
Length of 
Meeting: 

02:55
Agenda 
Status:

 Deadline for Papers: 

Time
Mins

allotted
Agendum Title Format Item for Item requested by Paper prepared by Item presented by

OPENING ITEMS

1 Chair's Welcome, Apols and Quorum Verbal Information Standing n/a Chair

2 Declarations of Interest Verbal To State Conflicts Standing n/a Chair

3 Minutes of the Last Meeting: 10 July 2024 Paper Approval Standing n/a Chair

4
Action Log & Matters Arising:
Item 4.1 Committee Highlight Report 7 June 2024 and 10 July 2024

Paper Discussion Standing n/a Chair

09:35 00:10 5 Chair's Report on Continuous Committee Effectiveness Paper Discussion Standing n/a Chair

09:45 00:30 6

Internal Audit Progress Report and IA Reports: 
Item 6.1 Volunteers Governance
Item 6.2 Disciplinary Case Management Compassionate Practices
Item 6.3 Risk Management

Paper Assurance CoB Internal Audit

Osian Lloyd
6.1 Internal Audit./ Judith Bryce
6.2 Internal Audit / Angela Lewis
6.3 Internal Audit /Trish Mills

10:15 00:15 7
Audit Wales Update Report

Paper Assurance CoB External Audit Fflur Jones

10:30 00:30 8 Risk Management and  Board Assurance  Framework Paper 
Presentation

Assurance CoB Gov Julie Boalch

11:00 00:15 COMFORT BREAK

11:15 00:15 9 Audit Tracker Paper Assurance CoB Gov Trish Mills 

11:30 00:10 10 Policy Report Paper Assurance CoB Gov Julie Boalch

11:40 00:15 11 Quality and Performance Management Framework Paper Assurance CoB SPP Rachel Marsh

11:55 00:10 12 Assurance to ARAC on Speaking Up Safely Arrangements at WAST Paper Assurance CoB Gov Trish Mills 

12:05 00:05 13 Losses and Special Payments Paper Assurance CoB FinCor Chris Turley

12:10 00:05 14 All Wales Audit Committee Chairs Update Paper Discussion Ad Hoc Gov Chair

CONSENT ITEMS

12:15 00:00 15 Cycle of Business Monitoring Report and Committee Priorities Paper Assurance CoB Gov Trish Mills 

CLOSING ITEMS

16 Reflections and Summary of Decisions/Actions Verbal Discussion Standing n/a Chair

17 Any Other Business Verbal Discussion Standing n/a Chair

18 Date & Time of the Next Meeting: 21  November 2024 Verbal Information Standing n/a Chair

12:25 02:55 CLOSE

LEAD PRESENTERS

Judith Bryce Assistant Director of Operations

Angela Lewis Director of People and Culture

Executive Director of Finance and Corporate Resources

Position 

Assistant Director of Corporate Governance & Risk/Deputy Board Secretary

Non-Executive Director and Committee Chair

Director of Corporate Governance/Board Secretary

Head of Internal Audit

Audit Wales

12:15

00:0509:30

[OPEN] AUDIT, RISK AND ASSURANCE COMMITTEE - 12 September 2024

FOR APPROVAL, ASSURANCE AND DISCUSSION

00:10

Osian Lloyd

Trish Mills

Chris Turley

Name

Julie Boalch

Peter Curran

Fflur Jones



REGISTER OF INTERESTS FOR THE WELSH AMBULANCE SERVICES NHS TRUST TRUST BOARD AND EXECUTIVE LEADERSHIP TEAM    UPDATED 14 MAY 2024

Name Position Declaration Interest Type Date Interest Started Date Interest Ended Left Trust

Partner employed by Welsh Ambulance Services NHS Trust Any Other Interest July 2019

Member of the Order of St John Any Other Interest 01 March 2023

Volunteer – St John's Ambulance Cymru Any Other Interest 06 April 2023

Council Member – St John's Ambulance Cymru Gwent Council Any Other Interest 06 April 2023

Trustee of Action for Children [1097940] Position in Charity or Voluntary Organisation 01 February 2021

Company Director - Action for Children [04764232] Directorships 01 February 2021

Company Director - Action for Children (Wales) Ltd [10011497] Directorships 05 April 2022

Trustee of National Youth Arts Wales [1170643] Position in Charity or Voluntary Organisation 06 May 2021

Company Director - National Youth Arts Wales [10449512] Directorships 06 May 2021

Non-Executive Director for Taff Housing Position in Charity or Voluntary Organisation 01 May 2022

Company Director - Team Police Ltd [12518812] Directorships 01 January 2022

Independent Board Member of the Project Board - National Contemporary Art Gallery for Wales Any Other Interest 01 January 2024

Interim Finance Director for Torfaen Leisure Trust Directorships 01 September 2023 29 February 2024

Interim Independent Member – Kaplan International Colleges UK Ltd [05268303 Directorships 01 March 2024

Independent Member - Kaplan Open Learning (inc member of the Audit & Risk Committee) Directorships 21 March 2024

Colonel Commandant Queen Alexandra's Royal Army Nursing Corps Any other interest May 2020

Charity Trustee - Queen Alexandra’s Royal Army Nursing Corps Association Position in Charity/Voluntary Organisation 28 January 2021

Patron Motivation and Learning Trust Position in Charity or Voluntary Organisation 2014 December 2023

Chair ABF The Soldiers Charity (Glamorgan) Position in Charity/Voluntary Organisation 2015

Honorary Colonel 203 (Welsh) Multi-Role Medical Regiment (Commanding Officer's Principal Advisor) Any Other Interest 01-Apr-24

Member Royal College Nursing Any other interest 1978

Chair - Citizen Housing [Charity] (previously WM Housing Group) Position in Charity or Voluntary Organisation 01 January 2015

Company Director - Citizen Treasury PLC (previously WM Housing Treasury Ltd) Directorships 29 August 2017

Company Director - Citizen Treasury Vehicle Ltd Directorships 04 September 2017

Chair - North Devon Homes Position in Charity or Voluntary Organisation 01 October 2021

Company Director - North Devon Homes Directorships 01 April 2022

Chair - Green Square Accord (Housing Association) Position in Charity or Voluntary Organisation 26 March 2024

Company Director - LowCarbonLiving Homes Ltd [04207671] Directorships 26 March 2024

Company Director - Green Square Estates Ltd [8719365] Directorships 26 March 2024

Managing Director (Employed) at My Choice Healthcare Limited. Any Other Interest 01 June 2019

Non-Executive Board Member at RHA (Social Housing Organisation - Community Benefit Society) Position in Charity or Voluntary Organisation 01 November 2019

Company Director - My Choice Healthcare South Wales Limited Directorships 11 March 2020

Company Director - Moorlands Rehabilitation (Staffordshire) Limited. Directorships 20 December 2019

Company Director - Springfield (Bargoed) Limited. Directorships 12 March 2020

Company Director - Homes of Excellence Limited Directorships 19 March 2021

Company Director - Victoria House Care Property Limited Directorships 05 March 2020

Company Director - My Choice Healthcare (Four) Limited Directorships 27 April 2022

Company Director - Luk Ros Property Limited Directorships 12 March 2020

[Previously called Homes of Excellence Healthcare Limited, Company name changed 12.08.2022 - #12513139] Directorships 12 March 2020

Company Director - Hawthorn Court Property Limited Directorships 27 April 2022

[Previously called My Choice Healthcare (Three) Limited, Company name changed 12.08.2022 - #13371375] Directorships 27 April 2022

Company Director - Ocean Living Property Limited Directorships 22 July 2022

Company Director - Hawthorn Court Care Limited Directorships 22 July 2022

Company Director - Glyncornel Property Limited Directorships 01 July 2022

Company Director - My Choice Healthcare (Two) Limited Directorships 01 July 2022

Company Director - Carmarthen Care Limited Directorships 02 January 2024

Company Director - Towy Castle Property Limited Directorships 01 September 2023
HITCHON, Estelle Director of Partnerships and Engagement Nil Declaration

BROOKS, Lee Executive Director of Operations

Non-Executive Director
* Chair of the Audit Committee 
* Member of the Finance and Performance Committee
* Member of the Remuneration Committee

CURRAN, Peter

EVANS, Bethan Non-Executive Director 
* Chair of Quality, Patient Experience & Safety Committee
* Member of Charity Committee
* Member of Finance & Performance Committee
* Member of People & Culture Committee
* Member of Remuneration Committee 

DENNIS, Colin Chair of Trust Board and Non-Executive Director
* Chair of Remuneration Committee

DAVIES, Kevin Non-Executive Director
* Member of Academic Partnership Committee
* Member of Audit Committee
* Member of Finance & Performance Committee
* Member of Quality, Patient Experience & Safety Committee
* Member of Remuneration Committee 



REGISTER OF INTERESTS FOR THE WELSH AMBULANCE SERVICES NHS TRUST TRUST BOARD AND EXECUTIVE LEADERSHIP TEAM    UPDATED 14 MAY 2024

Name Position Declaration Interest Type Date Interest Started Date Interest Ended Left Trust

Management Consultant primarily working in third sector Interest in Companies and Securities 01 May 2019

Associate Director of SamKat Consulting Ltd in my capacity as self-employed management consultant Directorships 01 June 2021

Charity Trustee - Stroke Association Trustee, Chair Wales Advisory Group. Position in Charity or Voluntary Organisation 08 October 2020

Charitable Company - Stroke Association - Company Director Directorships 08 October 2020

Honorary Professor - Swansea University Personal or Departmental Sponsorship 2019

Member of the Order of St John Any Other Interest 2009
LEWIS, Angela Director of Workforce and Organisational Development [12 September 2022] Nil Declaration
MARSH, Rachel Executive Director of Strategy, Planning and Performance Nil Declaration
MILLS, Patricia (Trish) Board Secretary Nil Declaration
PARRY, Hugh Trade Union Partner Nil Declaration

Director, St Martin's Associates (Business consulting and coaching) Directorships 04 April 2022

Non -Executive Director Qualifications Wales ( regulator for all non degree qualifications in Wales) Any Other Interest 01 April 2021

Trustee MAE Cymru (Christian charity which champions gender equality in church of Wales) Position in Charity or Voluntary Organisation 13 November 2021 November 2023

Elected member, The governing body of the church in Wales (Parliament of church in Wales - voting member) Any Other Interest 01 April 2021

Relative (Parent) is a Non-Executive Director for Social Care Wales Any Other Interest 01 April 2017

Fellow of the British Computer Society – FBCS Any Other Interest 04 March 2024

Panel Member of the UK CIO Advisory Panel – Digital Health Any Other Interest 05 July 2023

Federation of Informatics Professionals - Leading Practitioner Any Other Interest 25 April 2024

Geldards LLP Any Other Interest 03 March 2009

Membership of the Law Society Any Other Interest 01 January 2006

Membership of the Employment Lawyers Association Any Other Interest 01 January 2006

Member of the Fairness, Inclusion & Respect Committee for the Institute of Civil Engineers in Wales Position in Charity or Voluntary Organisation 01 March 2018 31 December 2023

Independent Member of the South Wales Police Ethics Committee, 2 – 3 days a year. Any Other Interest 01 March 2018
SWINBURN, Andrew (Andy) Executive Director of Paramedicine Strategic Advisor to College of Paramedics Any Other Interest 01 January 2020
TURLEY, Christopher Executive Director of Finance and Corporate Resources Treasurer of Royal Gwent Hospital League of Friends. Position in Charity or Voluntary Organisation 01 February 2022
TURNER, Damon Trade Union Partner Nil Declaration

Chair/Director - Thornbury Carnival Community Interest Company Voluntary Position in Charity or Voluntary Organisation 01 August 2019

Member  Royal College Nursing Any Other Interest 01 August 2022

Committee member Royal College Nursing, Nurses in Management and Leadership Forum Steering Committee Position in Charity or Voluntary Organisation 01 August 2022

Executive Director of Quality and Nursing [from 01 August 2022]

SINGH, Anoop Joga 
(Joga)

Non-Executive Director
* Chair of the Finance & Performance Committee
* Member of the Audit Committee
* Member of People & Culture Committee
* Member of Remuneration Committee

WILLIAMS, Liam

JACKSON, Ceri Non-Executive Director & Vice Chair of the Trust Board
* Chair of Charity Committee
* Chair of the People and Culture Committee
* Member of Audit Committee
* Member of Quality, Patient Experience & Safety Committee
* Member of Remuneration Committee 

KILLENS, Jason Chief Executive

ROWAN, Hannah Non-Executive Director
* Chair of Academic Partnership Committee
* Member of Charity Committee
* Member of People & Culture Committee
* Member of Remuneration Committee 

Director of Digital Services [appointed 26.09.2023]SAMMUT, Jonathan (Jonny)
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WELSH AMBULANCE SERVICES UNIVERSITY NHS TRUST

UNCONFIRMED MINUTES OF THE OPEN MEETING OF THE AUDIT, RISK AND 
ASSURANCE COMMITTEE OF THE WELSH AMBULANCE SERVICES UNIVERSITY NHS 

TRUST HELD ON WEDNESDAY 10 JULY 2024 VIA TEAMS

Meeting Commenced at 09:00 
       
PRESENT:

Peter Curran
Ceri Jackson
Joga Singh 

           

Non-Executive Director and Committee Chair
Non-Executive Director and Vice Chair of the Trust Board
Non-Executive Director

IN ATTENDANCE:

Julie Boalch
Christian Fox
Jill Gill
Jason Killens
Angela Lewis
Osian Lloyd
Rachel Marsh
Trish Mills
Steve Owen
Madrun Parry-Jones
Alex Payne
Yvonne Thomas
Chris Turley
Damon Turner
Liam Williams
Carl Window 

Head of Risk/Deputy Board Secretary
Trade Union Partner
Head of Financial Accounting
Chief Executive Officer 
Director of People and Culture
Head of Internal Audit, NWSSP
Executive Director of Strategy, Planning and Performance
Director of Corporate Governance/Board Secretary
Corporate Governance Officer
Finance Graduate (Observer)
Corporate Governance Manager
Audit Wales
Executive Director of Finance and Corporate Resources 
Trade Union Partner
Executive Director of Quality and Nursing
Local Counter Fraud Manager 

APOLOGIES:
Judith Bryce
Kevin Davies
Fflur Jones

Assistant Director of Operations
Non-Executive Director 
Audit Wales
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35/24 PROCEDURAL MATTERS

The Chair welcomed all to the meeting noting the apologies of Judith Bryce, Kevin Davies 
and Fflur Jones.

Minutes: 

The Minutes of the Audit Committee meeting held on 7 June 2024 were approved. 

Committee Highlight Report

The Committee highlight report of 7 June 2024 was received for information.

RESOLVED:  The Committee. 

(1) Noted the apologies of Judith Bryce, Kevin Davies and Fflur Jones.
 

(2) Approved the Minutes of 7 June 2024.

(3) Received the Committee Highlight report of 7 June 2024 

36/24 2023-24 ANNUAL ACCOUNTS AND ANNUAL REPORT 

2023-24 Annual Audited Accounts

Chris Turley presented the Committee with the final audited accounts for 2023/24 noting 
that they have been prepared to comply with International Financial Reporting Standards 
(IFRS) adopted by the *European Union, in accordance with HM Treasury's FReM by the 
Welsh Ambulance Services NHS Trust under schedule 9 section 178 Para 3 (1) of the 
National Health Service (Wales) Act 2006 (c.42) in the form in which the Welsh Ministers, 
with the approval of the Treasury, directed. The following areas were highlighted:

1. Draft accounts were submitted by the Trust on 03 May 2024, in line with the timescales 
for 2023-24.

2. There was a retained surplus of £0.085m for the 2023/24 financial year which was 
comprised of; total Income of £306.835m, and net Expenditure of £306.750m.  There 
was an increase of income from patient care activities last year of £8.8m, and an 
increase in total income of £10.4m. The increase from last year of total net expenditure 
was also c£10.4m.

3. The Trust had met its financial duty to break even over the three years 2021/2022 to 
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2023/2024.

4. Expended Capital Investment funds of £25.301m (including IFRS16 leases funding), 
thereby utilising 100% of the Trust’s Welsh Government set Capital Expenditure Limit.

5. The Trust had achieved the Public Sector Payments Policy (PSPP) of 96.4% within 30 
days against the 95% target.

6. The financial statements were free of material misstatements; there were a number of 
corrected and a very small number of agreed uncorrected misstatements. The 
corrected misstatements were reflected in the accounts and all misstatements reported 
within the auditors ISA 260 report. None of the corrected misstatements affected the 
disclosed surplus of £0.085m.

Audit Report, 2023-24 Accounts (Inc. Letter of Representation)

Yvonne Thomas, on behalf of Audit Wales (AW), provided their report (ISA 260) that 
indicated it was the intention of the Auditor General for Wales to issue an unqualified 
certificate and report on the 2023/24 financial statements, citing that they provided a true 
and fair view of the Trust’s finances in the 2023/24 financial year.  

In terms of significant issues, as detailed on page six, two misstatements were identified 
which remain uncorrected. These do not impact the Trust's retained surplus position for the 
year-end, nor do they affect the audit opinion. Yvonne Thomas took the opportunity to 
thank Chris Turley, Jill Gill, and the wider Finance Team for their co-operation in completing 
the audit.

Comments:

The Committee recognised the very high standards set in completing the accounts and 
understood that the list of adjusted items likely stood out because of these high standards. 
However, in the context of a budget exceeding £300m, the number of adjustments was 
relatively low. Although there was no performance measure in the report, Members were 
confident that it would reflect positively.

Members also understood that the Finance Team were committed to continual 
improvement and performance. Regarding the two uncorrected misstatements, the 
Committee accepted the position regarding the misstatements not being material and that 
they did not affect the final position. The Committee were content to endorse the 2023/24 
Annual Accounts and recommend for Trust Board approval, and to recommend that the 
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Letter of Representation as described in the AW report be signed by the Trust’s Chair and 
Chief Executive Officer.

In his closing remarks, the Chair received final assurance from Yvonne Thomas that there 
was nothing else she would like to bring to the Committee’s attention that has not already 
been disclosed and reported in the ISA 260.

2023-24 Annual Report

Trish Mills explained that the Annual Report had been prepared in accordance with Welsh 
Government's 2023-24 Manual for Accounts. Previous iterations of this report have been 
circulated to the Board for review and comment. Audit Wales and the Welsh Government 
have reviewed the report, and any feedback and comments have been addressed.

A Task and Finish Group was formed to produce the Annual Report. Trish Mills extended 
her thanks to Julie Boalch and Alex Payne for leading this group. Additionally, Trish Mills 
appreciated the close liaison and support from the Strategy, Planning and Performance 
Team and the Quality Team, as well as contributions from other members of the group, 
including Finance, People & Culture, and Communications.

Trish Mills further added that the requirement for an annual Duty of Quality Report was re-
established this year as part of the Duty of Quality requirements under the Health and 
Social Care (Quality and Engagement) (Wales) Act 2020. While key elements of quality were 
contained in both parts of the annual report, there was a separate Duty of Quality report for 
endorsement by the Committee, which Liam Williams would present. It was important for 
the Task and Finish Group to include quality representation to ensure consistency of 
messaging and avoid duplication across the reports.

The Annual Report was divided into two parts, as usual. Part one - the Performance Report 
- reviewed the Trust's performance for 2023-24, providing an overview of its long-term 
strategy and the Integrated Medium-Term Plan (IMTP) for 2023-24. It also covered 
performance across four quadrants: Our Patients, Our People, Finance and Value, and 
Partnerships and System Contributions. The second section of the first part offered a more 
detailed integrated delivery and performance analysis.

Part two of the Annual Report – the Accountability Report - included the Directors' Report, 
the Statement of Accounting Officers' Responsibilities, and the Governance Statement. 
Additionally, it contained a remuneration table that had been reviewed by the 
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Remuneration Committee. This report was also audited by Audit Wales and contained the 
staff report. Key disclosure statements were contained in the Accountability Report, in 
particular at page 100, which was the Statement of Directors’ Responsibilities in respect of 
the accounts, which will be signed by order of the Board and will be finalised on Friday after 
the Board meeting.

Comments:
The Committee thanked all concerned for this commendable piece of work, and 
acknowledged the assurance provided within it. It was further recognised that the Finance 
& Performance Committee received regular updates on many of the elements included in 
the report, especially regarding the Integrated Medium Term Plan (IMTP) and performance 
updates. These updates ensured regular scrutiny throughout the year. 

Members appreciated the reflection from an equality and EDI (Equality, Diversity, and 
Inclusion) perspective, particularly regarding the protected characteristics of the Equality 
Act 2010, which listed the types of discrimination. It was important for the Trust to consider 
and reflect on its work over the past 12 months in this area. For instance, there was limited 
coverage on BAME (Black, Asian, and Minority Ethnic) issues in the report, while areas like 
learning disabilities and dementia were more prominently featured. This reflection 
highlighted both significant progress and potential gaps that the Trust may need to 
address moving forward. 

While the current Annual Report was excellent and a significant achievement, this 
consideration suggested areas for potential improvement in future reports. Trish Mills 
added that integrating the Strategic Equality Plan into the Task and Finish Group for next 
year's Annual Report was an excellent opportunity to highlight the Trust’s commitment to 
advancing equality and diversity. Focusing on this area will enhance the comprehensive 
nature of next year's report and demonstrate the Trust’s dedication to these important 
initiatives. 

