report, including the findings and conclusions from the
finalised individual audit report.
* Approve the proposed adjustments to the 2023/24 plan.

Link to Strategic Objectives of Shaping our Future Wellbeing:

Please tick as relevant

1. Reduce health inequalities 6. Have a planned care system where X
demand and capacity are in balance
2. Deliver outcomes that matter to X 7. Be a great place to work and learn
people
3. All take responsibility for improving 8. Work better together with partners to
our health and wellbeing deliver care and support across care
sectors, making best use of our people
and technology
4. Offer services that deliver the X 9. Reduce harm, waste and variation
population health our citizens are sustainably making best use of the X
entitled to expect resources available to us
5. Have an unplanned (emergency) X 10. Excel at teaching, research, innovation
care system that provides the right and improvement and provide an
care, in the right place, first time environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant

Prevention Longterm | X Integration | x Collaboration Involvement

Impact Assessment:
Please state yes or no for each category. If yes please provide further details.

Risk: Yes/Ne

The progress report provides the Committee with a level of assurance around the management of a
series of risks covered within the specific audit assignments delivered as part of the Internal Audit
Plan. The report also provides information regarding the areas requiring improvement and assigned
assurance ratings.

Safety: Yes/Ne

The progress report provides an update on the delivery of the Internal Audit plan for 2022/23, which
includes an audit that provides assurance around controls and processes relating to patient safety.

Financial: ¥es/No

Workforce: Yes/Ne

The progress report provides an update on the delivery of the Internal Audit plan for 2022/23, which
includes audits that provide assurance around controls and processes relating to workforce.

Legal: ¥es/No

Reputational: Yes/Ne

The%ess report provides an update on the delivery of the Internal Audit plan for 2023/24, which
includesaudits that provide assurance around reputational risks.

Socio Econtfaic: Yes/No

<
<.
.\y)

Equality and Health: ¥es/No

2/3
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Decarbonisation: ¥es/No

Committee/Group/Exec

Approval/Scrutiny Route:

Date:
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Cardiff and Vale University Health Board

Internal Audit Progress Report

Audit & Assurance Committee February
2024
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Internal Audit Progress Report February 2024

1. Introduction

This progress report provides the Audit & Assurance Committee with the current
position regarding the work to be undertaken by the Audit & Assurance Service as part
of the delivery of the approved 2023/24 Internal Audit plan.

The report includes details of the progress made to date against individual assignments
along with details regarding the delivery of the plan and any required updates.

The plan for 2023/24 was agreed by the Audit & Assurance Committee in April 2023
and is delivered as part of the arrangements established for the NHS Wales Shared
Service Partnership - Audit and Assurance Services.

2. Assignments with Delayed Delivery

The assignments noted in the table below are those which had been planned to be
reported to the November Audit Committee but have not met that deadline.

Current Draft

Audi o - - R n
e Position Rating easo

UHL Endoscopy Draft Delay in receiving mapage_ment
Reasonable | responses and Executive sign-off

Development Report

of draft report.

Patient Safety Incident Draft Additional fieldwork required
Reasonable - .

Management Report prior to issue of draft report.

Financial Management Work in Delay in progressing fieldwork

. - due to other priorities on
within Clinical Boards Progress

Internal Audit resources.

Delay in progressing fieldwork

PCIC CB Governance Work in due to other priorities on
Progress i
Internal Audit resources.
. Delay in agreeing scope and
. ) Work in ;
Mortality Reviews meeting management to
Progress

progress fieldwork.

3. Outcomes from Completed Audit Reviews

Eight assignments have been finalised since the previous meeting of the committee
and are highlighted in the table below along with the allocated assurance ratings.

The Executive Summaries from seven of the final reports are provided in Section six.
The full reports are included separately within the Audit Committee agenda for

& information.

<%,

/Ozﬁ’dg\e final report for the advisory audit of the Pentyrch Surgery Development - Site
ation Process is included within the private committee papers due to the sensitive

nat(%e of the subject matter.
7.
N

NWSSP Audit and Assurance Services 3
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FINALISED AUDIT REPORTS ASSURANCE RATING

Mental Health Clinical Board Governance
Arrangements

Capital Systems Reasonable ' /‘

Infection Prevention & Control

Technical Continuity

Estates Condition

HealthRoster System Limited '\ L
(]

Alcohol Standards

Shaping Our Future Wellbeing - Future Hospitals Advisory o\
Programme =

4. Delivery of the 2023/24 Internal Audit Plan

There are a total of 35 reviews within the 2023/24 Internal Audit Plan, (including the
changes highlighted below), and overall progress at this stage of the year is
summarised below.

Cardiff and Vale UHB

0 10 20 30 40
H Final/Complete Draft Work in progress M At planning stage M Not started

The graph above illustrates that fifteen audits from the 2023/24 plan have been
finalised so far this year and two others have reached the draft report stage.

In addition, there are seven audits that are currently work in progress with a further
ten at the planning stage.

Full details of the current year’s audit plan along with progress with delivery and
S commentary against individual assignments regarding their status is included at
vzgLéq@(;ppendix A.

ndix A also includes details of the three audits from the 2022/23 plan that had
not’/,@een sufficiently progressed to be included within the Head of Internal Audit

<.

N

NWSSP Audit and Assurance Services 4
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Opinion for 2022/23. The outcomes from these audits will feed into the 2023/24
Opinion.

Appendix B highlights the times for responding to Internal Audit reports.

Appendix C shows the current level of performance against the Audit & Assurance Key
Performance Indicators (KPI).

5. Changes to the 23/23 Internal Audit Plan

The following audit has been proposed as an addition to the plan:

e Eye Care Digitisation Process - Following the transfer of the National Digital Eye
Care Programme to DHCW, the audit was agreed by the Executive Director of
Finance to review the current status of the contractual commitment entered into by
the Health Board to deliver the Eye Care Digitisation Programme.

The following audits have also been identified for deferral / removal from the plan:

e Business Continuity Planning - Proposed for deferral to the 24/25 plan due to the
sickness absence of the lead manager. Deferral has been agreed with the Executive
Director of Strategic Planning; and

e Shaping Our Future Hospitals Programme, 23/24 audit - Proposed for removal
from the plan as the Programme is not currently progressing. Removal has been
agreed with the Executive Director of Strategic Planning.

6. Development of the 24/25 Internal Audit Plan

Meetings are being held with the Health Board’s Executive Directors during January
and February to discuss potential areas for inclusion within the 2023/24 Internal Audit
Plan.

An initial draft plan will be submitted to a meeting of the Senior Leadership Board
during February / March for review. An updated draft will then be presented to the
April Audit & Assurance Committee for formal approval.

NWSSP Audit and Assurance Services 5
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/.

Final Report Summaries

7.1 Mental Health Clinical Board Governance Arrangements

Purpose

The audit reviewed the structure and
governance arrangements within the
Clinical Board noting escalation
processes and updates to Health Board
Committees.

Overview

We have issued reasonable assurance
on this area.

The matters requiring management
attention include:

e Terms of reference were not in
place or are out of date for some of
the groups/ committees within the
Clinical Board.

e The meetings being held were not
always in compliance with the
terms of reference.

e The actions from meetings could
not always be identified and
therefore may not be addressed.

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

Report Opinion

/
h /R

Reasonable

attention in  control

compliance.

Some matters require management
design

or

Low to moderate impact on residual
risk exposure until resolved.

Assurance summary:

Objectives Assurance

1 An_ appropriate governance structure Substantial
is in place.
Terms of References (TOR) are in

2 place for all groups within the Clinical Limited
Board.
Meetings are conducted in line with

3 the requirements of the Terms of Reasonable
Reference

4 Adequa_te |_'neet|ng notes or minutes Reasonable
are maintained.

5 Key issues are effectively escalated. Substantial

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

.. Control Recommendation
Key Matters Arising Objective  Design or .
. Priority
Operation
1 Terms of reference are not in place or out 2 Design
of date
2 Compliance with terms of reference Operation Medium
3 Meeting records 4 Operation Medium
&
%,
OJ%/«
=8
s,
59,
2.
N

NWSSP Audit and Assurance Services
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7.2 Capital Systems

Purpose Report Opinion
This audit formed a part of the 2023/24
Internal Audit Plan and has sought to evaluate Trend

the ongoing progression and delivery of the
Action Plan designed to remedy compliance Reasonable = Some matters

issues identified by the Director of Corporate require management “
Governance and submitted to the Board in /f attention in control

August 2021. The action plan largely targeted ' l design or

issues associated with the procurement, U compliance.

governance and financial  monitoring Low to moderate 2022/23
arrangements of capital schemes and

expenditure at the University Health Board. 'T“"aCt on reS|dufaI
risk exposure until

The prior audit report was issued in January resolved.

2023 with a Reasonable assurance rating.

Overview Assurance summary?

