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From: REDACTED (HSS - NHS Wales Performance)  
Sent: 06 December 2022 16:28 
To: PS FirstMinister (Ministerial) <PS.FirstMinister@gov.wales>; PS Minister Health & Social Services 
<PSMHSS@gov.wales> 
Cc: Paget, Judith (HSS - Health & Social Services) REDACTED; REDACTED (HSS - NHS Finance - HSS 
Finance) REDACTED; REDACTED (OFM - Special Advisers) REDACTED 
Subject: Strictly Confidential - BCU Financial Update 
 


Following qualification of their annual accounts by Audit Wales earlier this year, the 
Chair of the Health Board commissioned an external review of the health board’s 
finance systems to understand the reasons for the qualification and to ensure that 
this does not happen again. 
 
Ernst and Young presented a draft report to the Chair of the Audit Committee, who 
shared with the Chair and Acting Chief Executive. Welsh Government have not seen 
the report. Due to the issues raised in the report, E&Y had a duty to share the report 
with counter fraud. Counter fraud have significant concerns about the report findings 
and yesterday they presented at Carlton Court and removed the computer and froze 
the IT accounts of the Finance Director, and today they repeated the process for the 
Head of Financial Control and Deputy Head of Finance. All three individuals have 
been suspended. We are seeking to support the health board with finance and 
workforce support. 
 
The health board will now commence a formal investigation. Counter fraud have not 
confirmed how long their investigation will take. 
 
The investigation into the protected disclosures is ongoing with interviews taking 
place this week and next 
 
As yet, neither of these matters are public knowledge 
 
Regards 
 
REDACTED  
Pennaeth Perfformiad, Uwchgyfeirio ac Ymyrraeth / Head of Performance, 
Escalation and Intervention  
Yr Adran Iechyd a Gwasanaethau Cymdeithasol  / Department for Health and Social 
Services   
Llwyodraeth Cymru / Welsh Government  
FFon / TelREDACTED  
E-bost / E-mail: REDACTED 
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RECOMMENDATIONS  


1 There is a requirement to ensure that there is clarity, engagement and ownership across all BCUHB 
sites as to the workings of the vascular hub and spoke model. It is recognised that there will be 
different mechanisms required for elective and non-elective patients. Mechanisms for local review of 
patients, clear referral, assessment and transfer pathways within the vascular network, and standards 
for identifying patients who are unfit for transfer should be clarified. It is recommended that these 
should include audit of those who deteriorate in transfer to provide learning to help prevent 
unnecessary transfers, an exploration of how well integrated the stroke and vascular teams are, in 
addition to what treatment options are available locally for acute stroke; and, the psychological 
support offer to vascular patients. 


2 There is a requirement to ensure that the diabetic foot pathway is fit for purpose across all BCUHB 
sites, underpinned by a contemporary evidence base, and co-produced and delivered by all the multi-
disciplinary professionals who are collectively required to ensure consistent outcomes of optimal 
patient care and experience, no matter what their speciality, role and site base. 


3 It is considered that all clinical pathways should be the result of internal and external multi-disciplinary 
and lay co-production to ensure ongoing fitness for purpose, identification of any required staff 
training, and should ensure staff and patients have an ability to feedback on any associated 
opportunities or challenges as to their use within practice or on receipt of care. 


4 It is recommended that the Health Board undertake an ongoing review of consent processes within 
the organisation so that assurance can be provided in that practices are consistent with the legal and 
regulatory frameworks, and any necessary quality improvement can be undertaken. All staff should 
be aware of the BCUHB consent policy and ensure that consent processes are consistent with this 
policy. This should include an understanding that consent relates to all aspects of patient care and 
treatment, and is not just about specified procedures; there should be evidence of an ongoing 
dialogue with the patient – shared decision-making - within the medical records. 


5 It is recommended that the Health Board ensures that relevant training is provided to all clinicians 
about the application of the Mental Capacity Act (2005) in clinical practice, including the assessment 
of mental capacity and best interests’ decision-making. 


6 It is recommended that a comprehensive and holistic assessment of patients’ medical problems and 
social circumstances is routinely undertaken in all cases on admission to hospital.  It may be 
appropriate to undertake regular audits of medical documentation to provide related assurance. 


7 There is a requirement for clear arrangements to be in place to agree who has the overall 
accountability for a vascular patient, particularly within the ‘spoke’ hospitals. This should include 
agreement as to what kinds of cases are suitable to sit outside the hub as in-patients. The external 
vascular surgical expert explained that within the ‘spokes’ the vascular surgeons will be visiting 
specialists and not present every day and the construct must take account of this and be supported 
by roles such as Clinical Nurse Specialists within the ‘spokes’ to provide continuity of care and daily 
review. It is considered that vascular patients in the ‘spokes’ should be under the overall care of 
another team such as diabetology, general surgery or orthopaedics. This is a matter of local 
agreement to agree and different models exist and are successful. This should also include an 
identified process to ensure oversight of collective data for individual patients and the triggering of 
possible pattern or risk escalating. 


8 There is a requirement to ensure care is progressed rather than delayed to wait for a weekly MDT 
meeting. It is considered that this should be underpinned by relevant daily geriatrician (Care of the 
Elderly) input into vascular surgical cases, sufficient critical care capacity to support major vascular 
cases in co-morbid patients, and robust links with the palliative care team. Sufficient capacity and 
expertise in interventional radiology, or vascular surgeons with an independent endovascular 
practice, is critical to advance care and avoid the delays in care observed in some cases. 


9 The use of an electronic health record across all BCUHB sites would be of significant assistance in 
improving the quality, governance and accessibility of medical documentation, including the use of 
the appropriate observations, and access to patient diagnostic results. The Panel recognises that 
there is work in progress. An electronic health record is recognised as an important single place for 
documentation from all medical, nursing and allied health professional staff. It is considered that 
moving to electronic notes would make keeping matters chronological and legible an easier task and 
is proposed as a priority. It would reduce risk in the system and improve accountability. Similarly, it is 
considered that having a single source of records for the professions would be more useful, and 
safer, than multiple parallel systems or entirely separate notes. 


10 The Panel acknowledged that they have a lack of understanding as to process within the vascular 
department and the levels of administrative support provided. However, it was agreed that letters 
should be dictated, typed, approved and sent out in a timely fashion. Experience within other 







organisations demonstrates that modern voice-to-text dictation systems or electronic dictation 
outsourcing has helped achieve this task with electronic workflows and can provide a cost-effective, 
highly efficient and governable service that brings with it entirely digital workflows. Either option have 
been the standard of care in many hospitals for many years and if not in place already should be 
explored with urgency to help improve communication. 


11 The provision of a signature stamp to registered healthcare professionals is recommended to ensure 
that they can more easily demonstrate who has reviewed the patient within the records. It is 
considered that this requirement would be removed by electronic health records in which every entry 
is digitally stamped in any event. 


12 It is considered that more co-ordination on an MDT level in terms of documentation is required. The 
Panel considered within a network environment, an MDT co-ordinator was a crucial ln important role 
for the sustainability of a network, and the requisite documented MDT evidence required on a weekly 
basis. It is recommended that if this role is not in place already BCUHB should seek to recruit to such 
a position as a priority. 


13 It is considered that there is a need for all staff to understand the importance of person-centred care 
to link with patient communication, choice, empathy, active listening decision-making and carer 
involvement.   


14 It is recommended that a more systematic way should be put in place for communicating with families 
to keep them informed, particularly in challenging times such as the pandemic. 


15 It is recommended that there could be a more streamlined mechanism possible for out-of- hours CT 
scanning. It is considered that in practical terms a vascular hub requires an on-site CT radiographer 
in and out of hours to undertake these scans with the required urgency. Included within this 
recommendation is a need to review the model for vetting scans to ensure that it is appropriate for 
current practice and workloads. 


16 It is recommended that the policy and practice of bypass graft imaging intra-operatively and post 
operatively needs to be reviewed. It is recommended that there should be a clear Standard Operating 
Procedure (SOP) for intra-operative completion imaging with on table angiography in combination 
with handheld Doppler. It is acknowledged that this may be in place but is not apparent. 


17 It is recommended that there would be a benefit in establishing a defined lower limb MDT with 
membership of experienced individuals from the wider MDT such as podiatry and orthotics in the 
management of the Charcot arthropathy and deformity. 


18 It is recommended that there needs to be consideration of the make-up of any speciality ‘MDT’ 
meetings to ensure they have the correct diverse mix of medical and non-medical skills and 
expertise. 


19 The daily input of a geriatrician (Care of the Elderly) into vascular surgery is recommended through a 
consultant geriatrician/Care of the Elderly being embedded within the vascular unit. 


20 It is recommended that there is a need for a vascular pain management pathway to be implemented 
across the Health Board. 


21 It is recommended that there is a need for ensuring robust links between the palliative care team and 
the vascular service. 


22 It is considered that the BCUHB education and training programme includes updates for staff in areas 
of vascular practice and monitoring, such as the recognition of an ischaemic leg, and the associated 
documentation of that process. 


23 A review of discharge pathways and guidelines is recommended to ensure they remain fit for 
purpose. It is considered that this should include board rounds involving the broad MDT, early 
discharge planning with an expected date of discharge (EDD) decision on admission, and special 
consideration of patients undergoing amputation who may need assessment of future 
appropriateness of accommodation and potential appliances required. Guidance on discharge at 
times of acute pressure and assessment of risk underpinning all decision-making by healthcare 
professionals should also be included. 


24 It is recommended that ‘What matters’ documentation must be completed for all vascular patients to 
enable personal wishes to be heard, with evidence of sharing this information if relevant with the 
appropriate authorities prior to discharge. 


25 The aortic MDT should be held in conjunction with a large regional complex aortic unit for all aortic 
cases. This recommendation was previously escalated (Appendix 2). 


26 Dual consultant surgery is the standard of care for major vascular surgery and job planning and 
services should be configured to make this routine practice. It is considered for most vascular ‘hubs’ 
this is now the standard of care. This recommendation was previously escalated (Appendix 2). 







27 The Health Board should source an experienced specialist aortic surgeon who is currently able to be 
present for aortic cases. This recommendation was previously escalated (Appendix 2). 
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Informal Ministerial Briefing 


Official Sensitive 


Healthcare Inspectorate Wales – Inspection Report of Bryn Hesketh, Betsi 


Cadwaladr University Health Board 


This briefing is to advise the Minister that Healthcare Inspectorate Wales (HIW) is 


due to publish an inspection report of Bryn Hesketh, Betsi Cadwaladr University 


Health Board, which took place on 1 – 2 November 2022.  


HIW’s revised publication policy sets out its intention, for certain types of inspection, 


to provide details of its findings to Members of the Senedd, the media and other key 


stakeholders, in advance of publication and under embargo. HIW will follow this 


process for inspections of Emergency Departments, Maternity Services and inpatient 


Mental Health Units regardless of whether the inspection findings were positive or 


negative. 


A copy of the embargoed report is included in Document 1, along with a copy of 


the public summary in Document 2.   


Background  


HIW undertook a routine unannounced inspection of Bryn Hesketh on two full days 


of 1 and 2 November 2022. Bryn Hesketh is an older persons’ mental health 


assessment unit which can accommodate up to 13 patients. 


Summary of Findings 


Patients and their relatives spoken with during the inspection expressed satisfaction 


with the care received. We observed good interactions between staff and patients, 


with staff supporting patients in a dignified, respectful and inclusive manner. We 


found the provision of care at Bryn Hesketh to be safe and effective. Patient care 


needs were assessed by staff, and staff monitored patients to promote their 


wellbeing and safety.      


We found good management and leadership at ward level, with staff commenting 


positively on the support that they received. However, staff were critical of the lack of 


support and engagement from the wider organisation and senior managers outside 


of Bryn Hesketh. 


We made recommendations for improvement on specific environmental areas which 


required fixing or upgrading, for example broken door handles, the staff emergency 


call system and adding observation panels to bedroom doors. We also made other 


recommendations on record keeping and improvements to care plans and controlled 


drug checklists.  


The Health Board responded to the inspection report on 19 December 2022. The 


improvement plan contains a comprehensive set of actions and plans on how to 


maintain the actions completed. Key staff at the health board have been positive in 


their response to our feedback and in our subsequent communication, with a clear 


commitment to addressing the issues highlighted.  


 


 







Communication and media activity 


We expect to publish the inspection report and public summary to our website on 03 


February 2023 at 9am and will reference via social media across our platforms 


throughout the day. This is in accordance with our publication policy. We will be 


providing a copy of the report and public summary under embargo, along with a 


press release, to our media mailing list and key stakeholders on the 02 February 


2023. We will consider media interviews on request.  


 


 
Alun Jones 


Chief Executive | Healthcare Inspectorate Wales  


27 January 2023 
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Informal Ministerial Briefing 


Official Sensitive 


Healthcare Inspectorate Wales – Inspection Report of Hydref and Gwanwyn 


Wards, Heddfan Psychiatric Unit, Betsi Cadwaladr University Health Board 


This briefing is to advise the Minister that Healthcare Inspectorate Wales (HIW) is 


due to publish an inspection report of Hydref and Gwanwyn Wards, Heddfan 


Psychiatric Unit, Betsi Cadwaladr University Health Board, which took place on 7-9 


November 2022.  


This informal briefing is provided in line with HIW’s publication policy. As of January 


2023, HIW revised its policy to provide briefings following all Emergency 


Department, Maternity, and Inpatient Mental Health inspections.  


A copy of the embargoed report is included in Document 1, along with a copy of 


the public summary in Document 2.   


Background  


HIW undertook a routine unannounced inspection of Hydref and Gwanwyn wards of 


Heddfan Psychiatric Unit on the evening of the 7, and two full days on the 8 and 9 


November 2022. 


Summary of Findings 


We found a dedicated staff team that were committed to providing a high standard of 


care to patients. Staff interacted and engaged with patients appropriately and treated 


patients with dignity and respect. The staff we spoke to were passionate about their 


roles and enthusiastic about how they supported and cared for the patients. 


We examined staff training records, staffing rotas and incident forms. We found that 


significant numbers of staff on both wards were not compliant with their Restrictive 


Physical Intervention training, but had engaged in incidents of restraint on the wards. 


Therefore, we were not assured that staff and patients were being fully protected and 


safeguarded against injury. This issue was raised in our immediate assurance 


process, where we write to the service within two days of the inspection requiring a 


completed improvement plan within one week. 


We noted other issues in our inspection around governance structures, the quality of 


care and treatment plans, ligature checks and out of date policies.   


The Health Board satisfactorily responded to the inspection report on 22 December 


2022. The improvement plan contains a comprehensive set of actions and plans on 


how to maintain the actions completed. Key staff at the health board have been 


positive in their response to our feedback and in our subsequent communication, 


with a clear commitment to addressing the issues highlighted.  


Communication and media activity 


We expect to publish the inspection report and public summary to our website on 9 


February 2023 at 9am and will reference via social media across our platforms 


throughout the day. This is in accordance with our publication policy. We will be 


providing a copy of the report and public summary under embargo, along with a 







 


 


press release, to our media mailing list and key stakeholders on 8 February 2023. 


We will consider media interviews on request.  


 


 
Alun Jones 


Chief Executive | Healthcare Inspectorate Wales  


 


2 February 2023 
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From: REDACTED 


Delivery and Performance, HSS 


 


Cleared by: Judith Paget 


Date: 24 February 2023 


  


 


MINISTERIAL ADVICE 


For decision by: Minister for Health and Social Services 


Copied to: First Minister, Deputy Minister for Mental Health and 
Wellbeing, Deputy Minister for Social Care 


Subject Escalation level – Betsi Cadwaladr University Health Board 


100 word 
summary 


This briefing highlights a series of concerns around operational 
delivery and performance, governance, patient safety, finance 
and culture within the health board and proposes that the 
organisations’ escalation level is amended to Special 
Measures. 


It sets out a proposed set of immediate actions to be taken as 
part of the escalation. 