Following a query in terms of how the Well-being of Future Generations (Wales) Act 2015 
would feature going forward, Trish Mills added that integrating the objectives of the Act 
into the IMTP was crucial, and it would be a focus for the 2024/25 reporting. Even though 
the Trust was not yet classified as a public body under which this Act applies, aligning its 
actions with the principles of the Act allowed the Trust to showcase commitment to 
sustainable practices and long-term thinking. This expansion in next year's report will 
provide a more comprehensive view of how the Trust will be contributing to the well-being 
of future generations. 

RESOLVED:  The 2023/24 Annual Accounts and the 2023/24 Annual Report were 
endorsed for approval by the Trust Board and the Letter of Representation was 
approved for signature by the Trust’s Chair and Chief Executive.
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37/24 2023/24 DUTY OF QUALITY ANNUAL REPORT

Liam Wiliams presented the report as read, highlighting that the annual report provided a 
comprehensive overview of the care provided both at a system level and to some extent at 
the Trust level. It also outlined the journey ahead for the next year, offering insights into the 
challenges the Trust anticipated in maintaining quality and safety for patients over the 
coming months.

As this was the first report, it was understood that Welsh Government may provide more 
structured guidance next year. This could involve reviewing best practices and providing 
clearer directives, which would help the Trust achieve greater consistency in reporting.

Liam Williams advised the Committee it was important to highlight that the report has 
undergone thorough review within various groups in the Trust, including the Executive 
Leadership Team and the Quality, Patient Safety and Experience (Quest) Committee. 
Notably, Welsh Government did not issue prescriptive instructions in terms of the reporting 
structure, which provided the Trust with some flexibility in its creation. This freedom has 
been positive for the team, allowing it to celebrate and present the work in a more 
meaningful way.

One of the team's key priorities was to ensure the report was accessible and not merely a 
document that goes through electronic governance processes. The Team aimed for it to be 
a living document that truly reflected the Trust’s efforts and challenges. Liam Williams was 
keen to point out that the team had succeeded in bringing quality to life in this report, 
effectively showcasing the excellent work undertaken while also addressing significant 
challenges such as patient harm and safety issues.

In terms of external assurance, Liam Williams further advised the Committee that following 
approval by the Board, the report will be submitted to Welsh Government, and it was 
anticipated that feedback may be received through that channel. It was also likely that the 
Chief Nurse and Chief Medical Officer would have specific insights and perspectives on the 
content presented. 

Comments

The Committee were advised by Ceri Jackson that the report received positive feedback 
from the Quest Committee, particularly regarding its approach and the incorporation of 
lived experiences. This recognition from Committee Members was valuable as it indicated 
that the Trust’s efforts to make the report accessible and reflective of stakeholders' 
experiences have been successful.
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Members also heard from Joga Singh, who found it to be a positive and informative read, 
especially given that he was not on the Quest Committee and does not regularly see this 
type of content. He added that the structure and layout of the report made it clear and 
accessible while providing substantial information. Including patient stories and 
perspectives from staff beyond the executive level was important as it was not just about 
presenting opinions; it was about sharing real life experiences and showcasing the breadth 
of meaningful work being done across the Trust.

The Committee were content to endorse the report for Trust Board approval.

RESOLVED:  The 2023/24 Duty of Quality Annual report was endorsed by the 
Committee for Trust Board approval.

38/24 FURTHER AMENDMENT TO THE SCHEME OF RESERVATION & DELEGATION (SoRD) OF 
POWERS 

Trish Mills advised there had been some recent adjustments to the Scheme of Reservation, 
particularly around the approval of tenders and quotations. These changes have been 
reviewed by the Committee, which endorsed them with the intention of clarifying and 
consolidating information. 

Most of the changes pertained to delegations within the Trust’s authority (tables A and B), 
while those reserved to the Board remain unchanged as prescribed. One notable update 
was the delegation to the Director of People and Culture, with a note added to specify it 
would apply to the Director of People once the role was filled, ensuring continuity.

Trish Mills was seeking endorsement of these amendments for Board approval this month. 
Additionally, the Committee were asked to note the withdrawal of Governance Practice 
Note 005 which provided guidance on the delegation of board approved awards which 
would be more effectively incorporated into the Scheme of Reservation and Delegation 
(SoRD) as notes and footnotes.  

The Committee endorsed the changes to the SoRD of Powers and recommended their 
approval to the Board. They also noted the withdrawal of Governance Practice Note 005.

RESOLVED: The Committee:

(1) Endorsed the amendments to the Scheme of Reservation and Delegation of 
Powers and recommended their approval to the Board.
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(2) Noted the withdrawal of Governance Practice Note 005 that was approved by 
this Committee on 30 April 2024. 

39/24 REFLECTIONS & SUMMARY OF DECISIONS AND ACTIONS 

The Chair commented that the Committee had efficiently gone through a significant 
amount of work today, a testament to the high quality of the reports produced. 

He emphasised three key points from the discussion. Firstly, the quality of the reports 
highlighted the extensive effort invested by the teams involved, which deserved 
recognition. Secondly, the effective monitoring and scrutiny arrangements throughout the 
year have undoubtedly facilitated the current review process, making it smoother and more 
efficient. Thirdly, he noted a commendable spirit of collaboration between internal teams 
and audit colleagues. While auditors provided external scrutiny and professional checks, 
there was a palpable sense of constructive partnership in the interactions. This collaborative 
approach not only enhanced adherence to standards like the Future Generations Act but 
also reflected positively on the confidence external stakeholders have in the Trust. It was 
essential to remain focused on continuous improvement and maintain this momentum and 
commitment to excellence going forward. 

RESOLVED:  The above was noted.

Meeting concluded at: 09:55

Date of Next Meeting: 12 September 2024



ACTION LOG
WELSH AMBULANCE SERVICES UNIVERSITY NHS TRUST - AUDIT, RISK AND ASSURANCE COMMITTEE - As at 5 September 2024

Ref Date Agenda Item Action Note Responsible Due Date Progress/Comment Status
Minute Reference 
27/24

7 June 2024 Risk Management 
and Board 
Assurance 
Framework

Following a discussion by the Committee, 
there will be consideration of a dedicated risk - 
in relation to risk 424 [Resource availability 
(revenue, capital and staff capacity) to deliver 
the organisation’s Integrated Medium-Term 
Plan (IMTP)] in respect of the inclusion of 
fleet/vehicle , to consider the requirements 
against the Strategic Outline Plan and the 
funding requirements. 

Chris Turley 
and Julie Boalch

12 September 2024 Update for 12 September 2024
Consideration of an update to the narrative of 424 to reflect this. 
Alongside this, it is likley that a separate risk will be developed 
alongside the updated Fleet Procurement Strategy, to encapture 
funding and other fleet risks in the future. This is now in progress 
so it is suggested that this action is closed

Complete

Minute Reference 
28/24

7 June 2024 Audit Tracker The Governance Team will consider the 
development of 'spotlight' communications 
for colleagues in the Trust regarding the 
monitoring and management of Audit actions. 
This will be considered with the development 
of Tracker 3.0 (transition to the SharePoint 
solution).

Trish Mills 12 September 2024 Update for 12 September 2024:
The communications required when the Tracker 3.0 is rolled out 
will be prepared as necessary; however the relevant Directorate 
Points of Contact receove ongoing support from colleagues in 
the Corporate Governance Team as required and through formal 
Directorate Points of Contact Meetings. RECOMMENDATION: 
Proposed for closure. Given this ongoing engagement it is 
recommended that this action be closed.

Complete
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AUDIT, RISK AND ASSURANCE COMMITTEE 

HIGHLIGHT REPORT TO BOARD  

 

This report provides the Board with key escalation and discussion points at the last Committee 

meeting.   A full list of items discussed appears at the end of the report to enable members to raise 

any questions to the Chair which have not been drawn out in the report.   The papers for these 

meetings can be found by following this link to the Committee page on the Trust website. 

 

Trust Board Meeting Date 25 July 2024 

Committee Meeting Date 7 June 2024 and 10 July 2024  

Chair Peter Curran 

 

KEY ESCALATION AND DISCUSSION POINTS 

ALERT 

(Alert the Board to areas of attention) 

1. The 10 July meeting endorsed the 2023-24 Annual Accounts and Annual Report, as well as the 

Letter of Representation, and the Duty of Quality Annual Report 2023-24.   Of note: 

 

• The final audited accounts demonstrated that the Trust has: 

 

- A retained surplus of £0.085 million for the 2023/24 financial year; 

- Met its financial duty to break even over the 3 years 2021/2022 to 2023/2024. 

- Expended Capital Investment funds of £25.301 million (including IFRS16 leases funding), 

thereby utilising 100% of the Trust’s Welsh Government set Capital Expenditure Limit; 

- Achieved Public Sector Payments Policy (PSPP) of 96.4% within 30 days against the 95% 

target. 

- The financial statements were free of material misstatements; there are a number of 

corrected and a very small number of agreed uncorrected misstatements. The corrected 

misstatements were reflected in the accounts and all misstatements reported within the 

auditors ISA 260 report. None of the corrected misstatements affect the disclosed surplus of 

£0.085 million. 

 

• Audit Wales provided their report (ISA 260) that indicated it is the intention of the Auditor 

General for Wales to issue an unqualified certificate and report on the 2023/24 financial 

statements, citing that they provide a true and fair view of the Trust’s finances in the 2023/24 

financial year.    

 

• The Duty of Quality Annual Report, a requirement under the Health and Social Care (Quality 

and Engagement) (Wales) Act 2020, was received and it was noted that the Quality, Patient 

Experience and Safety Committee had received this in May. 

 

 

https://ambulance.nhs.wales/about-us/committee-meetings/
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2. The committee expressed appreciation for the teams responsible for developing these reports, 

recognising their dedication to transparency and responsible management. The committee 

acknowledged that the early availability of the documents, combined with continuous monitoring and 

examination by the board committees throughout the year, facilitated a seamless approval at this 

meeting    

 

3. The draft 2023/24 Head of Internal Audit Opinion was received at the June meeting and was 

subsequently finalised for inclusion in the 2023/24 Annual Report.  The opinion found that the Board 

can take Reasonable Assurance that arrangements to secure governance, risk management and 

internal control, within those areas under review, are suitably designed and applied effectively. Some 

matters require management attention in control design or compliance with low to moderate impact 

on residual risk exposure until resolved.   The committee were assured that this was a very comfortable 

and positive level of assurance and has remained stable over the last few years. 

 

ADVISE 

(Detail any areas of on-going monitoring, approvals, or new developments to be communicated) 

4. The Scheme of Reservation and Delegation of Powers was presented again to the July meeting for 

a further amendment following approved amendments in April.    The amendments which were 

endorsed by the Committee provide clarity around the approval of contracts by the board and 

authorization for tenders.   The Board will have this item before it at its 25 July meeting for approval. 

5. A pre-meet was held with Audit Wales, Internal Audit and the Committee Chair ahead of the June 

meeting. 

6. Governance Practice Notes renewals were approved for Private Board and Committee Business (No. 

002) and for Chairs Action (No. 003).   These notes draw out with more specificity the application of 

those parts of the Standing Orders that deal with these two issues.  This provides clarity and process. 

7. Members reflected in the June meeting that despite capacity limitations, the future goals regarding 

scrutiny and assurance are optimistic and supported. They appreciated the pre-meetings with the Chair 

and auditors, as well as the display of quality improvement during the pre-meetings involving the 

committee Chair and Non-Executive Directors.     Reflections from the July meeting included the spirit 

of collaborative with which the Trust, Audit Wales, and Internal Audit work to on the end of year 

reports, providing additional confidence and assurance for all parties.    

ASSURE 

(Detail here any areas of assurance the Committee has received) 

8. Progress against the 2023/24 Internal Audit Plan was received at the June meeting. At that time 

there were three remaining audits for the 2023/24 audit plan, two of which had been completed by the 

July meeting and all of which would be presented to the September committee meeting. The following 

Internal Audits reviews were completed during the quarter and presented to the Committee in June: 
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• Follow Up Audit – reasonable assurance.  The purpose of this audit was to provide assurance on 

the status of implemented recommendations on the audit tracker and review the systems and 

arrangements the Trust has in place to monitor progress with the implementation of actions.  

• Clinical Audit – reasonable assurance.  The purpose of this audit was reviewing the process for 

clinical audit including how it is used by committees of the Trust to support assurance.   The 

committee commended this result given that a previous audit had returned limited assurance in 

this area. 

 

9. At the June meeting the Audit Wales Update was received and progress against the audit of the 

Trust’s 2023/24 financial statements and annual report noted with no escalations.   Planned work for 

the Trust for 2024 includes a national deep dive into financial efficiencies and a follow up of the Review 

of Quality Governance Arrangements, both of which are underway and will be reported in September.   

The core Structured Assessment brief for 2024 is being considered by the Trust.   A deep dive review of 

investment in digital systems to support service resilience and transformation is being scoped for the 

Autumn.      

The review of unscheduled care report part two (accessing urgent and emergency care) is underway 

and will come to the committee in September. 

10. The Board will recall previous AAA reports from this and other Committees noting that the number of 

Policies within their review date fell below reasonable levels during the Covid-19 pandemic as the 

policy work plan was largely paused and efforts directed to support the response.   The Committee has 

oversight of the work plans to review and update these policies and agreed a prioritisation list for 

2023/24 and 2024/25.   At the June meeting the committee commended the teams and policy owners 

in the significant shift in the work programme, with 34% of Trust owned policies now within their 

review date compared to 14% overall reported to Committee in July 2023, rising to an expected 42% in 

Q2. 

11. The losses and special payments made during the period 1st April 2024 to 30th April 2024 amounted 

to £44.63K net payments.   The rationale for the reporting will be reviewed, noting it is required under 

the Standing Financial Instructions. 

12. In private session in June the committee received the counter fraud update 01 March 2024 to 01 June 

2024 as well as the report on tenders and single tender waiver requests.    The Local Counter Fraud 

Service (LCFS) provided an update on its work in tackling fraud, bribery and corruption in the Trust 

and presented the Counter Fraud Annual Report for 2023-24 and the Annual Work Plan for 2024-25.  

The Work Plan includes the planned activities for 2024-25 and the Annual Report summarises the work 

completed throughout 2023-24. It was noted that throughout 2023-24 the volume of referrals to the 

counter fraud service for investigation has doubled; a trend observed throughout the NHS in Wales, 

potentially due to an increase in awareness of counter fraud and therefore an increase in reporting. 

The Committee noted that there are currently 39 recorded ongoing investigations by LCFS. The 

Committee discussed the themes and trends observed regarding the cases, including the impact of 

investigatory activity on staff well-being. The Committee approved the Counter Fraud Service’s Annual 

Report from 2023-24 and Workplan for 2024-25. 
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13. An update was received on the revised Audit Tracker in June.   The committee noted excellent 

engagement with Directorates on the revised Tracker 2.0, for Q4, with the result that of the total of 162 

internal audit actions on the Tracker, 64 have been closed in quarter.    The committee noted that of 

those that were not closed there is more information on how the risk that was raised by the 

recommendation are being mitigated in the narrative.   It was noted that reporting of the audit tracker 

is developing to enable the Audit Committee to monitor overall progress in a more meaningful way. 

14. The Committee’s cycle of business monitoring report was reviewed in June with annual filings being 

received at an extraordinary meeting in July. 

RISK MANAGEMENT  

The Committee is responsible for the review of the risk management framework and received assurance in 

June on the principal risk activity in Quarter 1. Specific updates were provided in relation to the movement 

in scores on Risk 163 from 20 to 16 and Risk 424 from 16 to 12; Risk 543 and Risk 283 achieved their 

target scores and will be managed at a directorate level with Risk 458 being closed from all registers. Two 

new risks were included on the Corporate Risk Register: Risk 542 at a score of 16 and Risk 623 at a score of 

15. 

The Committee reviewed progress against the Risk Management Transformation Programme noting that 

the Trust had commissioned external support from BDO to provide advice and guidance to the team in 

three key areas; development of a strategic BAF that reflects more closely the Trust’s strategic objectives 

against its long-term strategy – Delivering Excellence: Vision 2030, the development of a series of strategic 

risks and risk appetite statements and consideration of a different approach to articulating, managing and 

monitoring the Trust’s highest scoring risks, 223 and 224. 

 

COMMITTEE AGENDA FOR MEETING IN JUNE 

Internal audit update and related 

audits 
Audit Wales update report 

Risk management and board 

assurance framework 

Audit tracker Policy report Review of governance practice notes 

Losses and special payments 
Committee priorities and cycle of 

business monitoring 
 

COMMITTEE AGENDA FOR MEETING IN JULY 

2023-24 Annual Accounts and 

Annual Report and 

Recommendation to Trust Board 

 

Duty of Quality Annual Report 
Further amendment to the Scheme of 

Reservation and Delegation of Powers 
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1. Introduction 

The purpose of this report is to: 

• highlight progress of the 2024/25 Internal Audit Plan to the Audit, Risk and 

Assurance Committee; and 

• provide an overview of other activity undertaken since the previous meeting. 

2. Progress against the 2024/25 Internal Audit Plan 

There are 20 reviews in the 2024/25 Internal Audit Plan, and overall progress is 

shown below. 

   

Detailed progress in respect of each of the reviews in the 2024/25 Internal Audit 

Plan is summarised in Appendix A. 

3. Proposed changes to approved plan 

No further changes are proposed in respect of the 2024/25 Internal Audit Plan. 

4. Engagement 

The following meetings have been held/attended during the reporting period: 

• observation of Board and Committee meetings; 

• audit scoping and debrief meetings;  

• liaison with senior management; and 

• liaison with external regulators. 

 

 

0 5 10 15 20

WAST

Planning stage In progress Draft Report Final Report Not started
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5. Key Performance Indicators 

Correct on 31 August 2024 

 

Indicator 

 

Status 

 

Actual 

 

Target 

Operational Audit 

Plan agreed for 

2023/24 

● 
March By 30 June 

Audits reported 

over planned ● 
1 2 

Work in progress  5  

Report turnaround: 
time from fieldwork 

completion to draft 

reporting [10 days] 

● 
1 out of 1 80% 

Report turnaround: 

time taken for 
management 

response to draft 

report [15 days] 

N/A 0 out of 0 80% 

Report turnaround: 

time from 
management 

response to issue 
of final report [10 

days] 

N/A 0 out of 0 80% 

 

Key: 

● v>20% 
● 10%<v<20% 

● v<10% 

 

6. Recommendation 

The Audit, Risk and Assurance Committee is invited to note the above. 
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Appendix A: Progress against 2024/25 Internal Audit Plan 

Review Status Rating Key matters arising 
Anticipated Audit 

Committee1 

Risk Management 

and Assurance 

Not 

started 
  June 2025 

Follow Up 
Not 

started 
  June 2025 

Procurement and 

Contract 

Management 

Not 

started 
  March 2025 

Vehicle Accident 

Management 

Not 

started 
  

November 2024 / 

March 2025 

Integrated Quality 

and Performance 

Management 

Framework 

In 

progress 
  November 2024 

Seasonal Forecasting 

and Modelling 

Not 

started 
  June 2025 

Exposure to Fumes 
In 

progress  
  November 2024 

Public Engagement 

and Community 

Involvement 

In 

progress 
  November 2024 

Rollout of Penthrox 
Not 

started 
  March 2025 

Overtime Controls 
In 

progress 
  November 2024 

Start of Shift 

Procedure 

Not 

started 
  June 2025 

Emergency Nurse 

Communications 

System 

Implementation 

Not 

started 
  June 2025 

111 Wales Website 
Not 

started 
  

March / June 

2025 

111 Digital 

Operations 
Planning   

November 2024 / 

March 2025 

Data Quality 
Draft 

report 
  November 2024 

Resourcing Policy 
In 

progress 
  November 2024 

 
1 May be subject to change 
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Review Status Rating Key matters arising 
Anticipated Audit 

Committee1 

Occupational Health 

and Wellbeing 

Support 

Planning   March 2025 

Speaking Up Safely Planning   June 2025 

Capital & Estates 

Capital Systems 
Not 

started 
  June 2025 

Energy Management 
Not 

started 
  March 2025 

 
1 May be subject to change 
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during the course of this review.  

Disclaimer notice - please note: 

This audit report has been prepared for internal use only. Audit and Assurance Services reports are prepared, in accordance with 

the agreed audit brief, and the Audit Charter as approved by the Audit Risk & Assurance Committee. 

Audit reports are prepared by the staff of the NHS Wales Audit and Assurance Services, and addressed to Non-Executive Directors 

or officers including those designated as Accountable Officer. They are prepared for the sole use of the Welsh Ambulance Services 

University NHS Trust and no responsibility is taken by the Audit and Assurance Services Internal Auditors to any director or officer 

in their individual capacity, or to any third party. 

Our work does not provide absolute assurance that material errors, loss or fraud do not exist. Responsibility for a sound system of 

internal controls and the prevention and detection of fraud and other irregularities rests with the Welsh Ambulance Services 

University NHS Trust. Work performed by internal audit should not be relied upon to identify all strengths and weaknesses in 

internal controls, or all circumstances of fraud or irregularity. Effective and timely implementation of recommendations is important 

for the development and maintenance of a reliable internal control system. 
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Executive Summary

Report Opinion 

  Trend 

Reasonable 

 

 

Some matters require 

management attention 

in control design or 

compliance.  

Low to moderate 

impact on residual risk 

exposure until 

resolved. 

2018/19 

Assurance summary1 

Objectives Assurance 

1 Volunteer Strategy Reasonable 

2 Policies and procedures Reasonable 

3 

Volunteer recruitment, 

onboarding, clinical 

oversight and 

fundraising. 

Reasonable 

4 

Oversight and 

escalation of key issues 

and risks. 