The audit noted that project information was  Qpjectives Assurance
generally well organised and readily available

for review. 1 Follow Up Reasonable
Some of the weaknesses identified at the Capital A | .
previous audit had been addressed through 2 Capital Approvals Substantial
use of Docusign software e.g. formal _
documentation of key approvals. 3 Change Management Substantial
Improved reporting was observed at Fhe 4 Contractual Arrangements Reasonable
sampled projects including to the Capital

Management Group (CMG) - with improved .

executive attendance at the same. 5 Delegated Limits Reasonable
The matters identified for management g Monitoring and Reporting Reasonable

consideration were:

., . The objectives and associated assurance ratings are not necessarily
e Chair’s actions and contractual given equal weighting when formulating the overall audit opinion.

documentation were not consistently
completed to include e.g. name of signatory,
date etc.

e The Project Issues Form was not
consistently utilised to document
compliance with Delegated Limits.

Accordingly, reasonable assurance has been

determined.
Assurance control Recommendation
Key Matters Arising Objective ~ Desian or Priority
Operation
1 | Failure to print and date signatures 4 Operation Medium
zegéoll)_ack of continuity in naming conventions 6 Operation Low
D, &
3 q;%ks/l/; of status reporting at project level 6 Operation Low
Incyeﬁ(féi;;tent utilisation of the Project Issues 5 Operation
4 Form<v.to demonstrate compliance with Medium
K
delegated limits.

NWSSP Audit and Assurance Services 7
7/22 23/354
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7.3 Infection Prevention & Control

Purpose

The overall objective of the report is to
provide assurance that there are effective
infection prevention and control
processes and procedures in place to
prevent the spread of infection.

Overview

We have provided reasonable assurance.
The matters requiring management
attention include:

e IPC policies and procedures are not
readily available to Health Board staff
and some were out of date;

e The IPC Group Terms of Reference was
out of date;

e The IPC Annual Programme is in need of
refreshing and there was no evidence
that the 2023/24 IPC Annual
Programme had been approved or
published; and

e The IPC Group was not reporting to the
Q,S&E Committee in line with their
Terms of Reference.

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

Report Opinion

Trend
Reasonable Some matters require
management attention in
I{f control design or
' / ‘ compliance.
Low to moderate impact
on residual risk exposure 2019/20
until resolved
Assurance summary:
Objectives Assurance
1 Policies and Procedures Reasonable
2 IPC Structure Substantial
3 IPC Framework Reasonable
4 Awareness & Training Substantial
5 Incident Reporting & Monitoring Substantial
6 Internal Reporting Reasonable
7 External Reporting Substantial

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

.. Control Recommendation
Key Matters Arising Objective  Design or Priorit
; Y
Operation
1 IPC Policies and Procedures 1 Operation Medium
3 IPC Group Terms of Reference 3 Operation Medium
4 IPC Annual Programme 3 Operation
5 IPC Group Reporting 6 Operation Medium

NWSSP Audit and Assurance Services
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7.4 Technical Continuity

Purpose

The overall objective of the audit was to Report Opinion

provide the Health Board with assurance that
there is appropriate provision of technical
continuity and fault domain awareness to
ensure that the Health Board can maintain
acceptable service levels through, and
beyond, severe disruptions to its critical
processes and the IT systems which support
them.

Overview

We have issued reasonable assurance on this
area.

Hardware is securely hosted and there is
extensive use of virtualisation to enable
resilience. There have been recent
improvements to the provision of services
with upgrades to the virtual environment and
the backup process, with work ongoing to
provide alternative sites to enable disaster
recovery. However, there is currently no
geographical resilience and the disaster
recovery plan is incomplete, with no order of
restoration of services.

The matters requiring management attention
include:

e Ensuring the risk relating to geographical
resilience is appropriately recorded;

e Ensuring all hosted services are fully
documented, with a formal agreement
and acknowledgement of resilience
position;

e Updating the Disaster Recovery Plan; and

e Enabling record of learning within the
incident management process.

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

Reasonable

Some matters require

management

attention in

control design or compliance.

Low to moderate impact on
residual risk exposure until

resolved.

Assurance summary+

Objectives Assurance
1 Resilience Design Limited
2 Testing of Resilience Reasonable
3 Disaster Recovery Planning Limited
4 Back Ups Substantial
5 Continual Improvement Reasonable

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

Key Matters Arising Objective Dcezingtr:ocl,r Reco?r?;firgsat'on
Operation
4 Civica Service Report 1 Operation Medium
‘9@2%/\0 Dormant Accounts 3 Operation Medium
3 09;/%J§&eavers Report 3 Operation Medium
6 'SB%tem Back-ups 7 Operation

NWSSP Audit and Assurance Services
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7.5 Estates Condition

Purpose

The NHS in Wales faces unprecedented challenges
balancing the management of the current estate
condition against other competing priorities and within
existing funding constraints — whilst also developing a
deliverable estate strategy for the future.

The backlog maintenance figures for NHS Wales
recently exceeded £1bn (the substantial element being
High and Significant risks) and is likely to increase
further due to the aging estate in Wales.

The latest nationally reported data (2021/22) for the

UHB confirmed a total backlog maintenance
requirement of £152m - although the capital
investment requirement to clear the backlog

maintenance is likely to be materially higher.

The audit sought to evaluate the arrangements put in
place by the UHB to identify and manage key risks
associated with the existing estate and the
implementation of resulting strategies to
manage/mitigate the risk.

Overview

Key to understanding the challenge is the quality of
the baseline data. This is acknowledged within the
UHB’s Board Assurance Framework (BAF) noting that
the UHB’s current estates condition baseline data was
developed from a 2017 condition survey which had
been updated annually by desktop review. A tendering
exercise was currently being progressed to survey the
estate and to establish an updated baseline.
Experience of other NHS organisations suggests that
this update is likely to result in an increase in the
reported data. It has been recommended that the
executive lead approve the proposed approach.

In the short to medium term, the UHB uses a
combination of all Wales capital funding, targeted
Estates Facilities Advisory Board (EFAB) funding,
planned/ reactive maintenance, and discretionary
funding to address identified high-priority areas as
follows, e.g.:

e All-Wales capital funding was secured for the UHL
Engineering Infrastructure scheme (£5.5m).
Further business cases have been submitted to
Welsh Government for approval.

e The UHB successfully secured EFAB funding of
£6.035m across 2023/24 & 2024/25 to tackle

igh/significant backlog maintenance priorities.

o eg/%;;oss NHS Wales, due to pre-commitments and
Sther pressures on the discretionary capital
fuﬁ)ﬂfyr‘lgd the allocation for backlog maintenance
had kﬁﬁ;@prically been insufficient to effectively
managé-the position — with £500k earmarked at
the UHB specifically for backlog maintenance in

Report Classification

Limited

1\
\\
O

require

‘ attention.

More significant matters

management

“ Moderate impact on

residual risk exposure
until resolved.

Assurance summary

Assurance objectives Assurance
1 Governance Reasonable
2 Baseline Information Reasonable
3 Estates Strategy Limited
4 Funding Strategy Limited
5 Monitoring & Reporting Reasonable
6 Risk Management Limited

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

Key Matters Arising

Assurance
Objective

Priority

1

Estates surveys are
required to inform
an updated backlog
maintenance
baseline position.

2

Medium

2

The UHBs estates
strategy requires
reviewing in several
areas including
performance
indicators.

Medium

Increased corporate
assurance/reporting

is required
surrounding the
Estates Strategy

and Capital Plan.

NWSSP Audit and Assurance Services
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2022/23 (over and above UHB contributions to
EFAB funding). Available resources were targeted
at priorities based on existing risk assessments.

e Whilst revenue resources were targeted at the
priority planned and reactive maintenance areas,
the UHB had the lowest ‘Total Building &
Engineering Maintenance Cost per Occupied Floor
Area (£/m2)’. In response, an internal review was
being initiated to better understand the existing
and required skill mix within the maintenance team
- to inform potential future recruitment and
funding requirements.

Noting the above, there were arrangements in place to

focus the limited available resources on progressively

addressing the high priority areas within the UHBs
estate.

In the longer-term, the UHBs 10-year programme
highlights an indicative funding requirement of circa
£3.3 billion for the estate to address the backlog
maintenance risks and meet the future healthcare
needs of the population. Noting the scale of the
investment required, there is a significant risk to the
UHB that this strategy is not affordable. It has been
recommended that the Board continue to receive
regular updates on the delivery of the estate strategy
and 10-year capital programme, particularly any
risks/impact resulting from delay/non delivery.

A corresponding revised long-term strategy is required
for maintenance, as continued investment at historic
levels is likely to result in the UHB estates being in a
further deteriorating position requiring increased
levels of capital investment.

Whilst operational risks were well documented,
reported and escalated, the Board should seek further
assurance that the identified actions within the Board
Assurance Framework are effective - noting their
impact to date.