Timing Urgent 


Recommendation The Minister is asked to:  


• Note the overview of the evidence that officials have 
considered in considering the escalation status for the 
health board as set out in paragraphs 5 - 31 


• Agree with the recommendations and actions set out in 
paragraph 34 and 35 


• Approve the expenditure of £59,427 as set out in 
paragraph 50 


• Approve the written statement in annex 2 


Decision report This decision does not require a Decision Report, a written 
statement will be published.  
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ADVICE 
 
Background 
 
1. On 8 June 2015, Betsi Cadwaladr University Local Health Board (the health board) 


was placed in special measures due to failings in service delivery, organisational 


effectiveness, and the quality and safety of care in a range of areas, including the 


provision of mental health services, maternity services and primary care including 


out-of-hours services. 


 
2. On 3 November 2020, a package of strategic support for the board was 


announced. A special meeting of the tripartite group was held on 13 November 
2020 to discuss progress made by the board. It recognised the board had made 
progress in some of the areas that were previously of concern and noted that the 
health board delivered a coherent and comprehensive response to the pandemic, 
demonstrating improved engagement with partners. A decision was made to de-
escalate the health board from special measures, and they were placed in targeted 
intervention (TI) in November 2020 for the following areas:  


 


• Mental Health (adult and children) 


• Strategy, planning and performance 


• Leadership (including governance, transformation and culture) 


• Engagement (patients, public, staff and partners) 
 


3. In May 2022, following patient safety, governance and assurance issues 
highlighted through a number of serious incidents and inspections, a decision was 
made to widen the targeted intervention status at Betsi Cadwaladr University 
Health Board to include: 


 


• Ysbyty Glan Clwyd – patient safety, governance, leadership, operational 
oversight, clinical safety governance including record keeping, incident 
management, team working, reporting concerns, and consent  


• Vascular Services 


• Emergency Department at Ysbyty Glan Clwyd 
 


4. In addition to the strategic support announced in November 2020, the extension of 
TI measures in May 2022 saw an increased support package targeted at the health 
board with a particular focus on Ysbyty Glan Clwyd. 


 
Tripartite Deliberations 
 
5. Since November 2020, officials have received a number of reports and action 


plans from the health board setting out the progress that has been made in areas 
subject to TI. In some areas, signs of improvement were noted. However, the 
health board’s response on many issues, including operational delivery, vascular 
services, culture and leadership have not provided the level of assurance needed 
and expected. Healthcare Inspectorate Wales (HIW) unannounced visits to the 
emergency department at Ysbyty Glan Clwyd have not demonstrated that 
improvements are taking place at the pace required. This lack of assurance, taken 
together with serious concerns raised in other areas, led to members of the 
tripartite group requesting additional extra-ordinary meetings to share their growing 
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concerns and to consider how issues could be resolved effectively. The tripartite 
group has called two additional meetings since their last full meeting in October 
2022 to discuss serious concerns with the service delivery, quality and safety of 
care and organisational effectiveness of this health board only. These were held 
on 8 November 2022 and 12 January 2023. At these meetings it was agreed that 
there was insufficient progress in resolving the original concerns that were 
identified at the time the decision was taken to put in place TI. In addition, a range 
of further serious concerns and issues had emerged in recent months.  


 
6. Consideration was also given to a number of protected disclosures received by 


members of the tripartite group, as well as the findings of a number of HIW 
investigations, and a number of external reports. 


 


7. The Kings Fund review commissioned by the health board, the emerging findings 


from the Review of Board Effectiveness undertaken by Audit Wales, the Ernst and 


Young (E&Y) review into financial management and the final report of the Vascular 


Quality Panel were considered. A brief overview of these findings is set out below 


(content below is extracted from the reports): 


  


8. Kings Fund – Reflective Review, November 2022 – Final Report, commissioned 


by the Health Board at the end of the development work undertaken by the Kings 


Fund 


• Significant concerns about BCUHB service quality and financial governance 


(savings delivery), performance deterioration, frustrations with Board paper 


quality and complaints about information accuracy have remained consistent 


throughout the Fund’s engagement with BCUHB. This, together with several 


high-profile service failures, HIW service concerns, an ongoing fractured inter-


Executive team (ET) and Executive / Independent Members (IM) relationships 


damaged by mistrust, leads to the conclusion development interventions have 


taken BCUHB only part-way towards performing as an effective integrated 


Board. Analysis identifies a disrupted and discontinuous development process, 


central to which include working with four CEOs, four Board Secretaries, four 


Medical Directors, six changes in IM membership and five changes to ET 


membership (over and above eight CEO / Medical Director (in total) changes). 


Several changes to Executive Director portfolios were also enacted. 


• IMs described multiple incidences of Executives criticising one another’s 


performance, behaviours, Board papers, contributions at Board and 


management of specific issues to IMs. 


• Behavioural change and development traction could be observed in the IM 


group, with changes in approach, attempts to ‘step away’ from detail, a focus on 


collaboration and intent to drive forward a strategic agenda evident. At the same 


time, frustrations with Board paper quality, complaints about information 


accuracy and significant concerns about organisational service quality and 


financial performance persisted, with IM / ET interactions and exchanges 


adversely shaped and impacted by this on-going situation. This, together with 


evidence of on-going fractured ET relationships leads to the Kings Fund’s 


conclusion overall development impact was insufficient to evidence the success 


criteria consistently in operation within the Board. 
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9. Audit Wales - Review of Board Effectiveness, Emerging Findings, December 2022: 


• We need to record the immediate and significant concern we have that a 


number of factors are conspiring to fundamentally compromise the Board’s 


ability to work in a collegiate, unitary fashion to lead the organisation through 


the very significant challenges it faces. These challenges lie across a number 


of service delivery areas such as: planned and unscheduled care, vascular 


services and mental health services, not to mention the specific service 


pressures the winter period is currently bringing, alongside industrial action by 


some health professions. Central to our concerns are the clear and deep-seated 


fractures within the executive team that are preventing that team from working 


collectively and cohesively to tackle the considerable challenges the Health 


Board faces. At this point in our work, we have significant doubt as to whether 


working relations within the executive team are repairable. 


• Collectively, this represents a hugely challenging position for the Board and, in 


our view, introduces significant risks about its collective ability to properly 


oversee and manage the efficient, effective and economical use of the Health 


Board’s resources. It is also creating an incredibly difficult working environment 


for those staff in senior leadership roles. Several people we interviewed showed 


visible signs of emotional distress and the current culture at the top of the 


organisation was described by some as ‘psychologically unsafe’. 


  


10. E&Y Review into Financial Management 


• Following the qualification of their annual accounts by Audit Wales, the Audit 


Committee of the Board commissioned an independent assessment of their 


financial management. The work has been undertaken by E&Y. A draft report 


was shared with the Board in December as well as with Counter Fraud.  


• On receipt of the draft report, both organisations took immediate action, with 


Counter Fraud removing the IT assets of three members of the finance team 


and after HR advice, the Board suspended these individuals. The health board 


received the final version of the report last week. This has not been shared with 


Welsh Government HSS department 


• The Minister is aware separately of the content of this report. 


 


11. Final report of the Vascular Quality Panel – Published 31 January 2023 


• Commissioned by the Health Board in response to the report from the Royal 


College of Surgeons (RCS) Part 2 report. The first report provided an overview 


of current pathways and operations. The second report reviewed 47 patients 


(pre and post “centralization” - the same patient records that informed RCS Part 


2 receiving care 2014-2020). The process was independently chaired and with 


external vascular clinical expertise (nursing and medical). The report makes 27 


recommendations in relation to effectiveness of clinical pathways; clinical 


governance, including consent and decision-making, accountability and 


professional practice; person-centred care; team working, including the multi-


disciplinary team; complex pain management; palliative care; education and 


learning; discharge, and necessary and appropriate follow up and aftercare 


plans. 
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• Significant concerns noted by the Panel were immediately escalated for action 


during the last 12 months. Escalations occurred throughout the review exercise 


that included 


o 4 cases where an HM Coroner referral was made following case notes 


review. These should have been referred at the time of death. 


o 2 cases where further treatment for current patients might be needed  


o More concerning issues regarding individuals have been taken through 


an Upholding Professional Standards Wales (UPSW) initial assessment 


o Immediate make safes (dual consultant operating and enhanced MDT 


discussions) introduced and now embedded in practice 


• The report was received by the health board on 22 December 2022 and a factual 


accuracy exercise completed 11 January 2023. The report was published on 31 


January 2023. The report has 27 recommendations. All current 


recommendations are either being actioned or are about to be implemented. 


Key issues highlighted in the report relate to concerns in relation to note-


keeping, decision making, team working and clinical leadership. These are 


critical and important concerns and failure to implement these has resulted in 


poor patient care. 


• The report can be best described as a difficult read and has attracted media 


attention. It has been published in advance of the HIW inspection report 


(expected March 2023), which it is understood does demonstrate some 


improvements within the vascular services. However, HIW have pointed out that 


these improvements are marginal and have taken considerable time to be 


realised and that the pace of change needs to increase. The investigation report 


has also highlighted areas of assurances being given to the board that were not 


accurate relating to the vascular service. These issues combined have caused 


officials and the tripartite partners to be concerned about the ability of the Board 


to deliver the vascular service required. 


 


12. The following issues were also discussed fully at the tripartite group’s extraordinary 
meetings: 


• Immediate assurance letter following a HIW unannounced inspection to Ysbyty 
Glan Clwyd Emergency Department on 29 and 30 November 2022. This visit 
confirmed that the expected improvements at the department had not happened 
at the desired pace. 


• Informal feedback from HIW Vascular Services Review, which indicates that 
some progress had been made in a number of areas, but that this progress 
remains considerably below the level expected. 


• Emerging findings from the sustainability audit on the vascular configuration, 
which indicate clinical capability issues. 


• Welsh Government assessment of planned care recovery and the ability of the 
health board to develop strategic and operational solutions in response to its 
waiting times challenges. 


• Pending decision from the Health and Safety Executive (HSE) regarding 
prosecution relating to two suicides in the health board’s mental health units. 


• Organisational development, high reliance on interims and insufficient pace with 
regard to Chief Executive recruitment. 


• Ongoing feedback and concerns raised whilst in discussions between tripartite 
personnel and with various team members. 
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• Previous incidents of bullying and concerns raised in a number of sites including 
Ysbyty Gwynedd, Llandudno Hospital and Wrexham Maelor. These have been 
investigated and investigations confirmed these complaints were valid.  


 
 


13. In conclusion, the feedback from tripartite partners was very sombre, reflecting the 
severity of the position. The following points were made 


• It was reported that an Executive Director had raised concerns about the 
function of the board affecting patient safety and the impact this was having on 
planning for the winter.  


• It was noted that the dysfunction of the Board was also manifesting in other 
ways, with certain Execs not attending meetings if others were present. 


• The Board is in a really difficult position, there are deep seated factions, and 


this is having an effect on their ability to function properly.   


• The Board is in a really difficult position, and it is difficult to see how the Board 


can continue to operate.   


• It is concerning that a large amount of responsibility rests on the shoulders of 
a few individuals.   


• It is notable that there is a lack of support for senior leaders and that there were 
very few experienced deputies for key Executives. 


 
14. It was agreed that there were a number of serious concerns with the service 


delivery, the quality of safety of care and the organisational effectiveness of the 
health board. It was felt that the frequency and persistence of the problems 
appeared to exceed that which could be dealt with through the current TI 
arrangements in place. 


  
15. In line with the NHS Wales Escalation and Intervention Arrangements, the role of 


tripartite partners is to share issues and concerns with Welsh Government officials, 
not to make recommendations and as appropriate, to co-ordinate actions.  The role 
of Welsh Government officials is to assess all the available information alongside 
their own assessment, before taking a decision on escalation levels and making a 
recommendation to the Minister. In their assessment and raising of concerns, the 
tripartite partners expressed real concerns that they felt that serious action had to 
be taken at the health board due to its inability to effectively operate. 


 
Further Considerations 
 
16. Welsh Government officials considered the conclusions of the tripartite group, 


noting the seriousness of the concerns, and that there is evidence to indicate that 


sufficient and timely improvement is not happening under the current TI 


arrangements. As part of their consideration as to what action was now 


appropriate, officials sought to understand the apparent causes of the issues, and 


the capability and capacity of the health board to resolve them. A number of further 


issues that had come to light since the tripartite group’s discussions have also 


impacted on the considerations of Welsh Government officials.  These have been 


reviewed by Welsh Government officials since the tripartite meetings and are 


highlighted below. 
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17. Health Board’s Internal Audit Assurance 


• In December 2022, the health board advised Welsh Government of three 


‘limited’ reports relating to governance  


o Effective Governance – Ysbyty Gwynedd 


o Board and Committee Reporting 


o Effective Governance – Ysbyty Wrexham Maelor Hospital 


• The Board and Committee Reporting audit review concluded:  


o The review has considered whether the Health Board and its Committees 


receive Executive approved timely and high-quality information to support 


effective decision making. We have issued limited assurance on this area. 


The significant matters which require management attention include:  


▪ High occurrence of papers / reports not meeting Board or 


Committee expectation or including errors.  


▪ Prior scrutiny not robust.  


▪ Limited controls to support the reporting and publishing of 


breaches.  


▪ Cycles of Business and Terms of Reference not approved.  


▪ Cycles of Business, Terms of Reference, and meeting minutes not 


published on Health Board website. 


 
Operational Delivery 
18. Despite measures put in place by the health board and support from Welsh 


Government, officials are of the view that the health board is struggling to maintain 
operational grip on planned care, unscheduled care (although the responses to 
strike action have been positive), vascular services, mental health, diagnostics and 
response times to complaints has been increasing.   


 
19. Following the last TI meeting, the Board presented a Planned Care recovery plan 


which did not offer officials reassurance that there was a clear plan to recovery in 
place. The milestone for zero 52-week outpatients was missed and the 
performance was almost the worst in Wales. Forecasts for the 104-week position 
are not encouraging and additional outsourcing and insourcing appears to be the 
solution. Operational activity and grip are poor, demonstrated by low productivity 
rates and inefficient use of theatres.  


 
20. Plans to develop regional treatment centres have drifted, with proposals now 


suggesting 2028 before these are operational. The short-term orthopaedic solution 
now appears to be for delivery in the summer 2024 as opposed to 2023 as 
originally envisaged. 


 
21. Unscheduled care performance remains challenged, although some 


improvements are now being noted at Ysbyty Glan Clwyd, but these improvements 
are not sufficient. 


 


22. The operational performance and plans do not give officials assurance that the 
Board has a clear plan to improve operational efficiency and effectiveness. The 
accountability of executive operational delivery is unclear.  
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Independent Investigation following receipt of protected disclosures relating to 
the Board 
23. Twenty protected disclosures received over a number of weeks commencing in 


October 2022 have been drawn to the attention of the Welsh Government by HIW 
and Audit Wales – two of these had also been sent to the Minister for Health and 
Social Services.  The disclosures raised concerns about the impact that the 
conduct and behaviours of the Board collectively had on culture, governance and 
the ability of the Board to lead the organisation. The disclosures also listed more 
specific concerns about individual Executive Directors (EDs) and IMs of the Board.  


 
24. Welsh Government and the Health Board jointly commissioned an independent 


investigation to establish the facts which could then be used to determine whether 
any further action is required by Welsh Government and/or the Health Board. In 
accordance with the Terms of Reference, two final investigation reports, one for 
the Welsh Government and one for the Health Board, are being provided.  The first 
report has been received. 
 


25. The independent investigation and the investigation report does conclude that the 
conduct and behaviours of the Board have collectively impacted negatively on the 
culture, governance and ability of the Board to lead the organisation. When 
assessing the Board against the four key characteristics of effective boards, it is 
clear that the Health Board does not meet this test. The Minister is referred to the 
legal advice at paras 41 in relation to this matter. Officials are satisfied, that putting 
the matters described above to one side there remains sufficient evidence to 
support the decisions that the Minister is being asked to take in relation to the LHB. 