Reasonable 

Purpose 

To review the adequacy and effectiveness of the Trust’s governance and operational management of volunteer 
activities 

Overview  

We have issued reasonable assurance on this area. The matters requiring management attention include: 

• Action is ongoing to mitigate the risk relating to volunteer fundraising and further guidance to address this 
and donation management is required. 

• Governance framework documents have been developed, which could be enhanced to improve their 
robustness. 

• The mechanism to monitor Volunteer Car Service (VCS) recruitment could be enhanced for clearer oversight 
of process. 

• Poor compliance with vehicle checks within VCS. 

• Inconsistencies in VCS expenses processes across regions, and Central and West validation records not 
available. 

• Limited oversight of Community First Responders mentoring arrangements. 

• Greater alignment with Association of Ambulance Chief Executives National Volunteering Strategy across 
volunteer development and quality indicators. 

• There could be improved Volunteer Steering Group monitoring of strategic actions and policies. 
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Key Matters Arising  Objective  

Control 

Design or 

Operation  

Recommendation 

Priority  

1 Alignment with AACE National Strategy 1,3 Design Medium 

2 
Volunteer Steering Group compliance with terms 

of reference 
1 Operation Medium 

3 Operations Manuals enhancements 2 Design Medium 

4 Volunteer fundraising and financial guidance 2,4 Design Medium 

5 Safeguarding training compliance 3 Operation Medium 

6 CFR mentoring arrangements 3 Operation Medium 

8 VCS recruitment oversight and monitoring 3 Operation Medium 

9 VCS records completeness 3 Operation Medium 

10 VCS expenses validation 3 Operation Medium 
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1. Introduction 

1.1 The Welsh Ambulance Services NHS Trust (the ‘Trust’) approved its Strategy for 

Volunteering 2021-2026 (‘the Strategy’) in September 2021. Recognising the 

important contribution volunteers make in enhancing the service provided to and 

experience of patients, in roles such as Community First Responders (CFRs) who 

attend appropriate 999 calls within their own community, and Volunteer Car 

Service Drivers (VCSs), who use their own vehicles to support the Non-Emergency 

Patient Transport Service (NEPTS) in transporting patients to and from hospital 

appointments. 

1.2 The Strategy sets out the Trust’s vision and key priorities for volunteering: 

• Build awareness and embed a culture of volunteering; 

• Enhance training, support, communication and involvement of volunteers; 

and 

• Increase volunteer contribution and diversity. 

1.3 A paper was presented to the Trust Charitable Funds Committee (now Charity 

Committee) in June 2021 which highlighted the lack of oversight of the receipt and 

use of donations in relation to CFRs. In 2020, a Trust Local Counter Fraud 

Specialists (LCFS) investigation highlighted similar themes. The Strategy action 

plan includes ‘Review governance arrangements for Volunteer Fundraising and 

independent Community First Responders (CFR) charities, support the WAST 

Charity team to ensure funds are raised and spent in accordance with charitable 

purpose’ for completion by / in year three. 

1.4 This review did not include review of the Trust Charity/Charitable Fund accounts 

noting the return to independent examination by Audit Wales for 2022/23, 

provided to the Trust in December 2023. 

1.5 The risks considered during the review were: 

• Poor volunteer experience resulting in a reduction in their contribution to the 

Trust; 

• Impact on patient care and experience; and 

• Fraudulent use of charitable funds. 
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2. Detailed Audit Findings 

2.1 The table below summarises the recommendations raised by priority rating: 

 Recommendation Priority 

Total 

High Medium Low 

Control Design - 3 - 3 

Operating Effectiveness - 6 1 7 

Total - 9 1 10 

2.2 Our detailed audit findings are set out below. All matters arising and the related 

recommendations and management actions are detailed in Appendix A. 

Objective 1: The Trust’s Volunteer Strategy provides effective direction across 

key areas of governance, recruitment, retention and support of volunteers. 

2.3 As per para 1.1 the Trust approved the Strategy in September 2021. Review of the 

supporting action plans to deliver its implementation identified that there have 

been specific areas of focus for each year: 

• Year one - culture, training, and increasing volunteer contributions and 

diversity.  

• Year two – governance, engagement and value 

• Year three – people, processes, and service delivery.  

Actions for years four and five were discussed at a January 2024 meeting of the 

Volunteer Steering Group (VSG). The Volunteer Management Team were reviewing 
the feedback alongside the development of timescales. We were advised an 

updated action plan would be provided to the executive lead in June  2024.  

2.4 An update on progress in implementing the strategy was received by the People 

and Culture Committee (PCC) in August 2023. This outlined year one and two 
achievements whilst noting that some progress had been impacted by the service’s 

response to the COVID-19 pandemic. Comparison of the structure between 2022 
and 2024 indicates that there has been a number of changes within Volunteer 

Management and the wider team, but this has been accompanied by investment, 

noting additional recruitment and roles expand the teams from 16 staff in 2022 to 

29 in 2024.  

2.5 Review of the Year Three Strategy Highlight report (dated January 2024) confirmed 
status updates were provided against all original actions, alongside an additional 

12 actions included following a review of annual priorities (as per 2.3) undertaken 
by the Volunteer Management Team (VMT) in 2023. Good progress is noted with 

18 actions completed, 30 ongoing or underway, and 6 listed as deferred.  

2.6 The Strategy includes actions to develop robust governance arrangements for the 

service. The original intention, as per year two of the action plan, to develop a 
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Volunteer Policy has been adjusted to focus on governance frameworks for each 
volunteer role, and includes the refreshment of the Volunteer Steering Group 

(VSG) undertaken and completed in 2022. The governance framework documents 
have a number of associated actions such as the development of a volunteer code 

of conduct, problem solving process, and service handbooks (also known as 
Operations Manuals). For further details of the governance framework documents 

refer to audit objective two. 

2.7 The National Council of Volunteering Organisations (NCVO) issued guidance in 

2021 in relation to the retention of volunteers. This highlighted areas including 

motivation, communication, valuing contributions, removing barriers and ensuring 
opportunities exist for development. We note progress has been made across a 

number of these areas with achievements including: 

• recognition of volunteers within the rebranded WAST awards; 

• two volunteer conferences in 2023; 

• volunteer access to Trust occupational health and wellbeing services; 

• CFR role development through the rollout of Penthrox and Paracetamol. 

Review of the status of the action plan noted that some areas have been deferred, 

including the development of a protocol for Trust staff volunteering, and the formal 
accreditation of training qualifications – both of which are to be addressed within 

the remaining two years of the Strategy.  

2.8 The Association of Ambulance Chief Executives (AACE) developed a National 

Strategy for Volunteering in 2023. Review and comparison of the national strategy 
against that of the Trust’s highlighted alignment across the key themes of 

recruitment, recognition, training, and volunteer experience. The national strategy 

also suggests the requirement for a one-to-one Development & Wellbeing template 
and a Quality Assurance Framework, and their inclusion could further enhance the 

Trust’s alignment with national good practice. See MA1. 

2.9 The 2022 Audit Wales Structured Assessment reported that the original Strategy 

had not been financially costed. Discussion with VMT provided an outline of the 
route for approval for service developments within the Directorate, and for the 

recent piloting of the Community Welfare Responder (CWR) role there has been 
use of external sources of funding from NHS Charities Together, demonstrating a 

clear approach to addressing the Audit Wales concern.  

2.10 As noted in para 2.6 the Strategy actions included the re-establishment of a VSG, 

for which the terms of reference (ToR) were approved in August 2022, and 
reviewed in January 2023. The ToR outline purpose, objectives, membership and 

quorum. Meetings have been held on quarterly basis, in line with its ToR, and 

meetings reviewed (June 2023 – November 2023) were quorate.   

2.11 However, review of the meeting agendas did not identify the purpose of ‘advise 

and recommend to VMT changes required to Trust wide policies’. Further, ‘the 
monitoring of delivery of strategic priorities’ – whilst it is clear this could have 

featured within the January 2024 VSG meeting, there could be use of the highlight 
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report (para 2.5) to support formal monitoring. This would also provide a balance 
to the discussion of operational issues which have predominantly featured within 

the group meeting minutes reviewed. See MA2 

Conclusion: 

2.12 The Trust’s Volunteers Strategy and supporting action plan contains content to 
address governance, recruitment, retention and support, with clear outline of 

progress and those areas deferred. There is alignment with that of the AACE 
National Strategy, and other external good practice, but there could be further 

action to include volunteer development plans and quality assurance framework. 

The VSG has been re-established although we have identified enhancements to 

strengthen its operation. We assign this objective reasonable assurance. 

 

Objective 2: A framework of appropriate policies and procedures to support the 

management of volunteers is in place. 

2.13 Discussion with the National Volunteer Manager highlighted the development of 

Framework documents to provide both an outline of service processes, and to offer 
a clear source of guidance to volunteers. An operation manual has been developed 

for both the Community First Responder (CFR) and the VSCD (Volunteer Car 
Service Driver) role. Following the successful pilot of a new Community Welfare 

Responder (CWR) role in early 2024, there is intention to develop an Operations 

Manual, which will build upon the CWR Scope of Practice document produced as 

part of its pilot.  

2.14 We note both documents were approved at an Operations Directorate Senior 

Operations Team (SOT) meeting in November 2023.  

2.15 The CFR Operations Manual was issued to volunteers in March 2024, and the VCS 
Operations Manual was due to be released in mid-April 2024. Draft versions of both 

were provided to us ahead of distribution. Review of the manuals has confirmed 
that they are formatted in line with Trust branding, include an outline of the 

Volunteer Team structure, and contain detail of Trust responsibilities; but there is 

not an outline of where volunteer responsibility sits within the Trust. See MA3  

2.16 Developed alongside the Operations Manuals are volunteer agreements, which 
include reference to recruitment checks, training, scope of practice, social 

media/information governance, operational detail such as ID cards/driving, and 
need for volunteers to inform the Trust where there is a change in circumstance 

which may impact the ability or suitability to volunteer. Consideration could be 

given to include an expectation to comply with Trust policies. See MA3  

2.17 Review of framework content against key areas also noted the following: 

Key area Content Summary 

Recruitment 
• Both Operations Manuals contain  

o high level flowcharts relating to the recruitment stages 

that volunteers would progress through and use of TRAC. 
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o reference role specific training or eLearning requirements.  

o include internal team tasks against the recruitment stages 

and the training /e-learning requirements. 

Onboarding & 

Training 

• Access provided via eLearning Wales website to complete the 14 
topics set by the UK Core Skills Training Framework. 

• CFR recruitment is aligned to its training schedule developed on 
an annual basis (2023-24 - 17 training courses, increasing to 23 

courses for 2024-25). 

• CFR - 5-day initial training course aligns with the good practice 
syllabus referenced in AACE’s CFR Governance Framework 

alongside additional provision of Penthrox and Paracetamol 
training.  

• VCS - driving assessment and highway code check, recently 
introduced face to face induction training comprising training 
and administrative requirements. 

Clinical 

Oversight 

• Inclusion of the Trust Scope of Practice & Clinical Standards 
Guideline for Ambulance Staff Grades setting out the boundaries 

of practice for CFRs and a skills matrix of CFR approved practice. 
Due to the format of inclusion as a pdf file the skill matrix 

document is not accessible to CFRs. See MA3 

• AACE CFR Governance Framework guidance lists some situations 
or environments which CFRs should not be knowingly sent to. 

The CFR Operations Manual (Section 13.3) includes only that 
deployment is via auto allocation of the Computer Aided 

Dispatch system. Dispatch codes are included as an appendix, 
these were last reviewed in conjunction with the Clinical 
Directorate and the Trust Clinical Prioritisation Assessment 

Software Group (CPAS) in June 2023. There has since been an 
update following a recent technical change in categorisation 

which has resulted in code amendments. See MA3 

Fundraising & 
Financial 

Guidance 

• Guidance provided for the areas of gifts, gratuities and 

hospitality with a copy of the Trust Standards of Business 
Conduct policy within the appendices of both manuals. 

• Expenses information varies between the two manuals, the CFR 

Operations Manual provides an expenses form and the validation 
process in use by the team. Whilst the VCS manual does not 

reference either, we note such is covered during induction. 

• As per para 1.3, there has been concern at the lack of oversight 
for CFR fundraising and use of donations. Further detail on 

action undertaken by the Trust can be found within audit 
objective four, however our review noted that the Operations 

Manuals contained no content in relation to these areas. See 
MA4  
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Alternative Responders  

2.18 Responder roles have been developed in a number of instances, with external 

organisations in set geographic areas including St John Ambulance Cymru 
(alternative responder scheme in Rhayader, Powys), and Mid and West Fire and 

Rescue Services (individual schemes for Falls responder, and Out of Hospital 
Cardiac Arrest). Service level agreements are in place with each provider to set 

out arrangements for activation, training, and concerns management. We are also 
informed an agreement with Airbus for the facility in Broughton is under 

development.  

Criteria/Timescales  

2.19 Review of both Operations Manuals highlighted timescales relating to both the 

Trust management of volunteers, and volunteers own responsibilities. This includes 
a new requirement that volunteers provide a minimum number of hours (16) per 

month, which is comparable to that of ambulance Trusts elsewhere in the UK; and 
that of other voluntary roles such as special constables within the Police Service. 

Discussion with VMT indicated that the time commitment would result in a 
reduction in active CFRs, however it is felt that the benefits of engagement from 

CFRs will provide a balance.  

2.20 Should a volunteer fail to retain compliance with the mandatory requirements of 

the role, the Operations Manuals state that they could be temporarily or 
permanently stood down. A compliance process which sets out the stages and 

triggers has been developed, but it is not included within either manual. See MA3 
Inclusion of this may assist in volunteer awareness of their responsibilities and 

processes in place.   

2.21 There has also been development of a ‘Volunteer Problem Solving’ process to 
provide a set procedure for the management of issues or concerns raised by 

volunteers. A copy of the process is included within both manuals, but review of 
the document noted that it does not contain a timescale for the completion of any 

review. Examples of similar procedures identified in use by other ambulance Trusts 
specified targets of between 20-28 days. Discussion with management outlined 

that feedback from its recent roll out had highlighted a need for timescales to be 

clarified. See MA3 

Communications   

2.22 Volunteers are currently not provided with NHS Wales email accounts although we 

are informed that this will be considered within the updated Strategy action plan. 
Currently, communications from the volunteer team, such as notices of procedural 

changes or operational updates, are through a variety of methods including social 

media channels.  

2.23 Regular meetings take place on a regional basis between Operations staff and CFR 

Co-ordinators (a volunteer role within each CFR Team supporting communications, 
logistics, and resources/rotas). Meeting coverage includes performance, 

procedural updates, training and common issues. 
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2.24 The VCS Operations Manager has undertaken a number of ‘meet the manager’ 
sessions, which has provided an opportunity to address areas highlighted within 

an online survey of drivers in autumn 2023. The Team has addressed concerns 
through establishment of central email addresses and phone numbers, a uniform 

audit to ensure standardisation, user guidance for electronic devices, and the 

introduction of MiST. 

2.25 Discussion with the Alternative Responder Operations Manager noted that feedback 
from CWRs was captured as the pilot progressed. Changes were made to address 

issues highlighted in rotas and communication with the Clinical Service Desk, both 

during the pilot and within longer term actions.  

Conclusion: 

2.26 The Operations Manuals developed for CFR and VCS roles provide guidance across 
areas of operational processes, including relating to recruitment, 

onboarding/training, and oversight. We have identified areas where further detail 
could be made to their content, and a gap remains within the area of fundraising 

and financial guidance. Noting this we assign reasonable assurance to this 

objective. 

 

Objective 3: There are systems and processes in place to provide appropriate 

oversight of the management of volunteer activities, including recruitment, 

onboarding, clinical oversight, and fundraising. 

CFR – Recruitment & Onboarding 

2.27 CFR recruitment is aligned to a training schedule developed on an annual basis. 
Discussion with management, and review of the schedule, confirmed an approach 

which considered red call performance, established CFR team locations/resilience 

and service development.  

2.28 We selected a sample of 15 CFRs (recruited during 2023) and reviewed 

documentation retained within the CFR database. All reviewed contained valid 
onboarding requirements of ID checks, DBS clearance, occupational health 

screening outcomes, and information on driver’s license validity/points, and 
insurance details. We note that the team process checks as a cohort and, as such, 

volunteer applications may not progress to checking until the cohort is filled. 
However, review of key dates within the process did not identify significant delays 

linked to any individual step.   

2.29 We reviewed a sample of 25 CFRs (expanded from the sample in 2.28 to include 

additional longstanding CFRs) confirming retention of training records. Penthrox 
and Paracetamol, which were rolled out to CFRs in 2023, feature within initial 

training and MiST (Penthrox only). Noting this there were four entries within the 
database that did not include evidence to demonstrate that an assessment had 

been completed as required by the Trust Methoxyflurane Protocol. No 

recommendation raised noting the internal audit plan for 2024/25 includes a review 

to assess the roll out of Penthrox. 
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CFR - Oversight 

2.30 In May 2022, an internal review of processes identified 8 active CFRs where the 

Trust did not have any record of DBS clearance, and a further 40 which had 
expired. The same review identified 34 CFRs non-compliant with safeguarding 

training. Actions taken to address this resulted in all CFRs undergoing DBS checks; 

and a reduction of safeguarding non-compliance to 7 CFRs by July 2022. 

2.31 DBS clearance features within quarterly compliance reports produced for the CFR 
Team and review of the CFR database in February 2024 did not identify any CFR 

with expired DBS clearance. 

2.32 Review of a February 2024 eLearning report identified 30 CFRs with safeguarding 
competency which had expired (note: this reflects lapsed competencies and not a 

gap in training linked to recruitment). Entries within CFR database included notes 
of prompts to individuals, and a bulletin had been issued in February 2024 to 

highlight the key areas where compliance is required, indicating ongoing 

management action to address this area. See MA5  

2.33 The CFR Operations Manual sets out the Trust’s recommended approach to 
mentoring for new CFRs. This includes a ‘buddying’ period for newly trained CFRs, 

and completion of an Emergency Medical Services Rideout shift within three 
months of completing training. Discussion with management outlined that the 

arranging of buddy shifts is through CFR co-ordinators, and no rideout records 
could be provided for the sample of 15 CFRs recruited in 2023, suggesting this 

approach is yet to be embedded. See MA6  

2.34 At the completion of each volunteer shift CFRs are encouraged to complete an 

‘Activity and Welfare’ submission through a Microsoft Form link. This return 

includes date of activity, number of hours provided, if the CFR attended a cardiac 
response; and to indicate their mindset at shift completion with the options of 

‘thriving, surviving or struggling.’ Any cardiac response or struggling response 

should prompt a welfare contact from the CFR team. 

2.35 Review of the 2,200 forms returned during the period September 2023 – March 
2024 noted 870 did not complete the mindset field. We note of the responses 

submitted, 59% responded as thriving, and only 126 responses listed a cardiac 
response (66)/surviving(52)/struggling(6). Review of a sample of 10 entries where 

the response registered either a concern for welfare or raised a query, noted: 

• Seven could be evidenced through a related TEAMS entry or CFR file note, 

although one was as a result of contact for another issue; and 

• Three held no evidence of contact. See MA7  

CFR - Fundraising/expenses 

2.36 For further detail relating to fundraising see audit objective 4. The CFR 

Operations Manual includes the expenses procedure which states mileage relating 

to patient activity can be claimed, as well as any service support provided at the 
request of the Trust, and a meal allowance for initial recruitment training or service 

support. A sample of five of the 15 claims for the South East region (period of 
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November to December 2023) were reviewed and entries and mileage were 

confirmed as accurate.  

VCS – Recruitment & onboarding  

2.37 There have been two previous internal audit reports issued in respect of VCS 

Governance Arrangements (2018/29: Limited Assurance and 2019/20: Follow Up, 
Reasonable Assurance) with the latter noting some of the changes recommended 

would require time to embed. 

2.38 Discussion with the VCS Operations Manager highlighted the current focus was to 

increase VCS numbers and raise the profile of the service. Our previous internal 

audit report had noted the development of a Communication and Engagement Plan 
to assist in recruitment. There is no current equivalent in place, however we were 

informed the team’s recent focus has been supporting recruitment in the North and 
South Central regions, to pilot a scheme of pairing VCSD with oncology patients. 

We were also informed of agreement to use Trust social media channels to raise 

awareness of the VCS role, which had recently commenced.  

2.39 There have also been some recent changes to VCS recruitment through the 
adoption of the NHS TRAC system which automates some of the previous 

employment checks. Internal process documents have been updated to reflect 
these changes and to outline responsibilities between the VCS Administrative Team 

and the training co-ordinator who liaises with the Trust driving school to coordinate 
assessments. As per para 2.17 there has been a new standardised induction 

introduced as part of this process. 

2.40 We were informed that a 6-week target has been set within the team to process 

recruitment checks. A revised monitoring spreadsheet was introduced in 2023, and 

this captures the various recruitment stages, but does not capture all the elements 

outlined within the process document. See MA8  

VCS - Oversight  

2.41 The VCS Team are in the process of moving away from paper records, and will use 

a combination of the Ambulance Care electronic Cleric system and spreadsheets to 
monitor driver status, and recruitment. The introduction of a new volunteer 

electronic management system ‘Assemble’ will provide the team with a single 
system for maintaining volunteer records. Assemble was originally expected to be 

introduced in September 2023, and a phased rollout is planned to take place during 

2024. 