Whilst the UHB had been focussing the available
resource to high priority estate risks, an overall
limited assurance has been determined, recognising
that it may not be possible to manage all identified
risks within available funding. This assurance opinion
is in line with that determined across NHS Wales, given
the common challenges faced by each organisation.

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

Whilst not a specific focus of this review, the recently
nationally reported Reinforced Autoclaved Aerated
Congrete (RAAC) issues have further increased the risk
prﬁi@'eo of the NHS Wales estate. The centrally
comnﬁi%gi/gned surveys have identified only isolated
instances ©f RAAC requiring urgent attention - at the
time of fe rting, the surveys identified no areas
requiring urgent action within the UHB estate.

Board Assurance
Framework to
reduce the risk
associated with the
capital assets
should be reviewed.

4 A review of the 4
estate  workforce,
coupled with the
development of a
clear long term
financial model for
the revenue support
in the estate s
required.

Monitoring and 5

reporting the

performance of

backlog Medium
maintenance

position should be

clearly established.

Actions within the 6

NWSSP Audit and Assurance Services
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7.6 HealthRoster System

Purpose

Report Opinion

The overall objective of the
audit was to review the usage Limited
of the HealthRoster system \

within the Health Board.

More significant matters require management
attention.

' "x‘:\.m l Moderate impact on residual risk exposure until

Overview resolved.
assurance on this area. The
review identified several Objectives Assurance
significant matters  which - —
require management 1 Roster producthn, e?pproval and publishing Limited
attention and include: in accordance with timescales
e Rosters are not being > Staff are utilising auto rostering to generate Reasonable
created, approved, and their rosters
published in a timely i i
3 Annual leave is approprlatgly mangged .to Reasonable
manner. ensure headroom allocation is complied with
. A_ number of st.aff LSS Staff balances are managed adequately to
either not meeting their 4 ensure staff are working their contracted Limited
contracted hours or had hours
worked more than their
contracted hours. 5 Rosters are produced in accordance with Limited
funded nurse establishment levels
e Shifts worked by staff are
not always verified ¢ Ma_nagement are verifying worked rosters in Limited
adequately  within  the a timely manner
system. , Management are undertaking the Safecare Limited
e Safecare census patient census twice daily
data is not always updated. Rosters ensure staff are complying with the .
o 8 . . . . Substantial
Further  matters  arising Working Time Directive
concerning the areas for Regular monitoring of the roll out and usage
refinement  and  further o o " the HealthRoster system is being Reasonable

development have also been
noted (see Appendix A).

undertaken

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

. - control Recommendation
Key Matters Arising Objective ~ Design or Briorit
; Y
Operation
2 Rostering process is not timely 1&5 Operation
3 HealthRoster system segregation of duties 1 Operation Medium
&
%ﬁg% Auto-roster functionality uptake 2&5 Operation Medium
¢ Ch . .
7 v’oc‘}/p&lncorrect working hour balances 485 Operation
8 J%bster verification and finalisation 6 Operation
<.
9 Safecare census missing patient data 7 Operation

NWSSP Audit and Assurance Services
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7.7 Alcohol Standards

Purpose

Review the processes in place within the Health
Board in relation to compliance with NICE
guidelines around alcohol use.

Overview

We have issued limited assurance on this area.
The review identified several significant matters
which require management attention and
include:

e There is a lack of health board guidance in
relation to the Alcohol Standards, providing
details on identifying, preventing and
diagnosing patients.

e There is a lack of resource within the team
to meet with the demand across the Health
Board.

e Screening for alcohol consumption is not
being formally undertaken.

e There is no documented formal referral
process in place.

e There is no central record maintained of
staff that have received training on alcohol
screening for patients.

e Documentation informing patients about
the screening process and reducing alcohol
consumption was not available within the
Health Board.

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

Report Opinion

Limited More significant matters
\ management attention.

' \N 1‘Moderate impact on residual risk
- exposure until resolved.

require

Assurance summary:

Objectives Assurance
The Health Board complies —

1 with NICE guidance. L

5 Screenmg. for alcohol Limited
consumption.

3 Re_sults from screening are Limited
being recorded.

4 Training is provided to staff. Limited
Documentation information

5 patients about the screening Limited
process.

6 There is an intervention Reasonable
pathway.

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

Control Recommendation
Key Matters Arising Objective Design or .
. Priority
Operation
1 Lack of Health Board guidance 1 Operation
2 No operational screening tool in place 2 Operation
3 Resource within the team 2 Operation
4 Referral Process 3 Operation
5 Training Records 4 Operation
eﬁ% Documentation for patients 5 Operation
0,0
7\’/9;134 Intervention Pathway 6 Operation Medium
?’7 0’05
59,
2.
o
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7.8 Shaping Our Future Wellbeing — Future Hospitals Programme

Purpose

The University Health Board (UHB) has received positive feedback from Welsh Government on their
Shaping Our Future Wellbeing — Future Hospitals Programme, Programme Business Case (PBC).
Aligned to this, Welsh Government were commissioning a review of the clinical model outlined within
the PBC.

At the time of our review, the UHB was in the process of establishing arrangements to develop a
Strategic Outline Case (SOC). This stage was being progressed at risk, noting Welsh Government
endorsement of the PBC or confirmation of SOC funding had not yet been received (pending
conclusion of the clinical review).

This review was advisory in nature and provides proactive advice on the proposed governance
arrangements to see the Programme through the activities outlined above to the next key juncture.

Scope
The scope of the review was agreed as follows:

e Governance Structure: To assess the adequacy of the proposed structure, including supportive
working groups, to achieve the overall objectives of the current phase of the programme. The
review also considered the integration of the Programme within existing committee structures of
the University Health Board.

e Procedural Requirements: To consider the adequacy of the existing procedural framework and
alignment with both the University Health Board and national requirements.

e Resource requirements: To assess whether the resourcing requirements have been identified
for each activity at this stage of the programme. Where required, external support is identified
where there is insufficient capacity or capability internally.

¢ Monitoring & Reporting: A review of the proposed arrangements to monitor the activities of
both internal and external advisers.

e Other: Any other issues identified at the project affecting project delivery.

As this was an advisory review, in line with Public Sector Internal Audit Standards, it does not proffer
an overall opinion. However, a basic aim was to provide proactive advice, identify good practice and
relevant systems weaknesses for management consideration and, where appropriate, provide
direction to existing guidance.

Conclusion:

The review observed many positive arrangements, such as clear ownership / leadership, a dedicated
sub-committee of the Board (currently stood down) and standardised governance procedures to
provide clarity and consistency. A comprehensive “Gathering Intelligence” exercise has been
undertaken on other new hospital programmes across the UK, including understanding of lessons
learnt and best practice. This will inform the development of the Shaping Our Future Hospitals (SOFH)
Programme in terms of next steps, individual projects, workstream activity and decision-making
processes.

However, at the time of review the UHB had not received formal approval to the PBC, or approval of
funding to develop the SOC, with the outcome of the WG commissioned clinical review also awaited.
The UHB was therefore progressing at risk in the continuation of Programme governance
arrangements and in the development of SOC plans. It is recommended that further investment of
resources (time/effort/financial) should be limited pending the outcome of the clinical review, the
receipt of WG funding for the SOC development and confirming the future of the project. Following
the outcome of the clinical review and receipt of appropriate approvals to proceed to the next stage,
the implementation of the procurement programme would require a considered, phased
|m3§§mentat|on process and associated resource plan.

Rec@ﬁ’mendatlons have been outlined for management consideration at Appendix A.

Managélsﬂg t advise that, following conclusion of the review, Welsh Government had invited the UHB
to the In{s’égtructure Investment Board (IIB) to consider the way forward for the project. The
recommend’agons made below can be considered once this has taken place and the UHB has a clearer
understanding of the potential way forward.

NWSSP Audit and Assurance Services 14
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ASSIGNMENT STATUS SCHEDULE

Planned output.