 


Betsi Cadwaladr University Health Board – Review of Board Effectiveness – 
Audit Wales 
26. The focus of the review was to determine the extent to which the board is working 


effectively and cohesively as a team to discharge its role and functions, including 


providing the collective leadership that is required to grip the numerous challenges 


the Health Board is facing. The work and the report published on 24 February 2023 


has identified a number of concerns which in combination are fundamentally 


compromising the ability of the board to work effectively and in an integrated 


manner to address the significant challenges the Health Board faces. 


 


27. Central to the concerns noted in the report are the clear and deep-seated factions 


that exist within the Executive Team and, to an extent, the wider board. The 


dysfunctionality within the Executive Team is clearly visible to the Independent 


Members on the board. This, along with concerns about Executive Team grip on 


operational challenges and the quality of assurances, has eroded Independent 


Member trust and confidence in the Executive Team. 


 


28. The report notes that in the face of growing concerns about the inability to address 


long-standing service performance, quality, and safety challenges there have been 


examples of very challenging public scrutiny of the executive by some Independent 


Members. These have adversely affected working relationships and functionality 


within the board, further embedding divisions between the Executive Team and 


Independent Members. Board development activities have largely failed to resolve 


these and other tensions and facilitate more integrated and effective board 
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working. The report does note a more obvious cohesiveness within the 


Independent Member cadre of the board. 


29. As a consequence of the disclosures made in relation to culture and behaviour, 


some Independent Members have indicated that they are now feel wary about 


challenging poor performance because of the consequences that might follow. 


 


30. The report concludes that it is doubtful that the Health Board can make the 


necessary improvements without external intervention and the Welsh Government 


will need to use the current Escalation and Intervention Framework to support the 


urgent improvements which are necessary. 


  


Stakeholder Concerns 
31. Concerns have been raised by a number of stakeholders most notably, HM 


Coroner and Welsh Health Specialist Services Committee (WHSCC). 
REDACTED. WHSCC, who currently commission a plastic surgery pathway from 
St Helens and Knowsley, are about to escalate the Board to level 4 (the highest 
level of escalation) for concerns related to quality and patient outcomes and are 
concerned about the lack of operational grip and engagement from the health 
board. 


 
Recommendation 
32. Given the serious nature of the concerns raised by the tripartite group and 


identified by Welsh Government, and the frequency and the persistence of those 
concerns, officials are of the view that immediate action needs to be taken to 
address them. It is evident from the tripartite group discussions and the further 
information that has emerged that the health board no longer has the capability or 
the capacity to resolve the issues at the required pace and that the TI measures 
are no longer the most appropriate way to seek to resolve the issues.   
 


33. In summary, having considered the nature of the concerns raised above which 
concern board effectiveness, organisational culture, service quality and 
reconfiguration, governance, patient safety, operational delivery, leadership and 
financial management within the board, it is considered that further escalation is 
necessary and appropriate in the circumstances. Officials are of the view that there 
is sufficient evidence to indicate that significant and timely improvement is not 
happening under TI and therefore, it is recommended that the Minister for Health 
and Social Services invokes the NHS Escalation and Intervention Arrangements 
(2014) which sets out the process for taking action on serious concerns (annex 1) 
and raises the escalation level of the Health Board to Special Measures. In light of 
all the circumstances and evidence referenced in this advice officials are of the 
view that there are exceptional circumstances which justify putting the board into 
special measures and to make an intervention order. Given the situation officials 
are of the view that alternative intervention is unlikely to succeed. 
 


34. Officials consider that there are serious concerns about the leadership capability 
of the health board to manage the current significant and wide-reaching challenges 
facing the organisation, which demands urgent action. On the basis of this 
evidence, officials are satisfied that the current independent members of the Board 
are unable to lead the organisation to overcome the challenges it faces. Officials 
therefore consider that it is neither in the interests of the health board nor it is 
conducive to its good management that the current Board should remain in place. 
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Officials therefore recommend as part of the escalation measures that urgent 
action is taken to REDACTED 


 
35. In order to support the health board to address the issues identified effectively and 


to deliver the required improvements, it is recommended that the following 
measures are put in place immediately. Further measures will follow in the coming 
weeks:   


 


I. A programme of in-depth support for the IMs. 
II. Officials to work with the new Board, supported by an independent team to 


provide expert HR / legal advice to the organisation, to work with the executives 
to determine how best the executive team is shaped and who is best placed to 
discharge those executive duties. 


III. Investigations commissioned regarding patient care and tender waivers. 
IV. Consideration to be given to strength the functions of the three Independent 


Health Communities (IHC) to ensure effective influence across clinical and 
managerial services. 


V. Officials to work with the Executive Directors to review the scope and breadth 
of responsibilities, review the effectiveness of the structure and to secure 
professional support to enable the Board to recalibrate the way it works, and 
how it leads the organisation and ultimately deliver high quality and safe clinical 
care. 


  
36. Work is ongoing to put in place a detailed special measures framework and action 


plan. This framework will highlight the work and the actions that the board will need 
to take for de-escalation to be considered. This will follow after the announcement 
is made.  


 
 
Legal Considerations 
 
REDACTED  
 
Financial implications  
37. REDACTED 


 


Communications and media handling 


38. Media handling will be coordinated by the HSS communications team to tie into 
the stakeholder work with the health board and partner organisations. 
 


39. The communication team will join policy colleagues on a call with the health board’s 
director of communications following officials’ meeting with the board and 
executive team. 


 


40. A Ministerial video and script will be shared with the health board comms team to 
cascade to staff to outline the actions being taken. The WS and Press Notice will 
also be shared for information. 


 


41. The public will be informed through publication of a Press Notice issued to the 
media and publication of the Ministerial Written Statement. Social media will direct 
people to the press release. 
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42. The Written Statement will be issued to the media shortly after it has been formally 
issued.  A separate press release will issue at the same time. 


 


43. HSS press office will then call key health journalists to highlight the announcement 
and to make them aware that the Minister will be available in North Wales for 
interviews. 


 


44. The Welsh Government communications team in north Wales have been informed 
and will be available to accompany the Minister. Timing will be dependent on the 
running order of the partner meetings and briefings. 


 


45. Press office will brief the Minister on how the announcement has been received 
ahead of media interviews. 
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Annex 1: NHS Wales Escalation and Intervention Framework 
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Annex 2: ASSURANCE AND COPY RECIPIENTS 


CLEARANCE TRACKING 
 


Aspect  Tracking Yes No N/A 
Clearance 
no. 


Finance 


Financial implications over £50,000? ☒ ☐ ☐  


Cleared by Group Finance? ☒ ☐ ☐ 
JB 
2023/8659 


Cleared by Budget & Government 
Business Division? 


☐ ☐ ☒  


Cleared by Local Government Finance? ☐ ☒ ☐  


Legal 


Legal issues? ☒ ☐ ☐  


Cleared by relevant lawyers? ☒ ☐ ☐ 
MW and PE 
– 16/2/23 


Governance 


Novel and contentious issues? ☐ ☐ ☒  


Cleared by Corporate Governance 
Centre of Excellence? 


☐ ☐ ☒  


 


DEPUTY DIRECTOR, STATEMENT OF ASSURANCE 
 
In clearing this MA, I confirm that I, Judith Paget have quality assured this advice, ensuring 
it is provided on the basis of evidence, accurately presents the options and facts and I am 
accountable for the recommendations made. 
 
I am satisfied that the recommended decision or action, if agreed, would be lawful, 
affordable and comply with all relevant statutory obligations. Welsh Government policy 
priorities and cross portfolio implications have been fully considered in line with delivery of 
the government objectives.   
 
I have fully considered the statement of assurance contained in the MA guidance to ensure 
all relevant considerations have been taken into account, appropriate impact assessments 
have been undertaken and that the actions and decisions take account of regularity, 
propriety and value for money. 


 
COPY LIST 
 
All mandatory copy recipients (as indicated in the guidance). Additional copy recipients 
specifically interested in this advice: 
 
REDACTED 
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Informal Ministerial Briefing 


Official Sensitive 


Healthcare Inspectorate Wales – Inspection Report of Wrexham Maelor 


Emergency Department, Betsi Cadwaladr University Health Board 


 


This briefing is to advise the Minister that Healthcare Inspectorate Wales (HIW) is 


due to publish an inspection report relating to Wrexham Maelor Emergency 


Department, Betsi Cadwaladr University Health Board, which took place on 8-10 


August 2022.  


This informal briefing is provided in line with HIW’s publication policy. As of January 


2023, HIW revised its policy to provide briefings following all Emergency 


Department, Maternity, and Inpatient Mental Health inspections.  


A copy of the embargoed report is included in Document 1, along with a copy of 


the public summary in Document 2.   


Background  


HIW undertook a routine unannounced inspection of Wrexham Maelor Emergency 


Department on the evening of the 7, and two full days on the 8 and 10 August 2022.   


Summary of Findings 


Patients were generally happy with the care provided and the way that staff 


interacted with them. However, patients were critical of waiting times and, during the 


morning of 10 August 2022, we found that some patients had been waiting to be 


seen by a doctor for over 16 hours. This was mainly due to the high volume of 


patients attending the department and only two doctors on duty during the night.  


The main ED waiting area was small, and at times, overcrowded, however, there are 


plans in place to increase the footprint of the department.  


National guidelines for the treatment of specific presentations were followed, but not 


in all cases. This meant some patients did not receive the best possible care for their 


presenting conditions. Paediatric early warning scores were not always undertaken 


in line with national guidelines, and this presented a risk of deterioration not being 


identified. 


We were informed that the health board was actively recruiting nursing and medical 


staff. However, recruitment remained challenging within the national context of 


nurse/doctor shortages. 


We noted a total of 17 areas for improvement. The Health Board satisfactorily 


responded to the inspection report on 20 January 2022. The improvement plan 


contains a comprehensive set of actions and plans on how to maintain the actions 


completed. Key staff at the health board have been positive in their response to our 


feedback and in our subsequent communication, with a clear commitment to 


addressing the issues highlighted.  


 


 







 


 


Communication and media activity 


We expect to publish the inspection report and public summary to our website on 3 


February 2023 at 9am and will reference via social media across our platforms 


throughout the day. This is in accordance with our publication policy. We will be 


providing a copy of the report and public summary under embargo, along with a 


press release, to our media mailing list and key stakeholders on 2 February 2023. 


We will consider media interviews on request.  


 


 
Alun Jones 


Chief Executive | Healthcare Inspectorate Wales  


31 January 2023 
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From: REDACTED (HSS - Quality & Nursing Directorate)  
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To: PS Minister Health & Social Services REDACTED  


Cc: PS FirstMinister (Ministerial) REDACTED; PS Minister for Rural Affairs and North Wales, and 


Trefnydd REDACTED; Paget, Judith (HSS - Health & Social Services) REDACTED; REDACTED (HSS - 


Health & Social Services) REDACTED; Atherton, Frank (HSS - Chief Medical Officer) REDACTED; 


REDACTED (HSS - Quality & Nursing Directorate) REDACTED; REDACTED (HSS - Quality & Nursing 


Directorate) REDACTED; REDACTED (HSS - Vaccination Directorate) REDACTED; REDACTED  (HSS - 


Quality & Nursing Directorate) REDACTED; REDACTED (HSS - NHS Wales Performance) REDACTED; 


REDACTED (HSS - NHS Workforce & Operations - Communications) REDACTED; HSS - Press Team 


REDACTED; HSS – Government Business Team Mailbox / IGC - Blwch Post Tîm Busnes y Llywodraeth 


REDACTED; REDACTED (OFM - Special Advisers) REDACTED 
Subject: Official sensitive - Informal Briefing on BCUHB Vascular Quality Review Panel report  
Importance: High 
 
 


We have been informed by BCUHB that they are planning on publishing the vascular 
quality review panel report at midday on Tuesday 31 January, and that they are 
planning to hold a briefing session for MSs and MPs at 11am that day. Officials 
received a password protected copy of the report earlier today. The publication of the 
report on 31 January has taken us by surprise as we were expecting to receive the 
report last Monday (23 Jan) and then to engage with the health board to agree the 
handling and timing of its publication. They made this decision following their private 
board session yesterday. We had suggested waiting to publish this report as a 
package with the other reports that are due (see below). However, it appears the 
health board has taken a unilateral decision on the chosen date. We would have 
been reluctant to agree to 31 Jan given the burden of other work next week including 
the Minister’s Press Conference and Oral Statement on the Cancer Improvement 
Plan on Tuesday and Health Questions on Wednesday. To compound matters they 
have also already written to patients (see below) thus increasing pressure to publish 
the report immediately. 
 
The report was commissioned by the health board in response to the report from the 
Royal College of Surgeons (RCS) Part 2 report. It reviews 47 patients referred to in 
the RCS report even although the report itself only 44 sets of case notes were 
provided and reviewed which covered the period from 2014 to 2020, so pre and post 
“centralisation”. The panel was constructed with a blend of members ensured a mix 
of those both external and internal to BCUHB; with an independent Chair, an 
external vascular surgical expert, and an external vascular specialist nurse having no 
previous affiliation to Betsi Cadwaladr University Health Board (BCUHB) or to 
working within NHS Wales.. A copy of the membership and terms of reference for 
the panel can be shared if required. 
 
Commentary is predominantly based on vascular-related episodes of care, and it 
must be stressed that this work is only one component of the wider vascular services 
work being undertaken across the Health Board. The Panel aimed to be objective in 
their approach to the reviews with an intention to reflect both identified concerns, and 
good practice. The Panel’s deliberation was solely in relation to the review of the 
forty-seven cases, and examining for each the following two questions: 







 
1. Whether the patient records contain the information expected for the patient episodes of 


care;  
2. Were the necessary and appropriate follow up and aftercare plans put in place. 


 
The panel reviewed each set of case notes and have escalated concerns throughout 
the review exercise that included: 


• 4 cases where an HM Coroner referral was made (as could have been 
referred at the time of death) 


• 2 cases where further treatment for current patients might be needed 
(actioned) 


• More concerning issues regarding individuals were taken through a UPSW 
initial assessment 


• Immediate make safes ( dual consultant operating and enhanced MDT 
discussions) introduced and now embedded in practice  


 


The report highlights: 
 


• The importance of actively involving patients and their family, unpaid carers, patient 
representatives and significant others regarding what matters to them was 
recognised as being central to the delivery of care and the following points were 
recognised by the Panel as being evident within the feedback from patients and/or 
their Next of Kin.  


• The Panel identified a lack of recorded evidence around the consistent application of 
effective clinical pathways, particularly querying as to how staff were engaging and/or 
understanding the process across the Multi-Disciplinary Team (MDT). 


• In a number of cases, the Panel could not find documented evidence of adequate 
discussion of all the significant and material risks, benefits and alternatives of 
treatment(s) required for a patient to provide fully informed consent. The panel also 
identified cases where, on the basis of available information, appropriate ceilings of 
treatment, including Do Not Attempt Cardio Pulmonary Resuscitation (DNACPR) and 
critical care admission could have been considered at an earlier stage. It was also 
noted that decisions about ceilings of treatment were sometimes initiated by the 
medical and ITU outreach teams in crisis situations. 


• The Panel queried as to who had the overall accountability and oversight of care of 
patients during their whole admission, and the potential impact identified on areas of 
care if this was unclear. 


• This poor record keeping and administration was a significant finding of the review, 
as there were often gaps in the records, and on several occasions further searches 
undertaken and additional clinical records then identified. 


• Panel recognised that patients have different things that matter to them as 
individuals, and that what matters to patients is often transitional as they move 
through their journey of care 


• Panel considered that there was often a lack of evidence identified and/or recorded 
of multi-disciplinary team working and clinical leadership to ensure a collective, 
holistic and compassionate approach to the delivery of patient assessment and care 
within several cases. 


• Acute Pain team was highly commended by the Panel, both for their identified 
practice and their documentation. However, it was agreed that there were still many 
challenges identified in relation to the complex management of vascular pain.  