2.42 The internal review undertaken in May 2022 (see para 2.30) identified 68 VCS with 
expired DBS clearance, and 54 drivers out of compliance with safeguarding 

training. Action had been taken to address this, improving the position to two 

drivers requiring DBS clearance, and 13 to complete training by July 2022.  

2.43 Cleric is currently used to capture VCS volunteer information, including in relation 

to DBS clearance, MOT, drivers licence and insurance. Additionally, Cleric includes 
road tax details, but this has only recently been populated January 2024, and does 

not feature within current reporting.  
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2.44 On a monthly basis the VCS Administrative Team and Volunteer Compliance officer 
review a Cleric extract report against driver status from the VCS active driver 

spreadsheet to produce a VCS Dashboard report on driver compliance. There are 
data quality issues within the Cleric report i.e. inclusion of inactive drivers duplicate 

entries etc; therefore validation checks are required. The migration of VCS records 
to Assemble should address the data quality issues identified with reporting 

intended to be solely based upon returns from that system. 

2.45 An exercise undertaken in April 2023, prior to the introduction of validation 

processes, had indicated around 60% of DBS entries within Cleric were out of date 

or blank. Compliance has improved significantly within the following period, and 

this has been sustained since.  

2.46 There has been the introduction of MiST training for VCS, which we are informed 
has been welcomed by longer serving volunteers, and review of the course content 

shows alignment with the areas within the induction training day for new recruits 
(para 2.17). The VCS Driver database is used to monitor attendance, however no 

record of attendance or confirmation documentation could be provided for a sample 

of 7 records requested. See MA9 

2.47 We were informed there have been challenges in the introduction of eLearning for 
VCS, with some volunteers unfamiliar with accessing the system. The team has 

also experienced delays in gaining access to the systems reporting functionality, 
and was required to undertake quality assurance checks of the data at the time of 

fieldwork due to discrepancies being highlighted by volunteers. A bulletin has been 
issued to prioritise the completion of an initial seven modules by April 2024, with 

the remaining to be completed by June 2024. See MA5 

2.48 As detailed in the VCS Operations Manual, it is the responsibility of the respective 
volunteer to maintain their vehicle in a safe and road legal condition with a ‘Vehicle 

Checklist Review’ form to be completed. However, within a sample of 10 drivers 

from the North region, only 3 vehicle check forms could be provided. See MA9    

VCS Expenses  

2.49 Processing of expenses includes the comparison of submitted mileage to journey 

reports produced from the Cleric system: 

• mileage summary papers are compiled listing each driver and a percentage 

variance from the Cleric report; and 

• a further validation paper is completed where individual journeys are 

reviewed to establish variance in mileage against the Cleric total. 

It was outlined that variations in totals are inevitable due to ad hoc additional jobs, 

diversions to routes, and drivers returning home due to gaps in allocated jobs, 

therefore a 10% tolerance level has been adopted.  

2.50 Expense payment schedules, mileage summary working papers, and validation 

papers were requested for all regions for the period October 2023 – December 
2023. No summary or validation papers could be provided for the Central and West 
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region as the staff member responsible was absent and the documents were not 

saved centrally. See MA10 

2.51 Review of documents provided for the North and South East regions confirmed 
validation had been undertaken, however there was inconsistencies of approach 

noted between each region, and with the level of check set out within a guidance 

document supplied by the VCS Manager. See MA10 

Conclusion: 

2.52 There are arrangements in place to provide oversight of volunteer activities within 

both CFR and VCS teams. We have highlighted areas where arrangements could 

be strengthened, to ensure consistency and where gaps in record keeping should 

be addressed. We assign this objective reasonable assurance. 

 

Objective 4: There are arrangements to identify and escalate risks relating to 

volunteering; and actions from associated internal and external reports. 

Directorate Performance Reporting  

2.53 Compliance reports are prepared internally within the team for both CFRs 
(quarterly), and VCS (monthly) outlining status against DBS clearance, driver’s 

license, insurance, and MOT. The service also compiles activity information to 
inform the monthly meetings held between the Assistant Director, National 

Operations and Support and the Executive Director of Operations.  

2.54 Review of CFR activity data reported noted inclusion of number of responses, stand 

downs, red response performance against 8/9/10 minute targets, red and amber 
median times, non-conveyance rates and average and longest time spend on 

scene.  

Table 1 – CFR Activity Reporting Comparison 

CFR Performance May 2022 October 
2022 

May 2023 October 
2023 

Responded Incidents 833 875 949 997 

Red Incident Responses 151 244 244 344 

Red median response 
time 

8:47 8:12 8:40 8:15 

Amber median response 
time 

29:21 45:55 18:19 26:49 

2.55 Discussion with the CFR Operations Manager advised that following the recent roll 

out of ePCR to CFRs, the Trust now has a wider range of clinical data relating to 
CFR attended calls. Noting the intention of AACE to develop volunteer quality 

assurance framework, the Trust should consider the quality or outcome measures 

applicable to the CFR role to complement current activity reporting. See MA1 

2.56 VCS activity reported includes number of journeys completed, mileage, and the 

services percentage contribution to the Trust overall patient transportation. 

Table 2 – VCS Activity Reporting Comparison  
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VCSD Performance May 2023 August 2023 October 2023 

Journeys completed 3580 3687 3693 

Miles completed 117,832 123,739 124,144 

Monthly VCS contribution 7.1% 7.4% 7.4% 

2.57 In addition to the activity above, the VCS activity is monitored against Ambulance 

Care key performance indicators, with measurable time related standards for 
inbound and outbound journeys for renal, oncology, outpatient and discharged 

patients. Performance between 2023/24 (Q3) and 2022/23 (Q3) has remained 
broadly consistent, with only one indicator highlighting a drop of performance of 

over 5% (renal outbound). 

Reporting to Committee 

2.58 The Operations Directorate provide quarterly reports to Trust committees, and 
updates in relation to volunteers are provided under the National Operations and 

Support heading. In November 2022 the quarterly report to the People and Culture 

Committee provided a summary outline of progress against the Volunteer 
Strategy. As per para 1.3, in August 2023, the PCC received a dedicated report on 

the strategy achievements and action status. Meeting minutes include the positive 
reception from committee members noting the benefits and positive impact they 

provide to the organisation. 

Risk and actions related to internal and external reports 

2.59 The main risk recorded relating to volunteering has been the lack of oversight in 

relation to CFR fundraising and use of donations: 

• A Trust Local Counter Fraud Specialist investigation report in December 2020 
identified charitable funds had been used for personal purchases. A 

recommendation was raised to develop a policy to ensure that CFR teams 

have clear guidelines on the operation of charitable accounts. 

• A Charity Committee report issued in June 2021 (para 1.3) highlighted the 
reputational risk from CFR fundraising and sponsored activities undertaken 

without the Trust’s knowledge. 

2.60 Historically CFR fundraising and donations were used to purchase uniform, kit and 
equipment which the Trust did not provide. There has since been investment to 

provide these required items to support CFR activity. 

2.61 A Charity Committee task and finish group was put in place between 2022-2023 

with a remit to review wider Trust charitable fund management, policies and 
procedures, including consideration of fundraising. However, it was unable to 

progress the fundraising element, and a corporate risk is in the process of being 

developed. See MA4  

2.62 Initial informal enquiries were made at the Volunteer conferences in October 2023, 
and following this the CFR team co-ordinators were contacted to establish the 

extent of fundraising activities, balances, and account arrangements. Responses 
were received from 86 of 204 CFR teams, which reported around £60k being held 
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in funds (circa £10k of which raised within the previous 12 months) and a number 

of variations in arrangements and processes. See MA4 

2.63 The Board Secretary confirmed that the Charity Committees view was that CFR 
fundraising was a Trust, rather than a Charity, responsibility. Following Executive 

Leadership Team discussion in February 2024, the Trust is currently seeking advice 
from an external legal provider. Discussion with the interim National Volunteer 

Manager indicated once received a further task and finish group would be 
established to develop a volunteer fundraising Standard Operating Procedure. See 

MA4  

2.64 Audit Wales review of WAST Charitable Funds for 2021-2022 was the first full audit 
of accounts undertaken since 2014-15 and raised four recommendations. Review 

of the latest version of the audit recommendation tracker confirmed two 
recommendations are closed, and timescales are included for the remaining 

outstanding actions.   

Conclusion: 

2.65 There is regular internal reporting of volunteer activity, alongside wider updates 
against the delivery of the strategy. Actions are underway to seek external 

guidance to inform the Trust’s approach to mitigating the risks raised by CFR 
fundraising and donation management. There is also clarity in ownership between 

the Trust and the Trust Charity, although the ownership of a corporate risk is yet 

to be determined. We assign this objective reasonable assurance.  
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Appendix A: Management Action Plan 
Matter Arising 1: Trust alignment with AACE National Strategy (Design) Impact 

The Association of Ambulance Chief Executives (AACE) developed a National Strategy for Volunteering in 2023. 

Review and comparison of the national strategy against that of the Trust’s highlighted alignment across the 

key themes of recruitment, recognition, training, and volunteer experience. The national strategy also suggests 

the requirement for a one-to-one Development & Wellbeing template and a Quality Assurance Framework, and 

their inclusion could further enhance the Trust’s alignment with national good practice. 

Discussion with the CFR Operations Manager advised that following the recent roll out of ePCR to CFRs, the 

Trust now has a wider range of clinical data relating to CFR attended calls. Noting the intention of AACE to 

develop volunteer quality assurance framework, the Trust should consider the quality or outcome measures 

applicable to the CFR role to complement current activity reporting. 

Potential risk of: 

• Potential to ensure fuller 

alignment between the Trust and 

national strategies 

Recommendations Priority 

1.1 The Trust should consider options to address volunteers development. This may not be as formal as 

a PADR process but should demonstrate the consideration of volunteers improvement needs. 

Medium 
1.2  The Trust should undertake a review of outcomes and measures now available through the roll out 

of ePCR to consider indicators which would complement the current performance activity captured. 

Agreed Management Action Target Date Responsible Officer 

1.1 The Trust accepts this recommendation and will consider options to address 

volunteer development. This will be assessed during the forthcoming financial 

year. 

March 2025 

 

Jennifer Wilson, National Volunteer 

Manager 
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1.2 Trust Volunteer leads and clinical leads will review and recommend clinical 

outcome measures for CFRs as well as recommending where these data items 

will be reported. This action can be held at the Clinical Intelligence and Assurance 

Group. 

Nov 2024 Duncan Robertson, Assistant 

Director, Clinical Development 
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Matter Arising 2: Volunteer Steering Group Compliance with Terms of Reference (Operation) Impact 

The Volunteer Strategy actions included the re-establishment of a Volunteer Steering Group, for which the 

terms of reference (ToR) were approved in August 2022. The ToR outline purpose, objectives, membership and 

quorum. Meetings have been held on quarterly basis, in line with its ToR, and meetings reviewed (June 2023 

– November 2023) were quorate.   

However, review of the meeting agendas did not identify the purpose of ‘advise and recommend to VMT changes 

required to Trust wide policies’. Further, ‘the monitoring of delivery of strategic priorities’ – whilst it is clear 

this could have featured within the January 2024 VSG meeting, there could be use of the highlight report  to 

support formal monitoring. This would also provide a balance to the discussion of operational issues which have 

predominantly featured within the group meeting minutes reviewed.  

Potential risk of: 

• Group failure to operate in line 

with agreed objectives. 

Recommendations Priority 

2.1 Management should establish a link between the VSG and the Trust Policy review group to allow 

sight of any relevant policies and allow for volunteer input to be provided, where applicable.  

Medium 
2.2 The regular inclusion of the Strategy action plan within VSG agendas should be accompanied by 

formal papers including action status and timescales. 

Agreed Management Action Target Date Responsible Officer 

2.1 The Trust agrees that VSG is an appropriate mechanism for the volunteer voice 

when developing appropriate and relevant policies; We will seek to design a 

mechanism to support input from VSG for relevant policies. 

Nov 2024 

 

Jennifer Wilson, National Volunteer 

Manager 
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2.2 Not accepted - The VSG has no formal accountability, nor is it a decision making 

group. Whilst the Trust supports the monitoring of the action plan through VSG, 

it is felt that a more formal approach may be a deterrent to membership. 
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Matter Arising 3: Operations Manuals Content (Design) Impact 

Review of the CFR and VCS Operations Manuals and associated documents highlighted the following points for 

enhancement: 

Subject area Content 

Executive 
Responsibility 

Each manual includes an outline of volunteer team structure but not an outline of where volunteer 
responsibility sits within the Trust. The inclusion of detail relating to executive and volunteer team 
responsibilities would enhance the robustness of the manuals. 

Volunteer 
agreement 

Individual volunteer agreements have been developed for each volunteer role. It includes  volunteers 
should ‘be aware of, and respectful of applicable WAST policies and procedures.’ As a signed 
agreement there is opportunity to strengthen the wording to include an expectation to comply with 
Trust policies. 

CFR Clinical 
Guidance 

The CFR Operations Manual includes a skills matrix for clinical roles. A copy of the dispatch codes 
which generate CFR deployment are included as an appendix within the CFR Operations Manual, 

however these are not the latest version in use. It could offer greater clarity to volunteers to include 
a copy of the skills matrix in place of the deployment codes. 

Compliance 
process 

There are triggers for non-compliance with the mandatory elements of the role, but this is not included 
within either manual. Inclusion of this may assist in volunteer awareness of their responsibilities and 
processes in place.   

Problem Solving 
Process 

The Volunteer Problem Solving process for the management of volunteer issues or concerns does not 
contain a timescale for the completion of any review. Examples of similar procedures identified in use 
in other Ambulance Trusts specified targets of between 20-28 days. The Trust should introduce a 
timescale related to the Problem Solving Process. 

 

Potential risk of: 

• The robustness of the governance 

framework could be impacted by 

gaps within its design. 

Recommendations Priority 

3.1 The Trust should consider addressing the highlighted enhancements to Operations Manuals outlined 

above. 
Medium 
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Agreed Management Action Target Date Responsible Officer 

3.1 The Operations Manuals were recently published in February 2024. The Trust 

will review the Operations Manuals and will incorporate any amendments into 

this review process. 

February 2025 

 

Jennifer Wilson, National Volunteer 

Manager 
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Matter Arising 4: Volunteer Fundraising and Financial guidance (Design) Impact 

Concerns relating to the lack of oversight in relation to CFR fundraising and use of donations have been noted 

within a Trust LCFS investigation in 2020 and a Charity Committee report in June 2021.  

In late 2023, CFR team co-ordinators were contacted to establish the extent of fundraising activities, balances, 

and account arrangements. Responses were received from 86 of 204 CFR teams which included, circa£60k being 

held in funds (with circa £10k having been raised within the previous 12 months). Responses also set out 

variations in arrangements including: 

• Type of account in use for donations/fundraising – business (1), personal (1) and joint team (20) 

• Teams with a constitution which references fundraising (11), those who do not (24), and those unsure (27) 

• Teams with a process to apply to spend funds (14), those responding unknown (28) 

• Teams who provide updates internally on purchases/use of funds (21), those responding unknown (17). 

The CFR and VCS Operations Manuals currently contain no guidance in relation to fundraising or donation fund 

management. 

The Board Secretary confirmed that following Executive Leadership Team discussion in February 2024, the Trust 

is currently seeking advice from an external legal provider with intention to inform further communication to 

CFRs. Discussion with the interim National Volunteer Manager indicated once received a further task and finish 

group would be established to develop a volunteer fundraising Standard Operating Procedure. 

A Charity Committee task and finish group in place between 2022-2023 with a remit to review wider Trust 

charitable fund management had identified that a corporate risk relating to fundraising should be developed.   

An initial populated risk template was provided to us with some detail around controls and gaps, but the finalising 

of the risk has been paused awaiting the outcome of the legal advice above. Discussions also highlighted that 

while it has been agreed that CFR fundraising is a Trust rather than Trust Charity risk, the risk holder within the 

Trust is still to be agreed. 

 

Potential risk of: 

• Misuse of charitable donations 

and reputational risk to the Trust. 

Recommendations Priority 
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4.1 The Trust should ensure the distribution of received guidance in relation to fundraising to the full 

CFR population. 

Medium 

4.2 The development of a fundraising standard operating procedure should include consideration of 

the need for periodic returns on fundraising activity and use of funds. 

4.3 The Trust should consider the development of good practice documents to support donation fund 

management, which could be incorporated into CFR team constitutions and processes. 

4.4 The Trust should prioritise the completion of a Volunteer fundraising risk, including clarifying the 

ownership of the risk within the Trust. 

Agreed Management Action Target Date Responsible Officer 

4.1 

 

On receipt of any guidance on fundraising, the National Volunteer Manager will 

within one month, convene a Task and Finish Group, under the governance of 

the Operations Directorate. The T&FG will be tasked with cascade of any 

guidance to volunteers 

March 2025 

 

Jennifer Wilson, National Volunteer 

Manager 

4.2 - 

4.3 - 

4.4  

The T&FG will be responsible for execution of the actions described at 4.1-4.4. 

Any issue escalation to be reported through ADLT to ELT, noting it is not yet 

possible to determine the outputs from the T&FG, including the risk owner.  

March 2025 Jennifer Wilson, National Volunteer 

Manager 
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Matter Arising 5: Safeguarding Training compliance (Operation) Impact 

Non-compliance with safeguarding training by CFR and VCS had been identified within an internal review of 

processes in 2022 with subsequent action to address this.  

CFR 

Review of a February 2024 eLearning report identified 30 CFRs with an expired safeguarding competency. 

Entries within CFR database included notes of prompts to individuals, and a bulletin had been issued in February 

2024 to highlight the key areas where compliance is required. 

VCS 

Review of an April 2024 eLearning report identified only 7/32 North region drivers had safeguarding compliance 

listed. A further 21 drivers were confirmed to be in compliance based upon the 2022 internal review which had 

required the submission of paper returns.  

We were informed there have been challenges in the introduction of eLearning for VCS, with some volunteers 

unfamiliar with accessing the system. The team has also experienced delays in gaining access to the systems 

reporting functionality, and was required to undertake quality assurance checks of the data at the time of 

fieldwork due to discrepancies being highlighted by volunteers. A bulletin has been issued to prioritise the 

completion of an initial seven modules by April 2024, with the remaining to be completed by June 2024.  

2022 returns for Central and West and South East were not available for comparison. 

 

 

Potential risk of: 

• Volunteers lack of awareness of 

safeguarding practice and 

procedures. 

Recommendations Priority 

5.1  The Trust should incorporate Safeguarding training compliance within the established one to one 

reporting template. 

Medium 
5.2 Trust management should ensure that gaps in compliance with safeguarding training are addressed 

for both CFR and VCS roles.  

Agreed Management Action Target Date Responsible Officer 
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5.1 This finding relates to refresher training compliance. The Trust will incorporate 

safeguarding training compliance into the established one to one reporting 

template. 

September 2024 

 

Jennifer Wilson, National Volunteer 

Manager 

5.2 The Trust will ensure that gaps in safeguarding compliance are addressed for 

VCS and CFRs. 

September 2024 Jennifer Wilson, National Volunteer 

Manager 
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Matter Arising 6: CFR Mentoring Arrangements (Operation) Impact 

The CFR Operations Manual sets out the Trust’s recommended approach to mentoring for new CFRs. This 

includes a ‘buddying’ period for newly trained CFRs, and completion of an Emergency Medical Services Rideout 

shift within three months of completing training.  

Discussion with management outlined that the arranging of buddy shifts is through CFR co-ordinators, and no 

rideout records could be provided for the sample of 15 CFRs recruited in 2023, suggesting this approach is yet 

to be embedded. 

Potential risk of: 

• New volunteers may not receive 

adequate support impacting 

confidence and experience. 

Recommendations Priority 

6.1 The Trust should consider mechanisms to monitor the uptake of the mentoring arrangements 

outlined within the CFR Operational Manual. Medium 

Agreed Management Action Target Date Responsible Officer 

6.1 The Trust will consider mechanisms to monitor the uptake of the mentoring 

arrangements. 

November 2024 

 

Jennifer Wilson, National Volunteer 

Manager 
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Matter Arising 7: CFR Welfare and Activity Returns (Operation) Impact 

At the completion of each volunteer shift CFRs are encouraged to complete an ‘Activity and Welfare’ submission 

through a Microsoft Form link. This return includes date of activity, number of hours provided, if the CFR 

attended a cardiac response; and to indicate their mindset at shift completion with the options of ‘thriving, 

surviving or struggling.’ Any cardiac response or struggling response should prompt a welfare contact from the 

CFR team. 

Review of the 2,200 forms returned during the period September 2023 – March 2024 noted 870 did not 

complete the mindset field. We note of the responses submitted, 59% responded as thriving, and only 126 

responses listed a cardiac response (66)/surviving(52)/struggling(6).  

Review of a sample of 10 entries where the response registered either a concern for welfare or raised a query, 

noted: 

• Seven could be evidenced through a related TEAMS entry or CFR file note, although one was as a result 

of contact for another issue; and 

• Three held no evidence of contact.  

At present the team divides the response to completed forms across the operations assistant, manager, and 

trainer roles.  

 

Potential risk of: 

• Volunteer concerns and welfare 

may not be addressed where 

returns are missed  

Recommendations Priority 

7.1  The Trust should introduce a process which includes responsibility for allocation of calls or timeframes 

for addressing these. 

Low 
7.2 Where a submission has resulted in discussion of any welfare or performance concerns an entry 

should be maintained within the CFRs individual record. 
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7.3 The Trust should consider approaches to encourage the full completion of welfare returns to include 

a response of thriving, surviving, or struggling. 

