No.

Agenda Item

OPENING ITEMS

Chair's welcome; apologies and
confirmation of quorum

Purpose

Information

Q\ GIG

Ymddiriedolaeth GIG
Gwasanaethau Ambiwlans Cymru
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NHS Trust

AGENDA

MEETING OF THE OPEN AUDIT COMMITTEE
Held in public on 1 March 2024 from 09:30 to 12:05

Lunch Break 30 Minutes
Closed meeting to commence at 12:35
Meeting held virtually via Microsoft Teams and in person in Cardiff

Peter Curran

Format Time

Verbal

4.1 Open Actions

2. Board Member Register of Interests To State Conflicts | Peter Curran Verbal

3. Minutes of last meeting: — Approval Peter Curran Paper
3.1 30 November 2023

4. Action Log and Matters Arising Discussion Peter Curran Paper

10 Mins

ITEMS FOR APPROVAL, ASSURANCE AND DISCUSSION

8.2 Structured Assessment 2023

5, 2023/24 Accounts Planning and any Assurance Chris Turley Paper | 10 Mins
Emerging Issues
6. 2023-24 Annual Filings Schedule Assurance Trish Mills Paper |5 Mins
7. Internal Audit Items Assurance Paper 40 Mins
7.1 Internal Audit Progress Report Osian Lloyd
7.2 Audit Plan 2024/25 Osian Lloyd
IA reports:
7.3  Decarbonisation Chris Turley
7.4  Serious Adverse Incidents Joint Liam Williams
Investigation Framework
7.5  Strategy Development Rachel Marsh
7.6  Retention of Staff Angela Lewis
7.7 111 Service Commissioning
Arrangements (Advisory) Rachel Marsh
7.8 Capital Assurance: Vehicle Chris Turley
Replacement Programme
7.9 ePCR Clinical Compliance Andy Swinburn
8. 8.1 Audit Wales Update Report Assurance Fflur Jones Paper 20 Mins



https://ambulance.nhs.wales/files/publications/annual-reports/2023/board-member-register-of-interests-updated-20240123/
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No. Agenda ltem Purpose Format Time

COMFORT BREAK [15 Mins]

CONSENT ITEMS

9. 9 Risk Management and Assurance Julie Boalch Paper 15 Mins
Board Assurance Framework
9.1 Risk Management Policy Endorsement
10. | Audit Tracker 2.0 - December 2023 Assurance Trish Mills Paper 10 Mins
11. QUuEST Committee Highlight Report Assurance Trish Mills Paper 5 Mins
dated 8 February 2024 - Clinical Audit
Plan 2024/25 Approval at QUEST
Committee.
12. | Losses and Special Payments — Assurance Chris Turley Paper | 10 Mins
Payments for the Period from 1 April
2023 to 31 January 2024
13. | 13.1 Policy Report Assurance Julie Boalch Paper | 10 Mins
13.2 Counter Fraud, Bribery and Approval Chris Turley
Corruption Policy

The items that follow are for information only. Should a member wish to discuss any of these items they are
requested to notify the Chair so that time may be allocated to do so.

Report (November 2023)

CLOSING ITEMS

30 April 2024 — 09:30

14. Committee Priorities and Cycle of Information Trish Mills Paper -
Business Monitoring Report

15. Audit Committee Highlight Report — Information Trish Mills Paper
30 November 2023

16. All Wales Audit Committee Chairs Information Trish Mills Paper

17. Reflections & Summary of Information Peter Curran Verbal | 5 Mins
Decisions and Actions

18. | Key Messages for Board Information Peter Curran Verbal

19. | Any Other Business Discussion Peter Curran Verbal

20. Date and time of next meeting: Information Peter Curran Verbal
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Lead Presenters

Name of Lead Position of Lead

Peter Curran Non-Executive Director and Committee Chair

Julie Boalch Head of Risk/Deputy Board Secretary

Fflur Jones Audit Wales

Angela Lewis Director of People and Culture

Osian Lloyd Head of Internal Audit

Rachel Marsh Executive Director of Strategy, Planning and Performance
Trish Mills Board Secretary

Andy Swinburn Executive Director of Paramedicine

Chris Turley Executive Director of Finance and Corporate Resources
Liam Williams Executive Director of Quality and Nursing




Q

5o

b

WELSH AMBULANCE SERVICES NHS TRUST

G ]G Ymddiriedolaeth GIG
Gwasanaethau Ambiwlans Cymru

N HS Welsh Ambulance Services
NHS Trust

UNCONFIRMED MINUTES OF THE OPEN MEETING OF THE AUDIT COMMITTEE
OF THE WELSH AMBULANCE SERVICES NHS TRUST HELD ON THURSDAY 30

NOVEMBER 2023 VIA TEAMS

Meeting Commenced at 09:30

PRESENT:

Martin Turner
Paul Hollard
Ceri Jackson

IN ATTENDANCE:

Julie Boalch
Lee Brooks
Judith Bryce
David Butler
Colin Dennis
Eifion Jones
Fflur Jones
Navin Kalia
Olaide Kazeem
Angela Lewis
Martyn Lewis
Greg Lloyd

Osian Lloyd
Rachel Marsh

Trish Mills

Steve Owen

Alex Payne

Felicity Quance
Duncan Robertson
Jonny Sammut

Non-Executive Director and Committee Chair
Non-Executive Director
Non-Executive Director

Head of Risk/Deputy Board Secretary

Executive Director of Operations

Assistant Director of Operations

Internal Audit, NWSSP (left after Item 55/23)

Chair of the Trust Board

Internal Audit, NWSSP (left after Item 55/23)

Audit Wales

Deputy Director of Finance and Corporate Resources
Project Accountant Financial Services

Director of People and Culture

Internal Audit, NWSSP

Assistant Director of Clinical Delivery Operations (Item
55/23only)

Head of Internal Audit, NWSSP

Executive Director of Strategy, Planning and Performance
(Item 53/23 only)

Board Secretary

Corporate Governance Officer

Corporate Governance Manager

Deputy Head of Internal Audit, NWSSP

Assistant Director for Clinical Development

Director of Digital Services
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Paul Seppman Trade Union Partner

Chris Turley Executive Director of Finance and Corporate Resources
Damon Turner Trade Union Partner

Carl Window Counter Fraud Manager

APOLOGIES:

Joga Singh Non-Executive Director

Liam Williams Executive Director of Quality and Nursing
PROCEDURAL MATTERS

The Chair welcomed all to the meeting and advised that it was being audio recorded.

Members noted that any declarations of interest were contained within the Trust's Register
of Interests.

Minutes:

The Minutes of the Audit Committee meeting held on 14 September 2023 were approved.
Action Log

Action Number 48/23: Board/Committee Induction programme. To liaise with Paul
Seppman to consider retrospective induction particularly for TU partners who are members
of the Board and its sub-Committees. Trish Mills proposed this action was extended to the
1 March 2024 meeting for update. Agreed.

Action Number 50/23: Policy report. Policy review extension criteria. Was there any other
risk that could be captured within the 6 criteria points, i.e., whether a policy review should
be delayed. Action complete and details have been included in the criteria list. Action
Closed.

Audit Committee AAA report dated 14 September 2023

The Committee AAA report dated 14 September was presented for information noting the
two alerts: Amendments to the Trust's Standing Orders and a change of prescribed
Committee attendees.

RESOLVED: The Committee;

(1) Noted the apologies from Joga Singh and Liam Williams;

(2) Approved the Minutes of 14 September 2023;
2
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(3) Considered the action log noting that reference number 50/23 was closed. The
other action, number 48/23 was agreed to be deferred to the March meeting; and

(4) Received the AAA report.
QUALITY ANDPERFORMANCE MANAGEMENT FRAMEWORK UPDATE

A verbal update was provided by Rachel Marsh in which the Committee were reminded that
the framework consisted of five building blocks which set out the requirements to deliver
quality and performance improvements. The building blocks contained aspirational and
ambitious objectives for the Trust.

A steering group to oversee implementation of the framework has been established, which,
particularly in relation to the Health and Social Care Act, has reviewed and amended the
framework slightly. Further work to clarify how this Act aligns with the framework was
underway, part of which was to revise and update the terms of reference for the steering
group. A self-assessment has been completed at an organisational level against the
requirements with a work plan going forward agreed.

The Committee recognised there was still further work to be carried out and it was
anticipated with some additional capacity that the framework would be progressed with
alacrity.

Comments:

Members acknowledged the substantial progress in refining the terms of reference and the
work plan. The close monitoring of the implementation was crucial to ensuring a smooth
flow with the organisation; recognising the framework will be reviewed at other Board
Committees going forward as part of its implementation and development. Paul Hollard
emphasised the importance of other Board Committees receiving assurance about the
oversight of the Duty of Quality.

RESOLVED: The update was noted.
POLICY REPORT

Julie Boalch explained that the purpose of the report was to provide the Committee with an
update on the status of the Trust's Policies as outlined on the work plan for the next two
years. A priority programme of work was being established to bring the organisation’s key
policies up to date during 2023/24 with a further work plan agreed for 2024/25.

The work plan for 2023/24 which identified those policies for review was on schedule, with
policies being reviewed at monthly policy group meetings. The Committee should note the
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proactive approach being taken to consider any potential challenges such as winter
pressures which may impede on the plan.

The Trust is in the process of undertaking a light touch review of the ‘Policy on Policies'.
Early next year this process will be strengthened further. Members also noted that the
Trust was considering an electronic solution to support improvements going forward.

Comments:

Clarity was sought on some of the review dates in the workplan for 2024/2025, for example
occupational health showed a review date of 2014. Julie Boalch explained this was a not an
error but that the Occupational Health Policy had been issued in 2013 and had been due
for review since January 2014.

It was noted that 14 policies had been identified as Standard Operating Procedures (SOP).
An explanation on the rationale of when a policy becomes an SOP was sought. Julie Boalch
explained there was a set of criteria that differentiated between SOPs and policies. Each
document was assessed individually to consider whether it aligned with the criteria after
which an approach was agreed.

Following discussion it was agreed that - given policies were reviewed regularly by the
Policy Group and the Executive Leadership Team (ELT) - it was agreed that a concise report
focussing on policy status without the need for detailed information could be prepared for
future Committee meetings.

Paul Seppman commented that from a Trade Union perspective he was assured that the
Policy Group had effectively streamlined the process, eliminating unnecessary high-level
discussions. The current approach ensure that policies undergo the correct and efficient
channels for approval.