• The Panel identified from the information available within a number of cases, that a 
recurrent theme was the under-utilisation of palliative care and that the palliative care 
aspect and/or options appeared to be considered/actioned late in a number of cases. 







• The Panel considered on a number of occasions there was a lack of evidence of 
professional reflection and evidence of discussion of learning or future planning 
identified.  


• In conclusion, the findings of the BCUHB Vascular Quality Review Panel are mainly 
consistent with the RCSE review findings. Although in some instances, the Panel 
was privy to further identified information, and members’ local knowledge explained 
additional context.  


 
The report makes 27 recommendations, they are made in relation to effectiveness of 
clinical pathways; clinical governance, including consent and decision-making, 
accountability, and, professional practice; person-centred care; team working, 
including the multi-disciplinary team; complex pain management; palliative care; 
education and learning; and, discharge, and necessary and appropriate follow up 
and aftercare plans. A copy of the recommendation is attached for information. 
 
The health board have indicated that all current recommendations either being 
actioned or there is a clear understanding of the recommendations’ mitigations in 
place. Key issues relate to note-keeping, decision making, team working and clinical 
leadership. Findings underpinning these recommendations are set within a context of 
a lack of identified recorded evidence around areas such as the understanding of the 
function and oversight of the responsible clinician, ensuring best practice in decision-
making and consent, MDT working, and ensuring a holistic approach to care 
includes the wider aspects of medical, psychological and social care. 
 
Ultimately, the aim of the Panel was to produce a piece of work that would help 
inform the delivery of the provision of the best care, experience and outcomes for 
BCUHB patients, their families and carers. 
 
The draft report was received December 22nd and factual accuracy exercise 
completed 11th January. Actions being taken in conjunction with the publication 
include: 
 
• Sought feedback from clinical teams who have had sight of a pre-release copy of 


the report 
• Discussed in a private board meeting held on 26 January 
• Duty of Candour discussions with families - letters were issued to families on 23 


January informing them of the publication and a further letter will be sent with a 
copy of the report and relevant appendix 


• Report has been shared with WG, HIW, GMC and Royal College of Surgeons 
• Briefing sessions will be held for board members, CHC, MS/MPs on morning of 


the report: 
• An assessment of any further regulatory or professional actions 
 
They will not be publishing appendices that may identify individual patients or staff 
members, we can provide a password protected copy of the report should you wish 
to read it in full. 
 
Other reports 
 
The HIW reinspection took place towards the end of last year and feedback from the 
health board indicates there was: 







• No immediate safety concerns 


• No immediate recommendations 


• Some informal positive feedback on improvements made 


• Some informal positive feedback on quality of clinical records 


• Service requiring significant improvement status remains 


• Final report expected March 2022  
 
We are also expecting the publication within the next few weeks of the a 
sustainability audit undertaken by Kendall Bluck, we understand this report is wider 
than purely vascular services. 
 
You have also received correspondence from the coroner for North Wales and 
officials will be meeting with him on Monday to understand his concerns. 
 
We understand the board will consider the future shape of vascular services in North 
Wales once all three reports have been received. 
 
Officials will prepare a draft written statement for release at the same time as the 
publication of the report to update Senedd members, a draft will follow shortly. 
 
Thanks 
 
REDACTED 
 


REDACTED  


Rhagenwau: hi - Pronouns: she/her 
Uwch Reolwr Polisi – Senior Policy Manager 
Tîm Cyflyrau a Llwybrau Clinigol - Clinical Conditions and Pathways Team 
Cyfarwyddiaeth Ansawdd a Nyrsio - Quality and Nursing Directorate 
Y Grŵp Iechyd a Gwasanaethau Cymdeithasol - Health and Social Services Group 
Llywodraeth Cymru - Welsh Government  
Ffôn - Tel: REDACTED 


e-bost - e-mail: REDACTED  


e-bost - e-mail: REDACTED 


e-bost - e-mail: REDACTED 
www.llyw.cymru - www.gov.wales   
 


Os hoffech dderbyn ohebiaeth yn yr iaith Gymraeg neu os hoffech dderbyn unrhyw ohebiaeth 
yn y dyfodol drwy gyfrwng y Gymraeg, gadewch i mi wybod. 
 
If you wish to receive correspondence in the Welsh language, or you wish any further correspondence 
to be in the Welsh language, please let me know.  
 


   



https://eur01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.llyw.cymru%2F&data=05%7C01%7CCaroline.Lewis%40gov.wales%7C73d9fe45dcdb4adb8a0e08db0083f0a0%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638104338889171634%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=rb4bY%2F6RDX5CLNqohdnT%2BxTrxhRmsa0hH4G8HD%2FRdoM%3D&reserved=0

https://eur01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.gov.wales%2F&data=05%7C01%7CCaroline.Lewis%40gov.wales%7C73d9fe45dcdb4adb8a0e08db0083f0a0%7Ca2cc36c592804ae78887d06dab89216b%7C0%7C0%7C638104338889171634%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=bsuPAPEh3WSlM9yz%2FfG9dz5uIzzauZYkaYD%2FUTXX4k0%3D&reserved=0




_1745218694/BCUHB - Effective Governance - Ysbyty Wrexham Maelor Hospital.pdf


 


 


 


 


 


Effective Governance - Ysbyty 
Wrexham Maelor Hospital 
 


 


Final Internal Audit Report 


 


November 2022 


 


Betsi Cadwaladr University Health Board 


 


 


 


 


 







  
Effective Governance - Ysbyty Wrexham 
Maelor Hospital 


Final Internal Audit Report 


  


 


  
  
NWSSP Audit and Assurance Services 2 


 


Contents 
 


Executive Summary .................................................................................................... 3 


1. Introduction .......................................................................................................... 5 


2. Detailed Audit Findings ........................................................................................... 5 


Appendix A: Management Action Plan ........................................................................... 13 


Appendix B: Assurance opinion and action plan risk rating ............................................... 19 


 


  


Review reference: BCU-2223-05a 


Report status: Final Internal Audit Report 


Fieldwork commencement: 1 July 2022 


Fieldwork completion: 14 October 2022 


Discussion draft: 17 October 2022 


Draft report issued: 25 October 2022 


Management response received: 22 November 2022 


Final report issued: 23 November 2022 


Auditors: Huw Jones, Principal Auditor 
Nicola Jones, Deputy Head of Internal Audit 
Dave Harries, Head of Internal Audit 


Executive sign-off: Gill Harris, Interim Chief Executive 


Distribution: 
 
 


Ian Donnelly, Director of Operations, Integrated Health Community East 
Naomi Holder, Associate Director of Nursing, Integrated Health Community 
East 
David Coyle, Interim Director, Integrated Health Community East 
Phil Orwin, Interim Director of Regional Delivery 


Committee: Audit Committee 
  


 


Audit and Assurance Services conform with all Public Sector Internal Audit Standards as validated 
through the external quality assessment undertaken by the Institute of Internal Auditors 


 
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 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 Betsi 
Cadwaladr University Health Board and no responsibility is taken by the Audit and Assurance Services Internal Auditors 
to any director or officer in their individual capacity, or to any third party. 







  
Effective Governance - Ysbyty Wrexham 
Maelor Hospital 


Final Internal Audit Report 


  


 


  
  
NWSSP Audit and Assurance Services 3 


 


Executive Summary 


Purpose 


Following concerns raised in an audit 
of Ysbyty Glan Clwyd (YGC) in 
2021/22 relating to governance 
arrangements within the site, this 
audit has reviewed similar 
arrangements at Ysbyty Wrexham 
Maelor Hospital. 


Overview  


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


 Terms of Reference for some key 
meetings require review and 
updating. 


 There are insufficient savings 
proposals in place to achieve the 
savings target set by the Health 
Board for 2022/23, with the site 
also forecasting a significant 
overspend. 


 There is no apparent structured 
process for monitoring tier 3 
clinical audits, including lessons 
learned and sharing of 
information. 


 The site has a number of 
Ombudsman and MS/MP 
complaints which are overdue. 


 A number of live risks (27 out of 
74) have not been reviewed in 
line with agreed review dates. A 
number of  action due / 
completion dates are also 
incomplete within DATIX and 
require updating.  


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


Report Opinion 


   


Limited 


 


 


More significant matters require 
management attention. 


Moderate impact on residual risk 
exposure until resolved. 


N/A 


 


Assurance summary1 


Objectives Assurance 


1 


There are effective governance 
arrangements in place to ensure that 
systems, processes and controls are 
operating effectively, and assurance is 
provided to the Hospital Management Team 
on a regular basis. 


Limited 


2 
Financial governance arrangements are in 
place to ensure that finances, including 
savings, are monitored and reported. 


Limited 


3 


Clinical audit plans are in place, progress is 
monitored and outcomes are reported to the 
relevant group. Lessons learned are 
captured and shared where necessary. 


Limited 


4 


Complaints, concerns and incidents are 
managed effectively and reported at the 
appropriate level within the Health Board. 
There is a process in place to review these 
on a regular basis. Learning is captured and 
changes implemented where required.  


Limited 


5 


There are effective processes in place to 
ensure risks are captured, scored in line 
with the Health Boards risk appetite, 
regularly reviewed and escalated where 
appropriate. 


Limited 


6 


There are effective processes in place to 
provide assurance that patient records are 
accurate, with regular audits undertaken 
and actions taken where compliance is poor.  


Reasonable 


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







  
Effective Governance - Ysbyty Wrexham 
Maelor Hospital 


Final Internal Audit Report 


  


 


  
  
NWSSP Audit and Assurance Services 4 


 


 


  


Key Matters Arising Objective 
Control 


Design or 
Operation 


Recommendation 
Priority 


1 
Terms of Reference for a number of meetings were 
outdated with no review dated/requirements not 
being met. 


1 Operation 
High 


2 
There are insufficient savings proposals in place to 
achieve the savings target for 2022/23. 


2 Operation 
High 


3 
Responsibility for Tier 3 audits sits with divisions, 
there is a lack of oversight of these across Ysbyty 
Wrexham Maelor. 


3 Operation 
High 


4 
There are two Ombudsman and 11 MS/MP 
complaints overdue for management action. 


4 Operation 
High 


5 
Twenty-seven of the 74 live risks of the risk 
register for Ysbyty Wrexham Maelor were found to 
be out of date and require a review. 


5 Operation 
High 


6 


Whist information on ward accreditation / audits is 
reported within AAA reports, we were unable to 
confirm that data and outcomes of all audits is 
reported to the Patient Safety and Quality Group.   


6 Operation 


Medium 
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1. Introduction 
1.1 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. 


Each Hospital Site is required to have effective governance arrangements in place 
for the services they are held 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.  


As the Health Board revisits its governance structure, effective corporate 
governance arrangements within the hospital are critical to ensure assurance flows 
between Ward and Board (and vice versa) are in place. Regular assurance from 
the Hospital Management Team through to the Executive is expected to ensure the 
Executive lead is sighted on issues and can provide direction where needed.  


Following concerns raised in an audit of Ysbyty Glan Clwyd (YGC) in 2021/22 
relating to governance arrangements within the sites, this audit has considered 
similar arrangements at Ysbyty Wrexham Maelor Hospital (YWMH). 


1.2 The following risks were identified at the outset of the review:  


 Lack of cohesion in systems, processes and controls; 


 Ward to Board assurance, through the Hospital Management Team is not 
effective; 


 Financial governance arrangements are not effective in making informed 
decisions; and 


 Lessons learned from clinical audits, complaints, concerns and incidents 
are not captured or actioned. 


1.3 Objectives of the review were: 


 There are effective governance arrangements in place to ensure that 
systems, processes and controls are operating effectively, and assurance 
is provided to the Hospital Management Team on a regular basis. 


 Financial governance arrangements are in place to ensure that finances, 
including savings, are monitored and reported. 


 Clinical audit plans are in place, progress is monitored and outcomes are 
reported to the relevant group.  Lessons learned are captured and shared 
where necessary (i.e. Health Board wide). 


 Complaints, concerns and incidents are managed effectively and reported 
at the appropriate level within the Health Board.  There is a process in 
place to review these on a regular basis to ensure timely progression. 
Learning from complaints / incidents / themes is captured and changes 
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implemented where required. 


 There are effective processes in place to ensure risks are captured, scored 
in line with the Health Boards risk appetite, regularly reviewed and 
escalated where appropriate. 


 There are effective processes in place to provide assurance that patient 
records are accurate, with regular audits undertaken and actions taken 
where compliance is poor. 


2. Detailed Audit Findings 
This report is based upon the information provided by officers at Ysbyty Wrexham 
Maelor Hospital. We would like to express our gratitude to colleagues for their input 
during the undertaking of the review. We have relied solely on the documents, 
information and explanations provided and, except where otherwise stated, we 
have not contacted or undertaken work directly to verify the authenticity of the 
information provided. 


This review was undertaken during the transition to the new Operating 
Model, and the findings should be considered in line with revised 
governance arrangements. 


Objective 1: There are effective governance meeting arrangements in place. 


2.1 We received a site meeting structure for Ysbyty Wrexham Maelor (WMH) and 
requested minutes of various meetings to establish that the structure was 
operating effectively.  It is important to note that the governance structure was 
impacted during the COVID 19 pandemic.   


2.2 The Hospital Management Team (HMT) meet on a monthly basis and is directly 
accountable for all aspects of the safe delivery of hospital services. We were 
provided with the Terms of Reference (ToR) for the meeting as well as minutes of 
the meetings. The ToR is dated April 2016, however we are advised this was 
updated in 2020.  The HMT is not meeting monthly as outlined in the ToR, minutes 
provided show the group met five times between June 2021 and May 2022.  


2.3 The Unit Management Team (UMT) act as a rapid decision-making forum for issues 
prior to submission to the relevant meeting within the formal governance structure.  
This is not a formal part of the WMH governance structure therefore no minutes 
are taken, however, there is an action and decision log kept in order to report to 
the HMT.  Membership of the UMT is the same as the HMT.  We are advised the 
meeting takes place on a weekly basis.  We were provided with an agenda 
template, however as there are no minutes available, we are unable to confirm 
how often the group meets and who attends.   


2.4 There are four official site meetings that feed into the HMT, the aim of these is to 
provide the HMT with assurance on all areas of governance in Wrexham Maelor. 


 Patient Safety and Quality Group (PSQG) – we were provided with the 
Terms of Reference (ToR) dated June 2022 and nine sets of minutes for the 
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months of November 2021 to July 2022.  The agenda of the meetings include 
Alert Assurance Achievement (AAA) reports by specialty, which provides 
updates on areas such as Healthcare Acquired Pressure Ulcers, Falls, Risks, 
matron audits and governance.   


 Finance and Performance Group (FPG) – we were provided with the draft 
ToR dated 2010, which includes a number of tracked changes listed, and 
minutes (not including meeting papers) for the months of April 2021 to May 
2022.  The Group are provided with various reports, including finance report, 
savings plans, performance, workforce, RTT recovery and business cases.    
There is limited dialogue in discussions on workforce, for example, in 
reviewing the minutes of 25 May 2022, the workforce section notes ‘”Have a 
look at slides and any queries bring back outside of meeting”.   


 Risk Management Group (RMG) – we were provided with a draft ToR 
(undated) for the Site Risk Management Group along with minutes from July 
2021 to June 2022.  The Site Risk Management Group is responsible…” for 
ensuring there are robust risk management processes in place to assess, 
monitor and review risks for Wrexham Maelor site and to provide assurances 
on compliance with the Health Board’s Risk Management Strategy”.   


In reviewing the minutes, attendance appears poor in general.  Discussions 
appear to be limited to reviewing the significant matters on the risk register, 
however further notes indicate a plan to review risk scoring at 12.  


Although the RMG is a subgroup of the HMT, this does not form part of the 
standing agenda of the HMT and minutes show very limited discussions 
regarding topics seen in the RMG.  


 Wrexham and East Joint Programme Board (JPB) – We were not 
provided with minutes or a ToR for the JPB therefore we are unable to confirm 
attendance or areas discussed. 