Agreed Management Action Target Date Responsible Officer 

7.1 The Trust will introduce a process which includes the responsibility to a named 

individual for allocation of calls and timeframes for addressing these concerns. 

October 2024 

 

Jennifer Wilson, National Volunteer 

Manager 

7.2 This process will also include the documentation of any follow up action on the 

CFR individual record. 

March 2025 Jennifer Wilson, National Volunteer 

Manager 

7.3 The Trust will consider approaches to encourage the full completion of welfare 

returns. 

October 2024 Jennifer Wilson, National Volunteer 

Manager 
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Matter Arising 8: VCS Recruitment Oversight and Monitoring (Operation) Impact 

VCS recruitment has recently included the adoption of the NHS TRAC system which automates some of the 

previous employment checks. Internal process documents have been updated to reflect these changes and to 

outline responsibilities between the VCS Administrative Team and the training co-ordinator who liaises with the 

Trust driving school to coordinate assessments.  

We were informed that there has recently been adoption of an internal 6-week target set within the team for 

the processing of recruitment checks. A revised monitoring spreadsheet was introduced in 2023, and this 

provides coverage of the recruitment stages, but we did note some variation in the completeness of data entry 

across the regions. 

Following induction the volunteer is transferred to a ‘recruited’ tab which holds additional key dates between 

recruitment and the driver activation, but this includes removal of prior data entered against the process. There 

is currently little opportunity to review the process over an extended period and identify any common issues 

and compliance with the new six-week target.  

Potential risk of: 

• Issues in recruitment may not be 

identified; 

• Prolonged recruitment process 

impacting number of volunteers 

available. 

Recommendations Priority 

8.1  Management should ensure key dates and stages are completed within the VCS Recruitment 

spreadsheet. The spreadsheet should be modified to include forecast dates aligned to the six-week 

recruitment check completion target. 
Medium 

8.2 Monitoring arrangements should include the retention of key recruitment dates for a period following 

recruitment to allow the review of process for any steps which cause delays or blockages.  

Agreed Management Action Target Date Responsible Officer 
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8.1 The Trust will ensure that key dates and stages are completed on the VCS 

recruitment spreadsheet, including the modification to support forecast dates 

aligned to the six-week target. 

October 2024 

 

Jennifer Wilson, National Volunteer 

Manager 

8.2 The Trust will ensure that monitoring arrangements will include the retention of 

recruitment dates for a determined period to support the review process. 

October 2024 

 

Jennifer Wilson, National Volunteer 

Manager 
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Matter Arising 9: VCS Record Completeness (Operation) Impact 

The VCS team are in the process of moving from the retention of paper records, to combined use of the 

Ambulance Care electronic Cleric system alongside their own spreadsheets. The introduction of a new volunteer 

electronic management system ‘Assemble’ will provide the team with a single system for maintaining volunteer 

records. Assemble was originally expected to be introduced in September 2023, and a phased rollout was 

imminently expected as fieldwork closed in April 2024. 

There has been the introduction of MiST training for VCS, which we are informed has been welcomed by longer 

serving volunteers, and review of the course content shows alignment with the areas within the induction 

training day for new recruits. The VCS Driver database is used to monitor attendance, however no record of 

attendance or confirmation documentation could be provided for a sample of 7 records requested.  

As detailed in the VCS Operations Manual, it is the responsibility of the respective volunteer to maintain their 

vehicle in a safe and road legal condition with a ‘Vehicle Checklist Review’ form to be completed. However, 

within a sample of 10 drivers from the North region, only 3 vehicle check forms could be provided.  

Potential risk of: 

• Unchecked vehicles may not meet 

or be maintained to Trust 

standards, resulting in poor 

patient experience or harm. 

Recommendations Priority 

9.1  As part of the migration of VCS records onto Assemble the Trust should undertake a records 

stocktake, and address any subsequent gaps identified. 

Medium 
9.2 Noting the gap in vehicle check records, there should be inclusion of a completion of vehicle check 

forms as part of MiST course arrangements. 

Agreed Management Action Target Date Responsible Officer 

9.1 Following the introduction of Assemble, the Trust will undertake a records stock 

take and address any gaps identified. 

March 2025 

 

Jennifer Wilson, National Volunteer 

Manager 
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9.2 The Trust will introduce a system to include the completion of vehicle check lists 

for VCS volunteers. 

September 2024 Jennifer Wilson, National Volunteer 

Manager 
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Matter Arising 10: VCS Expenses validation (Operation) Impact 

Processing of expenses includes the comparison of submitted mileage to journey reports produced from the 

Cleric system: 

• mileage summary papers are compiled listing each driver and a percentage variance from the Cleric report; 

and 

• a further validation paper is completed where individual journeys are reviewed to establish variance in 

mileage against the Cleric total. 

It was outlined that variations in totals are inevitable due to ad hoc additional jobs, diversions to routes, and 

drivers returning home due to gaps in allocated jobs, therefore a 10% tolerance level has been adopted.  

Expense payment schedules, mileage summary working papers, and validation papers were requested for all 

regions for the period October 2023 – December 2023. No summary or validation papers could be provided for 

the Central and West region as the staff member responsible was absent and the documents were not saved 

centrally.  

Review of documents provided for the North and South East regions confirmed validation had been undertaken, 

however there was inconsistencies of approach noted between each region, and with the level of check set out 

within a guidance document supplied by the VCS Manager.  

 

Potential risk of: 

• Non-compliance with process, 

inconsistent approaches across 

regions. 

Recommendations Priority 

10.1  The Trust should confirm a consistent selection criterion for the selection of claims to be validated 

which includes risk assessment and adequate coverage of outliers.  

Medium 

10.2a Noting the unavailability of summary and validation documents for the Central and West region 

management should obtain and review documents to confirm the undertaking of checks.  

10.2b There should also be periodic checks to ensure documents are saved in a shared accessible location. 
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Agreed Management Action Target Date Responsible Officer 

10.1 The Trust will agree a consistent selection criterion for validation of checks, to 

include risk assessment and coverage of outliers. 

October 2024 

 

Jennifer Wilson, National Volunteer 

Manager 

10.2a The Trust will satisfy itself that Central and West records are subject to 

appropriate checks and validation. 

July 2024 Jennifer Wilson, National Volunteer 

Manager 

10.2b The Trust will ensure that periodic checks are undertaken to ensure documents 

are saved in a shared accessible location. 

October 2024 Jennifer Wilson, National Volunteer 

Manager 
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Appendix B: Assurance opinion and action plan risk rating 

Audit Assurance Ratings 

We define the following levels of assurance that 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. 

 

 
Unsatisfactory 

assurance 

Action is required to address the whole control framework in this 

area. 

High impact on residual risk exposure until resolved. 

 

Assurance not 
applicable 

Given to reviews and support provided to management which form 

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

are not appropriate. 

These reviews are still relevant to the evidence base upon which 

the overall opinion is formed. 

Prioritisation of Recommendations 

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

Priority 
level 

Explanation Management action 

High 

Poor system design OR widespread non-compliance. 

Significant risk to achievement of a system objective OR 

evidence present of material loss, error or misstatement. 

Immediate* 

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

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

Low 

Potential to enhance system design to improve efficiency or 

effectiveness of controls. 

Generally issues of good practice for management 

consideration. 

Within three months* 

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

Report Opinion 

  Trend 

Reasonable 

 

 

Some matters require 

management attention 

in control design or 

compliance.  

Low to moderate 

impact on residual risk 

exposure until 

resolved. 

N/a 

Assurance summary1 

Objectives Assurance 

1 Policies and guidance  Substantial 

2 
Compassionate practices within 

the disciplinary process 
Limited 

3 Disciplinary process compliance Reasonable 

4 Reporting arrangements  Reasonable 

Purpose 

To assess the adequacy of the arrangements in place for the management of the disciplinary process. 

To focus on the demonstration of compassionate leadership principles, in addition to compliance with 

the Trust’s defined disciplinary processes. 

Overview  

We have issued reasonable assurance on this area. We found clear alignment of content between the 

Trust IMTP, People and Culture Plan, and compassionate practice action plan. We identified good 

compliance with some All-Wales policy timescales, noted reductions in case length against those of 

prior years, and that case outcomes indicated appropriate use of Fast-Track and Formal investigations.  

The matters requiring management attention include: 

• Progress has been made against the compassionate practices action plan, but there are delays in 

the completion of some actions and timescales require revision.  

• Compassionate practices training targeted senior operations managers, but we found gaps against 

those involved in cases within our sample. 

• A document checklist is in place to support formal investigation hearings, however not for other 

processes, and we identified gaps in case file completeness.  

• No appeals were heard within the 28-day target, an All-Wales policy timescale. 

• Electronic staff records for employees who resign during an investigation are not updated to reflect 

the final disciplinary outcome. 

Key Matters Arising Objective 

Control 

Design or 

Operation 

Recommendation 

Priority 

1 Compassionate practices action plan 2 Design Medium 

2 Compassionate practices training 2 Operation Medium 

4 Compliance with All-Wales policy timescales 3,4 Operation Medium 

5 Case management document retention 3 Operation High 

6 Electronic staff record process end status 3 Operation Medium 
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1. Introduction 

1.1 The Welsh Ambulance Services NHS Trust (the ‘Trust’) adopted the All-Wales 

Disciplinary Policy in 2017 which provides the mechanism for disciplinary issues, 

and states that all employees will be treated fairly, and with dignity and respect. 

1.2 The Trust’s People and Culture Plan 2023-2026 (approved May 2023) contains the 

objective: ‘Improve the effectiveness and safety of our internal disciplinary, 

capability and resolution processes, learning from Just Culture principles and 

further embedding Compassionate Practices for All’. This followed a report 

presented at the People and Culture Committee in May 2022 highlighting learning 

taken from recent disciplinary cases, and included recommendations to work within 

the principles of ‘just culture’ to improve the timeliness and quality of 

investigations. 

1.3 The Trust has also launched its ‘Compassionate Practices for All’ training to 

managers in November 2022, which focuses on explaining the ethos of 

compassionate practices and ensuring that colleagues are treated fairly and 

compassionately, and their best interests are protected during difficult processes 

such as investigations. 

1.4 The risks considered during this review were: 

i. Non-compliance with the All-Wales Disciplinary Policy and Procedure, 

exposing the Trust to the risk of litigation. 

ii. Impact on the welfare of those involved in the process, including staff, 

investigative officers, HR colleagues and witnesses, due to lengthy 

investigations and/or insufficient support.  

1.5 In order to ensure the confidentiality of those involved within the disciplinary 

process, case file review were undertaken in conjunction with members of the 

People Services teams, and partial extracts of the case management tracker 

document were provided to support audit review. Our sample was selected from 

the 44 cases which had been closed in 2023. 

2. Detailed Audit Findings 

2.1 The table below summarises the recommendations raised by priority rating: 

 Recommendation Priority 

Total 

High Medium Low 

Control Design - 2 2 4 

Operating Effectiveness 3 5 - 8 

Total 3 7 2 12 
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2.2 Our detailed audit findings are set out below. All matters arising and the related 

recommendations and management actions are detailed in Appendix A. 

Objective 1: There are appropriate policies, guidance and plans in place to 

support the Trust’s disciplinary process. 

2.3 As per para 1.1, the Trust adopted the All-Wales Disciplinary Policy (‘the policy’) in 

July 2017 following its approval by the Welsh Partnership Forum. A supplementary 
‘Key Changes Document’, noted as developed in partnership with Trade Union 

representatives, was introduced by the Trust alongside the policy. The document 
included detail on the Trust ‘Scheme of Delegation for Disciplinary Policy’, setting 

out the expected delegation of officers / banding applicable to the relevant stages 
of disciplinary case progression (informal discussion, initial assessment/fast track, 

disciplining, and disciplinary officers).  

2.4 The policy was due for review in March 2020 and we are informed that the Trust is 

represented in the All-Wales process currently underway to review this. 

2.5 The Trust has a dedicated intranet page, accessible to all staff, which contains a 

disciplinary managers toolkit and includes 23 template process documents and 

letters to support compliance with the policy.  

2.6 Review of the Trust toolkit content against a sample of other NHS Wales 

organisations found it provides a good range of supporting documentation for the 
key stages of the process and for any required formal investigation. We did identify 

those other toolkits reviewed included additional supporting guidance notes for 
managers, but recognise the Trust has an action to review its toolkit within the 

compassionate practices plan. At the close of fieldwork, it was reported that there 

is intention to trial guidance currently in use by another NHS organisation. 

2.7 There are three associated IMTP actions to deliver the People and Culture Plan 

objective as per para 1.2. These include: 

1). Improve employee experience and avoid unnecessary escalations 
through the training and support of Trust managers in compassionate 

practices. 

2). Coach managers on compassionate approaches to reduce the volume of 

disciplinaries, increasing the speed of cases, and closing cases at an 

appropriate stage. 

3). Evaluate the impact of compassionate practices in terms of behaviour 

change, timeframes, and impact on those involved. 

2.8 An initial compassionate practices action plan was developed by the People and 

Culture team in June 2023, and revised into its current version in September 2023, 
to which additional detail within actions was included and extension applied to 

some timescales for completion. Review of the content demonstrated alignment 
with the IMTP actions (para 2.7). Progress in delivering the action plan is 

considered under audit objective 2. 

Conclusion: 
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2.9 The Trust has adopted the All-Wales Disciplinary policy, with a range of 
documentation available to support its implementation. Strategic and operational 

actions have been developed to develop a compassionate practices approach to 
disciplinary case management. Noting this, we assign this objective substantial 

assurance. 

Objective 2: The Trust provides sufficient support, guidance, training, and 

resources to enable the adoption of compassionate practices within the 

disciplinary process. 

2.10 Representatives from the People Services team who are involved in the 
development of the compassionate practices action plan, and in the management 

of employee relations cases, highlighted the key message that compliance with 
policy and process remains important. However, there is recognition that there 

needs to be greater consideration of the impact on the person and how those 

involved within cases can be supported. 

2.11 The Compassionate Practices action plan (‘the action plan’) contains nine 

objectives with 36 individual corresponding actions, although there are some areas 
of crossover between these. Timescales (for objectives) within the initial action 

plan were targeted for 2023 and we note that some have been extended into 2024 
when the plan was revised. Individual actions, however, do not have assigned 

target dates. Review of the action plan identified evidence of actions underway 

across most objectives: 

• 16 actions completed. 

• 7 in progress. 

• 13 yet to commence (5 related to objective four, see para 2.16). 

In addition, the plan does not contain action leads, with ownership sitting with the 

People Services Partner leading on the area. See MA1 

2.12 Training is delivered by Health Education and Improvement Wales (HEIW) as part 

of a national programme on compassionate practices. Supporting materials set out 

the concept of avoidable employee harm, common themes from employee 
experiences noting the impact on the individual, organisations, and dangers of 

failing to learn from these.  

2.13 The action plan includes targeting of senior managers from the Operations 

Directorate to complete compassionate practices training, and we note the use of 
an ESR report to define these. Over half of the managers identified have attended 

a session, but the training provision could be extended to also include those 
involved in undertaking an initial assessment (IA). Additionally, our review of 

individuals involved in the sample of 23 disciplinary cases tested (for further details 
refer to audit objective 3) identified around half had yet to attend training. See 

MA2 Feedback is sought from attendees at the point of training, but there is not 
yet a mechanism to capture any learning from practice as set out within the action 

plan. See MA2 



  

Disciplinary Case Management - Compassionate Practices Final Internal Audit Report 
  

 

  

  

NWSSP Audit and Assurance Services 7 
 

2.14 Objective three within the action plan relates to the ‘initial assessment to be fair, 
thorough and unbiased, leading to appropriate outcomes for all and reduced 

employee harm.’ Actions include the revision of IA documentation, and a revised 
IA form was being piloted at the time of fieldwork. Our review of content identified 

additional prompts to consider employee mindset, the applicability of policies and 
procedures, and generally suggests the adoption of a risk assessment approach. 

We note a prompt to share the completed IA with the People Services team has 
been removed; however based on our review of cases (refer to audit objective 

3), management should consider retaining its inclusion. See MA5  

2.15 Outside of the trial of the updated IA form there has also been revision of the letter 
which accompanies it. Our review of content could identify adjustment of language 

and a clearer outline of available support within this, but the letter was yet to be 
piloted. Further changes to the toolkit to reflect the Trust’s intent to demonstrate 

compassionate practices are not yet in place. 

2.16 Objective four within the action plan includes review of other key templates, 

process documents and guidance. Due to capacity within the People Services team 
this has not commenced, however the target date for completion (28 February 

2024) within the action plan was yet to be updated. See MA1  

2.17 Objectives two and nine include the review of employee relations data to identify 

trends and themes, and this has been shared with the People and Culture 
Committee on a six-monthly basis (August 2023 and February 2024). The 

corresponding report has included high level outline of the actions within the action 

plan, but this has not included detail on timescales or completion. See MA1 

Conclusion: 

2.18 The Trust has identified key actions to support the adoption of compassionate 
practices within the disciplinary process. Intent to deliver and enhance the 

disciplinary process through compassionate practices is clear, however delivery is 
not in line with the outlined timescale, which will have impacted the extent to which 

change has been embedded. Roll out of the training has included senior members 
of the Trust and senior managers of the Operations Directorate, but we identified 

there could be greater coverage of those involved in case management. We assign 

this objective limited assurance. 

Objective 3: Disciplinary actions are undertaken promptly in accordance with 

policy, in a way that is fair, consistent and without discrimination; 

2.19 The People Services team maintain a tracker spreadsheet to manage and monitor 

progress of disciplinary cases. Review of the tracker identified that it includes key 
fields for capture of contacts, process dates and timescales relating to suspension 

length (if applicable), investigation period, and overall case duration. Additional 
fields have recently been introduced to identify if an allegation is of a sexual nature, 

in line with the Trust’s wider sexual safety programme, or if it is related to 
protected characteristics. Our review of reporting arrangements (see audit 

objective 4) has outlined opportunities to enhance the tracker further to capture 

compliance against key timescales. See MA3 
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2.20 We undertook sample testing of ten fast-track investigations, ten formal 
investigations, and five appeals to assess compliance with policy and noted the 

following:  

Fast Track investigations  

2.21 Fast track cases sampled resulted in either a verbal or first written warning being 
issued, which is in line with the outcomes defined in the policy for such 

investigations.  

2.22 Good compliance was noted with the required timescales set out within the All-

Wales Policy, where cases were generally resolved within a month following IA 

taking place. Areas of non-compliance have been detailed within Appendix A. See 

MA4 

Formal Investigations  

2.23 Outcomes could be verified against the detail held within case files; and good 

compliance was noted against All-Wales timescales. There is no defined target for 
completion of formal investigations, but the average length of an investigation 

within our sample was 87 days (length ranged from 34 – 204 days). We note that 
one NHS Wales organisation has adopted a good practice target of 90 days. Some 

isolated examples of non-compliance are listed within Appendix A. See MA4  

2.24 Appointment of Disciplining officers met the requirements of the Trust’s local 

Scheme of Delegation. We also noted investigating officers (IO’s) had received 
relevant training or were suitably experienced (para 2.33 refers to future IO 

arrangements). 

Appeals 

2.25 Outcomes could be verified against the detail within case files. However, no appeal 

was heard within the 28-day timescale set out in the policy, and for two instances, 

hearing outcomes were not issued within the 7-day target set by the policy. 

2.26 Good compliance was noted in relation to the following aspects of the policy: 

• intention to appeal which was received in line with timescales (14 days) 

for all cases; 

• all appeal officers met the policy and trust scheme of delegation 

requirements for seniority and  

• circulation of appeal documents ahead of the hearing met the policy 

timescale (7 days) for all cases.   

Case file documentation 

2.27 We identified a number of gaps within process documentation when reviewing our 
sample of case files. Discussion with the People Services team highlighted that 

formal investigation cases are subject to a checklist review to confirm 
completeness of the documentation, prior to the disciplinary hearing, but this is 

not in place for fast-track reviews and does not include the closing stage 

documentation following the hearing. See MA5  
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Electronic Staff Record (ESR)   

2.28 Section 20 of the policy states that an accurate record of all disciplinary events 

should be maintained on ESR. We identified only one instance within our sample 
where ESR had not been updated with a case outcome. Discussion with the People 

Services team highlighted that where an employee resigns during a disciplinary 
process, it would be the resignation rather than the process outcome which would 

be recorded within ESR. See MA6   

Internal and External referrals  

2.29 The policy contains requirements for referral in relation to the Disclosure and 

Barring Service (DBS), and Counter Fraud. These had been complied with where 

identified within our sample. 

Conclusion: 

2.30 Review of a sample of case files confirmed that the Trust generally manages 

disciplinary cases in line with the requirements of the All-Wales Policy. However, 
there is mixed compliance with target timescales contained within the policy, 

particularly for fast-track investigations; and in the completeness of documentation 
within case files and employee records. We assign this objective reasonable 

assurance.  

Objective 4: Effective reporting arrangements are in place, including actions to 

understand the impact of compassionate leadership principles on the 

disciplinary process. 

Operational arrangements 

2.31 The People Services team schedule fortnightly meetings to monitor case progress 

through review of content within the case management tracker. We are also 
informed that this meeting would consider outcomes following case closures and 

subsequent debriefs of participants which took place, although we note these are 

not formally documented.  

2.32 As part of the compassionate practice action plan (Objective Six - Support the 

development of the People Services team) the People Services team has recently 
established dedicated reflection time each month, for sharing of learning from 

internal and external cases; and sexual safety sessions were held during 2023 to 

align with the Trusts ‘Speaking Up Safely’’ agenda.  