Exec Director
Lead

Pind Adj
Qtr (0] dy

Current Status

Assurance
Rating

Planned /
Actual

Commiittee

2022/23 Plan

Surgery CB - Consultant Job Plans COO Final Report Limited November
Shap Ing Qur Future Wellbeing - Future Finance Final Report Advisory February
Hospitals Programme
Medical Staff Additional Sessions Medical Plannlr_lg (Final brief April
issued)
2023/24 Plan
Recommendation Tracking 6 Corporate Q1 Final Report Substantial September
Governance
Leadership and Management Training . .
and Development (Advisory) 10 People & Culture Q1 Final Report Advisory November
Refresh of the Health Board’s Strategy 18 Strategic Planning Q1 Final Report Substantial November
Quall_ty, Safety &Experience Governance 28 Nursing / Medical Q1 Final Report Advisory November
(Advisory)
ChemoCare IT System Follow-up 36 Digital & Health Q1 Final Report Reasonable November
Intelligence
. Digital & Health i
Pa@?ﬂystem 12 Intelligence Q2 Final Report Reasonable November
NACA
Urgen@%;,/d Emergency Care - Welsh 22 COO Q2 Final Report Substantial November
Governiwenit Six Goals Programme
N4

Pentyrch Sutgery Development - Site . . . .
Evaluation Process 37 Chief Executive Q2 Final Report Advisory November

NWSSP Audit and Assurance Services 15
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. . Planned /
Planned output. 2. Callios s Al asJ Current Status Assur_ance Actual
Lead (0) 4y Qtr Rating .
Committee
Estates Assurance - Estate Condition 4 Finance Q1 Final Report Limited February
Mental Health Clinical Board Governance 24 CcoOo Q1 Final Report Reasonable February
Arrangements
Capital Systems 3 Finance Q2 Final Report Reasonable February
Technical Continuity 13 D'?r']ttzlmg;::ith Q2 Final Report Reasonable February
Alcohol Standards 21 Public Health Q2 Final Report Limited February
HealthRoster System 9 People & Culture Q2/3 Final Report Limited February
Infection Prevention & Control 30 Nursing Q3 Final Report Reasonable February
Patient Safety Incident Management 29 Nursing Q2 Draft Report Reasonable April
Financial Management within Clinical 2 Finance Q2 Work in Progress April
Boards
PCIC CB Governance 25 COOo Q2 Work in Progress April
Mortality Reviews 33 Medical Q2 Work in Progress April
Core Financial Systems 1 Finance Q2/3 Work in Progress April
o . Digital & Health . .
Inf@é;a%:uon Governance 14 Intelligence Q3 Work in Progress April
N2~ _ People & Culture / , ;
Tempor‘%ryl"/g;cafﬁng Costs 7 Finance Q3 Work in Progress April
S, - ; ; :
< ) Digital & Health Planning (Final brief .
Cyber Securit{ Follow-up 15 Intelligence Q3 issued) April
NWSSP Audit and Assurance Services 16

16/22

32/354



Internal Audit Progress Report

Appendix A

Planned output.

Exec Director
Lead

Current Status

Assurance
Rating

Planned /
Y {TE]

Planning (Final brief

Committee

IMTP Development Process 16 Strategic Planning Q3 issued) April

Cancer Services 23 COO Q3 Work in Progress April

Medical Records Tracking (CD&T) Follow- 27 o0 Q3 Plann|r_lg (Final brief April

up issued)

Risk Management / Board Assurance Corporate Planning (Final brief

5 Q4 . May
Framework Governance issued)
Implementation of People & Culture Plan 8 People & Culture Q4 PIannlr;gsEIZ;a)ft brief May
. Digital & Health Planning (Draft brief

Performance Reporting 11 Intelligence Q4 issued) May

Decarbonisation 19 Strategic Planning Q4 Plannlr)g (Final brief May
issued)

Maternity Care - Ockenden Review 31 Nursing Q4 Planning May

Management of Health Board Policies 35 Nursing Q4 Plannlr)g (Final brief May

Follow-up issued)

Eye Care Digitisation Programme 38 Finance Q4 Plannlr)g (Final brief May
issued)

Development of Integrated Audit Plans:

o gHL - Endoscopy Unit Development 34 Strategic Planning Q2 Draft Report Reasonable April

o vl(zjb)gW - Vascular Hybrid Theatre & 37 Strategic Planning TBC TBC

I\@Jﬂheatre
%
sz?s,)
2.
.\5\)
NWSSP Audit and Assurance Services 17
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Planned output.

Exec Director
Lead

Pind
Qtr

Adj
Qtr

Planned /

Assurance Actual

Current Status Rating

Reviews removed from the plan

Committee

The external accreditation review has been completed with
a positive outcome, so no value in completing our planned

ISO Accreditation within ALAC 32 Therapies Qt Q2 audit. Removal agreed with the Director of Therapies and
Health Science.
Agreed by September AC.
. The COO requested deferral to Q1 of the 24/25 plan to
E;ilfégingc;écute Model / Same Day 26 COO Q3 allow further time for the developments to be embedded.
Agreed by September AC.
Proposed for deferral to the 24/25 plan due to the sickness
. - . . . absence of the lead manager. Deferral has been agreed
Business Continuity Planning 17 Strategic Planning Q3 with the Executive Director of Strategic Planning.
To be agreed by February AC.
Proposed for removal from the plan as the Programme is
Shaping Our Future Hospitals . . not currently progressing. Removal has been agreed with
Programme 20 Strategic Planning Q4 the Executive Director of Strategic Planning.
To be agreed by February AC.
e&"o
OJ%A
%4,
J)‘$,)
2.
"o
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REPORT RESPONSE TIMES

Audit Rating Status Draft Responses | Responses | Final issued R/A/G

issued & exec sign | & Exec sign

off required | off received

Recommendation Tracking Substantial Final 25/07/23 15/08/23 11/08/23 11/08/23
Esgf&’;‘é; :‘;rr%i;‘;fe"e'°pme”t - Site Advisory Final 08/09/23 | 29/09/23 21/09/23 21/09/23
Eiig:;;:$;::d Management Training and Advisory Final 21/09/23 12/10/23 02/10/23 03/10/23
Refresh of the Health Board’s Strategy Limited Final 29/09/23 20/10/23 06/10/23 09/10/23
PARIS System Reasonable Final 28/09/23 19/10/23 02/10/23 09/10/23
Quality, Safety & Experience Governance Advisory Final 17/08/23 8/09/23 12/10/23 13/10/23
é;gvi”rﬁ,;”e?,t?féigf!pcrigia'mvﬂs'" Substantial Final 12/10/23 22/11/23 19/10/23 19/10/23
Follow-up: Chemocare IT System Reasonable Final 26/09/23 17/10/23 23/10/23 24/10/23
Capital Systems Reasonable Final 21/09/23 06/10/23 06/10/23 25/10/23
HealthRoster System Limited Final 12/10/23 02/11/23 16/11/23 16/11/23
Mental Health Clinical Board Governance Reasonable |  Final 02/11/23 | 23/11/23 | 21/11/23 28/11/23
Arrangements
Alcohol Standards Limited Final 15/11/23 01/12/23 22/12/23 21/12/23
Infection Prevention & Control Reasonable Final 02/01/24 23/01/24 22/01/24 22/01/24
Technical Continuity Reasonable Final 12/12/23 05/01/24 24/01/24 24/01/24
Estates Assurance - Estate Condition Limited Final 11/09/23 02/10/23 24/01/24 24/01/24

NWSSP Audit and Assurance Services
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Internal Audit Progress Report Appendix C

KEY PERFORMANCE INDICATORS

Indicator Reported to Audit Committee Status Actual Target Red Amber Green

Operational Audit Plan agreed for 2023/24 April 2023 By 30 Not ik Final
June agreed plan plan

Total assignments reported (to at least draft 85% o o 10%<v< o

report stage) against plan to date for 2023/24 e 17 from 20 100% v>20% 20% v<10%

Report turnaround: time from fieldwork 88% o o 10%<v< o

completion to draft reporting [10 working days] 15 from 17 80% v>20% 20% v<10%

Report turnaround: time taken for management 67% o o 10%<v< o

response to draft report [15 working days] A 10 from 15 80% v>20% 20% v<10%

Report turnaround: time from management 94% o o 10%<v< o

response to issue of final report [10 working days] 16 from 15 80% v>20% 20% v<10%

S
9,
o0
250
s,
/)‘G,)
2.
N
NWSSP Audit and Assurance Services 20
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Internal Audit Progress Report Appendix D

Assurance Ratings

Substantial Few matters require attention and are compliance or advisory in
nature.
— assurance . ) .
' Ef’% Low impact on residual risk exposure.

Some matters require management attention in control design or

/'.,'! Reasonable compliance.
|fi"l assurance

Low to moderate impact on residual risk exposure until resolved.

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

Action is required to address the whole control framework in this

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

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

- li | . . . .
C}f’f applicable These reviews are still relevant to the evidence base upon which
the overall opinion is formed.

Assurance not

NWSSP Audit and Assurance Services 21
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Agenda Item
Report Title: Internal Audit Reports for Information no. 2.1b

. Audit & Assurance M Meeting Date:
Meetlng. Committee 06/02/24

SIES D
Lead Executive: Director of Corporate Governance

Re.por.t Al Head of Internal Audit
(Title):

Main Report

Background and current situation:

The NHS Wales Shared Services Partnership (NWSSP) Audit and Assurance Service provides an
Internal Audit service to the Cardiff and Vale University Health Board.

The work undertaken by Internal Audit is in accordance with its annual plan, which is prepared
following a detailed planning process, including consultation with the Executive Directors, and is
subject to Audit Committee approval. The plan sets out the program of work for the year ahead as well
as describing how we deliver that work in accordance with professional standards and the engagement
process established with the UHB.