2.5 Following review of the information provided, there is no clear link into the HMT 
for two of the four sub-groups (RMG/JPG); the PSQG and FPG are standing agenda 
items for the HMT.  


Conclusion: 


2.6 The Terms of Reference for the Hospital Management Team (HMT) and Finance 
and Performance Group (FPG) are significantly out of date.  The HMT are not 
meeting regularly in line with the ToR and we have been unable to determine if 
assurance is being formally provided from all meetings within the structure, thus 
exposing the HMT to significant risk of not responding to issues.  We recognise 
there is a Unit Management Team (UMT) meeting in place that may be sighted on 
issues, however as this is not a formal meeting, we are unable to confirm whether 
key issues are discussed and if attendance is adequate.   


We have concluded Limited assurance for this objective.  
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Objective 2: Financial governance arrangements are in place to ensure that 
finances, including savings, are monitored and reported.  


2.7 The Finance report to the Board for August 2022 highlighted the following: 


 Month 5 2022/23 is £1.946m overspent. 


 The Savings target for 2022/23 is £3.171m, with a forecast of an 
unachieved balance of £2.107m. 


 It is recognised that the savings target includes savings that should be 
delivered as part of the Transformation Programme, over which we were 
advised the management of the site have limited control.  


The July 2022 Finance report to the HMT notes pressures as Agency spend, 
consumables spend and under delivered Cash Release Efficiency Savings (CRES) 
for this year and last.   


2.8 We were provided with evidence of the current Ysbyty Wrexham Maelor financial 
reporting structure (meetings and reports): 


 Hospital Management Team meetings (HMT) (monthly) – The HMT 
receive a finance report from the Chief Finance Officer, which outlines the 
site financial position.  Any overspend/underspend is reported, providing an 
update on targets, reason for variance and challenges.  The Performance 
Report is also presented to the group for information.  


 Unit Management Team (UMT) - We are advised that establishment 
control is routinely discussed at the meetings, and the Chief Finance Officer 
attends regularly, however as there are no minutes we are unable to 
corroborate this.  


2.9 We are advised the following meetings are in place, but have not corroborated this: 


 East Integrated Health Community (IHC) Accountability Reviews (monthly).  


 Surgery, Anaesthetics, Critical Care & Theatres (SACT) Directorate Meeting 
(bi-monthly / previously monthly).  


 Divisional Accountability Monthly Meetings – also available for EC and 
Medicine.  


 Divisional Level Meetings / Medicine– Specialty Business Meetings (for each 
specialty) - (Monthly).   


 Medical Triangulation meetings – (Annual).  
 Monthly CFO – Procurement Meeting.  
 Budget holder meetings - (Monthly).  
 Major Service Development meetings - (Monthly)  


Conclusion: 


2.10 There are several meetings where finance, including savings position and future 
actions are discussed.   Whilst we note that regular meetings are taking place, 
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insufficient savings plans have been identified to meet the targets set by the Health 
Board for 2022/23, and there is ineffective budgetary control, noting the current 
and forecast overspend.   


We have concluded Limited assurance for this objective. 


Objective 3: Clinical audit plans are in place. 


2.11 The MD22 Clinical Audit Policy and Procedure (review date 2021, currently under 
review as stated on clinical audit intranet webpage), sets out the process for 
undertaking clinical audits, encompassing the Welsh Government mandated audits 
(Tier 1), local priority audits based on Health Board priorities and risks (Tier 2) and 
arrangements in place for Tier 3 (local) audits. 


Responsibility for Tier 3 activity has been delegated to the divisions due to lack of 
resources within the central team. A spreadsheet holds the details of all Tier 3 
audits that have been registered by divisions / localities. 


Data reported on Clinical Audit’s for 2021/22 were as follows: 


 Surgical & Anaesthetics – 45, 27% completed (12). 


 Medicine– 14, 14% completed (2). 


 Emergency Care – 3, all were ongoing. 


2.12 We were provided with minutes for the East Clinical Effectiveness Group (ECEG) 
for May 2022 (the first meeting of the ECEG).   A report highlighting all Tier 3 
audits is presented to the Group.  Although minutes include discussion on clinical 
audits Tier 1,2 and 3, we have been unable to evidence lessons learned from audits 
being shared.  At the meeting, it was noted that the Clinical Audit Leads from each 
of the Directorates were to ensure that Tier 2 Audits were completed and reported 
back to the Group.  


Conclusion:  


2.13 Although we can see reference to clinical audit within reports and discussions in 
the ECEG meeting, this is a new meeting and there does not appear to be a process 
in place to ensure all audits are captured / registered and are based on risks to the 
site.  Whilst information is reported within the accountability reports, there is a 
lack of detail to ensure that progress is monitored and to ensure learning is shared.  


We have been unable to evidence learning from Tier 3 audits being shared.  


We have concluded Limited assurance for this objective.  


Objective 4: Complaints, concerns and incidents are managed effectively and 
reported at the appropriate level within the Health Board. 


2.14 Directorates now have ownership over complaints, concerns and incident 
procedures.  The Health Board is currently in the process of switching from the old 
DATIX reporting system to a new all Wales DATIX reporting system.  


 We noted: 
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•   Heads of Nursing receive a daily DATIX report containing incidents that have 
occurred, and an incident report detailing outstanding reviews and 
summarises previous 24 hours of incidents.  The incidents are then sent to 
the key lead of the incident area to follow up accordingly.  


 Daily meetings take place at 9:30am and 3pm to review outstanding incidents 
and capture anything urgent that has occurred.  


 A Putting Things Right (PTR) meeting is held weekly, a draft ToR is in place 
for this.   A PTR tracker, which details issues is discussed at the meeting.  We 
are advised this is updated and recirculated.   


 HMT receive the weekly quality bulletin which provides some Health Board 
wide data on incidents, complaints, and investigations.  


2.15 Data on incidents, concerns and complaints is included within the AAA reports 
presented to the Patient Quality and Safety Group.  The information presented 
varies, however a template has been developed to guide the teams as to what 
information to include to reduce variation and increase the value of their meeting 
time. 


2.16 Complaints and concerns are reviewed by the site Director of Nursing or a 
nominated HMT member in their absence.  When approved, it is uploaded to 
Datix (along with the approval). This then enters the corporate concerns Quality 
Assurance (QA) ‘inbox’ and waits for their review.  This may be returned for 
further information or sent for Executive sign off.   


2.17 We obtained a copy of the Weekly Quality Bulletin, week ending 14 September 
2022 presented to the Executive Team and extracted the following information: 


 


 
2.18 The information obtained from the weekly report highlights two key measures that 


are overdue, impacting the reputation of the Health Board. 


Conclusion: 


2.19 Complaints, concerns and incidents can be seen being managed on a daily, weekly 
and monthly basis at all levels from ward level to the monthly Patient Safety and 
Quality Group meetings. Whilst this process may be operating as advised, it does 
not appear effective/efficient considering the number of overdue Ombudsman and 
MS/MP complaints.  


We have concluded Limited assurance for this objective.  







  
Effective Governance - Ysbyty Wrexham 
Maelor Hospital 


Final Internal Audit Report 


  


 


  
  
NWSSP Audit and Assurance Services 11 


 


Objective 5: There are effective processes in place to ensure risks are captured, 
scored in line with the Health Boards risk appetite, regularly reviewed and 
escalated where appropriate 


2.20 The Health Board uses a tier risk management system and has recently moved 
from a five-tier model to a three-tier model to simplify the process. There are three 
scoring tiers:  


 Tier 1 15-25 board level.  


 Tier 2 9-12 directorate level.  


 Tier 3 1-8 department level. 


2.21 Ysbyty Wrexham Maelor have a monthly Risk Management meeting and receive 
the "Overview of the Risk Register" report.  Within this report, data is provided on 
risks by specialty, including the number of risks requiring immediate review and a 
summary of comments for each specialty.  It also includes risks for approval and/or 
escalation, and any additional information, which can include updates on Datix and 
any emerging Health Board wide Health and Safety risks.  The Acute Care Director 
(Chair), Acute Site Director of Operations (Deputy Chair), Nurse Director, Medical 
Director attend the Group.  


2.22 We obtained the latest risks from Datix for Ysbyty Wrexham Maelor (Site).  At the 
time of writing this review, there were 74 live risks on the system, 27 had a "Date 
of Next Review" that had over-run.    


2.23 We also noted not all fields within the risks are completed fully, we found gaps in 
completion on the "Specialty" field and the "Location (exact)" field.  Both these 
fields if complete would aid risk reporting. 


2.24 It was noted in the Minutes of the Risk Management Group in June 2022, "It was 
highlighted that there were 8 risks that were ‘out of date’ and the importance of 
reviewing risks, updating actions and amending scores accordingly was reiterated."  


2.25 Risk Register escalation is an agenda item for the Patient Safety and Quality Group 
meetings.  Minutes provided demonstrate that this is only occasionally an item for 
discussion (this is blank in the main).  Risks are however discussed within other 
agenda items routinely, although there was no evidence of a risk register review 
or discussions taking place around action updates on open risks.    


Conclusion: 


2.26 Systems are in place for capturing risks, however we have been unable to 
determine if discussions are taking place around open and closed risks.  The risk 
register for Ysbyty Wrexham Maelor requires a review as 27 of the total 74 live 
risks were out of date.  


We have concluded Limited assurance for this objective.  
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Objective 6: There are effective processes in place to provide assurance that 
patient records/documentation is accurate. 


2.27 There is an audit tool in place which covers a number of areas to review, this 
includes nursing documentation.  We were provided with evidence of various audits 
undertaken: 


 Weekly and monthly matron audits covering various areas including 
documentation; evidence was provided for two wards over a six-month 
period.  


 SBAR audits covering handovers, for Medicine and Surgery for July 2022. 
There are some areas of low compliance noted in these audits, relating to 
SBARs not completed, infection prevention control section not completed, 
and recommendations not completed.  


 Patient Safety checklist audits for July 2022 which included six records. 
Compliance was 100% for all areas bar two that did not have a falls 
assessment or the Maelor score (pressure ulcer risk assessment) completed 
within 1 hour.  


2.28 AAA reports provided to the Patient Safety and Quality Group include some 
information on ward accreditation and checks i.e. matron audits, however the 
information in reports is not standardised.   


Conclusion: 


2.29 Regular audits are undertaken with some areas of limited compliance.  Whist 
information is reported within AAA reports, we were unable to confirm that data 
and outcomes of all audits is reported to the meeting, in order to provide assurance 
that the audit process is effective, i.e. is resulting in improvement. 


We have concluded Reasonable assurance for this objective. 
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Appendix A: Management Action Plan 
Matter Arising 1: Governance arrangements (Operation) Impact 


The Hospital Management Team has not met regularly, in line with the requirements of its Terms of Reference 
(ToR).   


ToRs for a number of meetings were outdated with no review dated. 


Potential risk of: 


 The Hospital Management 
Team is not able to govern 
the site effectively. 


Recommendations Priority 


1.1a Governance arrangements are reviewed to ensure compliance with the Integrated Healthcare Community 
operating model with all Terms of Reference subject to review and approval.  High 


Agreed Management Action Target Date Responsible Officer 


1.1a  


 


Plans to align the governance structure of the IHC with the corporate structure are 
being finalised with the Associate Director of Governance. Expected timescale to be 
agreed is 3-4 weeks.   


 Health and Safety ToR – Signed off 21.10.22   
 Risk Management ToR  - Signed off 17.11.22  
 Finance and Performance ToR – Signed off 16.11.22  
 Quality Delivery Group ToR – Signed off 25.10.22 
 Senior Leadership ToR- Draft ToR awaiting structure finalisation 
 Management Group Meeting ToR - Draft ToR awaiting structure finalisation 
 New WMH Health and Safety and Risk Management ToR 


31 January 2023 


 


 


EIHC Director of Operations 


 Management additional comments   
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The Acute Site has changed the original TOR to feed into the EIHC Health and Safety 
meeting and the EIHC Risk Meeting.  These meeting report into F&P, Quality for 
information and or action and to the Executive Risk Management Group and the 
Executive SOSH Group. 


The Management Meeting is a work meeting that reports into the F&P meeting, this 
meeting is used to discuss and agree short term actions.  Minutes will report into 
F&P 


SLT – Senior Leadership Team 


A new SLT is being developed as part of the new EIHC governance arrangements, 
this will sit above the 3 Operational Delivery Groups; (To note when the new 
governance arrangements have been confirmed by the Executive Management 
Senior Team, this EIHC Governance arrangements will change to match, this is a 
draft working arraignment pending any Executive Changes. 


 Quality 
 Finance and Performance 
 Transformation 


 


Matter Arising 2: Finance (Operation) Impact 


As of August 2022, the site had not identified the required savings proposals to achieve the Health Board target 
and were forecast an overspend position against budget.  It is recognised that some savings will be realised by 
transformation and are not in direct control of the site, and cost pressures are affecting the ability to meet 
budgets.  


 


Potential risk of: 


 Non-achievement of budget 
 Non-achievement of savings 


targets set by the Health 
Board 


Recommendation Priority 
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2.1a 


2.1b 


Management to identify and progress savings schemes as a matter of urgency. 


Management ensure financial scrutiny is in line with the requirements laid out in the Operating Model. 
High 


Agreed Management Action Target Date Responsible Officer 


2.1a  
 
2.1b 


A revised control total has been set for the EIHC. EIHC is an exemplar area for 


CHC savings. 
The Finance & Performance Sub Committee includes a duty to monitor progress 
with cost improvement programmes. Terms of Reference were signed off 16 
November 2022. 


31 March 2023 
 
31 January 2023 


EIHC Director 
 
EIHC Director 


 


Matter Arising 3: Clinical audit (Operation) Impact 


A self-registration database holds the details of all Tier 3 audits that have been registered. We are not aware 
that this list of audits is shared wider to avoid duplication of audits / resources. 


Whilst the responsibility for Tier 3 audits sits with divisions, there is a lack of oversight of these across YWM.  
There also does not appear to be a process operating to ensure that lessons learned and feedback from Tier 3 
audits are shared more widely. 


Potential risk of: 


 Lack of oversight / progress 
of Tier 3 audits 


 Lessons learned not being 
shared  


Recommendations Priority 


3.1a 


 


 


3.1b 


The list of Tier 3 audits should be shared with the East Clinical Effectiveness Group to ensure audits 
are focused on the risks within the site and that there is no duplication of audits / efforts across the 
site. This would also provide opportunities for work across more than one division / locality. 


Results and lessons from Tier 3 audits should documented and shared across the Health Board. 
Noting that divisions / localities are responsible for Tier 3 audits, we would suggest the learning / 


High 
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feedback is provided to the East Clinical Effectiveness Group and a process put in place to ensure 
that relevant learning / feedback is shared across the site and potentially the Health Board. 


Agreed Management Action Target Date Responsible Officer 


3.1a  


3.1b 


The East Clinical Effectiveness Group is established in the new governance plan 
and includes both the YWM and Community Services Medical Directors, so is 
already happening. The Director of Nursing for East chairs this and the T3 audits 
are shared in this forum, as are the results and recommendations. The imminent 
commencement of a newly appointed EIHC Medical Director will enable, as part 
of the wider team, a robust, structured approach to developing and delivering the 
action plans.  


Complete 
 


EIHC Medical Director 


 


Matter Arising 4: Complaints (Operation) Impact 


There are two Ombudsman and 11 MS/MP complaints overdue for management action.  Potential for risk of: 


 Complaints are not being 
managed efficiently  


Recommendations Priority 


4.1a Management to review and action overdue complaints as a priority. High 


Agreed Management Action Target Date Responsible Officer 


4.1a  


 


 Trajectory for compliance completed, for weekly monitoring (Complete) 
 AMMP concerns to be added to weekly concern meeting for tracking  
 Ombudsman cases to be added to weekly concerns meeting for tracking  


30 November 2022 Associate Director of Nursing 
Integrated Health Community (East) 
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 Consider expanding weekly meeting to include all IHC services  


 


Matter Arising 5: Risk Management (Operation) Impact 


Twenty-seven of the seventy-four live risks of the risk register for Ysbyty Wrexham Maelor were found to be 
out of date and required a review. 