RESOLVED: The Committee:

(1) Noted the updates to the policy work plans established to mitigate risk and
review policies in line with appropriate review dates.

(2) Received assurance on the prioritisation and progress being made to review
Policies; and

(3) Noted the next steps as outlined in the update and that future reports contain
less detailed information.
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INTERNAL AUDIT ITEMS

The Head of Internal Audit (HolA), Osian Lloyd presented the reports which consisted of his
update and three Internal Audit (IA) Reports.

Good progress was being made against the 2023/24 Internal Audit Plan; of the 20 reviews,

four had been finalised, two were in draft, seven were in progress and seven had not been

started. The Committee noted there were no changes being proposed to the plan, and the
most recent submission of the KPIs were noted.

The following Internal Audit reports were received:
Senior Paramedic Role — The Internal Audit (IA) opinion was reasonable.

Felicity Quance explained that the purpose of the report was to assess the extent that
Senior Paramedics (SP) were achieving their key role objectives.

The review found that while roles and responsibilities were generally clear, there were
inconsistencies in how shifts were being tracked. There were also some challenges
impacting on the SP’s ability to provide sufficient supervision to Paramedics and Emergency
Medical Technicians within their teams. It was noted that whilst the contribution to patient
care was thorough, there was a need for consistent observation during ride-outs.

Further work was required to ensure that the feedback received from SPs was reviewed and
reported accordingly. Appropriate training was available to SPs to enable them to
undertake their role and appropriate support and supervision was being provided to them
by management. Additional work was required to ensure that the required skill
enhancements were provided in order for their expectations to be met. Furthermore,
management has accepted the recommendations, and the Audit Team thanked all those
involved with producing this report.

The Committee noted there was an inconsistency between the limited assurance on
governance arrangements and the management recommendations and sought clarification
on that point. Felicity Quance explained it was limited due to the limited reporting being
undertaken on the effectiveness and efficiency of the SP role. Overall, due to the many
positive aspects in the broader areas of the report and the good elements being
undertaken within the wider localities, it was not considered appropriate to downgrade the
report from a reasonable opinion. Greg Lloyd added that the Trust was committed to
evaluating the evolution of the role and learning lessons from the audit process. From a
governance perspective, the Committee recognised that the audit recommendations would
be monitored through the People and Culture Committee (PCC) via the Audit Tracker.



Records Management — The |A opinion was reasonable.

Martyn Lewis advised the Committee that the Trust can take reasonable assurance with its
records management. The aim of the audit was to evaluate the arrangements and processes
in place for records management within the Trust.

The key objectives with the review were to review the guidance in place, review the capacity
of the records management team, and to look at processes to ensure the availability of
records. The review also considered the storage of records and ensuring an appropriate
disposal of archiving records along with the transition to enabling a digital service. Records
were currently being held in a storage facility leased from Denbighshire County Council.

However, there were some challenges to overcome which included outdated policies, a
small and compliance focused team which lacked resilience, and there was no
comprehensive improvement plan. There were legal implications in that the NHS records
being stored did not have a structured digital record deletion process which could pose a
GDPR breach risk. The management were conscious that addressing these issues was crucial
for future effectiveness.

Jonny Sammut, Director of Digital Services, explained that some of the resourcing issues
had been historic as it was an exceedingly small team that looked after the records. Part of
the management action plan was to bolster that with temporary resources form January
2024, to review the storage of records.

The Committee were surprised to see the report was given a reasonable assurance opinion
when the review had assessed three limited objectives, and there were also some legal
issues relating to records management. Martyn Lewis explained that the audit team were
confident, following discussions with staff responsible for holding the records, that they
were following the correct procedures and guidance. The current storage facility although
lacking a formal legal basis, was deemed secure and that the NHS records were kept
separate form Council records. The assurance lay within the balance of these factors
tipping the scale towards a reasonable assurance opinion. Another important factor to
understand was the significant move with digitisation of records.

Osian Lloyd added that another important factor considered was the significant move with
digitisation of records. The majority of records in use at the Trust, particularly patient
records, are in digital form, and most issues raised within the report related to the physical
records.

Estates Condition — The Internal Audit opinion was Limited Assurance.

Eifion Jones explained that a review on the estate of all Health Boards and Trusts had been
conducted across Wales. The aim was to assess the specific challenges faced by NHS Wales
in relation to the estates. The review found there were several themes including risk
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management, data quality, accuracy of survey information and the challenges with funding
for any work required. The goal of the review was to raise the profile of estates issues.
Recent discussions with Welsh Government have indicated there should be a common
approach in resolving the estates issues. Currently, all the reports across the Health Boards
and Trusts were of a limited assurance. Going forward, an All-Wales summary report will be
produced and shared with UHBs/Trusts, WG and NWSSP:SES on common themes, best
practice and future actions. We understand that NWSSP:SES have already started looking at
one common theme i.e. how the data collected could be more accurate and consistent.

David Butler emphasised that the key driver within the report was the scale of the backlog
across Wales. It was estimated this was in the order of three times the amount of capital
funding and this had clearly posed significant risks to addressing the estates condition.
The Trust had aimed to eliminate the backlog over a 10-year period. While the backlog has
reduced in recent years, the Trust faced challenges disposing of sites due to stalled capital
programs and a lack of recent investment. As a result, higher risk backlog was increasing,
and the outlook was for further increase as the estate aged. The review highlighted there
were also data quality issues and inconsistent assessments. While many areas were
positively assessed, the absence of a funded strategy has led to an overall limited assurance
in addressing the estate’s condition. Particularly recognising that the associated risk does
ultimately rest with the Trust.

Chris Turley assured the Committee that a number of discussions had been held with |A
over the report and the resulting overall assurance rating when compared with much of the
rest of the NHS in Wales. In this he had questioned the consistency of the rating and the
methodology of the audit and suggested that the report was more of an all-Wales report
rather than a Trust specific one; expressing disappointment it had been identified as a
limited assurance for the Trust. There were several factors beyond the Trust's control, which
included funding and the consistency of reporting. He added that the backlog maintenance
has significantly reduced over the last few years compared to the rest of Wales. In terms of
the management recommendations contained within the report he underlined that the
Trust could only action those which were within its control. He added that traditionally, a
limited assurance would need to be followed up quickly, and this would need consideration
going forward.

Eifion Jones explained the rationale for the rating and the shared challenges faced by all
Health Boards and Trusts in Wales and acknowledged the positive aspects of the Trust's
management approach and governance arrangements. He advised that in conducting the
review, organisations were benchmarked when determining the overall opinion for each
audit. Whilst some other organisations across Wales were much further limited, it was felt
limited was a fair assessment of the Trust. It was acknowledged that some of the
recommendations were jointly owned with for example Welsh Government (WG) and
Specialist Estates Services (SES), but the review has tailored those recommendations to
make them implementable.
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David Butler stated that across Wales there was a lack of funded strategy to eliminate the
backlog adding there was a huge disparity between Health Boards in terms of what funds
they had available and their backlog figures. Furthermore, whilst the Trust does have a

backlog the historical context and positive aspects were acknowledged within the report.

The Committee expressed their concern that this audit had resulted in being limited,
especially considering the constraints upon the Trust. It was felt that the report should have
been identified as reasonable, as the review illustrated several positive aspects and
recognising that a lot of the constraints were at WG and SES level.

RESOLVED: The Committee received the following reports: IA Reports: Senior
Paramedic role, Records Management and Estates condition; and the IA progress
report.

AUDIT WALES REPORTS

The Committee received an update report from Fflur Jones who advised that Audit Wales
was actively engaged in various initiatives, including the independent examination of the
Charity annual report and accounts for 2022-23, and the ongoing work on unscheduled
care audit and the annual Structured Assessment. A follow up review will also be
undertaken on the quality governance work that was conducted in 2022.

The Good Practice Exchange Team's recent activities were highlighted in the report, which
included the NHS Wales workforce data briefing and a report on approaches to achieving
net zero carbon.

The Committee queried whether, in relation to the workforce planning report, that mental
health and well-being were considered when conducting the audit, especially in relation to
strategic planning and workforce management. Fflur Jones commented that this topic was
not extensively explored and recognising the importance, agreed to provide further
information on the extent to which this was considered.

National Workforce Report and Workforce Data Briefing

Fflur Jones gave an overview on the key points from the National Workforce Report on NHS
Wales. The report has identified that NHS Wales was facing significant challenges
regarding vacant positions.

Despite an increase in the workforce of 27% since 2012 and with some areas increasing
more than in others, this has led to vacancies with a reliance on agency staff being required
to fill these gaps. There has also been an increase in NHS Wales workforce costs of 66%
since 2017. Although the increase in staff generally aligns with the national referral
demand with certain specialities, as an example, issues with Ophthalmology has increased
by 56% since 2012, with the medical workforce in that area having decreased by 2%.
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Moreover, staff turnover at a national level has increased in recent years, especially with
certain staff groups such as nursing and midwifery. According to data, there were 6,800
vacant positions in NHS Wales as of March 2022. Other factors affecting the workforce
include absenteeism due to sickness, with records indicating that for the year 2022/23, 1.4
million working days were lost.

Review of Workforce Planning Arrangements - WAST

Fflur Jones explained that the fieldwork for this report was undertaken between June and
August 2023. It comprised of data analysis, interview and observations of meetings
including this Committee.

It was concluded that the Trust has taken effective steps to mitigate the current workforce
challenges and clarify its long-term strategic vision. Generally, the Trust, for those issues
within its control, had plans to address the issues particularly in relation to the more
immediate operational challenges. The strengths in staff engagement, robust oversight
arrangements at Committee and Board level, and innovative solutions like homeworking for
nurses were particularly noteworthy. There were six recommendations within the report for
which there are management responses.

Angela Lewis welcomed the report and found it very useful that it was in the context of the
wider NHS challenges. She gained reassurance from it that the Trust was on the right
trajectory and acknowledged there were still areas that required addressing.

The Committee noted that the report had been discussed at the last People and Culture
Committee (PCC) meeting and that it had received positive feedback. The main concern
highlighted at the PCC meeting was the issue around clarification of agency spend, which
had now been addressed and the report updated accordingly with a footnote to give
context to the spend.

RESOLVED: The Committee received the Audit Wales update report, the workforce
report and the workforce data briefing.