As individual audit reviews are completed, the final reports are submitted to the Committee for
assurance and information.

Executive Director Opinion and Key Issues to bring to the attention of the Board/Committee:

The following audit reports have been finalised since the last meeting of the Committee:
Mental Health Clinical Board Governance Arrangements (Reasonable Assurance)
Capital Systems (Reasonable Assurance)

Infection Prevention & Control (Reasonable Assurance)

Technical Continuity (Reasonable Assurance)

Estates Condition (Limited Assurance)

Health Roster System (Limited Assurance)

Alcohol Standards (Limited Assurance)

Shaping Our Future Wellbeing — Future Hospitals Programme (Advisory)

Recommendation:

The Audit & Assurance Committee are requested to:

» Consider and note the final Internal Audit reports.

Link to Strategic Objectives of Shaping our Future Wellbeing:

Please tick as relevant

1. Reduce health inequalities 6. Have a planned care system where
demand and capacity are in balance X
2. Deliver outcomes that matter to X 7. Be a great place to work and learn
people
3. All té@ilﬁsponsibility for improving 8. Work better together with partners to
our heva?fjig/)and wellbeing deliver care and support across care
<. sectors, making best use of our people
N
and technology

39/354
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4. Offer services that deliver the X 9. Reduce harm, waste and variation
population health our citizens are sustainably making best use of the X
entitled to expect resources available to us

5. Have an unplanned (emergency) X 10. Excel at teaching, research, innovation
care system that provides the right and improvement and provide an
care, in the right place, first time environment where innovation thrives

Five Ways of Working (Sustainable Development Principles) considered
Please tick as relevant

Prevention Long term Integration | x Collaboration Involvement
Impact Assessment:

Please state yes or no for each category. If yes please provide further details.

Risk: Yes/Ne

The finalised audit reports provide assurance around a number highlighted risks and also identify areas
requiring improvement.

Safety: Yes/Ne

One of the finalised audits provides assurance around quality and safety risks.

Financial: ¥es/No

Workforce: Yes/Ne
A number of the finalised audits provide assurance around workforce risks.
Legal: ¥es/No

Reputational: Yes/Ne
A number of the finalised audits provide assurance around reputational risks.
Socio Economic: ¥es/No

Equality and Health: ¥es/No

Decarbonisation: ¥es/No

Approval/Scrutiny Route:

Committee/Group/Exec | Date:

40/354
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Mental Health Clinical Board Governance Final Internal Audit Report
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Report status: Final Report

Fieldwork commencement: 3 July 2023

Fieldwork completion: 27 October 2023

Debrief meeting: 27 October 2023

Draft report issued: 2 November 2023

Management response received: 21 November 2023

Final report issued: 28 November 2023

Auditors: Ian Virgill Head of Internal Audit

Lucy Jugessur Acting Deputy Head of Internal Audit
Jayne Gibbon Audit Manager

Executive sign-off: Paul Bostock Chief Operating Officer

Distribution: Daniel Crossland Director of Operations Mental Health Clinical Board
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Mark Doherty Director of Nursing Mental Health Clinical Board
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Audit and Assurance Services conform with all Public Sector Internal Audit Standards as validated through
the external quality assessment undertaken by the Chartered Institute of Public Finance & Accountancy
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Acknowledgement
NHS Wales Audit and Assurance Services would like to acknowledge the time and co-operation given by management
and staff during the course of this review.

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

Audit reports are prepared by the staff of the NHS Wales Audit and Assurance Services, and addressed to Independent
Members or officers including those designated as Accountable Officer. They are prepared for the sole use of the
Cardiff & Vale University Health Board and no responsibility is taken by the Audit and Assurance Services Internal

Audit%l%oto any director or officer in their individual capacity, or to any third party.
AL

Our wo?ﬁ/fﬁ@es not provide absolute assurance that material errors, loss or fraud do not exist. Responsibility for a
sound systoeﬁd(sga internal controls and the prevention and detection of fraud and other irregularities rests with Cardiff
& Vale University Health Board. Work performed by internal audit should not be relied upon to identify all strengths
and Weaknesses‘ig)internal controls, or all circumstances of fraud or irregularity. Effective and timely implementation
of recommendations is important for the development and maintenance of a reliable internal control system.

NWSSP Audit and Assurance Services
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Mental Health Clinical Board Governance

Arrangements

Final Internal Audit Report

Executive Summary

Purpose

The audit reviewed the structure and
governance arrangements within the
Clinical Board noting escalation
processes and updates to Health Board
Committees.

Overview

We have issued reasonable assurance on
this area.

The matters requiring management
attention include:

e Terms of reference were not in place
or are out of date for some of the
groups/ committees within the
Clinical Board.

e The meetings being held were not
always in compliance with the terms
of reference.

e The actions from meetings could not
always be identified and therefore
may not be addressed.

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

Report Opinion

Reasonable  gome matters require management
attention in  control design or
compliance.

’7‘ y Low to moderate impact on residual
/| risk exposure until resolved.
[‘_,
Assurance summary+
Objectives Assurance
1 An appropriate governance structure is Substantial
in place.
Terms of References (TOR) are in place .
2 for all groups within the Clinical Board. Lirisae
3 Meetings are conducted in line with the Reasonable
requirements of the Terms of Reference
4 Ade_:qua_te meeting notes or minutes are Reasonable
maintained.
5 Key issues are effectively escalated. Substantial

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

.. Control Recommendation
Key Matters Arising Objective  Design or Priorit
; y
Operation
1 Terms of reference are not in place or out of 2 Design
date
2 Compliance with terms of reference Operation Medium
92;?% Meeting records 4 Operation Medium
SN
=8
s,
\7)‘6/)
2.
N
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1. Introduction

1.1 The audit of the Mental Health Clinical Board Governance Arrangements was
undertaken and completed in line with the 2023/24 Internal Audit Plan for Cardiff
and Vale University Health Board (the ‘Health Board’).

1.2 Governance structures and their applications are fundamental to ensuring the
success of the Health Board in delivering its statutory obligations.

1.3 Good corporate governance plays a vital role in underpinning the integrity and
efficiency of the Health Board and the wider community in which it operates.
Robust properly developed and embedded governance structures are fundamental
to ensuring the achievement of the Health Board’s strategic objectives and in
delivering its statutory, regulatory and legal requirements.

1.4 Each Clinical Board is led by a director and is required to have effective governance
arrangements in place for the services they are accountable for, in order to provide
assurance to the Board and its Committees on the quality and effectiveness of the
services provided to its users, coupled with ensuring the aims and objectives set
by the Board are delivered.

1.5 The Mental Health Clinical Board is split into Psychology & Psychological Therapies,
Mental Health for Adult Services and Mental Health Services for Older People
(MHSOP) and covers community and in-patient settings. The Senior Leadership
Team within the Mental Health Clinical Board has been formed quite recently.

1.6 The associated risks for the audit are:

e Objectives may not be delivered if governance arrangements are not effectively
identifying and escalating concerns and if arrangements are not properly
discharged;

e Areas of poor performance are not identified and addressed; and

e A lack of clear, consistent direction accountability and leadership with
governance arrangements are not properly discharged.

1.7 The Executive Lead for this audit is the Chief Operating Officer.

2. Detailed Audit Findings

Objective 1: An appropriate governance structure is in place within the Clinical
Board including all required groups, aligned to the Health Board’s committee
structures.

2.1 99"‘@+'J1e current governance structure in place within the Mental Health Clinical Board
F@Ekabcts some of the Health Board Committee meeting structure such as:

. Mé@bal Health Clinical Board (MHCB) - Directorate Management Teams feed into
the Board. The MHCB feeds into the Health Board Senior Leadership Team;

NWSSP Audit and Assurance Services 4
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e Clinical Board Quality & Safety Committee (CBQ&S)- The Directorate Quality
and Safety Groups feed into the CBQ&S which reports into the Health’s Board
Quality, Safety and Experience Committee;

e Clinical Board Health & Safety - The Directorate Health and Safety Groups feed
into the Clinical Board Health and Safety which reports into the Health’s Board
People and Culture Committee. However, previously reported into the Health
Board’s Health and Safety Committee;

e Mental Health Clinical Board Performance Review - There are also Directorate
performance reviews held within the Clinical Board; and

¢ Mental Health Legislation and Mental Capacity Act Committee — This Committee
is the overall Health Board Committee.

2.2 As well as the above, there is a Mental Health Senior Team and Senior Team Core
Group. These are weekly meetings to discuss operational issues to note any
feedback from Health Board meetings that need to be communicated to the wider
Health Board and also to discuss performance issues. Membership will vary
dependent on the subjects that are going to be discussed.

Conclusion:

2.3 The current governance structure within the Clinical Board is appropriate and
reflects the Health Board Committee structure where applicable and with many of
the meetings being replicated within the Clinical Board. We have provided
Substantial Assurance for this objective.