There is a Risk Management Group in place, and risk register escalation is an agenda item for the Patient Safety 
and Quality Group meetings, however this is not an agenda item for every meeting.  Risks are being discussed 
within other agenda items routinely, although there was no evidence of a risk register review or discussions 
taking place around action updates on open risks.    


Potential for risk of: 


 risks materialising due to lack 
of actions /review 


 risks are not escalated 
appropriately 


Recommendations Priority 


5.1a 
 
 
5.1b 


The Risk Register requires review to ensure that risks are accurate and appropriate actions / dates 
are included. 
 
Management to review consistency of reporting in accordance with the revised Operating Model / 
governance structure. 


High 


Agreed Management Action Target Date Responsible Officer 


5.1a  
 
 
 
 
 
 
 
5.1b 
 


EIHC Risk Management Group have met twice to date. All level 1&2 risk discussed 
and divisions tasked to review all risks within own areas. Some risks sit within 
East are corporate risk and some sit within operational estates.  
Ongoing review of risks  
Level 3 – Quarterly 
Level 2 – Bi Monthly  
Level 1 – Monthly  
Risks for Acute Site, Childrens, HMP Berwyn, Primary Care, Facilities and 
Community Services have been amalgamated into an EIHC Integrated Risk 


31 March 2023 EIHC Director of Operations  
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Meeting, risk register currently under review. 


 


Matter Arising 6 : Assurance to Quality, Safety and Clinical Effectiveness Group (Design) Impact 


Whist information on ward accreditation / audits is reported within AAA reports, we were unable to confirm that 
data and outcomes of all audits is reported to the Patient Safety and Quality Group.   


Some areas of low compliance were noted, and there is limited information available to demonstrate that 
actions identified in audits are followed up, in order to provide assurance that the audit process is effective, 
i.e. is resulting in improvement. 


Potential risk of: 


 patient documentation is not of 
the required standard 


 


Recommendations Priority 


6.1a Audit data and results of audits (themes / trends / actions taken / improvements) are documented 
and provided to the relevant assurance meeting within the revised structure on a regular basis for 
assurance and scrutiny.   


Medium  


Agreed Management Action Target Date Responsible Officer 


6.1a  


 


All inpatient services to include details of Ward Accreditation Weekly/Monthly 
Audits in AAA report to PSQG on a monthly basis  


Actions to address areas of non compliance to be explicit in reports 


PSQG to track outstanding actions (15th December 2022) 


Patient experience metrics contained within the audits to also be reported to 
Patient and Carer Experience Group (Bi monthly) via AAA reports (30th December 
2022) 


30 December 2022 Associate Director of Nursing 
Integrated Health Community (East) 
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Appendix B: Assurance opinion and action plan risk rating 
Audit Assurance Ratings 
We define the following levels of assurance that governance, risk management and internal 
control within the area under review are suitable designed and applied effectively: 


 


Substantial 
assurance 


Few matters require attention and are compliance or advisory in 
nature.  


Low impact on residual risk exposure. 


 


Reasonable 
assurance 


Some matters require management attention in control design or 
compliance.  


Low to moderate impact on residual risk exposure until resolved. 


 


Limited 
assurance 


More significant matters require management attention. 


Moderate impact on residual risk exposure until resolved. 


 
No assurance 


Action is required to address the whole control framework in this 
area. 


High impact on residual risk exposure until resolved. 


 


Assurance not 
applicable 


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


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


Prioritisation of Recommendations 


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


Priority 
level 


Explanation Management action 


High 
Poor system design OR widespread non-compliance. 


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


Immediate* 


Medium 
Minor weakness in system design OR limited non-compliance. 


Some risk to achievement of a system objective. 
Within one month* 


Low 


Potential to enhance system design to improve efficiency or 
effectiveness of controls. 


Generally issues of good practice for management 
consideration. 


Within three months* 


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


 


 


 







  
  
  


 


 
  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
NHS Wales Shared Services Partnership 
4-5 Charnwood Court 
Heol Billingsley 
Parc Nantgarw 
Cardiff 
CF15 7QZ 
 
Website: Audit & Assurance Services - NHS Wales Shared Services Partnership 






_1745218695.pdf


Official Sensitive 


Informal Briefing 


Governance and Leadership Concerns at Betsi Cadwaladr University Health 


Board 


10 November 2022 


 


Following the announcement of the retirement of the Chief Executive at Betsi 


Cadwaladr University Health Board and the subsequent agreement on interim 


leadership arrangements, a number of issues that have been raised with regards to 


the governance and leadership of the Health Board. We have been made +aware of 


concerns raised through the NHS Wales whistle blowing process about the 


effectiveness of the board governance, executive leadership and conduct of both 


board members and executive leaders. (Two non-disclosure statements have been 


received in the last week) 


An extra-ordinary tripartite meeting was convened on the 8 November 2022 where 


all members shared their latest assessments of the health board and noted that 


serious issues have started to emerge since the last tripartite meeting in October. 


This includes an increase in concerns and issues reported to HIW, a perception that 


there had been a deterioration in performance at Ysbyty Glan Clwyd, perception of 


bullying and a lack of strong leadership. The high number of interim posts were 


noted along with an influx of new personnel as the new structure within the IHCs is 


being populated.  


The uncertainty around the findings of the Ernst and Young review appears to be 


unsettling across the organisation and the communication between the Executive 


and the Board in this area appears to be difficult 


Having reviewed the non-disclosure statements, and as both mention ‘the Board’, 


certain named individuals within it and the Chair specifically, then a decision has 


been taken to invoke the Procedure for Performance Management of NHS Chairs, 


Vice-Chairs and Independent Members/Non-Executive Directors, including Associate 


Members as set out in WHC 2020 (016).  We will agree the terms of reference over 


the next few days and commission an appropriate Investigating Officer. This process 


has been used previously to investigate a complaint against the Chair of another 


health board.  


We are writing to the Chair of the health board outlining the following steps: 


1. That the Welsh Government will invoke the Procedure for Performance 


Management of NHS Chairs, Vice-Chairs and Independent Members/Non-


Executive Directors, including Associate Members as set out in WHC 2020 


(016).  The terms of reference will be agreed over the next few days and we 


will commission an appropriate Investigating Officer.   


2. The health board to decide whether they wish to implement their own 


investigation in line with the agreed NHS process to investigate concerns 



https://wales365uk-my.sharepoint.com/personal/olivia_shorrocks_gov_wales/Documents/Profile/Downloads/Temporary%20Promotion%20Assignment%20-%20Application%20Form%20-%20March%202022.doc?web=1





Official Sensitive 


about members of the Executive or to wait until the Welsh Government 


commissioned procedure has completed.   


3. Work needs to be undertaken to improve Board effectiveness. We do not 


think that another review would help at this point. The health board needs to 


review the outcomes from the board development programme recently 


completed by the Kings Fund to understand the challenges identified and 


ensure that these are addressed. Audit Wales have agreed to undertake 


some further work around Board effectiveness to support then. The outcome 


of these two strands of work will need to be triangulated and passed to IHI to 


allow them to structure the Board programme that will commence in January 


2023. 


4. The Health Board should consider proceeding at pace with the recruitment of 


a substantive Chief Executive Officer.  


5. That the board review the structure below the Chief Executive and consider 


whether a Chief Operating Officer or equivalent role is required and seek to fill 


this post immediately. 


6. Arrangements for coaching and mentoring support for the interim Chief 


Executive should be put in place. 


7. The Tripartite felt that some independent HR professional support would be a 


useful action in support of both you and the board as these matters are taken 


forward. 


8. The Ernst and Young review should be concluded as soon as practicable and 


that appropriate actions are taken following that conclusion. 


 


There is a real risk that further non-disclosure statements will be received in the 


coming days. The Chair is of the view that at least one MS has been informed about 


the whistleblowing process underway. 
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Executive Summary 


Purpose 


The review has considered whether the 


Health Board and its Committees receive 


Executive approved timely and high-


quality information to support effective 


decision making.  


Overview  


We have issued limited assurance on this 


area. The significant matters which 


require management attention include: 


• High occurrence of papers / reports 


not meeting Board or Committee 


expectation or including errors. 


• Prior scrutiny not robust. 


• Limited controls to support the 


reporting of publishing breaches. 


• Cycles of Business and Terms of 


Reference not approved. 


• Cycles of Business, Terms of 


Reference, and meeting minutes not 


published on Health Board website. 


Further matters arising concerning the 


areas for refinement and further 


development have also been noted (see 


Appendix A). 


 


Report Opinion 


  Trend 


Limited 


 


 


More significant matters 


require management 


attention. 


Moderate impact on residual 


risk exposure until resolved 


n/a 


 


Assurance summary1 


Objectives Assurance 


1 


There is a robust process in place to 


support the request for and submission 


of papers and reports to Board and 


Committee meetings 


Reasonable 


2 


Executive sponsors have a robust 


process in place to ensure papers 


submitted to the Board and its 


Committees sufficiently meet the 


requirements of the Health Board 


Limited 


3 


Papers are submitted and publicised in 


line with the requirements of Health 


Board Standing Orders, with breaches 


accurately recorded and reported to the 


Audit Committee 


Limited 


4 


Board and Committee cycles of business 


are periodically reviewed and inform 


meeting agendas, and the Board / 


Committees receive the required 


information to satisfy the Terms of 


Reference of the meeting 


Limited 


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


Control 


Design or 


Operation 


Recommendation 


Priority 


1 
Recently developed Standard Operating 


Procedure is complied with.   


1 Operation 
High 


2 


Submitted papers do not meet the Board / 


Committee requirements or expectation, and 


prior scrutiny is not robust. 


2 Operation 


High 


3 


There are no formal controls in place to ensure 


breaches are captured and reported 


accurately. 


3 Design 


High 


4 
Not all Cycles of Business and Terms of 


Reference had been reviewed and approved. 


4 Operation 
High 
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1. Introduction 


1.1 In order for the Health Board and its Committees to make informed decisions, it is 


important that information received is timely, of a high-quality and has been 


approved via the Executive prior to submission. 


The Health Board Standing Orders (para 7.4) sets out the timescales in which 


papers should be provided to Board members “Board members shall be sent an 


Agenda and a complete set of supporting papers at least 7 calendar days before a 


formal Board meeting.”    


The purpose of this audit was to assess and review the processes in place for the 


requesting and submission of papers for the Board and Committees, including the 


timelines for preparation, Executive approval and whether publication adhered with 


Health Board Standing Orders. Objectives of the review were: 


• There is a robust process in place to support the request for and submission 


of papers and reports to Board and Committee meetings. 


• Executive sponsors have a robust process in place to ensure papers 


submitted to the Board and its committees sufficiently meet the 


requirements of the Health Board in terms of: 


• Scope of report. 


• Relevant statutory and regulatory assurance. 


• Appropriate consultation is undertaken prior to approval of key 


documents (strategies, IMTP), where relevant. 


• Timeliness and completeness of management information. 


• Risk analysis and associated mitigations. 


• Responding appropriately to Board members’ requests and any 


adverse feedback about the quality of papers in a timely manner. 


• Papers are submitted and publicised in line with the requirements of Health 


Board Standing Orders, with breaches accurately recorded and reported to 


the Audit Committee. 


• Board and Committee cycles of business are periodically reviewed and 


inform meeting agendas, and the Board / Committees receive the required 


information to satisfy the Terms of Reference of the meeting. 


1.2 The following risks were identified at the outset of the review: 


• No formal process in place to request and submit papers and reports. 


• Late or incomplete information adversely impacting decision-making. 


• Items approved in Board or Committee cycles of business not covered in 


meetings. 







  


Board and Committee Reporting Final Internal Audit Report 
  


 


  


  
NWSSP Audit and Assurance Services 6 


 


• Cycles of business outdated and no longer relevant. 


• Papers and reports submitted to Board or Committees without prior scrutiny. 


1.3 This report is based upon the information provided by the Office of the Board 


Secretary (OBS) and in the public domain.   We would like to express our gratitude 


to colleagues in the OBS for their input during the undertaking of the review.  We 


have relied solely on the documents, information and explanations provided and, 


except where otherwise stated, we have not contacted or undertaken work directly 


to verify the authenticity or accuracy of the information provided. 


2. Detailed Audit Findings 


Objective 1: There is a robust process in place to support the request for and 


submission of papers and reports to Board and Committee meetings. 


2.1 It is pertinent to note at the outset that during the period of review the Health 


Board Office of the Board Secretary were in the process of agreeing and 
implementing a formal Standard Operating Procedure (SOP) to support Board and 


Committee reporting (SOP for Board / Committee Paper Assurance and 
Publication). Our findings are based on issues of significance identified prior to the 


implementation of the SOP.  


2.2 To determine the robustness of controls in place we reviewed the established 


processes for the following sample of Health Board meetings and committees: 


• Health Board meeting. 


• Quality, Safety and Experience Committee (QSE). 


• Performance, Finance, and Information Governance Committee (PFIG). 


• Partnerships, People and Population Health Committee (PPPH). 


• Audit Committee. 


2.3 We met with the relevant Secretariat for each of the above to determine the 
processes in place. The Health Board does not have a formal written control policy 


in place to support Board and Committee reporting however we found that 


established practice was consistent across our review sample. We noted the 


following: 


• The Office of the Board Secretary issue an annual calendar outlining the dates 
of all key Health Board meetings and Committees for the forthcoming year. 


The calendar also specifies the dates that papers are due for submission to 
ensure compliance with Standing Orders paper publishing requirements. The 


Health Board are required by standing orders to publish public meeting 
papers and agendas seven days prior to meetings taking place, therefore 


paper submission deadlines are set at ten days prior to ensure adequate time 
to quality assure and publish. The Board and Committee calendar is not 


published on the Health Board website but circulated to relevant members 
via email distribution list. Apart from the Audit Committee which sits 


quarterly, the Board and Committees in our review met bi-monthly. 
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• We found that the agenda setting process was consistent. In all instances 
the meeting agendas are developed through discussion with the Lead 


Executives and/or Chair, and are informed by relevant Cycles of Business, 
action logs from previous meetings (which are updated and reviewed at the 


beginning of each meeting), adhoc issues raised, requests from Executive 
Directors or Division Leads, and referrals to/from other Committees. Draft 


agendas are developed and documented by the Secretariat and agreed with 
Lead Executives / Chairs prior to issue (though agreement is not formally 


recorded). Once agreed, Secretariat issue a call for papers to all meeting 


participants, personal assistants, and report contributors, outlining the 


meeting agenda, submission deadlines, and copy report templates.  


We found that the timescale for developing and issuing agendas varied 
between the Committees reviewed and ranged from three to six weeks prior 


to the meeting. Whilst the deadline for submission of papers is mandated 
within Standing Orders, there are currently no prescriptive deadlines for 


issuing agendas or calls for papers. This is pertinent as the issuing of agendas 
along with the call for papers can directly impact the time available for report 


authors to prepare their reports or papers.  


• The Secretariat are responsible for the management and administration of 


meeting paper submissions, ensuring that all requested papers and reports 
have been received by the required deadlines and are of the required 


standard. There is no formal documented process in place to support this 
process but rather it is based on accepted practice that has developed over 


time. The Secretariat advised that they chase up late submissions with 


relevant Executive Leads and / or report authors and escalate issues of 
significance via Board Secretary, Committee Chairs and Executive Leads. On 


receipt, the Secretariat review and undertake quality and sense checks of all 
papers and reports to ensure that they are of the required standard and 


conform with the reporting standards of the relevant Committees. We were 
advised that it is common for papers and reports to require amendments and 


revision. Examples given ranged from addressing formatting and grammar 
issues, missing attachments, EQIAs, embedded documents, abbreviation and 


acronym explanations, Information Governance issues, to significant content 
amendments. Compounding this, late submissions significantly limit the time 


available to quality assure the papers and reports prior to publishing. 