RISK MANAGEMENT AND BOARD ASSURANCE FRAMEWORK

Julie Boalch explained that the purpose of the report was to provide the Committee with
updates and details of the activity in relation to the Trust's principal risks. The principal risks
were updated as of 15 November 2023 and each of the risks have been reviewed during
this reporting period in line with the agreed schedule. Focus has been given to the risk
ratings, controls, assurances, gaps and the mitigating actions identified and taken to ensure
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risks achieve their target score.

There had been one material change made during this period, and this was in relation to
the risk rating of Risk 199 (Failure to embed an interdependent and mature health and
safety culture which could cause harm and a breach in compliance with Health & Safety
statutory legislation) which has achieved its target risk score of 10 (2x5). This was due to the
demonstrable work that has been undertaken across the Trust in relation to the Working
Safely Programme and Health & Safety. This risk will be de-escalated to the Directorate
Register and monitored by the Executive Director and Directorate on a quarterly basis.

Future reviews anticipate a reduction in score of risk 139 (Failure to Deliver our Statutory
Financial Duties in accordance with legislation) but an increase in risk 594 (The Trust's
inability to provide a civil contingency response in the event of a major incident and
maintain business continuity causing patient harm and death).

The Committee noted that the Risk Management Policy was currently undergoing a
governance review and was due to be presented to the Committee in March 2024.

Trish Mills reminded the Committee that all the risks have been reviewed by their respective
Committees with the more top-rated ones, by the Board along with the avoidable harm
report. A focus going forward was the development of the Board assurance Framework and
aligning the risks to the strategic objectives. Further, the Trust will continue to progress and
develop the risk improvement programme.

RESOLVED: The Committee:
(1) Noted the review of each principal risk including ratings and mitigating actions;

(2) Noted the de-escalation of Risk 199 from the Corporate Risk Register to the
Directorate Risk Register as this has reached its target score of 10 (2x5);

(3) Noted the update on the Risk Management Policy; and
(4) Noted the update on the Risk Management Transformation Programme.

QUARTER 2 TRACKER UPDATE

Trish Mills advised that the update provided the Committee with the current position with
respect to management actions for overall and within the purview of the Committee. Since
the last meeting, significant progress had been made in managing the Tracker. Discussions
with Internal Audit colleagues have led to the closure of around 30% of all audit
recommendations in Quarter two.

Discussions have also taken place with Internal Audit and audit owners on historical actions,
and those where management actions may need to be amended in view of the current
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operating context. There has been some traction with these, and discussions will continue
into Quarter three with a view to closing or revising as many as possible.

The current version of the Tracker was now open for Directorate review for actions due in
October, November, and December, and will be reported in the January and February
Committee cycles. Members also noted that plans were underway for a richer reporting
system using a new digital software system.

In September 2023 the Audit Committee approved the Audit Process and Reporting
Handbook (‘Handbook’). The Handbook has been further revised to include Audit Wales
content and version 2.0 was included in the update for approval by the Committee. To
support agility as the revised audit process embeds, the Committee was asked to confirm it
was comfortable for non-material changes to be approved by the Executive Leadership
Team (ELT).

RESOLVED: The Committee:

(1) Approved the changes to the Audit Process and Reporting Handbook v2.0 (at
Annex 1) and agreed that non-material changes will be approved by the
Executive Leadership Team; and

(2) Received assurance that the management actions for the audits within the
purview of this Committee (at Annex 2), and overall (at Annex 3), were being
effectively and appropriately managed and closed off in quarter; and

(3) Noted the proposal for closer scrutiny of the impact of actions in response to
audit recommendations.

LOSSES AND SPECIAL PAYMENTS

Chris Turley presented the report to the Committee which received no additional
commentary.

RESOLVED: The Losses and Special Payments Report for the period 1 April 2023 to 31
October 2023 were received and noted.

SPEAKING UP SAFELY UPDATE (WHISTLEBLOWERS)

Paul Hollard, Chair of the People and Culture Committee (PCC), updated Members of
discussions held at the last PCC meeting concerning the Speaking Up Safely
programme. The All-Wales Speaking Up Safely Framework was adopted by PCC and
ratified by the Trust Board at its meeting last week. A self-assessment as requested by
Welsh Government has been completed. The Committee also noted that several
guardians have been appointed for confidential reporting.
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Angela Lewis emphasised the importance of encouraging colleagues to use formal
channels, adding that the collaboration in this area with TU colleagues has proved

invaluable. The appointment of Paul Hollard as the NED champion for Speaking Up
Safely has added significant support to this initiative.

RESOLVED: The Committee noted the update.

COMMITTEE CYCLE OF BUSINESS MONITORING REPORT AND PRIORITIES
REPORT

The report was presented for information.

RESOLVED: The Committee Cycle of Business Monitoring Report and Priorities
Report was noted.

REFLECTIONS & SUMMARY OF DECISIONS AND ACTIONS

Key messages for the Board would be captured in the AAA report.
RESOLVED: The above was noted.

AOB

Acknowledging this was Martin Turner's last meeting as the Chair of the Audit Committee,
Chris Turley expressed his gratitude over the years and the significant contribution he has
made to the Trust and the NHS. He will leave a lasting impact on the organisation and
colleagues alike and was thanked for his valuable support and leadership. These
sentiments were echoed by Paul Hollard, who expressed his thanks on behalf of all the
Non-Executive Directors and wished him well for any future endeavours.

Meeting concluded at: 11:00

Date of Next Meeting: 5 March 2024
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ACTION LOG

WELSH AMBULANCE SERVICES NHS TRUST - AUDIT COMMITTEE - December 2021

Ref Date Agenda Item Action Note Responsible Due Date Progress/Comment Status
48/23 14 September 2023 Board/Committee To liaise with Paul Seppman to consider Trish Mills 1 March 2024 Update for 30 November 2023 Complete
Induction retrospective induction particularly for TU partners TM wrote to Paul Seppman 210923
Programme who are members of the Board and its sub Scope for joint chairs and TU member session being
Committees. developed for Q4. Propose this is extended to March meeting
for closure. Agreed, action completion date extended to
March meeting.
Update for 1 March 2024
Trish has developed the scope for a session with Chairs and TU
members on their role and mutual expectations and will be
delivered in Q4 or Q1 (2024/25) subject to stakeholder
availability. PROPOSE FOR CLOSURE subject to Committee
aareement
56/23 30 November 2023 Audit Wales Reports |Workforce Planning Report. Ceri Jackson, a Non-  |Fflur Jones 1 March 2024 Update for 1 March 2024 Complete

Executive Director, asked Fflur about the audit
approach in relation to mental health and
wellbeing, and Fflur explained that they did not
look in depth at that aspect because of a previous
review on taking care of the carers, but said that
they were scoping work on mental health. It was
requested that the work around mental health be
provided in a future update report.

The Forward Work Programme includes a review of adult
mental health and is due to be scoped shortly. Updates on that
work will be brought via the audit committee update in due
course. Propose for closure subject to Committee agreement
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AGENDA ITEM No 5
P2 s | | OPEN or CLOSED OPEN

NHS Trust
No of ANNEXES ATTACHED 1

2023/24 Accounts Planning and any Emerging Issues

MEETING AUDIT COMMITTEE

DATE 1st March 2024

EXECUTIVE Executive Director of Finance and Corporate
Resources

AUTHOR Olaide Kazeem - Financial Services Project
Accountant

CONTACT Chris Turley, 01633 626201,

Chris.Turley2 @wales.nhs.uk

EXECUTIVE SUMMARY

This report provides to the Committee an update on planning undertaken, progress
made and any issues arising with both the upcoming preparation and external audit
of the 2023/24 Annual Accounts.

KEY ISSUES/IMPLICATIONS

Key highlights from the attached documents for the Committee to note are as
follows:-

An update has been provided on the proposed audit timetable for the 2023/24
year end audit by Audit Wales. The proposed audit certification deadline is 15
July 2024 which is 16 days shorter compared to 31 July last year. A tighter audit
certification deadline of 15 June 2025 is also currently suggested for 2024/25
year end audit. The Welsh Government is yet to fully confirm this proposed
timetable through the final Manual for Accounts.

Audit Wales (AW) have signified their intention to increase the audit fee by an
average of 6.4% for the audit of 2023/24 accounts. The proposed increase in
audit fees is driven mainly by regulatory pressures from new auditing standard
(including ISA 315) and the attendant increasing quality, recruitment
challenges and rising costs of audit staff required to continue to carry out the
audit work in line with the new regulatory standards. This uplift will be applied
to all NHS Wales organisations.
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e Areas of potential focus in the 2023/24 audit identified by AW include that
driven by the NHS Wales (HBs) control total position of £123m; accruals and
expenditure around year end, standards of governance and financial
management, remuneration report & payment of executive salary over and
above defined salary point determined by the WG.

REPORT APPROVAL ROUTE

e Audit Committee — 15t March 2023

REPORT APPENDICIES

Audit Wales Letter received 5t February 2024 - NHS — Audit of Accounts 2023-24

REPORT CHECKLIST

Confirm that the issues below have been | Confirm that the issues below have

considered and addressed been considered and addressed
EQIA (Inc. Welsh language) NA Financial Implications YES
Environmental/Sustainability NA Legal Implications YES
Estate NA Patient Safety/Safeguarding NA
Ethical Matters NA Risks (Inc. Reputational) YES
Health Improvement NA Socio Economic Duty NA
Health and Safety NA TU Partner Consultation NA




WELSH AMBULANCE SERVICES NHS TRUST
AUDIT COMMITTEE
2023/24 Annual Accounts Planning Update

SITUATION

1. The purpose of this brief paper is to make Audit Committee aware of the current
position in relation to the planning for the upcoming preparation and audit of
the 2023/24 accounts.

2. In preparation for year-end and as part Audit Wales's intention to reduce the
audit period from that experienced in 2023, it has been suggested that they will
reintroduce an interim audit in 2024. This is expected to take pressures off
Finance and audit teams during the final audit during May and June 2024.

BACKGROUND/ASSESSMENT
Audit Fee

3. AW propose an average fee increase of 6.4% for the audit of 2023/24 accounts,
in comparison with the 15% increase for the 2021/22 accounts.

Year End Timetable & Audit

4. At the time of writing, WG are yet to provide final confirmation of the final year-
end submission dates via the final Manual for Accounts, however AW have
proposed a revised date of 15 July 2024 for the audit certification.