Objective 2: Terms of References (TOR) are in place for all groups within the
Clinical Board and they are up to date, with the purpose of the group clearly
defined including links to strategic aims and functions of the Clinical Board.

2.4 We selected a sample of 20 groups that take place within the Clinical Board and
the Directorates to ascertain if terms of reference are in place for said groups.
From discussions that took place it was determined that terms of reference would
only be required for 12 of the groups. However, we were only provided with terms
of reference for seven of those groups. (Matter Arising one — High Priority)

2.5 Our review of the terms of reference in place for the seven groups identified issues
such as quoracy requirements, identification of Chair and Vice Chair and terms of
references being out of date. (Matter Arising one — High Priority)

2.6 Our review did note that, for the terms of reference we reviewed the purpose of
the group was clearly defined and where applicable the strategic aims and functions
<oof the Clinical Board were noted.
0\/%/«
Conclu?gir»%
2.7 Ourz)téf’.sting found that terms of reference were not in place for all groups/
committees within the Clinical Board. Furthermore, where terms of reference were

NWSSP Audit and Assurance Services 5
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in place some were out of date and in some cases required enhancing. We have
provided Limited Assurance for this objective.

Objective 3: Meetings are conducted in line with the requirements stated within
the TOR including regularity, attendees, quoracy and coverage of the stated
areas of responsibility.

2.8 We undertook testing on the seven Clinical Board meetings where terms of
reference were in place to confirm that the meetings were in compliance with the
terms of reference. The following observations were noted:

e For one of the seven meetings the frequency of the meetings differed to that
stated in the terms of reference;

¢ One of the meetings for one group was not quorate. In addition, we were unable
to confirm for another two groups if the meetings were quorate as quoracy
arrangements are not detailed in the terms of reference;

e We were unable to determine if the business discussed was appropriate and in
line with the terms of reference for one of the seven meetings, as there were no
formal agendas in place;

e The Clinical Board’s three Directorates were not always represented for two of
the groups reviewed; and

e The notes of the meeting for one group only recorded details of staff that have
given apologies with no record of attendees.

(Matter Arising two - Medium Priority)

2.9 For two of the seven meetings reviewed, our testing confirmed that the meetings
that took place were in compliance with the terms of reference.

2.10 Our review of the agendas provided noted that the agenda items / business was
as set out within the terms of reference.

Conclusion:

2.11 Our testing of meetings against their terms of reference identified a number of
issues concerning quoracy, frequency and attendance. We have provided
Reasonable Assurance for this objective.

Objective 4: Adequate meeting notes or minutes are maintained that provide a
record of the key discussions and decisions made during the meetings.

2.12 From the sample of Clinical Board meetings reviewed, we were able to evidence
egotpat the meeting records for seven of the meetings were of a high quality.

2.13 I—L@%@hese seven meetings we were also able to evidence that actions were clearly
hlgﬁh@hted and records of the actions were maintained. We were also able to
conflrm&that where actions were identified updates were provided at subsequent
meetlngs

NWSSP Audit and Assurance Services 6
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2.14 For the nine remaining meetings where meeting records were in place the following
observations were noted:

e Actions and key leads were not clearly identified in the minutes for four of the
nine meetings;

e The minutes of the meetings did not align with the meeting agendas for two of
the nine meetings; and

e There were no action logs in place, or they required enhancing for five of the
nine meetings.

(Matter Arising three — Medium Priority)
Conclusion:

2.15 Improvements are required in the recording of actions identified for the minutes
and notes in place for a number of the meetings reviewed. We have therefore
provided Reasonable Assurance for this objective.

Objective 5: Groups within the Clinical Board are adequately feeding up to the
Health Board’s Committees and the Board to ensure key issues are effectively
escalated.

2.16 For the Clinical Board meetings that reported into the Health Board meetings we
were able to confirm that Clinical Board staff attend where appropriate.

2.17 We noted that updates are provided to Health Board meetings on an exception
basis, and we were able to evidence examples of this with Clinical Board updates
having been provided at the Health Board’s Senior Leadership Team, Health &
Safety Committee and the People and Culture Committee.

2.18 We also noted that copies of the Clinical Board’s Quality & Safety Committee
minutes are submitted to the Health Board’s Quality, Safety and Experience
Committee for information. However, we did note that there is an issue in the
timeliness of these minutes being submitted. (Matter Arising four - Low
Priority)

2.19 The Clinical Board have monthly performance reviews with Health Board Senior
Management that are chaired by the Chief Operating Officer. There is a standard
pack of slides that the Clinical Board are required to complete ahead of the meeting
for discussion. A record is maintained of all actions agreed, and this is reviewed at
the next meeting to ascertain whether the Clinical Board have taken them forward.

Conclusion:

S
2.20)&%9(ur review found that the Clinical Board was represented at Health Board meetings
\7@5}% required and that updates to an appropriate forum are provided on an
exception basis. A minor issue was identified in the timeliness of the submission of
the Cf{@)ical Board’s Quality & Safety meeting minutes to the Health Board’s
Committee. We have provided Substantial Assurance for this objective.

NWSSP Audit and Assurance Services 7
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Appendix A: Management Action Plan

Matter Arising 1: Terms of reference are not in place or out of date (Design)

8/16

We reviewed a sample of 20 groups that take place within the Mental Health Clinical Board to ensure that terms | Potential risk of:
of reference were in place. It was noted that terms of reference were not required for eight of our sample. For
the remaining 12 meetings the following observations were noted:

For five of the 12 meetings no terms of reference were provided when requested: (Mental Health Clinical
Board Health & Safety; MHSOP Directorate Quality & Safety; Psychology & Psychological Therapies
Directorate Quality & Safety; Psychology & Psychological Therapies Directorate Management Team and
Adult Mental Health Directorate Health & Safety). We were advised that they were not in place for one
group but for the remaining four it is unclear if they are not in place or are in place but could not be
located.

The terms of reference provided for six groups were out of date or had no review date: (Mental Health
Clinical Board Meeting; Mental Health Clinical Board Quality & Safety Committee; Adult Mental Health
Directorate Quality & Safety; Adult Mental Health Directorate Management Team; MHSOP Directorate
Management Team and Primary Care Mental Health Service Provider Group).

The terms of reference for the Digital Steering Group were still identified as draft but we were informed
that they had been reviewed and approved by the Group.

The terms of reference for the Digital Steering Group and the Primary Care Mental Health Service
Provider Group did not stipulate quoracy requirements.

The terms of reference for the Directorate Management Team meetings for Adult Mental Health and
MHSOP did not stipulate accountability details.

The terms of reference for the Clinical Board Quality & Safety Committee and Adult Mental Health
Directorate Quality & Safety Group did not identify which posts are Chair and Vice Chair.

The terms of reference for the Adult Mental Health Directorate Management Team meeting did not
identify which post is Vice Chair.

A lack of clear, consistent
direction, accountability and
leadership with governance
arrangements not properly
discharged.

NWSSP Audit and Assurance Services
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1.1 Clinical Board Management should ensure that there are terms of reference in place for all groups
and committees and that they are up to date.

Management should ensure where terms of reference are in place that as a minimum they detail the
purpose of the meeting, accountability arrangements, membership to include identifying Chair and
Vice Chair, quoracy, meeting frequency and review arrangements.

Agreed Management Action Target Date Responsible Officer

1.1 The identified meetings above will require either a review and completion of 7" November 2023 Dan Crossland Director of
TORs or a renewal of TORs. These are being addressed and Directorate teams Operations, Mark Doherty Director of
are taking this opportunity to review quoracy, frequency, attendance and Nursing
purpose.
S
5%,
OJ%A
28
%%
¥ 5%
J)‘6,)
2.
.\9)
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Matter Arising 2: Compliance with terms of reference (Operation)

We reviewed the agendas and minutes/ notes of the meetings against the terms of reference for the seven
Clinical Board meetings that had terms of reference in place. The following observations were noted:

Primary Care Mental Health Service Provider Group — The attendance at meetings is appropriate but as the
terms of reference do not state quoracy requirements we were unable to confirm if the meetings reviewed
were quorate. We also noted that some members had not attended any of the meetings we reviewed. To
note the last meeting was held in March 2023 and the Group is currently ‘on hold’ due to embarking on a
communication piece of work.

Digital Steering Group - The Adult Mental Health Directorate was not represented at two of the three
meetings reviewed and the MHSOP Directorate was not represented at one meeting. We were also unable
to determine if the meetings were quorate as the terms of reference did not detail quoracy requirements.
Mental Health Clinical Board meeting — Meetings were held in March, June and September but we were only
able to review the one meeting in March and we noted that the meeting was not quorate as there was no
Independent Member present. It was also noted that two of the three Directorates were not represented.
We also noted that the frequency of meetings was not in accordance with the terms of reference.