2.33 Discussion with People Service management outlined that both ‘Speaking Up 
Safely’ and the work to establish the Trust’s ‘Sexual Safety Guiding Principles’ had 

contributed to increasing the number of concerns reported and resulting in higher 
disciplinary case numbers. Three fixed term dedicated investigator posts are being 

introduced, on an initial two-year basis, to assist in managing the increasing 
caseloads, and focus on cases where allegations are of complex nature. 

Additionally, the People and Culture Directorate is reviewing its service structure 

and the resource allocated to managing the employee relations process.  
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Committee reporting 

2.34 Review of People and Culture Committee papers and minutes (September 2022 – 

February 2024) noted regular reporting of the total disciplinary case within the 
Workforce Performance Scorecard. The most recent update reported 30 active 

cases (December 2023) in comparison to a prior high of 49 (September 2021) and 
low of 12 (January 2023). The in-committee meeting also receives an update at 

each meeting on the number of employees suspended for over four months, and 
updates on suspension status are subsequently provided to the Trust Board 

through the committees highlight report. 

2.35 The compassionate practices plan (Objective Two - Analysis of existing employee 
relations data, including demographic review, to ensure no unintended bias) 

includes an action to review disciplinary data, since 2020, to identify baseline 
measures. To support this, as per para 2.17, there has been reporting of trends 

and themes to the People and Culture Committee, initially in August 2023 and 
followed in February 2024. Indicators within these reports have sought to 

demonstrate the impact of compassionate practices through comparisons of:   

• decreases in number of overall cases and case length,  

• allegation type to allow for comparison to other Trust priorities, such as 
sexual safety, and empowerment of staff to speak up in relation to 

concerns, 

• increase in number of cases closed with no further action. 

Noting the above, there could be a corresponding focus on the timescales defined 

within the policy to demonstrate commitment to meeting these.  See MA4 

2.36 We note other NHS Wales Organisations have recently commenced a best practice 

review which is to include historic review of employee relations data. Comparison 
of intended reporting against that in place by the Trust within its themes and trends 

report highlighted good alignment, however we note there is intention to undertake 
review of employee banding, length of service and further granular detail in relation 

to outcomes which the Trust may wish to consider. 

Conclusion: 

2.37 There is regular reporting of the number of cases to the People and Culture 
Committee and this has been supplemented by the recent introduction of six-

monthly reporting on trends and themes. This should contribute to understanding 
the impact of compassionate practices, however there could be further sight of 

policy timescales within reporting. Noting this, we assign this objective 

reasonable assurance. 
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Appendix A: Management Action Plan 
Matter Arising 1: Compassionate Practices Action Plan (Design) Impact 

Action Plan timescales 

The compassionate practices action plan (‘the action plan’) contains nine objectives with a corresponding 36 

individual actions, although there are some areas of crossover between these. Review of the plan noted:  

o Of the nine objectives listed, 7 include target dates for completion, and five have missed their target 

dates. Timescales within the initial action plan were targeted for 2023, a revised action plan extended 

target dates for four objectives into 2024.  

o Individual actions listed under the objectives do not have assigned target dates, so whilst we note 

actions underway for nearly all objectives, target dates have not been met and the majority of actions 

were still to be completed.  

o Objective four includes review of other key templates, process documents and guidance for both People 

Services representatives and Trust managers. The review of documentation was yet to start at the time 

of fieldwork due to capacity within the People Services team, however the timescale was yet to be 

updated with a revised target date.  

Action plan oversight 

The People and Culture Committee receives a six-monthly report on employee relations trends and themes. As 

part of this report there has been high level outline of the actions within the action plan, but this has not 

included detail on proposed timescales or individual action completion.  

Potential risk of: 

• Improvements in case 

management and associated 

employee wellbeing may be 

impacted by lack of resource and 

delivery of compassionate 

practices action plan. 

Recommendations Priority 

1.1 The compassionate practices action plan should be reviewed to ensure timescales are reasonable 

and capture both the planned changes and implementation periods. Medium 
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1.2  Revised timescales should feature within the updates provided to the People and Culture Committee 

to ensure awareness of any delays to plan implementation. 

Agreed Management Action Target Date Responsible Officer 

1.1 Undertake a review of the action plan with an aim to move to implementation of 

several of the outstanding actions, closing those that have been completed. 

31/08/2024 

 

Karen Jones, Deputy Head of People 

Services   

1.2 Ensure all outstanding actions have a realistic completion date. To provide a 

regular update on plan to People & Culture Committee. 

31/08/2024 Karen Jones, Deputy Head of People 

Services   
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Matter Arising 2: Compassionate practices training (Operation) Impact 

Training attendance 

Objective one within the compassionate practices action plan is to ‘deliver compassionate practices training to 

managers directly involved in undertaking employee investigations’. Actions to deliver this include targeting of 

managers from the Operations Directorate through the use of an ESR report to identify those with a senior 

managerial role. At the date of fieldwork 32/57 (56%) of those within the report had attended.  

Our own review of individuals involved in the 23 disciplinary cases sampled, during fieldwork, noted circa half 

had attended the compassionate practices training, but this included only 4/15 individuals who had undertaken 

the initial assessment. 

Training feedback 

The compassionate practices action plan includes ‘track learner at 3 and 6 months to review effectiveness of 

training/learning.’ We were provided with examples of feedback taken from the training session work, rather 

than post training as detailed within the action plan.  

Potential risk of: 

• Those previously involved in 

disciplinary cases could lack 

training in compassionate 

practices. 

• Feedback from attendees is not 

currently captured, resulting in 

missed opportunities to identify 

changes in practice. 

Recommendations Priority 

2.1 The Trust should review the case management tracker to identify individuals that have previously 

been involved in undertaking initial assessments as a priority group for attending future 

compassionate practices training sessions. 
Medium 

2.2 Post training feedback should be sought in line with the original action, to capture attendees learning 

from the training and identify any changes in practice. 

Agreed Management Action Target Date Responsible Officer 

2.1 Managers identified requiring training will be contacted with available dates to 

attend. Training is sourced via HEIW and not internally delivered. Therefore, 

training dates are limited. 

30/09/2024 

 

Karen Jones, Deputy Head of People 

Services   
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2.2 Contact will be made with HEIW as the training provider to confirm evaluation 

process.  

Introduce a disclaimer that all investigating Officers complete to ensure they 

have undertaken all relevant training including compassionate practice.       

30/09/2024 

 

 

30/09/2024 

Karen Jones, Deputy Head of People 

Services   

Karen Jones, Deputy Head of People 

Services   
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Matter Arising 3: Disciplinary Case Tracker (Design) Impact 

The People Services team maintain a case tracker spreadsheet for the management of case progression. Review 

of the tracker identified that there are key fields for capture of contacts, process dates, timescales relating to 

suspension length (if applicable), investigation length, and overall case duration. Fields have recently been 

introduced to identify if an allegation has a sexual nature or is related to protected characteristics.  

Our review of equivalents highlighted some further areas where detail is included in the case notes column but 

which could be captured separately to enhance the Trust’s ability to undertake thematic review. This includes: 

• Recording employee sickness status/periods 

• Summary outline of reasons for delay. 

Additionally, while the current format includes key process dates it does not specifically capture whether the 

associated timescales have been met for: 

• Completion of a Fast-Track investigation within one month of an initial assessment, and  

• 10-day target for a Discipling Officer to make a decision following receipt of an investigation report. 

• Appeal hearings taking place within 28 days. 

Potential risk of: 

• Opportunities to identify themes 

and trends in case management 

may be missed. 

• Non-compliance with policy 

exposing the Trust to the risk of 

litigation. 

Recommendations Priority 

3.1 To enhance the thematic review of disciplinary case management the Trust should consider the 

inclusion of the good practice elements of sickness status/periods and reasons for delay. 

Low 
3.2 For performance management, the case management tracker should incorporate the measurement 

of timescale compliance within the fields in use. 

 

  



  

Disciplinary Case Management - Compassionate Practices 
 

Final Internal Audit Report 
Appendix A 

  

 

  

  

NWSSP Audit and Assurance Services 16 

 

Agreed Management Action Target Date Responsible Officer 

3.1 Sickness status and reason for delay will be added to the tracker as per 

recommendation 

31/08/2024 

 

Karen Jones, Deputy Head of People 

Services   

3.2 Time scales will be added to the tracker as per recommendation 31/08/2024 Karen Jones, Deputy Head of People 

Services   
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Matter Arising 4: Compliance with policy timescales (Operation) Impact 

The All-Wales Disciplinary Policy contains a number of timescales for key stages relating to the fast-track 

investigation, formal investigation, and appeal stages. Our sample testing identified: 

Fast-track investigations (10 sampled) 

• The policy states fast-track investigations should be completed within one month of the initial 

assessment, three of the ten cases did not meet this timescale.  

• The policy requires that the employee is given as a minimum 7 days written notice of the fast-track 

hearing, we identified one occasion where the hearing took place the day following the initial 

assessment. 

Formal investigations (10 sampled) 

• Minor non-compliance with policy timescales was noted including: disciplining officers 10-day timescale 

to decide upon further action (1), 21 day deadline for documentation to be provided to employee ahead 

of a hearing (1), and 7 day timescale for informing employee of hearing outcome (1). 

• We noted the period required for formal investigations varied between 34-204 days. The policy does 

not include a target in this regard, but we have noted some NHS Wales organisations using 90 days as 

a good practice measure. 

Appeals (5 sampled) 

• No appeal was heard within the 28-day timescale set out in the policy, with difficulties noted in agreeing 

suitable dates for appeals officers and trade union representatives.  

• Appeal hearing outcomes were not shared in line with policy timescales (7 days) on two occasions. We 

are informed that on both occasions the delay to issuing outcome letters was communicated with 

relevant parties, but this was not captured within the content of the letters shared with us. 

We note that whilst a number of indicators are reported in relation to employee relations and case management, 

compliance with key timescales listed above do not feature. The case management tracker contains fields for 

key stages but does not specifically capture whether the associated timescales have been met. 

 

Potential risk of: 

• Extended case duration could 

adversely impact the wellbeing of 

those involved within the process. 

• Non-compliance with policy 

exposing the Trust to the risk of 

litigation. 
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Recommendations Priority 

4.1 Management should consider approaches to ensure timescales are met as set out within the All-

Wales policy, such as provisional appeal dates being agreed at the disciplinary hearing. 

Medium 

4.2 The Trust should include key timescales for each process to be periodically included within reporting 

provided to the People and Culture Committee for assurance that cases are being progressed in line 

with agreed All-Wales timescales. 

4.3 The Trust should establish its own expected timescale for formal investigations to be undertaken and 

ensure the officers tasked with undertaking these are aware of this. 

Agreed Management Action Target Date Responsible Officer 

4.1 The Trust will continue to monitor compliance against All Wales Policy and ensure 

any delays are kept to a minimum by proactively securing dates for 

hearings/appeals etc at the earliest opportunity and note any reason for delays. 

People Business Leaders will monitor compliance relevant to their Directorates. 

31/08/2024 

 

Karen Jones, Deputy Head of People 

Services   

4.2 ER tracker will include times scale compliance against each case. Any non-

compliance will be supported with rationale.  This will be monitored by the 

Deputy Head of People Services and People Business Leaders on a monthly basis. 

31/08/2024 Karen Jones, Deputy Head of People 

Services   

4.3 With the investment of three full time investigating officer roles (interviews 

14/06/2024), when in post will support dedicated investigation with a focus on 

complexity and agreed time scales.   

31/08/2024 Karen Jones, Deputy Head of People 

Services   
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Matter Arising 5: Case Management documentation (Operation) Impact 

When undertaking our review of a sample of case files, there were a number of gaps noted within the process 

documentation maintained. Discussion with the People Services team highlighted that formal investigation 

cases are subject to a checklist review prior to the disciplinary hearing, but this is not in place for fast-track 

reviews; and would not include the closing stage documentation following the hearing.  

Gaps in document retention 
Fast-

Track 

Formal 

Investigation 
Appeal 

Initial Assessment copy retained 5/10 10/10   

Initial Assessment outcome letter retained 5/10* 8/10   

Hearing outcome letter retained within People 

Services case file 
6/10 1/9** 6/6* 

Hearing outcome letter retained within 

employee personal file 
0/10 1/9** 0/6 

*total includes dated draft copy 

** one sampled formal investigation did not proceed to a hearing. 

A revised IA form was being piloted at the time of fieldwork, review of content noted a prompt to share the 

completed IA with the People Services team has been removed. 

 

Potential risk of: 

• Gaps in documentation could 

compromise the Trust’s defence in 

any internal or external review of 

outcomes. 

Recommendations Priority 

5.1 The Trust should develop a checklist to ensure the completeness of case files for each element of 

the disciplinary process. This should include end process retention requirements for both People 

Services and the employee record.  
High 
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5.2 Following development of the checklists, the People Services team should incorporate a periodic 

check of adherence of a sample of recently closed cases. 

5.3 Any revision to disciplinary toolkit template documentation should retain direction that completed 

copies should be shared with the People Services team. 

Agreed Management Action Target Date Responsible Officer 

5.1 Implement a checklist to ensure all required documentation is maintained for a 

disciplinary process. Checklist should be signed off by the People Business 

Leader/ People Services Business Partner for their directorate on completion of 

all stages of the process.   

31/07/2024 

 

Karen Jones, Deputy Head of People 

Services   

5.2 Undertake periodic audits on the compliance with checklist. 31/07/2024 Karen Jones, Deputy Head of People 

Services   

5.3 Update as required using version control for disciplinary tool kit available on 

Siren. 

31/07/2024 Karen Jones, Deputy Head of People 

Services   
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Matter Arising 6: Electronic staff record end process (Operation) Impact 

Section 20 of the policy states that an accurate record of all disciplinary events should be maintained on the 

electronic staff record (ESR).  

Discussion with the People Services team highlighted that where an employee resigns during a disciplinary 

process it would be the resignation, rather than the disciplinary process outcome, recorded within ESR. One 

example of this was identified within our sample.  

This could limit the effectiveness of any subsequent check against an application should the individual apply 

for an NHS post. 

Potential risk of: 

• Incorrect status within ESR could 

result in previously dismissals 

being missed in future application 

checks. 

Recommendations Priority 

6.1 The People Services team should ensure that ESR records accurately reflect the outcome of 

disciplinary processes, and should review the case management tracker to identify any historic 

records which require amendment.  
Medium 

Agreed Management Action Target Date Responsible Officer 

6.1 On completion of all disciplinary hearings, People Services representative to 

ensure that ESR accurately reflects the outcome of dismissal. Contact with 

NWSSP payroll may be required to make the changes to past cases ensuring 

accurate information is recorded. 

31/08/2024 

 

Karen Jones, Deputy Head of People 

Services   
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Appendix B: Assurance opinion and action plan risk rating 

Audit Assurance Ratings 

We define the following levels of assurance that governance, risk management and internal 

control within the area under review are suitable designed and applied effectively: 

 

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. 

 

 
Unsatisfactory 

assurance 

Action is required to address the whole control framework in this 

area. 

High impact on residual risk exposure until resolved. 

 

Assurance not 
applicable 

Given to reviews and support provided to management which form 

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

are not appropriate. 

These reviews are still relevant to the evidence base upon which 

the overall opinion is formed. 

Prioritisation of Recommendations 

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

Priority 
level 

Explanation Management action 

High 

Poor system design OR widespread non-compliance. 

Significant risk to achievement of a system objective OR 

evidence present of material loss, error or misstatement. 

Immediate* 

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

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

Low 

Potential to enhance system design to improve efficiency or 

effectiveness of controls. 

Generally issues of good practice for management 

consideration. 

Within three months* 

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

Report Opinion 

  Trend 

Reasonable 

 

 

Some matters 

require management 

attention in control 

design or 

compliance.  

Low to moderate 

impact on residual 

risk exposure until 

resolved 

 

2022/23 

 

Assurance summary1 

Objectives Assurance 

1 Risk Management Policy Reasonable 

2 
Risk identification and 

assessment 
Reasonable 

3 
Risk management and 

evaluation 
Reasonable 

4 Risk monitoring and scrutiny Reasonable 

Purpose 

To assess the effectiveness of the Risk Management and assurance arrangements in place within 

directorates. 

Overview  

We have issued reasonable assurance on this area.  

Through our review of risk management arrangements at both Corporate and Directorate (Operations 

and Clinical (Paramedicine)) level, we have noted the continued development and delivery of the Trust’s 

risk transformation programme. 

Processes are in place for the recording and monitoring of risks throughout the Trust, however the audit 

trail for the management of local and directorate risks is not always available.  

The matters requiring management attention include: 

• Better demonstrate the impact of risks on the achievement of strategic / directorate objectives and 

priorities. 

• Completion of risk assessments. 

• Evidencing the management and review of risks at directorate and service level. 

• Development of summary risk reports at both the directorate and service level. 

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

Key Matters Arising Objective 
Control Design 

or Operation 

Recommendation 

Priority 

1 

Impact of risks on the achievement of 

strategic & directorate objectives and 

priorities 

2,3 Design 

Medium 

2 
Completion of risk assessments at 

directorate and service level. 

2,3 Operation 
Medium 

3 
Risk register records maintained outside 

Datix 

2,3 Operation 
Medium 

4 
Evidencing risk review activity undertaken 

at directorate and service levels 

2,3,4 Operation 
Medium 

5 
Directorate and service level risk 

reporting 

2,3,4 Design 
Medium 
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1. Introduction 

1.1 Effective risk management enhances strategic planning and prioritisation, assists 

with the achievement of objectives, and strengthens the ability to be agile to 

respond to challenges, and should be an integral part of all organisational activities 

to support decision-making. 

1.2 The Board Assurance Framework (BAF) is designed to provide a structure and 

process that enables Welsh Ambulance Services University NHS Trust (the ‘Trust’) 

to focus on the risks that might compromise it achieving its strategic goals, which 

are set out in its Long-Term Strategy ‘Delivering Excellence’, and as part of its 

Integrated Medium-Term Plan (IMTP). In recent years work has been carried out 

to develop and improve the format and content of the BAF. 

1.3 The Trust’s Risk Management Transformation Programme has been designed to 

strengthen and positively impact the development of its future strategic ambitions, 

as highlighted in the 2023-26 IMTP. Areas of focus include the delivery of a risk 

management framework as a key enabler of its long-term strategy and decision 

making. 

1.4 The Trust’s principal risks are set out in its Corporate Risk Register (CRR) and on 

the BAF. These are reviewed and monitored by the Assistant Directors Leadership 

Team, the Executive Leadership Team, Board Committees, and the Board in 

accordance with the national risk review schedule. The Trust also operates 

directorate and local registers where risks are managed locally and, where 

necessary, are considered for escalation through the risk reporting structure for 

inclusion on the CRR. The Audit and Risk Assurance Committee retains oversight 

of the risk management process and framework. 

1.5 In undertaking the review, we considered whether there were unintegrated and 

inconsistent approaches to identifying, assessment and monitoring of risks at both 

Directorate and Local level resulting in: 

• Ineffective and inefficient use of resources; 

• Failure to achieve strategic, operational, and financial objectives; and 

• Exposure to reputational damage and a negative impact on patients and 

staff.  

1.6 As part of the review, we have considered the corporate arrangements as well as 

those of the sampled directorates of Operations and Clinical. 
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2. Detailed Audit Findings 

2.1 The table below summarises the recommendations raised by priority rating: 

 Recommendation Priority 

Total 

High Medium Low 

Control Design -- 2 - 2 

Operating Effectiveness - 3 - 3 

Total - 5 - 5 

2.2 Our detailed audit findings are set out below. All matters arising and the related 

recommendations and management actions are detailed in Appendix A. 

Objective 1: The Risk Management Policy and associated guidelines and 

procedures provide clear guidance to ensure that the system is robust and 

working effectively. 

2.3 One of the deliverables underpinning the Trust’s Risk Transformation Programme 
was to develop a Risk Management Policy and supporting procedures; and Board 

approval of the Risk Management Policy (the Policy) was evidenced in March 2024. 

2.4 Included within the Policy is the approach to risk management within the Risk 

Management Framework, and details of the respective responsibilities for strategic 
and operational risk management for the Board and staff throughout the 

organisation. The Policy also outlines that risk management is an integral and 
positive part of the Trust’s culture; and how it ensures the Trust meets its legal 

obligations in respect of risk management. 

2.5 Section 3.6 of the Policy outlines how it aligns to the Trust's strategic objectives, 

which aligns to the ongoing wider piece of work around the development of the 

Trust’s strategic BAF. 

2.6 Supporting the Policy are the Corporate Governance Directorate Risk Management 

Guidelines (‘the Guidelines’), which were developed and approved in October 2023. 
The purpose of these Guidelines is to support staff by providing a clear process to 

identify, describe, report, and monitor both new and existing directorate risks. 

2.7 Included within the Guidelines are risk assessment forms, scoring matrices and 

frequency of review details. Additionally, the processes for treating, escalating, and 

closing risks are outlined. 

2.8 A staff announcement has been circulated to communicate that the Policy has been 
approved. The Policy and supporting Guidelines are also available on SharePoint, 

and management advised that they intend to publish a further Corporate 
Governance Notice via Siren to continue to promote the framework for staff to use 

in managing risks.  

2.9 Guidance on Interpreting the BAF was issued in April 2023. 
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2.10 The Audit Wales 2023 Structured Assessment stated that ‘the Trust has reasonable 
arrangements for overseeing corporate risks, but it needs to reframe the BAF as a 

tool that brings together all relevant information on the risks to achieving strategic 
objectives.’ We note that the Trust has appointed an external consultant to support 

the progress of the Risk Transformation Programme, advising on best practice in 
areas such as the strategic BAF, risk appetite and exploring options for digitising 

the BAF. This work does not impact the operation of the existing BAF.  