5. AW have advised the interim audit will be brought back this year with
continuing focus on the implementation of the new auditing standard (ISA 315)
in which AW will continue to undertake a more robust risk assessment. This will
entail conversations with Finance team and assessments of the systems and
procedures in place to identify the level of risk of material misstatement to areas
of the accounts. No date has been communicated for the interim audit as yet.

6. The attached letter provided by AW on 5t February 2024 identified much of the
above along with further reflections on the audit of the 2022/23 accounts across
the NHS in Wales and some areas of focus expected for the upcoming audit.
Whilst not all of the these may directly impact on the Trust; discussions will
continue with AWs colleagues to ensure that the Trust is in the best position
possible going into this accounts and audit round.

7. At this stage, there are no further issued to raise with AC members in relation
to this.

RECOMMENDED: The Committee notes the contents of this report.



Archwilio Cymru

Audit Wales

1 Capital Quarter
Tyndall Street

Cardiff / Caerdydd

[by-email] CF10 4BZ
Tel / Ffén: 029 2032 0500

Reference: 4037A2024 Fax / Ffacs: 029 2032 0600

Textphone / Ffén testun: 029 2032 0660

Date issued: 5 February 2024 info@audit.wales / post@archwilio.cymru

To: NHS Directors of Finance
NHS Audit Committee Chairs
NHS Board Secretaries
Members of the NHS Technical Accounting Group
Hywel Jones — NHS Director of Finance Welsh Government
John Evans — Welsh Government
Jacqui Salmon — Welsh Government

Dear colleague

NHS — Audit of Accounts 2023-24

1 We will shortly commence our accounts audit work for all NHS bodies. We are
therefore taking the opportunity to write to you with some important information
on how we will undertake your 2023-24 audit.

2 Within this letter, we consider the following:
. the proposed audit timetable for 2023-24;
. a review of the 22-23 audit of accounts;
. an update on audit fees; and

. a look forward to key issues impacting on the 2023-24 accounts and other
developments.

The proposed audit timetable for 2023-24

3 We wrote to you in March 2023 setting out our proposed timetable for 2022-23
coupled with our rationale. We set out a proposed timetable which reflected:
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. the additional resource required to implement our new audit approach
driven by ISA 315 (UK) Identifying and Assessing the Risks of Material
Misstatement (Revised July 2020);

. the delays we had experienced in completing the 2021-22 Local
Government accounts which in some cases ran well beyond 31 March
2023; and

. the global shortage of audit and finance professionals, which impacted on
our ability to recruit and retain qualified staff.

4 Taking the above into account, we proposed the following audit certification
deadlines:

. Audit of Accounts 2022-23 — certification by 31 July 2023;
. Audit of Accounts 2023-24 — certification by 30 June 2024; and
. Audit of Accounts 2024-25 — certification by 15 June 2025.

5 We are grateful for the support of colleagues in all NHS bodies, which enabled
all 2022-23 audits except for one Local Health Board (LHB) to be certified by
the proposed target date of 31 July 2023.

6 We have now reassessed the position for the 2023-24 audit of accounts. Our
position has improved on last year. We have made progress embedding the
new audit methodology and are further ahead with our audit of Local
Government this year than last. However, we are still contending with
recruitment and retention challenges which mean we do not envisage quite
being able to meet our original planned audit certification deadline for the
2023-24 audit of accounts of 30 June 2024 (as per above).

7 We are therefore proposing the following revised audit certification deadlines:
. Audit of Accounts 2023-24 — certification by 15 July 2024; and
. Audit of Accounts 2024-25 — certification by 15 June 2025.

8 As you can see from the above, our intention is to still try and work to our
original timetable for the audit of accounts 2024-25. We believe this is
achievable when we take into account it will be our third year delivering audits
under our new approach which should generate efficiencies. That said, the
achievement of the timetable for 2024-25 is not without its challenges,
particularly if market conditions persist in respect of the recruitment and
retention of qualified auditors.
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We recognise that for the forthcoming audit of accounts 2023-24, our deadline
is slightly later than many bodies would like but we believe it is important to set
realistic timescales given our current position and alert the Service to our
proposals as soon as practically possible.

We will be working closely with the Welsh Government and NHS finance teams
over the next few months to agree the precise timings for submission of draft
accounts. There will inevitably be logistical matters to take into account at each
body, and we are conscious of the need to factor in Audit Committee, Board
and Annual General Meeting (AGM) dates, particularly as Health Boards and
Trusts must hold an AGM no later than 31 July each year as per Standing
Orders.

In respect of the Charitable Funds audit or the independent examination, we
intend to complete these by the deadline set by the Charities Commission.

Review of the 2022-23 audit of accounts

12

13

14

15

16

Our audits of NHS accounts for the year ended 31 March 2023 were carried out
under revised Auditing Standard, ISA 315. In planning our audit at individual
Health Bodies, we were required to undertake more detailed and extensive risk
assessment procedures to identify the risks of material misstatement and to
develop an audit approach designed to address those risks.

This revised standard had a significant and far-reaching impact on our audit
methodology, and we are grateful to Finance Teams for their engagement and
the support they provided to our audit teams.

All audits except for one Local Health Board (LHB) were certified by the agreed
administrative certification date - 31 July 2023. The delay for the final LHB was
as a result of issues arising during the audit. All NHS bodies were certified
before the NHS statutory deadline which is four months after submission of the
draft accounts (early September 2023).

With regards to our audit opinions and reports, none of the NHS Trusts or
Strategic Health Authorities received any qualifications. All except one of the
LHBs had regularity qualifications for breach of break-even duty. In addition, a
number of the LHBs had a substantive report for a failure to meet the second
financial duty (lack of an approved financial plan). A summary of our NHS
opinions and reports can be seen in Appendix 1.

2022-23 was a technically challenging year due to the quinquennial valuation of
the NHS estate and implementation of the new leasing standard - International
Financial Reporting Standard (IFRS) 16. As a result, we identified more
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adjusted and unadjusted audit adjustments than in previous years. We also
continued to see audit adjustments being required to remuneration report
disclosures, along with issues relating to the approval of senior officer
remuneration. In many cases, we also identified issues with year-end payables
balances which increased audit testing. We will continue to work with individual
bodies and make recommendations for improvement.

We held a number of meetings with key NHS finance groups during the year
and we intend to continue with these meetings going forward. In particular, we
welcomed our invitation to meet with the Audit and Risk Committee Chairs as a
group and would be keen to do so again this year.

Update on audit fees

18

19

20

21

22

As a result of ISA 315, the revised audit approach applied in 2022-23 required
us to employ more experienced, professionally qualified, staff on the audits,
resulting in the larger than usual increase in your audit fee last year. We
estimated that fee increase required to support the implementation of this new
approach would be around 10.2%. In addition, we also applied a 4.8% fee
increase last year in respect of inflation resulting in a combined average fee
increase of 15%.

On the completion of our 2022-23 audits, we initiated a fee review as part of our
post-project learning process. In summary, we concluded that the specific uplift
of 10.2% to support the implementation of the revised auditing standard was not
quite sufficient across all NHS audits. The total amount of further audit cost
overrun incurred on NHS audits amounted to 10.1% which is equivalent to
£234,000.

Recognising the cost pressures prevalent across NHS Wales, we have decided
not to invoice for these overruns where there were no significant issues arising
during the audit process. This means that we will be absorbing overspends of
over £100,000. Our ability to absorb these overruns has been made possible
this year by identifying additional ‘one-off’ efficiencies internally and should not
be seen as creating a precedent for future years.

In terms of this year, our Fee Scheme for 2024-25 is now available Fee Scheme
2024-25 | Audit Wales. Our fee rates are increasing on average by 6.4% next
year. Some further context is provided in the consultation foreword, but we have
incorporated the key message into this letter.

Like the rest of the public sector, we are facing significant staff cost pressures.
As stated above, those are exacerbated by a global shortage of audit and
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finance professionals, which we are seeing reflected in our ability to recruit and
retain qualified staff.

It is important that we do all that we can to address the recruitment and
retention challenges if we are to continue to bring audit deadlines forward in
accordance with the revised timetable set out above. To help offset increasing
staff costs, we are taking difficult decisions to reduce our non-staff expenditure.
We have moved to smaller, cheaper offices in both South and North Wales,
have significantly reduced our travel and associated costs, and removed
financial allowances previously paid to staff.

It is worth pointing out that audit fees have increased significantly across the
whole audit profession in response to regulatory pressures, new auditing
standards (including, but not limited to, ISA 315) and rising staff costs. The table
in Appendix 2 summarises current Public Sector Audit Appointment (PSAA)
rates and then compares them to current Audit Wales fee rates. The table
illustrates the very substantial change in PSAA rates over the past four years
(following the Redmond Review) and highlights the very marked difference
between current local government rates in England and those of Audit Wales.
Whilst we are focusing on fee rates within the local government arena, this is
indicative of the rising audit costs across the border.

Legislation requires that the fees we charge may not exceed the full cost of
exercising the function to which the fee relates. We set our audit fees based on
our estimated cost base, the estimated skills mix for audit work and the
estimated number of days required to complete the work. We do not, and
cannot, make a profit from our work. Our fees are set at a level to recover the
estimated full cost but no more.

We are also mindful of us moving into the second year of our new audit
approach and methodology. On the basis that we are more familiar with the new
approach, we are expecting to see some level of efficiency. As stated above, as
our fees are set at a level to only recover the full cost, where the full cost is less
than the estimated fee, we will issue a refund to individual bodies. In this
context, we remain determined to minimise audit fees whilst ensuring that our
audit quality continues to meet rigorous standards.

Your Engagement Director will discuss the proposed fee for your audit once the
audit commences and the risk assessment for your organisation has been
completed.
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A look forward to key issues impacting on the 2023-24 accounts
audit and other developments
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As well as reflecting on last year, it is important to have a look at some of the
issues that could impact on the 2023-24 accounts.

Projected year-end deficits — we are mindful of the control total deficit of
£123 million set by Welsh Government across the whole of the NHS and how
challenging this will be for NHS bodies to meet. Given these expectations, we
will focus on certain areas, particularly accruals and expenditure around year-
end.

In terms of our wider audit responsibilities, the situation has prompted us to
remain focused on themes such as financial sustainability, the realism of
savings plans and the continued need for NHS to deliver value for money.
Alongside these themes, the Auditor General for Wales places significant
importance to seeing high standards of governance and financial management
and will continue to shine a light and report on weaknesses in these areas.