Adult Mental Health Directorate Quality & Safety meeting - We were unable to determine if the meetings
were quorate as neither the minutes nor the terms of reference detailed which posts were Chair or Vice
Chair. We also noted that not all staff identified as members attended the meetings.

MHSOP Directorate Management Team meeting — We noted that the frequency (bi-weekly) differed to that
stated in the terms of reference (monthly). The notes of the meeting only recorded apologies and so we
were unable to determine if the attendance was appropriate or that the meetings were quorate.

Management should ensure that meetings are held in accordance with the frequency detailed within
s

< dheir terms of reference.

J)‘G,)
~7.
o

Potential risk of:

Objectives may not be delivered if
governance arrangements are not
effectively identifying and
escalating concerns and if
arrangements are not properly
discharged.

Medium

NWSSP Audit and Assurance Services
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Chairs / Vice Chairs of all meetings should also remind all members of their responsibility to attend
required meetings or send a representative when they are unable to attend.

Management should also ensure that all records of meetings identify all attendees and in the capacity

that they are attending.

Agreed Management Action Target Date Responsible Officer

2.1 Representatives for the meetings listed above will need to be reviewed. Quoracy
and chairship will be agreed. Reviews of frequency of the above meetings will be

reviewed and completed.

Dan Crossland Director of Operations

NWSSP Audit and Assurance Services
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Matter Arising 3: Meeting records (Operation)

From our sample of 20 meetings that take place within the Mental Health Clinical Board we undertook a review | Potential risk of:
of the records of 16 of the meetings to ensure that the records were appropriate and that key actions were
identified, and progress noted. (With regards to the four meetings not reviewed, two of the meetings are not
applicable as the business had been merged with another meeting and the remaining two are Senior
Management meetings groups that are informal and held on a weekly basis to discuss operational matters).

Our testing on the records for the 16 meetings found a number of issues with nine of the meetings as follows:

For four of the meetings, whilst the minutes / notes of the meetings were of a high quality we noted that
the records did not clearly identify actions or the key leads. The meetings were Mental Health Clinical Board;
Mental Health Clinical Board Quality & Safety Committee; Digital Steering Group and Psychology &
Psychological Therapies Directorate Performance.
It was noted for two of the meetings that the minutes/ notes of the meeting did not align with the meeting
agendas. The meetings being the Mental Health Clinical Board Quality & Safety Committee and the Digital
Steering Group.
For three of the meetings, whilst actions were identified in the minutes there was no action log in place and
therefore it was difficult to evidence that progress on actions were followed up and reported. The meetings
were Mental Health Clinical Board Health & Safety, Adult Mental Health Directorate Management Team and
Adult Mental Health Quality & Safety.
For one of the meetings, Psychology & Psychological Therapies Directorate Management Team, whilst there
is an action log in place updates on actions are recorded via a RAG system with no actual narrative on
progress made.
For one of the meetings, Psychology & Psychological Therapies Directorate Quality & Safety, an action log
was created after each meeting. However, we were unable to evidence any follow up of those actions at
Y);)/‘:;lYJ/obsequent meetings.
0\,/0%
eoe;%%
%,
e{&)

e Areas of poor performance are
not identified and addressed.

NWSSP Audit and Assurance Services
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3.1 Management should ensure the following:
e The minutes / notes of meetings should clearly record actions identified and the title/name of
person taking the lead.
e The minutes / notes of the meetings should clearly align with the meeting agendas. Medium

Management should also consider recommending to the meeting chairs that where actions are
identified that they are recorded on a meeting action log which should be reviewed at each meeting
and clearly record the progress on the actions recorded.

Agreed Management Action Target Date Responsible Officer

3.1 Communication to all meeting chairs that the above actions are implemented. 31/12/23 Dan Crossland Director of Operations
&
5%,
OJ%A
28
%%
Z 7%
J)‘6,)
.
.\9)
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Matter Arising 4: Updates to Health Board’s Quality, Safety & Experience Committee (Operation)

In accordance with the terms of reference of the Health Board’s Quality, Safety & Experience Committee copies
of all minutes of the Clinical Boards’ Quality & Safety Committee meetings are to be submitted for information.

Our review of the minutes for a number of meetings of the Health Board’s Quality, Safety & Experience
Committee found that whilst copies of the Mental Health Clinical Board’s Quality & Safety Committee meetings
were submitted, they were not always on a timely basis. It was also noted that the minutes of the Clinical
Board’s Quality & Safety Committee held on the 16t February 2023 was submitted to both the May 2023 and
July 2023 meetings of the Health Board’s Quality, Safety & Experience Committee.

Potential risk of:

e Failure to comply with Terms of
Reference

4.1 Management should ensure that once the minutes of each Mental Health Clinical Board Quality &

Safety Committee meeting have been formally approved, they should be sent to the Secretariat for
the Health Board’s Quality, Safety & Experience Committee for noting at the next scheduled meeting.

Low

Agreed Management Action Target Date Responsible Officer

31/12/23

4.1 To be implemented by Chair of the MHCB QSE meeting

Mark Doherty Director of Nursing

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

Audit Assurance Ratings

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

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

Some matters require management attention in control design or

){f Reasonable compliance.
Lri assurance

Low to moderate impact on residual risk exposure until resolved.

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

Action is required to address the whole control framework in this

B G e e
0 u High impact on residual risk exposure until resolved.

Given to reviews and support provided to management which form

A t part of the internal audit plan, to which the assurance definitions
ssurance not 5. not appropriate.

- li | . . : .
C,-F’:f' applicable These reviews are still relevant to the evidence base upon which
the overall opinion is formed.

Prioritisation of Recommendations

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

P'I‘:"":Ity Explanation Management action

Poor system design OR widespread non-compliance.

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

Minor weakness in system design OR limited non-compliance.
Some risk to achievement of a system objective.

Within one month*

Medium

Potential to enhance system design to improve efficiency or

effectiveness of controls.
Low Within three months*

Generally issues of good practice for management
consideration.

NWSSP Audit and Assurance Services 15
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Executive Summary

Purpose Report Opinion

This audit formed a part of the 2023/24 Trend

Internal Audit Plan and has sought to

evaluate the ongoing progression and R bl )

delivery of the Action Plan designed to €asonabie  Some matters require “

remedy compliance issues identified by management attention in

the Director of Corporate Governance and control design or

submitted to the Board in August 2021. 4 compliance.

The action plan largely targeted issues ' /] ‘ L 2022/23

A ] /) ‘ ow to moderate

associated with the procurement, O ™ impact on residual risk

governance and financial monitoring exposure until resolved.

arrangements of capital schemes and

expenditure at the University Health

Board. Assurance summaryt

The prior audit report was issued in  Objectives Assurance

January 2023 with a Reasonable

assurance rating. 1 Follow Up Reasonable

Overview 2 Capital Approvals Substantial

The audit noted that project information .

was generally well organised and readily > Change Management Substantial

available for review. o
4 Contractual Arrangements Reasonable

Some of the weaknesses identified at the -------------oooooveo oo

previous audit had been addressed 5 Delegated Limits Reasonable

through use of Docusign software e.g. ----cooooooomooo

formal documentation of key approvals. 6 Monitoring and Reporting Reasonable

Improved re_portin_g G observed at Fhe The objectives and associated assurance ratings are not necessarily given
sampled projects including to the Capital equal weighting when formulating the overall audit opinion.

Management Group (CMG) - with
improved executive attendance at the
same.

The matters identified for management
consideration were:

e Chair's actions and contractual
documentation were not consistently
completed to include e.g. name of
signatory, date etc.

e The Project Issues Form was not
consistently utilised to document
compliance with Delegated Limits.

Accordingly, reasonable assurance has
beensdetermined.
nde
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Control

_— Assurance . Recommendation
Key Matters Arising Objective ~ coidn O Priority
Operation
1 Failure to print and date signatures 4 Operation Medium
2 Lack of continuity in naming conventions 6 Operation Low
3 Lack of status reporting at project level 6 Operation Low
Inconsistent utilisation of the Project Issues Form to 5 Operation .
4 - . o Medium
demonstrate compliance with delegated limits.
S
<%,
OJ%/«
=8
Y
7%
=%
]
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1. Introduction

1.1

1.2

This audit formed a part of the 2023/24 Integrated Audit Plan and has sought to
evaluate the ongoing progression and delivery of the Action plan designed to
remedy compliance issues identified by the Director of Corporate Governance and
submitted to the Board in August 2021. The action plan largely targeted issues
associated with the procurement, governance and financial monitoring
arrangements applied at capital schemes and associated expenditure at the
University Health Board.