The Secretariat stated that it is not uncommon for late submissions to be 


received outside of working hours, placing significant pressure to finalise and 
publish the papers to meet the requirements of the Standing Orders. We 


were provided with examples of late, out of hours, submissions to support 


this assertion. 


• As noted in paragraph 2.1, the Health Board are currently implementing a 


formal Board / Committee Paper Assurance and Publication Standard 
Operating Procedure (SOP) which seeks to address some of the key issues 


identified above. Under the new SOP agenda setting is mandated two days 
post Board / Committee meeting with the call for papers to follow one day 
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after this. Furthermore, papers must be submitted by the relevant Executive 
Directors by 12:00pm two days prior to publication with any late submissions 


requiring Chair approval. This approach should maximise the time available 
for report / paper preparation, whilst ensuing that the quality checks are 


completed by the Executive Directors prior to submission.  


Conclusion: 


2.4 Despite the absence of a Health Board endorsed formal policy, we found that the 
process and accepted practice for requesting and managing the submission of 


papers and reports to Board and Committee meetings was consistent across the 


five meetings and committees reviewed. The implementation of the revised SOP 
should further strengthen the controls in place and ensure that report authors have 


as much time as possible to prepare and review papers prior to submission. 


We have concluded reasonable assurance for this objective. 


Objective 2: Executive sponsors have a robust process in place to ensure papers 


submitted to the Board and its Committees sufficiently meet the requirements 


of the Health Board. 


2.5 We reviewed a sample of Board and Committee minutes to determine whether 


submitted papers sufficiently meet the requirements of the Health Board. Our 
sample period consisted of the last three most recently held meetings where 


minutes had been published for each of the Board and Committees. We sought to 
identify recorded instances whereby the Board or Committee had raised quality 


concerns regarding submitted papers, where data errors had been identified, 
where papers had not met the expectations of the Board or committee, or where 


requested reports had not been completed and submitted. Our findings are based 


solely on the recorded minutes. 


2.6 Of the fifteen sets of Board and Committee minutes reviewed, we found that issues 
of significance regarding paper / report quality, or failures to meet expectations, 


had been raised and recorded in all minutes reviewed. The following table provides 


a summary of the number of issues identified per Board or Committee reviewed 


and is based solely on the narrative provided in the relevant minutes.  


Table 1 – Summary number of issues identified per Board / Committee 


Board 20/1/22 10/3/22 26/5/22 


No. of issues raised 4 3 2 


Quality, Safety and Experience Committee 1/3/22 3/5/22 5/7/22 


No. of issues raised 3 2 4 


Partnerships, People and Population Health 
Committee 


10/2/22 20/5/22 12/7/22 


No. of issues raised 3 3 3 
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Performance, Finance, and Information 


Governance Committee 


24/2/22 28/4/22 30/6/22 


No. of issues raised 4 3 3 


Audit Committee 14/12/21 15/3/22 30/6/22 


No. of issues raised 1 1 1 


Source – data based solely on extract and Internal Audit interpretation of published 


minutes. 


2.7 The type and nature of issues identified varied and included the following: 


• Requested updates or amendments not actioned. 


• Data or information inaccuracies.  


• Typographical errors. 


• Documents omitted. 


• Papers not meeting Board or Committee expectations. 


• Reports not submitted for Board / Committee consideration and scrutiny. 


The following table, whilst not exhaustive, are extracts taken directly from the 
published minutes reviewed and provide examples and context for some of the 


issues of significance identified: 


Table 2 – Example extracts from Board / Committee minutes. 


Board / 
Committee 


Extract from published minutes 


Board Board Meeting 26/5/22 


Operating Model - Chief Executive Officer, Deputy Chief Executive/Director Integrated 
Clinical Delivery (SRO). 


• The Executive Director of Workforce and Organisational Development apologised for 
errors within the final pack and that these would be amended, noting that the Board 
was not being asked to agree Executive portfolios. 


Executive Members update and recommendations on the 28 Day Plan Vascular Services 


in Betsi Cadwaladr University Health Board - Executive Medical Director. 


• The Executive Medical Director apologised for the report as presented, which was in 
fact the paper considered by the Executive Team the previous week. 


Board Meeting 10/3/22 


People Strategy and Plan: Stronger Together - Executive Director Workforce & OD. 


• The Chair advised that he wished to refer this item to the Extraordinary Board Meeting 


on 30 March as the plan could not be approved due to the number of gaps [sic] which 
still needed to be addressed. 


Operating Model - Chief Executive Officer. 


• The Executive Director of Workforce and Organisational Development apologised for 
the errors in the documentation shared, and advised that these would be addressed 
outside of the meeting and circulated ahead of the extraordinary meeting of 30th March 
2022. 
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Regional Population Needs Assessment - Executive Director of Public Health. 


• It was agreed that an Executive summary should accompany the document for future 
presentation. 


Board Meeting 20/1/22 


Action Log update. 


• The Vice Chair raised concerns around action 21.123.2 QPR in that the action reported 
that information had been circulated that had not. She also expressed concern over 
the fact that the action was still incomplete despite various commitments to address it 


over a number of consecutive meetings. 


Winter/Resilience Plan - Executive Director of Nursing and Midwifery, Deputy CEO. 


• The Executive Director of Nursing & Midwifery apologised for the typographical errors 
in the report. 


Quality and Performance Report - Executive Director of Finance. 


• A colour coding error on page 28 around second and third metrics around CAMHS was 
noted and a further validation check would be included for the next report… The Vice 


Chair highlighted that the QSE Committee had not accepted the report in January 2022 
due to the inaccuracies. The Vice Chair noted that the report was being reviewed and 
the current manual approach to the production of the report was being replaced, 
however expressed disappointment that the report had been presented to the Board 
with the same inaccuracies. 


Primary and Community Care Academy - Executive Director Primary Care & Community 


Services, Executive Director Workforce & OD. 


• Some further inaccuracies were noted and clarification on the timescale for 
implementation was sought. 


Quality, 


Safety and 
Experience 


Committee 


Quality, Safety and Experience Committee 5/7/22 


Community Health Council Speech and Language Therapy Report - Acting Executive 
Director Therapies & Health Sciences. 


• It was noted that more dynamic reporting was required rather than being so heavily 
reliant on Welsh Government targets. 


Mental Health Improvement Plan - Executive Director of Public Health. 


• An Independent Member advised that there was an element of receiving the same 
information as was highlighted in 2018, he raised concerns that there was no 
confidence that the was any movement and that significant down turn in the service 
was evident… The Chair enquired as to why the detailed improvement plan had not 


been provided as requested in March and May and for the July meeting, she [sic] 
clarified that she had not asked for a presentation on the Betsi approach again but the 
full improvement plan to ensure that the Committee received the detail to be able to 
give the Board assurance… It was resolved that the Committee took no assurance from 
the document presented and requested a further feedback session on the detailed plan. 


Urology –Deputy CEO/Executive Director of Integrated Clinical Services. 


• The Executive Director of Integrated Clinical Delivery/Deputy Chief Executive 
apologised to the Committee for there not being a written paper. 


Human Tissue Authority Preparedness Report - Executive Medical Director. 


• The Executive Medical Director advised that he had withdrawn the item as the paper 
was not of the quality required to be received at QSE. 


Quality, Safety and Experience Committee 3/5/22 


Report of the Lead Executive - Deputy CEO/Executive Director of Integrated Clinical 


Services. 
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• An Independent Member noted that the report highlights a number of Reports whereby 


Improvement Work will Commence or is being planned and that going forward timelines 
would be helpful. 


Clinical Audit Plan - Executive Medical Director. 


• The Committee noted that the overarching plan was not received and that given that 
the role of the Committee was to approve and be assured, an extraordinary meeting 
be convened for this to take place. 


YGC Action Plan - Deputy CEO/Executive Director of Integrated Clinical Services. 


• The Chair commented that at the March 2022 meeting it was requested that the 
overarching Action Plan should return to the Committee and that what had been 
received was one specific Action Plan. 


Quality, Safety and Experience Committee 1/3/22 


Patient Safety Report - Deputy CEO/Executive Director of Integrated Clinical Services. 


• It was noted that fundamentally, concern was that there was no assurance over the 
learning from incidents, [sic] that the report was informing about the incidents and the 


immediate learning, but not what has happened to previous incidents. 


• The Chair highlighted that this agenda item was supposed to provide a deep dive of 
Never Events and that she was disappointed with the lack of detail within the report. 
The Acting Associate Director of Quality Assurance apologised for missing the 
expectation with the report. 


External Serious Incident Reviews MHLD - Having taken advice, the papers associated 


with this item have now been removed pending the inquests. 


• The Chief Executive noted that the Health Board wide action plan lacks outcomes and 
timescales, that what is currently presented is a good start, but required tangible 
outcomes. 


Partnerships 
People and 


Population 
Health 
Committee 


Partnerships People and Population Health Committee 12/7/22 


Integrated Digital Informatics Assurance Review - Chief Digital and Information Officer. 


• An IM raised concern relating to factual accuracies of the WCCIS report, regarding 
implications of the reviews and engagement, along with the impacts and delays. 


Planning for workforce Deep Dive - Executive Director Workforce & OD. 


• The Chair expressed concern about being cited as an author of the report presented at 
PPPH without having had the opportunity to comment on the version that was 
published, and to ensure in the future adequate time to enable comment on final 
papers. 


Partnerships People and Population Health Committee 20/5/22 


Matters arising and table of actions. 


• In regard to SP20/10 It was noted that the Committee was disappointed that the Asset 


Management (AM) Strategy (previously referred to as the Estate Strategy) had not 
been ready for discussion however the Committee was pleased that the report is due 
to be presented in the July meeting... In regard to PP21/11, Integrated Digital 


Dashboard Q1 report, the Committee was concerned about some factual inaccuracies 
within the review. 


Operational Plan Monitoring Report 2021-22. Position as at 31st March 2022 Executive 
Director of Finance. 


• The Executive Director of Workforce & OD wished it be noted that there was an error 
in the report on page 8, E3.5 regarding SEQOHS. The report incorrectly showed ‘red’… 
[IM] requested additional narrative which would note both the key drivers as to the 


causes and the mitigating circumstances around areas where the organisation was 
either not improving or indeed going backwards. The Director of Performance wished 
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to confirm strengthening the narrative is the plan going forward in the new reporting 


system. 


Partnerships People and Population Health Committee 10/2/22 


Matters arising and table of actions. 


• In regard to SP20/10 It was noted that the Committee was disappointed that the Asset 
Management (AM) Strategy (previously referred to as the Estate Strategy) had not 
been ready for discussion… In regard to PP21/40 Emergency Planning Resilience and 
Response (EPRR), the Committee was disappointed that a follow up report had not 


been provided. 


Performance 
Finance, and 
Information 
Governance 


Committee 


Performance Finance, and Information Governance Committee 30/6/22 


Procurement of Construction Consultant Framework - Executive Director of Finance. 


• The Committee questioned the use of the word ‘Board’ on the coversheet, where it 
requests support. The Assistant Director of Capital Strategy apologies and confirmed 
the error – it should have read ‘Committee’ and he confirmed that he would like the 


Committee’s support to allow to progress with the procurement, noting that this report 
was for assurance. 


Quality & Performance Report - Executive Director of Finance. 


• The Committee, whilst wishing to celebrate the positive areas, felt that the report 
painted a depressing picture and noted that there was an error in on pg. 5 of the report 
– Quadruple Aim 3, GP Practice Sickness Rates’ but the information below referred to 


PADR rates. The Executive Director of Workforce & OD queried the figures in the report 
on pg. 5, which said that the increasing trend for staff sickness rate over the last 8 
months had ended and that sickness rates fell to 5.66% - she said that this figure was 
incorrect and that staff sickness rate was not reducing. She agreed to provide clarity 
and an update at the next meeting… The Committee required clarification around staff 
sickness figures contained within pg. 25 of the report, which showed that sickness rates 
were reducing and the mathematics were incorrect… The Committee asked if, despite 


repeated requests, a target percentage could be put into the report, with regards to 
the percentage of stroke patients who receive a 6 month follow up assessment as noted 
on pg. 9 of the report, to measure progress against. 


Planned Care Status Report - Deputy Chief Executive/Executive Director of Integrated 
Clinical Services. 


• The Committee sought assurance as to when it was planned to bring the revision of 
the trajectories that were agreed within the IMTP to the Board. The Executive Director 


of Transformation, Strategic Planning and Commissioning confirmed that only Planned 
Care trajectories had been revised and that the report should have read that the DU 
and the Health Board were almost in agreement as to where the trajectories should be 
and once they were in agreement, these would be brought back through the Board 
Governance processes. 


Performance Finance, and Information Governance Committee 28/4/22 


Transformation update - Executive Director of Primary Care and Community Services 


• The Committee observed that there was inconsistency in the level of detail provided on 
various schemes and sought this to be addressed… A discussion ensued on quality 
aspects of the report provided. It was agreed that arrangements would be put in place 
for proofing clarity of narrative in future reports and application of appropriate colour 
application on milestones. 


Operational Plan Monitoring Report 2021-22 - Executive Director of Finance. 


• The Committee raised concern on schemes which moved from ‘Green’ to ‘ Red’ within 
the last quarter and sought realistic, target setting and prioritisation to be 
demonstrated in the new monitoring plan format to ensure transparency. 


Performance Finance, and Information Governance Committee 24/2/22 
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Presentation: Integrated Medium-Term Plan (IMTP) - financial focus - Executive 


Director of Finance. 


• The Committee expressed concern over the lack of precision around the savings targets 
and timelines provided and sought greater detail of the proposed savings and action 
plan to deliver them. 


Information Governance 2021/22 Key Performance Indicators (KPI) Report - Interim 
Director of Governance. 


• The Committee Chair requested that more clarity in graph format be provided in future 


reports to enable trend monitoring of historical and current compliance data across 
areas of the organisation to be more easily identified. 


Operational Plan Monitoring Report 2021-22 - Executive Director of Finance. 


• A discussion ensued on the effectiveness of narrative provided to explain actions at 
‘Red’. It was acknowledged that ‘snapshot’ explanations were provided however more 


overall detail was also required to understand the actions being taken overall to deal 
with longstanding delays as opposed to positive reporting of snapshot gains. 


Audit 
Committee 


Audit Committee 30/6/22 


Risk Management Strategy – Interim Board Secretary.  


• The Interim Board Secretary presented the draft strategy to which Members raised a 
number of queries/corrections. 


Audit Committee 15/3/22 


Policies for Consent - Board Secretary. 


• An Independent Member noted the reference to an Appendix within the coversheet 
report that was not included. 


Audit Committee 14/12/21 


Corporate Risk Register - Interim Director of Governance. 


• It appeared that there were some medium term controls that were missing, such as 
processes for managing workforce numbers in the medium to long term future. 


Source – extracts from published Health Board/Committee minutes.  


2.8 We reviewed a sample of submissions that had issues or concerns raised to 
determine whether the papers had been subject to review and scrutiny prior to 


being submitted to the Board or Committees. Our sample comprised of twenty-
seven papers - two from each of the three months reviewed for Board, QSE, PFIG, 


PPPH committees and one from each of the three months reviewed for the Audit 
Committee (owing to the lower frequency of issued raised). Our findings are based 


on information stated on report / paper cover sheets – noting that the Office of the 
Board Secretary implemented an amended Board / Committee cover sheet in June 


2022. We noted the following: 


• We found five instances where prior scrutiny had not been stated on 


respective cover sheets. Most papers in our sample had been subject to prior 
scrutiny, however the issues identified by Board or Committees had not been 


picked up or addressed during the pre-submission review phase. We noted 


that the provision to record Prior Scrutiny had changed to “Feedback, 
response, and follow up summary following consultation” on the revised 


cover sheets. 
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• We found five instances whereby the Assessment and Analysis Section of the 
Cover Sheets had not been completed comprehensively or had limited detail. 