Executive salary pay points — this has been a recurring theme for audit over
the past few years where executive salaries have been paid over and above the
defined salary point determined by the Welsh Government and where
Government approval to do so has not been sought or provided. This again will
be an area of focus as part of our audit work on the remuneration report. In
addition, a disproportionate amount of time is spent seeking to reconcile
payments to contracts of employment for senior staff. This is generally an area
where health bodies could seek to improve audit evidence.

Other technical changes — at this point in time, we are not anticipating any
new significant issues, but we will continue to liaise with Health and Social
Services Group (HSSG) and the NHS Technical Accounting Group (TAG).

Reintroduction of an interim audit — for 2022-23, we applied little or no
interim audit. This was a deliberate decision due to us commencing NHS audits
much later than our normal timings. As we aim to recover and potentially bring
the timetable back, we are envisaging moving back to an interim audit this year.
This will hopefully take pressure off both Finance and audit teams, particularly
during the final audit period scheduled for May and June 2024.

Data quality / Analytics Assisted Audit (AAA) — since the 2020-21 audit
cycle, we have been using general ledger data obtained from the NHS Wales
Shared Service Partnership (NWSSP) in our Analytics Assisted Audit
application to support our audit work. This has realised several benefits with
auditors having more accessible and timely access to the data, enhanced risk
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assessments and automation of some audit tests. However, we have identified
several inefficient processes and barriers to our vision of a more data driven
audit, including:

. adjustments cited on working papers not posted through the financial
system;

. multiple mapping documents and inconsistent approaches for preparing
the individual notes to the accounts; and

. multiple working papers to support individual notes to the accounts.

We are initially working with some pilot NHS bodies to try and eradicate these
issues with the expectation that it will generate considerable benefits to
improving data quality and time saving efficiencies for both audited bodies and
auditors. We will engage with the sector on these developments during the
early part of 2024.

We remain committed to working collaboratively with you to successfully
navigate the challenges set out in this letter, building on our shared
experiences. We will ensure we attend all the relevant NHS fora to discuss the
content of this letter with you and will be arranging meetings with all NHS
Directors of Finance and Audit Committee Chairs to provide you with an
opportunity to meet with us all.

Thank you to you and your teams for working so well with us.

Yours sincerely

Ann-Marie Harkin
Executive Director Audit Services
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Appendix 1 — A summary of NHS audit opinions and reports for 2022-23

Health Board Qualification/Subs Report

Aneurin Bevan Qualified Regularity — breach of first financial duty (break-even)
Swansea Bay Qualified Regularity — breach of first financial duty (break-even)
Powys Qualified Regularity — breach of first financial duty (break-even)
Cardiff & Vale Qualified Regularity — breach of first financial duty (break-even)

Substantive Report — failure to agree an approved financial plan
(second financial duty)

Cwm Taf Qualified Regularity — breach of first financial duty (break-even)

Substantive Report — failure to agree an approved financial plan
(second financial duty)

Hywel Dda Qualified Regularity — breach of first financial duty (break-even)

Substantive Report — failure to agree an approved financial plan
(second financial duty)

Betsi Cadwaladr Qualified True and Fair opinion — impact of uncertainty coming forward
from 21-22 (expenditure and payables)

Qualified Regularity — payment to interim executive director above WG
approved pay scale not properly approved.

Substantive Report — failure to agree an approved financial plan
(second financial duty)

Note — first financial duty (break-even) unqualified

Velindre No qualifications

Public Health Wales No qualifications
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Health Board Qualification/Subs Report

Welsh Ambulance No qualifications
Services NHS Trust

Digital Health and No qualifications
Care Wales

Health Education No qualifications
and Improvement

Wales
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Appendix 2 — A comparison of current Public Sector Audit Appointment
(PSAA) fee rates with Audit Wales

Grade Public Sector Audit
Audit Wales Appointments (PSAA)
Fee Rates Rate Cards
2023-24 2023-24 2018-20
£ £ £
Partner / Director 168 414 132
Senior Manager / 129 228 73
Manager
Audit Lead 106 148 47
Other 40 - 85 113 36
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2023-24 ANNUAL FILINGS SCHEDULE

MEETING Audit Committee
DATE 01 March 2024
EXECUTIVE | Trish Mills, Board Secretary
Alex Payne, Corporate Governance Manager
AUTHOR : .
UTHO Julie Boalch, Head of Risk/Deputy Board Secretary
CONTACT Email: Trish.Mills@wales.nhs.uk

EXECUTIVE SUMMARY

. The Annual Filings Task and Finish Group (the “Group”) was re-established in
November 2023 to ensure that the Trust meets the Annual Report and Accounts
2023-24 disclosure and reporting requirements as set out in the Manual for
Accounts (MfA) published by Welsh Government (WG).

. The Annual Report includes the Performance Report and the Accountability
Report. The MfA indicates that the overarching structure of the Annual Report for
2023-24 has not changed; however, the Trust will be required to prepare and
publish a Duty of Quality and a Duty of Candour report for 2023-24.

. Atimetable for the Annual Filings has been developed and is set out in Annex 1.
A supplementary (fuller) schedule is in place for contributions to the various
sections of the Annual Report which will be managed by the Group. The Finance
Team will maintain a timetable and work programme for the production of the
accounts.

. The timetable has been drafted based on the draft MfA, and the schedule is

subject to change as confirmation from WG is yet to be received. The Committee
is asked to note that Audit Wales have issued correspondence dated 05 February
2024 indicating that they are proposing a certification deadline of the 15 July
2024. This will affect the second half of the filing schedule (post submission of the
draft Annual Report to WG). In light of this, the Corporate Governance Team have
proposed dates for extraordinary Audit Committee and Trust Board meetings in
early July 2024. The date of the Trust's Annual General Meeting is not yet clear.
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RECOMMENDATION
5. The Audit Committee is requested to approve:
5.1The Annual Filings 2023-24 schedule;

5.2The circulation of the draft reports for review and comment by email as
set out at paragraph 8.3.

KEY ISSUES/IMPLICATIONS

Given the tight timeframes within which the annual report must be prepared, and the
contributions from multiple sources, a structured approach will be adopted to allow
for oversight and escalation.

REPORT APPROVAL ROUTE

19 February 2024: ADLT — Review of Annual Filings Timetable

REPORT APPENDICES

n/a

REPORT CHECKLIST

Confirm that the issues below have been | Confirm that the issues below have
considered and addressed been considered and addressed
EQIA (Inc. Welsh language) n/a Financial Implications n/a
Environmental/Sustainability n/a Legal Implications Y
Estate n/a Patient Safety/Safeguarding n/a
Ethical Matters n/a Risks (Inc. Reputational) Y
Health Improvement n/a Socio Economic Duty n/a
Health and Safety n/a TU Partner Consultation n/a
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SITUATION

1. The Annual Filings Task and Finish Group ("Group”) was re-established in
November 2023 to take a structured approach to the 2023-24 Annual Filings
requirements as set out in the Manual for Accounts (MfA) published by Welsh
Government.

BACKGROUND

2. The Welsh Government Manual for Accounts 2023-24 requires the Trust to submit
as a single PDF document, a three-part Annual Report and Accounts. The Annual
Report includes the Performance Report and Accountability Report.

ASSESSMENT

3. The Annual Report requires contributions from a number of individuals including
performance and planning, partnerships and engagement, corporate governance,
finance, people and culture, and others. The MfA indicates that the overarching
structure of the Annual Report for 2023-24 has not changed; however, the Trust
will be required to prepare and publish a Duty of Quality and a Duty of Candour
report for 2023-24.

4. Whilst the Performance Report is drafted by the Performance Team there is close
coordination with those drafting the Accountability Report. Where governance
information that would otherwise appear in the Accountability Report would flow
better by appearing in the Performance Report, close cross-referencing is required
to ensure duplication is reduced, messaging is consistent, and the data set is the
same.

5. The development of the Financial Accounts will have an established timetable, and
whilst it is not intended that the Group will manage this work, finance colleagues
are part of the Group to ensure a coordinated approach, synchronicity of dates,
management of contributions to the Accountability Report, and the publishing of
the final single PDF Annual Report and Accounts.

6. The below timetable has been developed to include key submission dates to

Welsh Government, Audit Wales, Trust Board, and the Audit Committee — based
on the draft Manual for Accounts and communications from Audit Wales: -
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2023/24 DRAFT ANNUAL FILINGS TIMETABLE

[HIGH LEVEL DEADUNES ___lacliON _____________________pgrAL _______________________________________________________[EXECUTVELEAD |
03/05/2024 Submission Deadline Draft 23/24 Unaudited Accounts b Chris Turley
10/05/2024 Sub Deadline Draft Annual Report  Trish Mills
15/07/2024 Submission Deadline Fimal Annual Report & Accounts to Audit Wales ™ ChrisTrish
peapune _______Jacoon el |ocomveiap |
07/02/2024 DL for submission of paper for ADLT
19/02/2024 Paper rec 4 i Trish Mills
21/02/2024 DL fo Trish Mills
01/03/2024 Audit Committee Meeting Recsipt o Trish Mills
16/02/2024-23/02/2024 Commizzioning of AR/PR Review of narrati Trish Mills
26/02/2024-28/03/2024 DRAFTING Drafting by stakeholders Trish Mills
02/04/2024 Submission to CGT Submission of draft tive of the AR/PR Trish Mills
08/04/2024 to Board Secretary for Review Annual Report - for r oard Secretary no later than the 08 Apri Trish Mills
17/04/2024 aper - Draft AR Draft AR to ELT for / nmant Trish Mills
17/04/2024 Email Circulztion Circulate to ADLT for their awarensss Trish Mills
24/04/2024 “Er Meeting Recsipt of draft AR Trish Mills
24/04-26/04 Review of AR/PR Review of AR/PR by RM/TM/HB/AP & Final Edits Trish Mills
26/04/2024 Email Circulation Draft RemReport to RemCom Trish Mills
26/04/2024 Email Circulation Draft AR to AC for awareness and comment Trish Mills
26/04/2024 Email Circulation Draft ARA to Board - for awareness Trish Mills
02/05/2024 Submission Deadline Draft Unaudited Accounts to WG/ Audit Wales Chris Turley
03/05/2024 DL for comments by Audit Com. DL for responses by Audit Committes Trish Mills
06/05-09/05 Final Review / Updates of Draft ARA Fimal draft/review, ahead of submission on the 12th May Trish Mills
10/05/2024 (12:00) Submission Deadline Draft Annual Report to WG/Audit Wales Trish Mills
STC 19/06/2024 rs for ELT DL for papers for ELT Trish Mills
26/06/2024 of final AR to ELT Fimal E Chris/Trish
w/fc 01 July 2024 DL Fimal 4 Chris/Trish
08/07/2024 Meeting of Audit Committes - DATE TBC Audit Committee to scrutini ndorse final 22,/23 ARA [1 hour] ChrizTrish
w/fc 01 July 2024 Submission DL Fimal ARA Submitted for Trust Board ChrizTrish
09/07/2024 Meeting of Trust Board - DATE TBC Trust Board - Approval/sign-off of sudited ARA [30 mins] ChrisTrish
15/07/2024 Submission DL AUDIT WALES TO SUBMIT FINAL AUDITED ARA ChirisTrish
01,/08/2024 - TBC Submission DL Izsue ARA to Melfyn/Kate for Translation Trish Mills
01/08/2024 - 31/08/2024 Ongoing Tranzlation Trish Mills
TEC Submission DL Submissicn of p Trish Mills
July - September 2024 - TBC Annual General Meeting Prezsntation of the 2. Trish Mills / Estelle Hitchon