The audit sampling focused on 5 capital schemes:

Table 1

Capital Scheme Notes Funding Route Value
Ward A4 (General Referred to at CMG | Discretionary Capital £564k
Medicine) Refurb as ‘Polytrauma Fund

Ward’
Ward C5 (Functional Referred to at CMG | Discretionary Capital £1,067k
Rehab and Medical as ‘Cardiothoracic Fund - SBAR
Evaluation) Refurb Ward’
UHL CT Scanner Cost was for CT Discretionary Capital £770k
Replacement Scanner Room Fund

preparation cost;

equipment was

funded separately
UHW EU (Emergency Spend referred to Approved and funded | £98k
Unit) Refurb in component parts | by Welsh Government

at CMG (AV,

Waiting room &

hub)
Adult Fracture Clinic Discretionary Capital £1,136k

Fund

1.3 The potential risks considered at this review included:

e Previously agreed management actions may not have been implemented,
meaning identified control weaknesses may not be addressed,

e Non-compliance with the Standing Orders, Standing Financial Instructions and
National Procurement Regulations,

¢ Non-compliance with established framework / contractual arrangements,

e Inappropriate planning and approval processes resulting in a lack of adequate

control,
(oA

“ef“project objectives at risk.
%

2.
N

“Poor project governance and management arrangements put the achievement
90»

NWSSP Audit and Assurance Services
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2. Detailed Audit Findings

Follow-Up: An assessment of progress against the agreed management actions from
the prior audit report.

2.1. The status of previously agreed management actions from the prior Capital
Systems Management Audit Report (issued January 2023) can be summarised as

follows:
Original Partially :
Priority e Of Implemented implemented / ClEERe
; Recommendations :
Rating Ongoing
- High 1

Medium 5 2 1
Low 2 - -
Total 11 8 2 1

2.2. Further details of the specific outstanding actions can be found at Appendix B.

2.3. Noting good progress to address previously agreed recommendations a
Reasonable assurance rating has been determined.

Capital Approvals: To obtain assurance on the adequacy of the UHB Capital approval
processes in conjunction with the Standing Orders and Standing Financial Instructions
and the Capital Procedure Manual.

2.4. The review of the procurement and governance arrangements, by the Director of
Corporate Governance, focused on the approval of capital schemes, noted three
main stages which should be undertaken and signed off by the Board prior to
capital works commencing:

e Approval of capital schemes or business cases to progress, by the Board, up to
£1m. Contracts over £1m required Welsh Government approval. “It is noted
that business cases for capital schemes, greater than £1m, will be presented to
Board for approval and this is outside of delegated limits; however, it is noted
that at submission stage, there is no commitment to provide / receive funding
therefore acceptable”. This objective focuses on this element of Capital
Approvals.

e Appropriate procurement exercises to be undertaken in line with procurement
legislation and regulations and the UHB’s SFI’s to ensure value for money and
transparency. See Contractual Arrangements Objective findings.

2.5.9§@Opproval of the award of a contract and signed by the relevant authority once the
Oﬁf‘@curement exercise has been undertaken. The values are <£500k (Chief
Ex’e/fe@tlve or Management Executive) and >£500k (Board or Chair’s Action). See
Conﬁ;ﬁctual Arrangements Objective findings.

DN
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2.6. Appropriate WG and UHB approvals were evidenced prior to the progression of all
of the projects examined. Accordingly, a Substantial assurance rating was
determined for this objective.

Change Management: To obtain assurance on the adequacy and appropriateness of
the change control processes applied to capital projects including additional approvals
and virement arrangements.

2.7. Section 2.3.1 of the Procedure Manual for Managing Capital Projects states :

‘any changes proposed by the User Group Lead, after the brief has been
frozen, will need to be strictly controlled via the Health Board Project
Issues Form (internally) and subsequently with the contractor using the
NEC3 Compensation Event process. As such, all requests must be costed
and any programme/quality implications assessed before the Project
Manager seeks approval of the Assistant Director, Capital Planning, Estates
& Operational Services to proceed via the Project Issues Form process’.

2.8. A populated change register was evidenced at all of the projects examined, which
accorded with the data (description and costing information) provided at
respective change control forms.

2.9. Despite a mix of NEC Project Manager’s Instructions and the internal “Project Issue
Forms” being applied across the sampled projects (see Delegated Limits below),
the information recorded relating to change control was largely clear to the user,
accurate, and had been appropriately signed, reflecting entries made on the
change control registers.

2.10. Accordingly, Substantial assurance rating has been determined in respect of the
change management arrangements being applied at the projects examined.

Contractual Arrangements: To obtain assurance on the content of the agreed
contract/ framework arrangements and compliance at the relevant stage of the capital
project.

2.11. Four of the five sampled projects reviewed obtained contractors via the ‘Mini
Competition of Internal Buildings Framework’ (CAV-OJEU-PROJECT42311), each
receiving 2 returns from 4 invitations to tender. In all four instances, the same 2
contractors provided the returns.

2.12. The UHW Emergency Unit contract was tendered under the same framework as
above but utilised the emergency works element. This is awarded to framework
contractors on a rotating basis capable of working within the delimitations of

3 @trauma units and other high dependency areas of hospitals.

2.13. Oﬁfbne of the sampled projects were subject to single tender action, and in all cases,
prfggu@rement reports were signed in accordance with the relevant scheme of
delegétlon

S
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2.14. A requisition request was evidenced for all five schemes examined and signed in
accordance with the UHB’s scheme of delegation. However, at the Ward A4S
refurbishment proforma, the ‘budget’ and ‘committed to date’ fields had not been
populated albeit the summary total figure was completed and reconciled to other
procurement documents (MA 1).

2.15. Formal approval was observed for all five projects. Three were reliant upon a
Chair’s Action to support either the spending limit or urgency of the procurement.

2.16. It was noted that for the Adult Fracture Clinic (£1.136m), the Request for Approval
stated ‘Yes’ in agreement to the statement ‘The Chair is asked to take urgent
action in respect of contract approval’ however states ‘Not applicable’ in respect
of the following two statements:

e 'Expenditure Exceeds £500k (Ministerial Noting)’ and
e ‘Expenditure Exceeds £1m (Ministerial Approval)’.

2.17. The Director of Corporate Governance had signed to confirm that they “have
reviewed the information contained within the request and that it accords with the
process for approval of such expenditure”, however no Chair’s Action or Board
Approval was evidenced (noting the value of the contract at >£1m) (MA 1).

2.18. All of the schemes sampled were progressed in accordance with the Corporate
Governance guidance i.e., “only once a contract has been signed can a requisition
be placed on the system for processing of contractual payments”. It was noted
that the contract (signed as a deed) for the Adult Fracture Clinic was signed
without dating, or printing of name, and without stating the position of the person
signing. Further the date on the deed (17/11/22) was redacted with it being
replaced with a year only. However, this was not consistent with that observed at
the other contracts (MA 1).

2.19. The absence of the name of sighatory and dating on some Chair Action’s and
Contracts led to some ambiguity. It was noted that the Action Plan
recommendation to implement Docusign for procurement documents has been
actioned, resulting in a reduced timescale for the completion of contract
documentation.

2.20. Noting the above, Reasonable assurance has been determined in respect of the
contractual arrangements applied at the projects reviewed.

Delegated Limits: A review of the appropriateness of delegated authority limits.

2.21. The Health Board has developed an internal Project Issue Forms (PIF) to operate
alongside contractual change forms, to document internal approvals. A total of 45
3 @changes were sampled across the 5 projects.

2.22. Oiﬁ%e UHB’s PIF process details the expected project delegation arrangements to be
a|5’p d for any in-project changes i.e.:

. @JOJeCt Manager £0-£25k

NWSSP Audit and Assurance Services 8
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e Director of Capital, Estates & Facilities £25k-£75k

e Director of Planning £75k-£125k
e Chief Executive £125k-£500k
e Chair Above £500k

2.23. PIFs were only observed at one of the projects sampled (representing 23 of the
45 changes). Project Manager’s Instructions (in accordance with NEC contract
requirements) were observed in lieu of the PIFs, but these did not require Director
of Capital, Estates & Facilities approval.

2.24. Accordingly, there were 22 changes where an internal approval (PIF) was not
documented. Of those, six changes were observed to be in excess of the Project
Manager’s delegated limits. It was noted that three of the four schemes were
delivered within the approved budget (i.e. project contingencies were not fully
utilised, the UHW Emergency Unit Refurb project was delivered £14.6k over the
approved budget. Nonetheless, the PIF process should apply to all projects do
demonstrate compliance with internal delegated limits (MA 4).

2.25. No changes were observed in excess of the delegated limit of the Director of
Capital, Estates & Facilities of £75k.

2.26. In reflection of the transparent and entire completion of the PMI forms and the
net position of the changes across the projects being in accordance with delegated
limits, a Reasonable assurance rating has been determined.

Monitoring and Reporting: A review of the adequacy of arrangements in place to
monitor performance (including cost position) and report to an appropriate forum to
ensure the capital project is delivered within control parameters.

2.27. To address previous concerns, an enhanced Monthly Project Progress Report had
been implemented for use by the project managers from February 2022.

2.28. It w