2.11 Engaging with the consultant will address the recommendation raised in our prior 

year audit report (issued July 2023, Reasonable Assurance), which stated that 

‘following the development of the risk appetite matrix, the Trust should develop 

and finalise its risk appetite statements’.  

Conclusion: 

2.12 The Risk Management Policy and Corporate Governance Directorate Risk 

Management Guidelines have been approved and are operational at the Trust. The 
team intends to publish a Corporate Governance Notice to inform staff of these 

documents and to ensure implementation. Noting this and the ongoing work to 
develop the BAF and risk appetite statements, we assign this objective reasonable 

assurance. 

Objective 2: Corporate and directorate level risks are appropriately identified 

and assessed. 

2.13 The Trust’s risk management process provides a structure for identifying and 
managing risks at all levels in the organisation.  There are three tiers at which risks 

may be identified, managed, controlled, and monitored, these being: 

• Tier 1 - Corporate 

• Tier 2 – Directorate 

• Tier 3 – Local: site or service / operational. 

2.14 As outlined in the Guidelines a range of techniques can be used to identify risk, 
and this might include specific methods advised or delivered by the risk 

management and compliance functions. 

2.15 The Guidelines further state that ‘the main purpose of a risk assessment is to 

prioritise the organisation’s most important risks. Risks should be assessed on the 

likelihood of the risk materialising and impact / consequence of its occurrence on 
Trust objectives. Controls and assurances in place to manage / mitigate the risk 

should also be considered.’ 

2.16 We understand that a programme of developing new risks takes place outside of 

Datix (the All-Wales system for recording and monitoring risks) through the 
population of risk assessment forms that facilitate the ‘if, then resulting in’ format. 

This acknowledges that the system does not have a section to outline the nature, 
level, and impact of the risk on strategic objectives. It is also acknowledged that 

the Trust does not perceive the system as being fit for purpose for their current 

direction of travel in risk. 
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Corporate Risks 

2.17 The process for identifying and assessing corporate risks is embedded within the 

Trust. As stated in the Audit Wales 2023 Structured Assessment ‘the Trust’s BAF 
maps the organisation’s corporate risks against the deliverables of its Integrated 

Medium-Term Plan (IMTP)’. Corporate/Principal risks are usually identified at a 
directorate level initially or can be identified at a Board level; and are escalated to 

the Head of Risk / Deputy Board Secretary once they hit a score of 12, or above, 
for consideration at Assistant Director Leadership Team (ADLT); and subsequently 

Executive Leadership Team (ELT) for inclusion on the Corporate Risk Register 

(CRR). 

2.18 For the purposes of this audit, risk assessment forms were requested for a sample 

of five risks on the CRR. We note that the Guidelines state that ‘The Board defines 
as “high” any risk that has the potential to damage the organisation’s objectives.’ 

We could confirm the completeness of the trail for inclusion on Datix but noted that 
the detail of the risk assessment forms didn’t confirm the potential impact on the 

achievement of the Trust’s strategic objectives and priorities. See Matter Arising 

1. 

2.19 We note that the ongoing work on the BAF as part of the Risk Transformation 
Programme with the Trust appointed external consultant will be key to this 

development. 

Directorate and Local Risks 

2.20 The Guidelines also state that ‘each Directorate needs to identify operational and 
strategic risks through the completion of risk assessments and for ensuring that 

risk assessments are completed on an ongoing basis.’ As per para 1.6, risk 

management arrangements within two directorates have been reviewed during this 

audit – Operations and Clinical. 

2.21 The Guidelines further state that ‘All risks must be scored using the Trust’s risk 
matrix.’ The Trust’s risk matrix features on the risk assessment templates, and 

within Datix, to ensure consistency in approach. From review of the risk registers, 

all risks had been scored.  

Directorate Risks - Operations  

2.22 Directorate level risks are captured on the Operations Directorate risk register held 

on Datix. However, we are advised that at the time of audit, there are no risks 
currently at this level due to them either being escalated to the CRR or deescalated 

to local / service risk registers (refer to audit objective 3 for further details on 

evaluation and management of risks). 

2.23 Whilst there has been a restructure within Operations in 2021, we note that 
different processes at varying levels of maturity continue to operate at a local level 

in terms of risk management obligations, and identification and assessment of 

risks.  

2.24 We were informed that emerging risks would be identified by an individual who 

would typically be the risk owner, who would add the details of the risk to the local 
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risk register / Datix as appropriate. A risk assessment is not completed, contrary 

to the Guidelines, as per para 2.20. See Matter Arising 2. 

2.25 The risks are managed by risk owners that hold responsibility for escalating risks 
to the Senior Operations Team (SOT) as relevant. SOT supports the Senior 

Leadership Team (SLT) in the day-to-day leadership and management of the 

Operations Directorate. 

2.26 Whilst the risk assessment forms were not completed, this process is being 
undertaken to an extent via the risk assessment section within Datix (which 

requires details including risk description / risk owner / RAG rating / score etc.) for 

four of the eight local risk registers: Integrated Care, Emergency Medical Services 
(EMS) Co-Ordination, Ambulance Care and Emergency Planning Risk and 

Resilience.  

2.27 We are advised that completion of a risk assessment form would not be necessary 

for local or directorate risks. It was suggested that the risk be input straight onto 
Datix to avoid duplication. However, this is not confirmed at the Guidelines (see 

para 2.20). Furthermore, this deviation from practice may become problematic for 
those risk registers held outside of Datix where the information is less consistent 

and complete (see para 2.28). 

2.28 A further four local risk registers are in place for EMS Response, covering the 

localities. These are held within separate Excel spreadsheets outside of Datix (See 
para 2.41). At our 2021/22 report we recommended that ‘the Trust consider the 

issues identified above regarding risk management occurring outside of Datix and 
develop guidance to support the escalation criteria and processes which can be 

implemented across the organisation’. Review of the internal audit 

recommendation tracker confirms that such was closed given the Guidelines, 
required, had been developed. However, risk registers are still held outside of Datix 

but we do acknowledge that the availability of resourcing, within the Risk team, to 
support the use of recording local and directorate risks is limited. See Matter 

Arising 3. 

Directorate Risks - Clinical 

2.29 We understand that emerging risks would be identified by a Lead (usually a 
clinician) / Manager / Project Manager. They would become the risk owner and 

bring to the attention of the Business Manager, who manages the Clinical 
Directorate Risk Register on Datix. A meeting will then be held between the 

Business Manager and the risk owner to evaluate and assess the risk. 

2.30 Review of the current open risks for this directorate (at the date of fieldwork, 12 

directorate and three local) noted that, contrary to the requirements of the 
Guidelines, no risk assessment forms had been completed. See Matter Arising 2. 

Similarly to the process outlined at para 2.26 above, reliance is instead placed on 

the risk assessment section of Datix to assess, evaluate and complete risk details.  

2.31 All Clinical risks were captured on Datix for ongoing monitoring and management 

at both local and directorate level. We note that Datix entries require updating to 
align with the information at the risk reports, which outline details of ‘open’ 
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directorate and local level risks – see para 2.51 and Matter Arising 4. We also 
noted that the volume of risks within this directorate was manageable, with deep 

dive reviews focusing on three risks being undertaken monthly at the Clinical 

Directorate Business Meetings (for further details, refer to audit objective 3). 

Conclusion: 

2.32 Although the Trust risk management process is well established, inconsistencies 

were noted in the application of the Guidelines in relation to the completion of risk 
assessment forms for local and directorate risks and the recording and scoring of 

these on Datix. However, we do note that there are appropriate mitigating actions 

in place, including the capture of risks at local risk registers. Accordingly, we have 

assessed a reasonable level of assurance for this objective. 

Objective 3: There is appropriate management and evaluation of corporate and 

directorate level risks identified (e.g. risk score, mitigating actions, target 

dates, responsible owners, escalation / de-escalation and impact on strategic 

objectives). 

2.33 As noted in 2.13 above, there are 3 Tiers at which risks may be identified, 

managed, controlled, and monitored. Risks within the Datix Risk Registers are 

categorised (type) and managed as below: 

 

 

 

 

 

Corporate/Principal Risks 

2.34 The Trust’s principal and strategic risks are set out in its CRR. Entries are assigned 
a lead Executive for ownership, and each is also assigned to a specific Committee 

for oversight and assurance. 

2.35 Corporate/principal risks are monitored and reviewed at the monthly ADLT (for 

risks that should potentially be escalated to the CRR) and ELT meetings (to monitor 
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and manage risks on the CRR), ahead of presentation to the Board and Committee 
structures. Frequency of review varies in line with scores applied to risks, with 

higher scoring risks subjected to review more frequently, including deep dives 

where applicable, and in accordance with the risk review schedule. 

2.36 Discussions around risk score (including changes to the score), mitigating actions, 
target dates, risk owners, potential for escalation or de-escalation and impact on 

strategic objectives are discussed at these meetings, with updates clearly 

highlighted. 

2.37 Any issues discussed at ELT are fed back to the ADLT group to ensure a complete 

audit trail. ELT ultimately determine if a risk should be included on the CRR. It is 
also the deciding body should a risk need to be de-escalated to the directorate risk 

register. 

Directorate and Local Risks 

2.38 Directorates are responsible for managing both their directorate and local risks and 
escalating to the Head of Risk / Deputy Board Secretary for inclusion on the CRR 

as per para 2.17.  

2.39 We were informed that risks are considered for escalation when it is known it spans 

several directorates or is a high-level risk, scoring 12 and above. The Business 
Manager or Risk Owner escalates these risks to the Head of Risk / Deputy Board 

Secretary, who also intends to review the top Directorate risks on a quarterly basis 
although we note that capacity has prevented the achievement of this more 

recently. 

Operations Risk Register 

2.40 There are no ‘open’ or ‘active’ risks within the Directorate risk register at present 

(see 2.22). However, Datix requires updating to reflect this position noting that 
several outdated directorate level risks were recorded as ‘open’ at the time of audit. 

See Matter Arising 4. 

2.41 Currently there are eight local risk registers, four of which (those covering the 

localities) are being maintained in individual excel spreadsheets rather than 
centrally within Datix, as reported in our 2021/22 report. We found that these risk 

registers did not mirror the information that would be included on Datix (e.g. they 
did not have review or target dates to facilitate regular review, including ensuring 

that the mitigating actions are up to date). See Matter Arising 3. 

2.42 In addition, the information held on Datix does not accurately capture the latest 

position in relation to risks, reflecting changes made by the relevant risk owners. 
For example, the table in Appendix B highlights that a significant number of risks 

had missed their target and review dates. However, we acknowledge that the 
review date field on Datix is not updated automatically post a risk review having 

taken place. We were also unable to confirm that risks were being reviewed in line 

with required frequencies. Accordingly, oversight by Senior Leaders may be 

difficult. See Matter Arising 3.  
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2.43 We acknowledge that Operations is a complex area noting it covers numerous 
territories and functional areas. Historically individual areas have undertaken risk 

management arrangements in isolation. However, since the Operations 
Governance structure has been established, monthly, structured Business 

Management Team meetings are taking place, to facilitate appropriate review and 
escalation of local level risks in a consistent manner. See objective 4 for further 

details on monitoring and escalation of risks. 

2.44 We note that the Directorate is planning a large data cleansing exercise of all local 

level risks at SOT (targeted end May 2024) to gain assurance that risks have been 

accurately identified, are still relevant and to eliminate duplicate risks. Datix will 
then be updated accordingly, allowing for risks to be monitored centrally. Senior 

leaders will also gain access to emerging risks locally, should the need arise. We 
are advised that it will also be determined whether the eight local risk registers 

could be consolidated into one register. 

2.45 Noting that the information on Datix and the local risk registers was not up to date 

and recognising that the detail captured at Appendix B was not readily available, 
we had to seek further clarification to confirm the total number of risks and their 

status. It would therefore be beneficial to develop summary risk reports / enhance 
the level of information presented within existing reports at local and directorate 

level, similar to the format presented at Board and Committees. See Matter 
Arising 5. We are advised that this level of reporting is planned to follow the 

cleansing exercise at the end of May 2024. 

2.46 Noting that risk assessment forms have not been used consistently, and noting 

that completion of information on Datix may be inconsistent by users, there may 

be some training needs which need to be considered within the Directorate. See 

Matter Arising 2. 

Clinical Risk Register 

2.47 As noted at para 2.29, at the date of fieldwork, risk assessment forms were not 

completed for directorate or local risks within the Clinical Directorate. See Matter 
Arising 2. However, upon identification of directorate and local risks, relevant 

information is uploaded directly onto Datix.  

2.48 As per para 2.43, review of the risk register on Datix demonstrated that the 

information held on the system was outdated. Similarly to the Operations 
Directorate, a significant number of risks appear to have missed their target and 

review dates, and we cannot confirm that other information such as mitigating 

actions does not require further review - see Appendix B and Matter Arising 4. 

2.49 We were also unable to confirm that risks were being reviewed in line with required 
frequencies. Three of the twelve risks on the Directorate risk register had a high 

score which should be reviewed monthly, and seven of the risks with moderate 

scores should be reviewed quarterly, in line with the Guidelines. (Lower scoring 
risks may be reviewed bi-annually). However, it was difficult to gain assurances 

that this was completed from the information on Datix and the action and decision 

logs from the business meetings. See Matter Arising 4. 
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2.50 Whilst we recognise that risks are regularly reviewed, discussed and evaluated at 
the monthly Clinical Directorate Business meetings (see objective 4 below for 

further details on monitoring and escalation of risks), there is a need for Datix to 

be updated to reflect the discussions held. See Matter Arising 4. 

2.51 Similarly to 2.45 above, we considered it would be beneficial to enhance the 
summary risk report that has been developed by the Directorate (see objective 4 

below). See Matter Arising 5. 

2.52 We also recognise the importance of the ongoing work to define the risk appetite 

statements is key to address these areas moving forwards. 

Conclusion: 

2.53 Review of Datix noted that there is demonstrable, active management of risks at 

the corporate level. There are issues evidencing the management of risks at a 
directorate level, with Datix not being updated to reflect reviews undertaken. 

However, recognising that risk activity is regularly discussed at directorate and 
local levels, and there are plans in place to review the arrangements supporting 

the consistency and completeness of risks through a cleansing exercise, we assign 

this objective reasonable assurance. 

Objective 4: Risks are actively monitored and scrutinised at an appropriate level 

within the Directorates. 

2.54 Local and directorate level risks are assigned a lead for ownership and the risk is 

assigned to a relevant Group (Business Management Team / SOT) for oversight 

and assurance.  

Operations Directorate 

2.55 Individual risks are discussed at the weekly SOT and SLT meetings and Alert, 

Advise, Assure (AAA) highlight reports are issued following the formal meetings. 

2.56 The Directorate risk register is included at the weekly SOT meetings. However, we 

note that at the time of audit, there are no ‘open’ risks at this level currently (since 
October and November 2023 - although Datix requires updating to reflect this 

position).  

2.57 Corporate risks relating to the Operations Directorate are also reviewed at the 

weekly SLT meetings. The SOT supports the directorate’s SLT and has the role of 

reviewing the Directorate risk register and relevant risks held on the CRR (including 
controls and mitigating actions), escalating to SLT as required. Membership of SOT 

includes heads of service alongside resourcing, finance, quality improvement, 

clinical lead and the Operations Directorate Business Managers. 

2.58 Operations is an agenda item at ADLT. An AAA highlight report is also prepared for 
discussion beyond the Directorate at  ELT, to consider the escalation of risks for 

inclusion at the CRR. Recent examples of the escalation process in operation can 
be evidenced via two new risks in development relating to the governance around 

the volunteers in the volunteering sector, and staff retention within EMS 
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Coordination (and the ability to put sufficient capacity in call handling environments 

in particular). 

2.59 As per para 2.41, there are currently eight local risk registers in place, which are 
reviewed at the monthly Business Management Team meeting led by the Business 

Manager (Operations). 

2.60 An AAA Highlight report is published following each Business Management Team 

meeting. Where a risk scores sufficiently highly it is the risk owners’ responsibility 
through the Business Management Team Meeting structure to highlight this. All 

risks requiring review for escalation, would feature in the AAA Report for onward 

consideration by the SOT. 

2.61 Further to 2.45 above, we consider the development of a risk report summarising 

the risks held within each local risk register, capturing further details and status 
updates, similar to the format presented at Board and Committees, would enhance 

monitoring arrangements at this level. See Matter Arising 5. We are advised that 
this level of reporting is planned to follow the cleansing exercise at the end of May 

2024. 

Clinical Directorate 

2.62 The Directorate risk register includes corporate, directorate and local risks, held 

centrally on Datix. 

2.63 Local and directorate risks are discussed at the monthly Clinical Directorate 
Business meetings, and noted in the action / decision logs, with deep dives being 

undertaken on three risks per meeting (usually prioritised by longest outstanding 

risks, or those with highest priority) to ensure effective monitoring of the risks.  

2.64 Action / decision logs and Summary Risk Management Reports support the 

operation of the Business meetings (which are not formally minuted). These 
capture discussions on risk and include recommendations for risks that may require 

escalating / deescalating.  

2.65 A summary risk report is then provided which includes updates such as closed, 

transferred or escalated risks for ongoing monitoring within the Clinical Directorate. 

2.66 Recent examples of the process in operation can be evidenced via the May 2024 

Summary Risk Management Report, where it was noted that the team discussed  
risks 581 (Delivery of Clinical Directorate BAU) and 535 (Deterioration in Clinical 

Indicator Performance following transition from Digital Pen to Electronic Patient 

Clinical Record (EPCR)).  

2.67 Similarly to para 2.61, we have recommended enhancements to the summary 

report to better evidence risk review activity. See Matter Arising 5.  

Conclusion: 

2.68 Risks are actively monitored and scrutinised at an appropriate level within the 

directorates reviewed, however we have identified risks and associated mitigating 

actions that appear overdue for review and have passed their target dates. The 
recording of some local risks within the Operations Directorate outside of Datix 
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could prevent effective oversight, but we note that plans are in place to review 
such and record appropriately. The development of a summary highlight report for 

directorate and local level risks, similar to the format currently presented at Board 
and Committee level, would enhance and better evidence risk review activity. 

Accordingly, we assign this objective reasonable assurance.



  

Risk Management 
 

Final Internal Audit Report 
Appendix A 

  

 

  

  

NWSSP Audit and Assurance Services 15 

 

Appendix A: Management Action Plan 
Matter Arising 1: Impact of risks on the achievement of strategic and directorate objectives and 

priorities (Design) 
Impact 

As outlined in the Risk Management Guidelines a range of techniques can be used to identify risk, and this 

might include specific methods advised or delivered by the risk management and compliance functions. 

The Guidelines further state that ‘the main purpose of a risk assessment is to prioritise the organisation’s most 

important risks. Risks should be assessed on the likelihood of the risk materialising and impact / consequence 

of its occurrence on Trust objectives. Controls and assurances in place to manage / mitigate the risk should 

also be considered.’ 

Review of the risk assessment forms developed by the Trust, that facilitate the ‘if, then resulting in’ format, 

identified that they could be enhanced to capture the objectives and priorities that are impacted.  

 

Potential risk of: 

• Lack of consideration of potential 

impact on strategic and 

directorate objectives and 

priorities, which may jeopardise 

their achievement.  

Recommendations Priority 

1.1 

 

The Trust should consider amending the risk assessment form to capture the strategic and 

directorate objectives and priorities impacted by each risk. 
Medium 

Agreed Management Action Target Date Responsible Officer 

1.1  The RAF and BAF already have sections to capture the strategic objectives, 

however there was a timing issue with the new IMTP to facilitate the inclusion 

of such. These will be included going forward.    

At this stage of the risk management maturity at the Trust we will not include 

the directorate objectives and priorities impacted by each risk but is something 

we can look to do when we have an appropriate electronic risk management 

system. 

30 August 2024 

 

Head of Risk 
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Matter Arising 2: Completion of risk assessments at directorate and service level (Operation) Impact 

Our audit identified that the risk assessment form developed by the Trust is not being completed for directorate 

and service level risks. 

The Risk Management Guidelines state each Directorate needs to identify operational and strategic risks 

through the completion of risk assessments and for ensuring that risk assessments are completed on an 

ongoing basis. 

Whilst reliance is placed on this process being undertaken, in some instances, via the risk assessment section 

within the Datix system (which requires details including risk description / risk owner / RAG rating / score etc.), 

the system does not capture the full level of detail required.  

Potential risk of: 

• Inconsistent approach to 

assessment of risks. 

Recommendations Priority 

2.1 Risk assessment forms should be completed for all risks. Medium 

2.2 User / training requirements needed to support managers / risk owners through this transition should 

be considered to ensure that individuals feel competent to complete risk assessment forms and 

upload the information onto Datix. 

Medium 

Agreed Management Action Target Date Responsible Officer 

2.1 It may be that risk assessment forms do not need to be completed for all risks 

if they are developed directly on Datix.  However, a siren notice will be issued 

to remind colleagues of the correct templates to use, support available and direct 

them to the  risk management framework; and the narrative included in the Risk 

Management Guidelines will be updated accordingly too.  

30 August 2024 

 

Head of Risk 
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2.2 Resourcing for the risk team is limited at this time, therefore the full programme 

of training and education will be in line with the risk transformation programme.  