7. The Committee is asked to note that Audit Wales have issued correspondence dated
05 February 2024 indicating a proposed certification deadline of the 15 July 2024.
This could affect the second half of the filing schedule (post submission of the draft
Annual Report to WG). Given the certification schedule proposed by Audit Wales is
the 15 July 2024, the Corporate Governance Team is proposing that additional
extraordinary meetings of Audit Committee and Trust Board are held week
commencing 08 July ahead of the proposed certification deadline. These meetings
are in addition to those substantive meetings already scheduled and approved for
2024/25.

8. The Audit Committee is asked to note the following: -

8.1 A supplementary timetable will be developed by the Group to manage
contributions from colleagues towards the various sections of the Annual
Report, its layout and Welsh translation (which will be completed in-house by
the Welsh Language Translator).

8.2 The draft Annual Report, signed off in accordance with the above timetable,
will not include a finalised public facing document. This will not delay any
review of the draft by Welsh Government or Audit Wales as it is not a
statutory requirement.

8.3 Due to the scheduling of Trust Board and Committee meetings, it is proposed
that some draft documents will be provided to members by email circulation
towards the end of April 2024 for review and comment.
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8.4 The timetable has been drafted based on the draft MfA, and the schedule is
subject to change based on the final dates confirmed by the WG. If changes
are made it is anticipated they will affect the final filing deadlines, as opposed
to the earlier draft submission deadlines. Any significant changes will be
brought to the attention of the Committee.

8.5 The placement of the Annual General Meeting (AGM) for 2024 is unclear
because the final schedule is yet to be confirmed. It is possible that it will take
place later than the 31 July (as required by Standing Orders) and in line with
the 2023 AGM. The Committee will be updated in due course once guidance
is received from Welsh Government.

RECOMMENDATION
9. The Audit Committee is requested to approve:
9.1 The Annual Filings 2023-24 schedule;

9.2 The circulation of the draft reports for review and comment by email
as set out at paragraph 8.3.
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1. Introduction

The purpose of this report is to:

e highlight progress of the 2023/24 Internal Audit Plan to the Audit Committee;
and

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

2. Progress against the 2023/24 Internal Audit Plan

There are 18 reviews in the 2023/24 Internal Audit Plan, and overall progress is
shown below.

WAST

0 5 10 15 20

Planning stage In progress Draft Report Final Report Not started

Detailed progress in respect of each of the reviews in the 2023/24 Internal Audit
Plan is summarised in Appendix A.

3. Proposed changes to approved plan

e Delivery of Major Change Programmes - this audit is deferred following
completion of the project and consideration by the Trust to deescalate the
related principal risk from the Corporate Risk Register. Our 2020/21 review of
Transformation Programmes: Change Management was awarded reasonable
assurance.

e Integrated Quality and Performance Management Framework - At the request
of management, we are proposing to defer this review to the 2024/25 Internal
Audit Plan to allow time for processes to embed.

4. Planning 2024/25

The draft plan has been discussed by the Executive Team and issued to Non-
Executive Directors for comment. The final version is included in papers for the
Committee to consider for approval.

NWSSP Audit and Assurance Services 3
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The plan will remain flexible throughout 2024/25 in response to new and emerging
risks. We will re-visit the approved plan on a regular basis to allow discussion of
priorities.

5. Engagement

The following meetings have been held/attended during the reporting period:
e observation of Board and Committee meetings;
e audit scoping and debrief meetings;
e liaison with senior management; and

e liaison with external regulators.

6. Key Performance Indicators

Correct on 31 January 2024

Indicator Status Actual Target
Operational Audit March By 30 June
Plan agreed for

2023/24

Audits reported 12 13

over planned

Work in progress 3

Report turnaround: 10 out of 12 80%

time from fieldwork
completion to draft
reporting [10 days]

Report turnaround: . 3 out of 7 80%
time taken for
management

response to draft
report [15 days]

Report turnaround: 5out of 6 80%
time from
management
response to issue
of final report [10
days]

NWSSP Audit and Assurance Services 4
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Key:

e v>20%
10%<v<20%
v<10%

7. Recommendation

The Audit Committee is invited to:
e note the above; and
e Approve the proposed changes at section 3.

NWSSP Audit and Assurance Services 5
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Appendix A

Appendix A: Progress against 2023/24 Internal Audit Plan

Anticipated
Rating Key matters arising Audit
Committee!?
Risk management Planning June 2024
and assurance
We recognise the significant work
the Trust has been undertaking to
address the requirements of the
Decarbonisation Strategic Delivery
Plan. However, the overall rating is
in line with that determined across
NHS Wales and reflects the
complexity and range of risks
associated with this area which,
Decarbonisation Final Limited  2long with the financial shortfalls, March 2024
report impacts on the Trust’s ability to
deliver on the wider
decarbonisation agenda.
Other matters include completion
of the risk register, at both
Programme and Corporate level,
and ongoing regular review; and
review of the membership and
attendance at the Decarbonisation
Programme Board.
Delivery of Major Deferred
Change Programmes
Clarity over roles and
responsibilities within the National
Collaboration Agreement; Develop
a mechanism to enable post-
111 Service implementatipn learning of_
Commissioning Final ber_meﬂts and impact to service
N/A delivery; Enhancements to March 2024
Arrangements report
(Advisory) governance arrar}genrlents to
strengthen oversight;
Opportunities to strengthen
reporting of the commissioning
arrangements; and Review of risk
registers.
Integrated Quality
and Performance
Deferred
Management
Framework
1 May be subject to change
NWSSP Audit and Assurance Services 6
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Anticipated
Key matters arising Audit
Committee!
Delays to the Engagement
Strategy Final Framework Delivery Plan; and
Reasonable opportunities to improve how the March 2024
Development report
Trust measures and reports
progress.
Areas of non-compliance with
Serious Adverse Section 4 (Joint Investigation
Incidents Joint Final Process) of the NHS Wales National
S Reasonable : . . ; March 2024
Investigation report Policy, noting which a review of the
Framework internal policy should be
undertaken.
Electronic Patient Final Oversight of training completion
Clinical Record: report Reasonable and limitations and accuracy of March 2024
Clinical compliance reporting.
Ensuring Senior Paramedics are
appropriately discharging areas of
responsibility; The need to address
the disparity in the allocation of
Paramedics and Technicians, to
. . . ensure appropriate level of
Senior Paramedic Final Reasonable supervision and support; November 2023
Role report o - ,
Monitoring of training compliance
and ensuring that the required
clinical skill enhancements are
provided; Limited reporting
evaluating the impact and
effectiveness of the role.
Clinical Audit Planning June 2024
Volunteers In June 2024
Governance progress
. Draft April / June
Seatbelt Action Plan report 2024
Reviewing the resource available to
the Records Management Team;
Defining an improvement plan for
Final the organisation; Ensuring records
Records Management Reasonable held with third parties are subject November 2023
report _ Aoty
to formal agreement; Identification
and assessment of storage sites;
Ensuring all records are disposed
of according to schedules.
Final Fully recording the contents of the
Technical Resilience report Reasonable VPH datacentre; Finalising a service November 2023

catalogue and recording the

NWSSP Audit and Assurance Services
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Anticipated

Key matters arising Audit

Committee?

resilience position; Testing
resilience for non-critical services;
and fully defining recovery plans for
all systems and ensuring resilience
position is reflected in these.

ICT Contract Draft Reasonable April / June
Management report 2024
Finalisation and ratification of the
*‘Moving on Interview’ process, with
_ Final a clear time_table for its roll _out;
Retention of Staff Reasonable and evaluation of the effectiveness March 2024
report RS
of the initiatives that have recently
been introduced to improve staff
retention.
Disciplinary Case
Management - In June 2024
Compassionate progress
Leadership
Recommendations Planning June 2024
tracker
Capital & Estates
We recognise the significant work
the Trust has been undertaking to
manage the current estate
condition against other competing
priorities. However, the overall
rating is in line with that
determined across NHS Wales,
given the common challenges
faced by each organisation, and
reflects that identified estate risks
cannot be managed within existing
funding.
Estates Assurance: Final o Other mgtters include current /
g ) Limited forward investment approvals do November 2023
Estate Condition report

not presently match the approved
plans to eliminate “high” and
“significant” risk backlog; the need
to confirm appropriate levels of
investment and an appropriately
resourced maintenance team, to
assess and address backlog
maintenance; the need to ensure
effective monitoring and reporting
against targets; an appropriate
methodology for the annual
update; and accurate performance
indicators.

NWSSP Audit and Assurance Services
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Anticipated

Key matters arising Audit

Capital Assurance:

Committee?

Ensure compliance with Standing
Orders for Trust Board approval of
contracts; Enhance reporting and
review of the procurement strategy
to ensure best value; Ensure
procurement and contractual

Vehicle Replacement Final Reasonable arrangement_s obtain I?est. value_ March 2024
report from strategic partnering; Detail
Programme .

variances to programme at
business cases; Demonstrate
optimal vehicle procurement
numbers; and to better align the
project management and business
case processes with best practice.