The purpose of this section is to provide Board or Committee members with 
a summary overview of strategy implications, options considered, financial 


implications, risk analysis, legal and compliance, and impact assessment of 
the paper or report submissions. We noted that whilst some of these 


provisions have changed or been removed from the revised cover sheet 
however several authors had included the analysis either as separate 


documents or within the body of their reports / papers.  


• There was no cover sheet or report for one paper within our review sample 


as the report had been withdrawn due to not being of the required quality. 


• Two instances in our review sample were updates of Action Logs. In both 
instances the Committee noted disappointment that a required paper or 


update was not ready for discussion. 


Conclusion: 


2.9 We found a significant number of instances whereby submitted reports or papers 
did not meet Board or Committee expectations or were submitted with errors. We 


reviewed a sample of these papers and found that despite having been subject to 
prior scrutiny, the issues identified by Board or Committees had not been identified 


or addressed during the pre-submission review phase. We also found recurring 


issues that were not being addressed.   


We have concluded limited assurance for this objective. 


Objective 3: Papers are submitted and publicised in line with the requirements 


of Health Board Standing Orders, with breaches accurately recorded and 


reported to the Audit Committee. 


2.10 NHS Wales utilise the iBabs Meeting Management Platform to publish their Board 
and Committee agenda packs. The Health Board Standing Orders (para 7.4) sets 


out the timescales in which papers should be published and provided to Board 


members and members of the public. The following extract is taken from the Health 
Board Standing Orders, Reservation and Delegation of Powers (v24.0 approved by 


May 2021 Board):  


“Notifying and equipping Board Members 


 Board members shall be sent an Agenda and a complete set of supporting papers 


at least 7 calendar days before a formal Board meeting. 


Notifying the public and others 


Except for meetings called in accordance with Standing Order 7.3, at least 7 


calendar days before each meeting of the Board a public notice of the time and 
place of the meeting, and the public part of the agenda, shall be displayed 


bilingually (in English and Welsh): 


• On the LHB’s website, together with the papers supporting the public part of 


the agenda; as well as 
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• Through other methods of communication as set out in the LHB’s 


communication strategy.”   


2.11 Reporting breaches are deemed when the Health Board fail to publish Board and 


Committee agendas and / or papers within seven days prior to the meeting date. 
Breaches are reviewed by and reported to the Health Board Audit Committee. The 


Health Board utilise a Breach Log to record reporting breaches. The document is a 
live ‘Microsoft Excel’ workbook which is populated by the Secretariat and includes 


the following field headings: 


• Meeting date. 


• Meeting. 


• Board Standard (Publication of papers 7 days before meeting). 


• Nature of breach and outcome. 


• Name of paper. 


• Breach owner. 


• Reported by. 


2.12 During the March 2022 Audit Committee, members discussed the purpose and 


content of the Breach Log and queried whether the report was an accurate 
reflection of the number of breaches and whether there was sufficient oversight of 


the recording process. We discussed the recording of breaches with the Secretariat 
and are unable to provide assurance that the process is robust or that all breaches 


are captured. 


2.13 There is no automated mechanism or process in place to capture breaches or to 


reconcile reported breaches to iBabs publish data – the process is reliant on self-
referrals from Board and Committee Secretariat. The Secretariat confirmed that 


they manually populate the breach log following the publication of papers based 
on known breaches within the current submission cycle. However the limited 


controls, oversight, or reconciliation can lead to inconsistency and inaccurate 
reporting. For example, one Secretariat advised that a paper or report would only 


be republished if it was subject to a material revision – however this republishing 
would not be considered a breach coupled with the Secretariat not ticking a box to 


email all recipients of the republished/added paper(s). 


2.14 There is no provision to extract submission data from iBabs to inform the Breach 
Log or to compare against reported breaches. We were advised that this data is 


available directly from the iBabs support team, however following requests on our 


behalf to the supplier, we have yet to receive the report to support this review.  


Conclusion: 


2.15 We are unable to confirm that all breaches are reported to the Audit Committee in 


the Breaches Log. There are no formal controls or mechanisms in place to capture 
the data, or to reconcile reported information to source data. Reported breaches 


rely on self-referral by committee Secretariat which are likely to lead to incomplete 


and accurate information. 
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We have concluded limited assurance for this objective. 


Objective 4: Board and Committee cycles of business are periodically reviewed 


and inform meeting agendas, and the Board / Committees receive the required 


information to satisfy the Terms of Reference of the meeting. 


2.16 Terms of Reference and Cycles of Business are integral to effective Board and 
Committee governance and inform meeting agendas. We sought to confirm that 


the Board and Committees in our review sample had up to date and approved 
Cycles of Business/Terms of Reference and considered whether the documents 


were available to the public. Our findings are based on a review of published 
meeting minutes from April 2021 to September 2022 and information available on 


the Health Board website. The following tables summarise our findings: 


Table 3 – Committee Cycles of Business 


Board / Committee Cycle of 


Business 
in place 


Published 


Online 
(BCU 


Website) 


Reviewed/presented 


to Committee 


Approved 


per 
Minutes 


Board Yes No 15/7/21 part of 
Proposed Integrated 


Governance Framework 


Yes 


 


Quality, Safety and Experience 
Committee 


Yes No No n/a 


Partnerships, People and Population 
Health Committee 


Yes No 20/5/22 Yes 


Performance, Finance, and Information 
Governance Committee 


Yes No 28/4/22 Yes 


Audit Committee Yes No 15/3/22 Yes 


Table 4 – Committee Terms of Reference 


Board / Committee Terms of 
Reference 
in place 


Published 
Online 
(BCU 


Website) 


Reviewed/presented 
to Committee 


Approved 
per 


Minutes 


Quality, Safety and Experience 


Committee 


Yes Yes 7/9/21 Yes 


Partnerships, People and Population 
Health Committee 


Yes No 20/5/22 Yes 


Performance, Finance, and Information 
Governance Committee 


Yes No 28/4/22 Yes 


Audit Committee Yes Yes No n/a 
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2.17 Key findings and limitations: 


• All Committees reviewed have a Cycle of Business in place. However, we 


were unable to confirm that the QSE Committee and Board Cycles of Business 
had been submitted for consideration and approval during the last twelve 


months – though we did note that the Board Cycle of Business was included 
as part of the Proposed Integrated Governance Framework suite of 


documents which were agreed in July 2021, implemented September 2021. 
None of the Cycles of Business reviewed were published on the Health Board 


website. 


• We obtained copy Terms of Reference for all four Committees in our sample. 
We reviewed the minutes and agenda bundles for the period April 2021 to 


September 2022 and found that the Audit Committee Terms of Reference 
had not been considered and approved at relevant meetings. The approach 


to publishing Terms of Reference online also varied – from our review sample 
only the QSE Committee and Audit Committee publish their Terms of 


Reference online alongside meeting agenda bundles and minutes. This 


should be accepted good practice. 


• We found that there has been a change in reporting / publishing practice 
over recent months. Historically the Health Board would publish approved 


meeting minutes alongside agenda bundles on the public facing Health Board 
website. However, this is no longer done. Readers must access the 


subsequent meeting agenda bundle to view draft minutes of previous 
meeting (a review of previous meeting minutes for accuracy is a standing 


agenda item for all Health Board and Committees). Approved Board and QSE 


Committee minutes were last published in September 2021, whilst PFIG and 
PPPH Committees minutes were last published in February 2022. We noted 


that the Audit Committee continue to publish their approved minutes, which 


should be considered good practice. 


Conclusion: 


2.18 Not all Board and Committee Cycles of Business and Terms of Reference in our 


review sample had been subject to recent review and approval. The approach to 
publishing Cycles of Business and Terms of Reference was also inconsistent – with 


only the QSE and Audit Committee Terms of Reference available online. Cycles of 
Business were not published and there had been a recent move away from 


publishing approved meeting minutes but are unclear why this has happened. 
There are opportunities to promote transparency, encourage public engagement, 


and improve accessibility. 


We have concluded limited assurance for this objective.   
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Appendix A: Management Action Plan 
Matter Arising 1: Request and submission of papers and reports (Design) Impact 


At the time of review, there was no formal process in place to support the request for and submission of papers 


and reports to Board and Committee meetings. Whilst established practice was consistent across our review 


sample, we noted the following limitations:  


• The meetings and committee calendar is not published on the Health Board website – distribution is 


limited to relevant members via email only. 


• We found that the timescale for developing and issuing agendas varied between the committees 


reviewed and ranged from three to six weeks prior to the meeting taking place. 


• The Secretariat advised that submitted papers often require significant input to prepare for publication. 


• Late submissions significantly limit the time available to quality assure the papers and reports prior to 


publishing. 


Potential risk of: 


• Lack of transparency. 


• Inconsistency and delays in 


agenda setting / call for papers 


adversely impacting on the 


quality of the papers. 


• Over-reliance on Secretariat to 


quality check papers and reports. 


• Breach of Standing Orders. 


Recommendations Priority 


1.1  


 


We recognise that the Health Board have recently implemented a Board / Committee Paper 


Assurance and Publication SOP. Management should ensure established timescales are met, monitor 


compliance, and escalate issues of significance to relevant Executive Leads, Chairs, and/or Board 


Secretary. 


High 


1.2  Management to consider publishing Board and Committee calendar on the Health Board website to 


encourage public engagement. Low 


Agreed Management Action Target Date Responsible Officer 


1.1  Agreed and as stated a Standard Operating Procedure for committee and board 


agendas is in place. 


Completed Interim Board Secretary 
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1.2 2023/24 Board and Committee meeting calendar will be published when 


finalised. 


31/12/2022 Interim Board Secretary 
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Matter Arising 2: Submitted papers meet the Board / Committee requirements (Operation) Impact 


We reviewed the three most recent published minutes for the Health Board, QSE, PFIG, PPPH, and Audit 


Committees and found a significant number of instances whereby submitted reports or papers did not meet 


expectations, were not of the required quality standard, or were submitted with errors. We reviewed a sample 


of twenty-seven papers and found that despite having been subject to prior scrutiny, the issues identified by 


Board or Committees had not been picked up or addressed during the pre-submission review phase. We also 


found recurring issues that were not being addressed and inconsistency in the completion of Board or 


Committee cover sheets. Example of issues identified included: 


• Requested updates or amendments not actioned. 


• Data or information inaccuracies. 


• Typographical errors. 


• Documents omitted. 


• Papers not meeting Board or Committee expectations 


 


Potential risk of: 


• Board / Committee acting on 


poor or inaccurate information. 


• Service or development delays. 


• Reputational damage. 


• Lack of ownership and 


accountability. 


Recommendations Priority 


2.1 


 


Management to ensure that papers and reports submitted to the Health Board, Committees, or 


Advisory Groups are of the expected standard, meet the requirements of the Board / Committee and 


have been reviewed and quality checked prior to being submitted. Submissions to comply with Board 


/ Committee Paper Assurance and Publication SOP.   


 


High 


2.2 Health Board to undertake a root cause analysis of Board and Committee paper and report quality 


to determine whether there are underlying factors impacting the frequency of issues raised and 


determine appropriate solutions. 


High 


Agreed Management Action Target Date Responsible Officer 


2.1  


 


We will put in place three line of defence processes in assurance reporting, which 


will enable more focus on the requirements of the Board and its Committees, as 


well as the evidence required at an executive level to enable robust reports to 


be produced. This will also be incorporated within the Board and Committee 


30/03/23 Acting Chief Executive 
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effectiveness review and incorporated within the overall action plan, which be 


aligned to the Board development programme.  


2.2 Accepted, root cause analysis to be undertaken as a result of the Board and 


Committee effectiveness review. 


30/03/23 Interim Board Secretary 
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Matter Arising 3: Reporting Breaches (Design) Impact 


We were unable to verify the accuracy of reported breaches - there are no formal controls in place to support 


the process and the iBabs support team did not provided source data for review. Reported breaches rely on 


self-referral by Board/Committee Secretariat, and there is no oversight or reconciliation of reported information 


to source data. 


 


Potential risk of: 


• Lack of transparency and 


consistency. 


• Inaccurate reporting. 


Recommendations Priority 


3.1  


 


Management to establish controls and monitoring arrangements to ensure that all reporting 


breaches are captured and reported to the Audit Committee.  


 


High 


Agreed Management Action Target Date Responsible Officer 


3.1 All staff will be reminded of the requirement to complete the breach log in 


relevant cases. 


Internal Audit observation: We do not believe the management action 


mitigates the risk of inaccurate reporting to Audit Committee.  


31/12/2022 


 


Head of Corporate Affairs 
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Matter Arising 4: Cycles of Business and Terms of Reference (Operation) Impact 


We reviewed meeting minutes from April 2021 to September 2022 to determine whether the Board, QSE, 


PFIG, PPPH, and Audit Committee Cycles of Business and Terms of Reference had been reviewed and agreed. 


We noted the following limitations: 


• We were unable to confirm that the Board and QSE Committee Cycles of Business had been reviewed 


and approved during the last twelve months - though we noted that the Board Cycle of Business had 


been approved in July 2021 as part of the Proposed Integrated Governance Framework suite of 


documents which were noted as being implemented in September 2021. 


• We were unable to confirm that the Audit Committee Terms of Reference had been submitted for 


consideration and Board / Committee approval over the period reviewed. 


• Cycles of Business and Terms of Reference were not published on the Health Board website for the 


Board/Committees reviewed –noted exceptions were QSE Committee and Audit Committee which both 


published their Terms of Reference online.  


• Board, QSE, PFIG, and PPPH Committee approved minutes have not been published on the Health Board 


website in recent months – though they are available within the agenda bundles of subsequent 


meetings. 


Potential risk of: 


• Terms of Reference and Cycles of 


Business are outdated and no 


longer relevant. 


• Lack of transparency. 


• Complaints due to poor 


accessibility.  


Recommendations Priority 


4.1  Health Board/Committee Cycles of Business and/or Terms of Reference should be periodically 


reviewed and approved by relevant committees to ensure continued relevance. Approval should be 


recorded in relevant meeting minutes. 
High 


4.2 Management to consider publishing Board/Committee Terms of Reference and/or Cycles of Business 


on the Health Board website to promote public engagement and reintroduce the publishing of 


meeting minutes to improve accessibility. 


 


Medium 


Agreed Management Action Target Date Responsible Officer 
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4.1 Agreed. The ToR approved by Board in the September 2021 governance review 


are in the process of being reviewed and proposed to the committees and their 


approval will naturally be minuted. Committee Terms of reference will also be 


reviewed as part of the Board and Committee effectiveness review. 


30/03/23 


 


Interim Board Secretary 


4.2 Agreed, these will be published on the website. 30/11/22 Head of Corporate Affairs 
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Appendix B: Assurance opinion and action plan risk rating 


Audit Assurance Ratings 


We define the following levels of assurance that governance, risk management and internal 


control within the area under review are suitable designed and applied effectively: 


 


Substantial 


assurance 


Few matters require attention and are compliance or advisory in 


nature.  


Low impact on residual risk exposure. 


 


Reasonable 


assurance 


Some matters require management attention in control design or 


compliance.  


Low to moderate impact on residual risk exposure until resolved. 


 


Limited 


assurance 


More significant matters require management attention. 


Moderate impact on residual risk exposure until resolved. 


 


No assurance 


Action is required to address the whole control framework in this 


area. 


High impact on residual risk exposure until resolved. 


 


Assurance not 


applicable 


Given to reviews and support provided to management which form 


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


are not appropriate. 


These reviews are still relevant to the evidence base upon which 


the overall opinion is formed. 


Prioritisation of Recommendations 


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


Priority 
level 


Explanation Management action 


High 


Poor system design OR widespread non-compliance. 


Significant risk to achievement of a system objective OR 


evidence present of material loss, error or misstatement. 


Immediate* 


Medium 
Minor weakness in system design OR limited non-compliance. 


Some risk to achievement of a system objective. 
Within one month* 


Low 


Potential to enhance system design to improve efficiency or 


effectiveness of controls. 


Generally issues of good practice for management 


consideration. 


Within three months* 


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