However, the Corporate Governance Directorate will develop a virtual roadshow 

to senior directorate meetings and ADLT to provide information and signposting 

on risk management (as well as audit, policy, FOIs etc).    

31 March 2025 Head of Risk 
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Matter Arising 3: Risk register records maintained outside Datix (Operation) Impact 

Four local risk registers are in place for EMS Response, covering the localities. These are held within separate 

Excel spreadsheets outside of Datix. At our 2021/22 report we recommended that ‘the Trust consider the issues 

identified above regarding risk management occurring outside of Datix and develop guidance to support the 

escalation criteria and processes which can be implemented across the organisation’. Review of the internal 

audit recommendation tracker confirms that such was closed given the Guidelines, required, had been 

developed. However, risk registers are still held outside of Datix but we do acknowledge that the availability of 

resourcing, within the Risk team, to support the use of recording risks is limited. 

Potential risk of: 

• Inconsistent monitoring, 

management, and escalation of 

risks within the Trust.  

Recommendations Priority 

3.1 All risks should be uploaded and managed on Datix. Medium 

Agreed Management Action Target Date Responsible Officer 

3.1 Datix is not currently fit for purpose. Therefore, agreeing that all risks should be 

uploaded and managed on Datix is not possible at this time.    

What is accepted is that there should be an agreed approach within local and 

directorate risk registers i.e. either all on Datix and managed there with 

appropriate reporting, or outside of Datix with an audit trail of identification, 

development, review, escalation, and closure.     

Resourcing in the risk team currently is challenging and it is therefore impossible 

in a timely way to agree to this recommendation. Propose that the MA related 

to the EMS local risk register is dealt with in action 4.1 with SOT and that the 

recommendation that all risks are uploaded and managed on Datix is deferred 

until such time as a way forward is agreed on whether changes will be made to 

Datix on an All-Wales basis, or whether Health Boards and Trusts will be 

procuring their own solutions. 

31 January 2025 Head of Risk 

  



  

Risk Management 
 

Final Internal Audit Report 
Appendix A 

  

 

  

  

NWSSP Audit and Assurance Services 19 

 

Matter Arising 4: Evidencing risk review activity undertaken at the directorate and service level 

(Operation) 
Impact 

There are no ‘open’ or ‘active’ risks within the Operations Directorate risk register at present. A review of the 

Directorate risk register identified that at the time of audit, Datix required updating to reflect this position 

noting that several outdated directorate level risks were recorded as ‘open’ which is an audit trail issue. 

Currently there are eight local risk registers in the Operations Directorate. However, the information held was 

not accurate and required updating. A significant number of risks had missed their target and review dates. In 

summary (see Appendix B): 

• A total of 55 risks were included on the Emergency Plan Risk and Resilience, 111 (Integrated Care), 

EMS Co-Ordination and Ambulance Care local risk registers: 

o 47 of 55 risks were noted as past their target date; and 

o 46 of 55 risks were noted as past their ‘next review date’. 

• A total of 38 risks were included on the EMS Response locality risk registers. No target or review dates 

were included for these risks. 

A review of the Clinical Directorate and local risk register on Datix also identified that the information held was 

outdated. In summary (see Appendix B): 

• A total of 12 risks were open on the Directorate Risk Register: 

o 9 of 12 risks were noted as past their target date; and 

• 12 of 12 risks were noted as past their ‘next review date’. A total of 3 risks were currently open on the 

Local Risk Register: 

We were also unable to confirm that risks and associated mitigating actions are being reviewed in line with 

required frequencies. Whilst we recognise that risks are regularly reviewed, discussed and evaluated at the 

monthly Business meetings, there is a need for Datix to be updated to reflect the discussions held. 

Potential risk of: 

• Inconsistent monitoring, 

management, and escalation of 

risks within the Trust. 

  



  

Risk Management 
 

Final Internal Audit Report 
Appendix A 

  

 

  

  

NWSSP Audit and Assurance Services 20 

 

Recommendation Priority 

4.1 We recommend the Trust consider arrangements to support the consistency and monitor the 

completeness of directorate registers. Medium 

Agreed Management Action Target Date Responsible Officer 

4.1 The risk team will work with the clinical and operations team with respect to the 

risks set out here particularly and either develop a plan to manage these risks 

externally to Datix but with an appropriate audit trail whilst an electronic risk 

management system is procured, or to use Datix for the capture of the 

operations and clinical risks with appropriate and user-friendly reporting for their 

purposes.     This will be evidenced by a record of this being agreed by SOT and 

the appropriate clinical directorate meeting.  

The data cleansing exercise to be undertaken by the Operations Directorate, as 

referenced at para 2.45, will also assist in managing the accuracy of the risk 

register.  

31 October 2024 Head of Risk 
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Matter Arising 5: Directorate and service level risk reporting (Design) Impact 

Noting that the information on Datix and the local risk registers are not kept up to date and recognising that 

the detail captured at Appendix B is not readily available, we had to seek further clarification to confirm the 

total number of risks and their status. It would therefore be beneficial to develop summary risk reports at 

service and directorate level, similar to the format presented at Board and Committees, to improve and enhance 

monitoring arrangements at this level. The report could capture changes to the risk (e.g. description / score / 

escalation / mitigating actions etc.) as well as an update of those risks that are past their target and review 

dates.  

 

 

Potential risk of: 

• Inconsistent monitoring, 

management, and escalation of 

risks within the Trust.  
 

Recommendation Priority 

5.1 A summary risk report, similar to the format presented at Trust Board and Committees, should be 

developed and reported at directorate and service level. Medium 

Agreed Management Action Target Date Responsible Officer 

5.1 1. It is accepted that an appropriate overarching risk report is beneficial for 

local and directorate risks, however the risk team will look at what reporting 

can be drawn from Datix currently, noting the limitations it has.   This 

management action is closely aligned to the work that the team will do for 

action 4.1. 

2. Operations are developing a dashboard to be reported to SOT which 

highlights the total number of risks, how many risks at each level, review 

compliance (% in-date and overdue), and requesting all risks be reviewed 

so that any no longer relevant can be closed or replaced as appropriate, and 

up-to-date mitigation (controls and treatments) are recorded for any which 

are still applicable and need to remain open. 

31 October 2024 1.  Head of Risk 

2. Deputy Business Manager 
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Appendix B: Local and Directorate Risk Totals 

 Name of Risk 

Register 

Format No. of Open 

Risks 

No. of Risk 

Assessments 

Completed 

No. of High Risks No. of Medium 

Risks 

No. of Low / Very 

Low Risks 

No. past Review 

Dates 

No. past Target 

Dates 

Operations Directorate 

1 *Directorate 

Risk Register 

Datix 0 0/0 0/0 0/0 0/0 0/0 0/0 

2 Emergency 

Plan Risk and 

Resilience 

Datix 21 0/21 0/21 6/21 15/21 21/21 21/21 

3 111 

(Integrated 

Care) 

Datix 13 0/13 1/13 8/13 4/13 8/13 6/13 

4 EMS Co-

Ordination 

Datix 9 0/9 1/9 5/9 3/9 5/9 8/9 

5 Ambulance 

Care 

Datix 12 0/12 0/12 9/12 3/12 12/12 12/12 

6 Ems Response 

- BCU 

Excel 19 0/20  5/20 12/20 3/20 No review date 

recorded  

No target date 

recorded 

7 EMS 

Response -

South Central 

Excel 7 0/7 2/7 5/7 0/7 No review date 

recorded 

No target date 

recorded 
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 Name of Risk 

Register 

Format No. of Open 

Risks 

No. of Risk 

Assessments 

Completed 

No. of High Risks No. of Medium 

Risks 

No. of Low / Very 

Low Risks 

No. past Review 

Dates 

No. past Target 

Dates 

8 EMS 

Response - 

Central 

Excel 5 0/5 1/5 3/5 1/5 No review date 

recorded 

No target date 

recorded 

9 EMS 

Response – 

South East 

Excel 7 0/7 2/7 5/7 0/7 No review date 

recorded 

No target date 

recorded 

Clinical Directorate 

1 Directorate 

Risk Register 

Datix 12 0/12 2/12 7/12 3/12 12/12 9/12 

2 Local Risk 

Register 

Datix 3 0/3 0/3 1/3 2/3 3/3 3/3 

 

*There are currently no ‘active’ risks on the Operations Directorate Risk Register. 

Note - One of the Clinical (Paramedicine) risks had no rating as it was decided that this risk should be escalated to the Corporate Risk Register (Emerging Risk Advanced 

Paramedic Practitioner).  
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Appendix C: Assurance opinion and action plan risk rating 

Audit Assurance Ratings 

We define the following levels of assurance that governance, risk management and internal 

control within the area under review are suitable designed and applied effectively: 

 

Substantial 

assurance 

Few matters require attention and are compliance or advisory in 

nature.  

Low impact on residual risk exposure. 

 

Reasonable 

assurance 

Some matters require management attention in control design or 

compliance.  

Low to moderate impact on residual risk exposure until resolved. 

 

Limited 

assurance 

More significant matters require management attention. 

Moderate impact on residual risk exposure until resolved. 

 

 
Unsatisfactory 

assurance 

Action is required to address the whole control framework in this 

area. 

High impact on residual risk exposure until resolved. 

 

Assurance not 
applicable 

Given to reviews and support provided to management which form 

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

are not appropriate. 

These reviews are still relevant to the evidence base upon which 

the overall opinion is formed. 

Prioritisation of Recommendations 

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

Priority 
level 

Explanation Management action 

High 

Poor system design OR widespread non-compliance. 

Significant risk to achievement of a system objective OR 

evidence present of material loss, error or misstatement. 

Immediate* 

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

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

Low 

Potential to enhance system design to improve efficiency or 

effectiveness of controls. 

Generally issues of good practice for management 

consideration. 

Within three months* 

* Unless a more appropriate timescale is identified/agreed at the assignment. 
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This document has been prepared for the internal use of the Welsh Ambulance 

Services University NHS Trust as part of work performed/to be performed in 

accordance with statutory functions. 

The Auditor General has a wide range of audit and related functions, including 

auditing the accounts of Welsh NHS bodies, and reporting on the economy, efficiency 

and effectiveness with which those organisations have used their resources. The 

Auditor General undertakes his work using staff and other resources provided by the 

Wales Audit Office, which is a statutory board established for that purpose and to 

monitor and advise the Auditor General.  

Audit Wales is the non-statutory collective name for the Auditor General for Wales and 

the Wales Audit Office, which are separate legal entities each with their own legal 

functions as described above. Audit Wales is not a legal entity and itself does not have 

any functions. 

© Auditor General for Wales 2024. No liability is accepted by the Auditor General or 

staff of the Wales Audit Office in relation to any member, director, officer or other 

employee in their individual capacity, or to any third party, in respect of this report. 

In the event of receiving a request for information to which this document may be 

relevant, attention is drawn to the Code of Practice issued under section 45 of the 

Freedom of Information Act 2000. The section 45 Code sets out the practice in the 

handling of requests that is expected of public authorities, including consultation with 

relevant third parties. In relation to this document, the Auditor General for Wales, the 

Wales Audit Office and, where applicable, the appointed auditor are relevant third 

parties. Any enquiries regarding disclosure or re-use of this document should be sent 

to Audit Wales at infoofficer@audit.wales. 
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About this document 

1 This document provides the Audit Committee with an update on our current and 

planned accounts and performance audit work at the Welsh Ambulance Services 

University NHS Trust. We presented our most recent Audit Plan to the committee 

on 7 June 2024. 

2 We also provide additional information on: 

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

• Relevant corporate documents published by Audit Wales (e.g. fee schemes, 

annual plans, annual reports), as well as details of any consultations 

underway. 

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

our website. 
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Accounts audit update 

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

 

Exhibit 1 – Accounts audit work 

 

Area of work Executive Lead Current status Planned date 

for 

consideration 

Audit of the 

Trust’s 2023 -24 

Financial 

Statements 

Executive Director 

of Finance and 

Corporate 

Resources 

Audit work is complete, and our closing ‘Audit of Accounts 

Report’ has been issued. The accounts were certified by the 

Auditor General on 12 July 2024 and laid with the Senedd 

shortly afterwards. 

July 2024 
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Performance audit update 

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

 

Exhibit 2 – Performance audit work 

 

Area of work  Executive Lead Focus of the work  Current status Planned date for 

consideration 

Review of 

Unscheduled 

Care 

 

Executive 

Director of 

Operations 

This work examines different aspects of the 

urgent and emergency care system in three 

parts: 

 

• Part One: Flow out of hospital (not 

applicable to the Trust).  

• Part Two: accessing urgent and 

emergency care. 

• Part Three: national arrangements and 

leadership structures. 

Part Two: Drafting 

 

Part Three: 

Scoping 

 

November 2024 

Follow up 

Review of 

Quality 

Governance 

Arrangements 

Executive 

Director of 

Quality and 

Nursing 

This review is examining the Trust’s 

progress in responding to the audit 

recommendations arising from our 2022 

Review of Quality Governance 

Clearance - draft 

report issued 

 

November 2024 
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Area of work  Executive Lead Focus of the work  Current status Planned date for 

consideration 

Arrangements, which was reported to the 

committee in September 2022. 

Structured 

Assessment –

deep dive into 

financial 

efficiencies 

Executive 

Director of 

Finance and 

Corporate 

Resources 

Given the significantly challenging financial 

position across NHS Wales, this review is 

examining the approaches NHS bodies are 

taking in respect of achieving cost 

improvements, efficiencies, and financial 

sustainability. 

Clearance - draft 

report issued 

November 2024 

Structured 

Assessment -

core 

Director of 

Corporate 

Governance / 

Board Secretary 

This work will review the following core 

areas:   

• Board and committee effectiveness, 

cohesion, and transparency.  

• Corporate systems of assurance. 

• Corporate planning arrangements. 

• Corporate financial planning 

arrangements.  

This work will also seek to provide an 

update on the Trust’s progress in 

addressing audit recommendations made in 

previous structured assessment reports. 

Fieldwork 

underway 

November 2024 
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Area of work  Executive Lead Focus of the work  Current status Planned date for 

consideration 

Structured 

Assessment - 

deep dive 

review of 

investment in 

digital systems 

to support 

service 

resilience and 

transformation 

Director of Digital 

Services 

This audit will examine digital arrangements, 

with a particular focus on how NHS bodies 

are investing in digital technologies, 

solutions, and capabilities to support the 

workforce, transform patient care, meet 

demand, and improve productivity and 

efficiency. 

Scoping To be confirmed 
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Other relevant publications 

6 Exhibit 3 provides information on other relevant examinations and studies 

published by the Auditor General in the last six months. The links to the reports on 

our website are provided.  

 

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

 

Title Publication Date 

Community Pharmacy Data Matching Pilot May 2024 

From firefighting to future-proofing – the challenge 

for Welsh public services 

February 2024 

Additional information 

7 Exhibit 4 provides information on corporate documents published by Audit Wales 

since the last committee update. Links to the documents on our website are 

provided.  There are no relevant Audit Wales consultations currently underway. 

Exhibit 4 – Audit Wales corporate documents 

Title Publication Date 

Annual Report and Accounts 2023/24 August 2024 

 

 

 

https://www.audit.wales/publication/community-pharmacy-data-matching-pilot
https://www.audit.wales/publication/firefighting-future-proofing-challenge-welsh-public-services
https://www.audit.wales/publication/firefighting-future-proofing-challenge-welsh-public-services
https://www.audit.wales/publication/annual-report-and-accounts-2023-24
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Date of Review: 20/06/2024 TRENDRisk ID
224

Significant Handover of Care Delays Outside Accident and Emergency Departments Impacts on Access to 
Definitive Care Being Delayed and Affects the Trust’s Ability to Provide a Safe & Effective Service for Patients Date of Next Review: 20/07/2024

25
(5x5)

Likelihood Consequence Score
Inherent 5 5 25
Current 5 5 25

IF patients continue to be 
significantly delayed in ambulances 
outside Accident and Emergency 
Departments

THEN there is a continued risk that access to 
definitive care is delayed, the environment of care will 
deteriorate, and standards of patient care are 
compromised 

RESULTING IN patients 
coming to significant harm 
and a poor patient experience

Target 3 2 6

Emergency Care’ work. An event reviewing the effectiveness of the Joint Investigation Framework is currently 
being scoped nationally. 

3. WAST and system compliance with National Standards - 15-minute handover (NHS Wales Hospital Handover 
Guidance v2 (May 2016) 

3. Monthly Integrated Quality and Performance Report, Health Informatics reports, APP dashboard on app use by 
Consultant Connect and shared at local and corporate meetings regarding patient safety and handover of care 
position across NHS Wales and NHS England. 

4. WAST Clinical Notice in place - Escalating a clinical concern with a deteriorating patient outside the Emergency 
Department (11.02.2021). National Early Warning Score (NEWS) trigger of 5 or above for escalation to hospital 
clinicians. NEWS data available via EPCR (electronic patient care record).

4. NEWS data now available via ePCR and escalation system in place via local managers and the Operational 
Delivery Unit. 

5. Workstreams put in place to meet requirements of Right care, right place, first time Six Goals for Urgent and 
Emergency Care A policy handbook 2021–2026. Goal 4 incorporates the reduction of handover of care delays 
through collective system partnership.

5. Monthly Integrated Quality and Performance Report and WAST is represented on the Clinical Reference 
Group by the Director of Paramedicine and on the overarching programme board by the Executive 
Director of Strategy, Planning & Performance. The Trust also has a presence on all the individual goal 
boards.

6. Hospital Ambulance Liaison Officer (HALO) (Some Health Boards). 6.
7. Regional Escalation Protocol and Resource Escalation Action Plan (REAP). Proactive and forward-looking weekly 

review of predicted capacity and forecast demand. Deployment of predetermined actions dependant on assessed 
level of pressure. Consideration of any bespoke response/actions plans in the light of what is expected in the coming 
week. WAST has updated the REAP in advance of winter, including revised triggers (higher) for handover lost hours.

7. The Senior Leadership Team convenes every Tuesday as the Weekly Performance Meeting to review 
performance and demand data, and review/assign REAP Levels as appropriate. Dynamic escalation is via the 
Strategic Command structure. REAP has undergone an annual review with v4.1 released in November 2023.

8. Staff from WAST, Health Boards and third sector organisations assisting to meet patient’s Fundamentals of Care as 
best they can in the circumstances.

8. Confirmed through Healthcare Inspectorate Wales (HIW) workshops and Health & Care Standards self-
assessment process and Putting Things Right Quarterly Reports to Clinical Quality Governance Group and 
QuEST

9. 24/7 operational oversight by ODU with dynamic Clinical Safety Plan review and system escalation as required. 
Realtime management and escalation of risks and harm with system partners. Triggering and escalation levels 
within CSP to best manage patient safety in the context of prevailing demand and available response capacity. 
Monitoring, escalation and reporting of extreme response or handover delays.

9. Shift reports from ODU & ODU Dashboard received by Executive Management Team (EMT), Senior Operations 
Team (SOT) and On-Call Team at start/end. Realtime management and escalation of risks and harm with 
system partners. Triggering and escalation levels within CSP to best manage patient safety in the context of 
prevailing demand and available response capacity. Monitoring, escalation and reporting of extreme response 
or handover delays. In December 2023, Version 2.21 of the Clinical Safety Plan was released. The reduction in 
the demand is the assurance which is dynamically monitored via ODU.

10. Gold/Strategic, Silver/Tactical and Bronze/Operational 24 hour/ 7 day per week system to manage escalation plans. 10. Shift reports from ODU & ODU Dashboard received by EMT, SOT and On-Call Team at start/end. On Call cover 
is reviewed weekly at SLT Performance Meetings.

11. Escalation forums to discuss reducing and mitigating system pressures. 11. Daily risk huddles are recorded, and documented actions are shared with stakeholders and progress monitored 
via the ODU.

12. WAST Education and training programmes include deteriorating patient (NEWs), tissue viability and pressure 
damage prevention, dementia awareness, mental health.

12. Monthly Integrated Quality and Performance Report (April 2024 overall 82% - Safeguarding is 78% and 
dementia awareness remains over 91%). 

13. Clinical audit programme in place. 13. Clinical audit programme in place (dynamic document) with oversight from the Clinical Quality Governance 
Group and QuEST.

14. Workshop set up by the Deputy Chief Ambulance Commissioner to respond to the findings in the Health Care 
Inspectorate Wales (HIW) Report Review of Patient Safety, Privacy, Dignity and Experience whilst Waiting in 
Ambulances during Delayed Handover (undertaken 2021). WAST has senior representation at this meeting. – 
assurance is that HIW approve and sign off WAST elements and Health Board elements of recommendations.

14. Workshop set up by the Deputy Chief Ambulance Commissioner to respond to the findings in the Health Care 
Inspectorate Wales (HIW) Report Review of Patient Safety, Privacy, Dignity and Experience whilst Waiting in 
Ambulances during Delayed Handover (undertaken 2021). WAST has senior representation at this meeting. A 
collective response from WAST and Health Boards is being overseen by EASC.

15. Escalation of patient safety concerns by Trust Board: featured in provider reports to the Emergency Ambulance 
Committee (EASC); been the subject of Accountable Officer correspondence to the NHS Wales Chief Executive; 
numerous escalations to professional peer groups initiated by WAST Directors; and coverage at Joint Executive 
Meetings with Welsh Government.

15. Monthly Integrated Quality and Performance Report, CEO Reports to Trust Board including ‘Actions to Mitigate 
Avoidable Patient Harm Report’ (last presented to Trust Board May 2024) and Board sub-committee oversight 
and escalation through ‘Alert, Advise and Assure’ reports.






























