! May be subject to change
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Disclaimer notice - please note

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

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

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

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

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

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

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

1.1 National Assurance Audits

The proposed Plan includes assurance audits on some services that are
provided by Digital Health and Care Wales (DHCW), NWSSP and the
National Commissioning Unit (NCU) (the new Joint Committee for Welsh
Health Specialised Services Committee (WHSSC), Emergency Ambulance
Services Committee (EASC) and the National Collaborative Commissioning
Unit (NCCU)) on behalf of NHS Wales. These audits will be included in
Appendix A when agreed formally. These audits are part of the risk-based
programme of work for DHCW, NWSSP and Cwm Taf Morgannwg UHB (for
NCU) but the results, as in previous years, are reported to the relevant
organisation and are used to inform the overall annual Internal Audit
opinion for those organisations.

NWSSP Audit and Assurance Services 3
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2. Developing the Internal Audit Plan
2.1 Link to the Public Sector Internal Audit Standards

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

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

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

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

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

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

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

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

2.2 Risk based internal audit planning approach

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

e the organisation’s risk assessment and maturity;

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

e the previous years’ internal audit activities; and

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

Our planning takes into account the NHS Wales Planning Framework and
other NHS Wales priorities, such as the duties of Quality and Candour, and
is mindful of significant national changes that are taking place. In addition,
the plan aims to reflect any significant local changes occurring as identified
through the Integrated Medium-Term Plan (IMTP) and other changes within
the organisation, assurance needs, identified concerns from our discussions
with management, and emerging risks.

NWSSP Audit and Assurance Services 4



Annual Internal Audit Plan: Draft February 2024

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

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

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

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

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

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

3) Follow up: this is follow-up work on previous limited and unsatisfactory
assurance reports as well as other high priority recommendations. Our
work here also links to the organisation’s recommendation tracker and
considers the impact of their implementation on the systems of governance
and control.

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

5) The impact of audits undertaken at other NHS Wales bodies that impacts
on the Trust, namely NWSSP, DHCW and NCU.

6) Where appropriate, Integrated Audit & Assurance Plans will be agreed
for major capital and transformation schemes and charged for separately.
Health bodies are able to add a provision for audit and assurance costs into

NWSSP Audit and Assurance Services 5
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the Final Business Case for major capital bids.

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

2.3 Link to the Trust’s systems of assurance

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

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

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

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

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

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

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

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

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

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

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

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

2.4 Audit planning meetings

In developing the Plan, in addition to consideration of the above, the Head
of Internal Audit has met and spoken with a number of Trust Executive and
Non-Executive Directors to discuss current areas of risk and related
assurance needs.

NWSSP Audit and Assurance Services 6
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The draft Plan has been provided to the Trust's Executive Management
Team and the Non-Executive Directors to ensure that Internal Audit’s focus
is best targeted to areas of risk.

3. Audit risk assessment

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

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

4. Planned internal audit coverage

4.1 Internal Audit Plan 2024/25

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

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

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

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

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

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

4.2 Keeping the plan under review

Our risk assessment and resulting Plan is limited to matters emerging from
the planning processes indicated above.

Audit & Assurance Services is committed to ensuring its service focuses on
priority risk areas, business critical systems, and the provision of assurance
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to management across the medium term and in the operational year ahead.
As in any given year, our Plan will be kept under review and may be subject
to change to ensure it remains fit for purpose.

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

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

5. Resource needs assessment

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

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

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

If additional work, support or further input is necessary to deliver the plan,
we will look to deliver it from within our resources. It is possible, in
exceptional cases, that an additional fee may be charged. Any change to
the plan will be based upon consideration of risk and need and presented
to the Audit Committee for approval.

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

Under the approach we have adopted for a number of years, the top slice
provided to us to undertake the internal audit programme is supplemented
by an additional charge for work undertaken over and above the ‘top slice’
arrangements. To this end the Trust has agreed to pay an additional
£44,422 to cover this additional audit work.

Also, under the approach we have adopted since the formation of NWSSP
we charge for the specialist Capital and Estates work delivered as a part of
the agreed plan. For 2024/25 this additional charge is £23,406, which
reflects previous vyears requirements. The audit of major
programmes/projects will be facilitated through the Integrated Assurance
and Approval Plans agreed at the respective business cases approved and
funded by Welsh Government. There are currently no Trust projects
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proposed for review facilitated through the Integrated Assurance and
Approval Plan process during 2024/25.

Therefore, the Trust will be charged an additional amount of £67,828 which
is over and above the ‘top slice’ recharge agreed as part of NWSSP’s overall
funding for 2024/25.

6. Action required

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

e approve the Internal Audit Plan for 2024/25;

e approve the Internal Audit Charter; and

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

Osian Lloyd

Head of Internal Audit (Welsh Ambulance Services NHS Trust)
Audit and Assurance Services
NHS Wales Shared Services Partnership
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Appendix A: Internal Audit Plan 2024/2025

Planned output

Corporate
Risk
Register
Reference

Outline Scope

Executive
Lead

Outline
Timing

Annual Governance N/A N/A To provide commentary on key Chief Executive Q4

Statement aspects of Board Governance to / Board
underpin the completion of the Secretary
statement.

Risk Management & 1 To review the robustness of the Board | Board Q4

Assurance Assurance Framework (BAF) process, Secretary
as one of the key mechanisms that the
Trust has in place to monitor its
strategic risks.

Follow Up 2 To review the systems in place to Board Q4
monitor progress with the Secretary /
implementation of actions in response | Executive
to internal audit reports. Team

Procurement and 3 139 To provide assurance that the Trust Director of Q2/Q3

Contract Management has appropriate procurement and Finance and

(All Wales Review) contract management arrangements in | Corporate
place. Resources

Vehicle Accident 4 139 To assess the management of Director of Q2

Management accidents relating to Trust vehicles, Finance and

Corporate

NWSSP Audit and Assurance Services
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Planned output Audit Corporate Outline Scope Executive Outline
Ref Risk Lead Timing

Register
Reference

and the mitigating actions being taken | Resources /
to reduce the rate of occurrence. Director of
People and
Culture
Integrated Quality 5 224 To review the deployment of the Director of Q1/Q2
Performance and framework and assess the extent it is | Planning and
Management being embedded across the Trust. Performance /
Framework Director of
Quality &
Nursing
Seasonal Forecasting 6 424 To assess the Trust’s approach to Director of Q4
and Modelling forecasting and modelling, to include Strategy,
focus on winter resilience planning. Planning and
Performance
Exposure to Fumes 7 160, 199 | To evaluate the actions being taken by | Director of Q1/Q2
the Trust to ensure the health and Quality and
wellbeing of staff exposed to fumes as | Nursing /
a result of delays in handovers of care | Director of
at hospital. Operations
Public Engagement & 8 A review of compliance with the Health | Director of Q2/Q3
Community and Social Care Quality Engagement Quality and
Involvement Act and alignment with the Trust’s Nursing /
IMTP. Director of
Partnerships

NWSSP Audit and Assurance Services 11
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Planned output Audit Corporate Outline Scope Executive Outline
Ref Risk Lead Timing
Register
Reference
and
Engagement
Rollout of Penthrox 9 To assess the impact of the roll out of | Director of Q2/Q3
Penthrox on patients and staff, Paramedicine
following the recent announcement
that it can be administered by
ambulance crews and Community First
Responders.
Overtime Controls 10 139 To provide assurance on the adequacy | Director of Q1
of the processes in place to control Operations /
and monitor the level of overtime Director of
allocation, in line with the Trust’s Finance and
Financial Savings Plan. Corporate
Resources
Start of Shift 11 To assess compliance with the start of | Director of Q4
Procedure shift procedure, including the Operations
preparation of vehicles and to ensure
that key equipment and medicines are
available.
Emergency Nurse 12 223 To provide assurance that benefits Director of Q4
Communications realised reflect those identified at the | Operations
System outset of system implementation.
Implementation
NWSSP Audit and Assurance Services 12
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Planned output Corporate Outline Scope Executive Outline
Risk Lead Timing

Register
Reference

111 Wales Website 13 458 To assess whether the 111 Wales Director of Q3/4
website enables secure and effective Digital
provision of patient services.

111 Digital Operations 14 260, 458 | To assess whether the digital Director of Q2/3
operation of 111 is safe and effective, | Digital
with mitigations plans in place for any
weaknesses identified and tracked to
resolution.

Data Quality 15 Review of the structures and processes | Director of Q1/2
for ensuring data quality and accurate | Digital
reporting within the Trust.

Rostering Policy 16 223, 160, | To assess adherence to the Trust’s Director of Q2
100, 283 | Resource Policy to ensure the effective | Operations /
deployment of the workforce. Director of
People and
Culture
Occupational Health 17 160, 558 | To evaluate the programmes in place Director of Q2/3
and Wellbeing Support to improve the occupational health People and
service and promote staff wellbeing, Culture

and the arrangements in place to
monitor effectiveness.

Speaking up safely 18 160, 558 | To review the implementation of the Director of Q4
framework and assess its impact in People and

NWSSP Audit and Assurance Services 13
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Planned output Audit Corporate Outline Scope Executive Outline
Ref Risk Lead Timing

Register
Reference

promoting a culture that enables staff | Culture / Board
to raise concerns. Secretary

Capital Systems 19 139 Having been omitted from internal | Director of Q4
audit plans in recent years, it is |Finance and
proposed to reintroduce periodic | Corporate

capital systems audits. These audits | Services

review the control framework, systems
and processes in place to manage
discretionary, EFAB or other capital /
estates funded schemes (not
progressed through integrated audit
plans (IAP) — ensuring compliance with
minimum requirements. The focus of
the audit for 2024/25 may include:
initial governance arrangements;
tendering and/or selection; and
approval to award and contract

completion.
Estates Assurance: 20 Recognising the increase in utility Director of Q3
Energy Management costs and the associated financial Finance and
risks, the audit will examine the Corporate
arrangements in place to manage Services

energy consumption, optimisation,
conservation and efficiency. The audit
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Planned output Audit Corporate Outline Scope Executive Outline
Ref Risk Lead Timing

Register
Reference

will look to gain assurance the
appropriate arrangements are in place
to gather data, ensuring that the data
is of suitable quality/ reliability. The
audit will also look at resulting
strategies and/ or plans to address key

risks.
NHS Wales national N/A N/A To collate the assurances derived from | Board Q4
audit work the review of NHS Wales bodies that Secretary

provide services to this organisation
and contribute to its overall system of
control. This will cover some of our
work at Health Education &
Improvement Wales, Public Health
Wales, NHS Wales Shared Services
Partnership, Digital Health and Care
Wales and Emergency Ambulance
Services Committee.

Please note: The national audits undertaken at DHCW, NWSSP and NCU will be added later.
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Appendix B: Key performance indicators (KPI)

KPI SLA required Target

2024/25

Audit plan 2024/25 v

agreed/in draft by 30 April To deliver plan

Audit opinion 2024/25 v

delivered by 31 May To deliver opinion

Audits reported versus total
planned audits, and in line v

with Audit Committee varies
expectations
% of audit outputs in No varies

progress

Report turnaround fieldwork
to draft reporting [10 v 95%
working days]

Report turnaround
management response to v
draft report [15 working
days maximum]

80%

Report turnaround draft
response to final reporting v 95%
[10 working days]
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Appendix C: Internal Audit Charter

1

1.1

1.2

1.3

2.2

2.3

Introduction

This Charter is produced and updated annually to comply with the
Public Sector Internal Audit Standards. The Charter is
complementary to the relevant provisions included in the
organisation’s own Standing Orders and Standing Financial
Instructions.

The terms ‘board’ and ‘senior management’ are required to be
defined under the Standards and therefore have the following
meaning in this Charter:

o Board means the Board of Welsh Ambulance Services NHS Trust
with responsibility to direct and oversee the activities and
management of the organisation. The Board has delegated
authority to the Audit Committee in terms of providing a
reporting interface with internal audit activity; and

o Senior Management means the Chief Executive as being the
designated Accountable Officer for Welsh Ambulance Services
NHS Trust. The Chief Executive has made arrangements within
this Charter for an operational interface with internal audit
activity through the Board Secretary.

Internal Audit seeks to comply with all the appropriate requirements
of the Welsh Language (Wales) Measure 2011. We are happy to
correspond in both Welsh and English.

Purpose and responsibility

Internal audit is an independent, objective assurance and advisory
function designed to add value and improve the operations of Welsh
Ambulance Services NHS Trust. Internal audit helps the organisation
accomplish its objectives by bringing a systematic and disciplined
approach to evaluate and improve the effectiveness of governance,
risk management and control processes. Its mission is to enhance
and protect organisational value by providing risk-based and
objective assurance, advice and insight.

Internal Audit is responsible for providing an independent and
objective assurance opinion to the Accountable Officer, the Board and
the Audit Committee on the overall adequacy and effectiveness of the
organisation’s framework of governance, risk management and
control. In addition, internal audit’s findings and recommendations
are beneficial to management in securing improvement in the audited
areas.

The organisation’s risk management, internal control and governance
arrangements comprise:
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2.4

3.2

= the policies, procedures and operations established by the
organisation to ensure the achievement of objectives;

» the appropriate assessment and management of risk, and the
related system of assurance;

» the arrangements to monitor performance and secure value for
money in the use of resources;

= the reliability of internal and external reporting and accountability
processes and the safeguarding of assets;

= compliance with applicable laws and regulations; and

= compliance with the behavioural and ethical standards set out for
the organisation.

Internal audit also provides an independent and objective consulting
service specifically to help management improve the organisations
risk management, control and governance arrangements. The service
applies the professional skills of internal audit through a systematic
and disciplined evaluation of the policies, procedures and operations
that management have put in place to ensure the achievement of the
organisations objectives, and through recommendations for
improvement. Such consulting work contributes to the opinion which
internal audit provides on risk management control and governance.

Independence and Objectivity

Independence as described in the Public Sector Internal Audit
Standards as the freedom from conditions that threaten the ability of
the internal audit activity to carry out internal audit responsibilities in
an unbiased manner. To achieve the degree of independence
necessary to effectively carry out the responsibilities of the internal
audit activity, the Head of Internal Audit will have direct and
unrestricted access to the Board and Senior Management, in
particular the Chair of the Audit Committee and Accountable Officer.

Organisational independence is effectively achieved when the auditor
reports functionally to the Audit Committee on behalf of the Board.
Such functional reporting includes the Audit Committee:

e approving the internal audit charter;
e approving the risk based internal audit plan;
e approving the internal audit resource plan;

e receiving outcomes of all internal audit work together with the
assurance rating; and

e reporting on internal audit activity’s performance relative to its
plan.
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3.3

3.4

3.5

3.6

4.2

4.3

4.4

4.5

While maintaining effective liaison and communication with the
organisation, as provided in this Charter, all internal audit activities
shall remain free of untoward influence by any element in the
organisation, including matters of audit selection, scope, procedures,
frequency, timing, or report content to permit maintenance of an
independent and objective attitude necessary in rendering reports.

Internal Auditors shall have no executive or direct operational
responsibility or authority over any of the activities they review.
Accordingly, they shall not develop nor install systems or procedures,
prepare records, or engage in any other activity which would normally
be audited.

This Charter makes appropriate arrangements to secure the
objectivity and independence of internal audit as required under the
standards. In addition, the shared service model of provision in NHS
Wales through NWSSP provides further organisational independence.

In terms of avoiding conflicts of interest in relation to non-audit
activities, Audit & Assurance has produced a Consulting Protocol that
includes all of the steps to be undertaken to ensure compliance with
the relevant Standards that apply to non-audit activities.

Authority and Accountability

Internal Audit derives its authority from the Board, the Accountable
Officer and Audit Committee. These authorities are established in
Standing Orders and Standing Financial Instructions adopted by the
Board.

The Minister for Health and Social Services has determined that
internal audit will be provided to all health organisations by the NHS
Wales Shared Services Partnership (NWSSP). The service provision
will be in accordance with the Service Level Agreement agreed by the
Shared Services Partnership Committee and in which the organisation
has permanent membership.

The Director of Audit & Assurance leads the NWSSP Audit and
Assurance Services and after due consultation will assign a named
Head of Internal Audit to the organisation. For line management (e.g.
individual performance) and professional quality purposes (e.g.
compliance with the Public Sector Internal Audit Standards), the Head
of Internal Audit reports to the Director of Audit & Assurance.

The Head of Internal Audit reports on a functional basis to the
Accountable Officer and to the Audit Committee on behalf of the
Board. Accordingly, the Head of Internal Audit has a direct right of
access to the Accountable Officer, the Chair of the Audit Committee
and the Chair of the organisation if deemed necessary.

The Audit Committee approves all Internal Audit plans and may
review any aspect of its work. The Audit Committee also has regular
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4.6

5.2

5.3

5.4

5.5

5.6

5.7

5.8

private meetings with the Head of Internal Audit.

In order to facilitate its assessment of governance within the
organisation, Internal Audit is granted access to attend any
committee or sub-committee of the Board charged with aspects of
governance.

Relationships

In terms of normal business the Accountable Officer has determined
that the Board Secretary will be the nominated executive lead for
internal audit. Accordingly, the Head of Internal Audit will maintain
functional liaison with this officer.

In order to maximise its contribution to the Board’s overall system of
assurance, Internal Audit will work closely with the organisation’s
Board Secretary in planning its work programme.

Co-operative relationships with management enhance the ability of
internal audit to achieve its objectives effectively. Audit work will be
planned in conjunction with management, particularly in respect of
the timing of audit work.

Internal Audit will meet regularly with the external auditor, Audit
Wales, to consult on audit plans, discuss matters of mutual interest,
discuss common understanding of audit techniques, method and
terminology, and to seek opportunities for co-operation in the
conduct of audit work. In particular, Internal Audit will make available
their working files to the external auditor for them to place reliance
upon the work of Internal Audit where appropriate.

The Head of Internal Audit will establish a means to gain an overview
of other assurance providers’ approaches and output as part of the
establishment of an integrated assurance framework.

The Head of Internal Audit will take account of key systems being
operated by organisation’s outside of the remit of the Accountable
Officer, or through a shared or joint arrangement, such as the Digital
Health and Care Wales, NHS Wales Shared Services Partnership and
the National Commissioning Unit.

Internal Audit strives to add value to the organisation’s processes and
help improve its systems and services. To support this Internal Audit
will obtain an understanding of the organisation and its activities,
encourage two-way communications between internal audit and
operational staff, discuss the audit approach and seek feedback on
work undertaken.

The Audit Committee may determine that another Committee of the
organisation is a more appropriate forum to receive and action
individual audit reports. However, the Audit Committee will remain
the final reporting line for all our audit and consulting reports.
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6 Standards, Ethics, and Performance

6.1

6.2

Internal Audit must comply with the Definition of Internal Auditing,
the Core Principles, Public Sector Internal Audit Standards and the
professional Code of Ethics, as published on the NHS Wales e-
governance website.

Internal Audit will operate in accordance with the Service Level
Agreement and associated performance standards agreed with the
Audit Committee and the Shared Services Partnership Committee.
The Service Level Agreement includes a number of Key Performance
Indicators, and we will agree with each Audit Committee which of
these they want reported to them and how often.

Scope

The scope of Internal Audit encompasses the examination and
evaluation of the adequacy and effectiveness of the organisation's
governance, risk management arrangements, system of internal
control, and the quality of performance in carrying out assigned
responsibilities to achieve the organisation's stated goals and
objectives. It includes but is not limited to:

= reviewing the reliability and integrity of financial and operating
information and the means used to identify measure, classify, and
report such information;

= reviewing the systems established to ensure compliance with
those policies, plans, procedures, laws, and regulations which
could have a significant impact on operations, and reports on
whether the organisation is in compliance;

= reviewing the means of safeguarding assets and, as appropriate,
verifying the existence of such assets;

= reviewing and appraising the economy and efficiency with which
resources are employed, this may include benchmarking and
sharing of best practice;

= reviewing operations or programmes to ascertain whether results
are consistent with the organisation’s objectives and goals and
whether the operations or programmes are being carried out as
planned;

= reviewing specific operations at the request of the Audit
Committee or management, this may include areas of concern
identified in the corporate risk register;

= monitoring and evaluating the effectiveness of the organisation's
risk management arrangements and the overall system of
assurance;

= ensuring effective co-ordination, as appropriate, with external
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7.2

7.3

auditors; and

= reviewing the Annual Governance Statement prepared by senior
management.

Internal Audit will devote particular attention to any aspects of the
risk management, internal control and governance arrangements
affected by material changes to the organisation’s risk environment.

If the Head of Internal Audit or the Audit Committee consider that the
level of audit resources or the Charter in any way limit the scope of
internal audit or prejudice the ability of internal audit to deliver a
service consistent with the definition of internal auditing, they will
advise the Accountable Officer and Board accordingly.

Approach

To ensure delivery of its scope and objectives in accordance with the
Charter and Standards, Internal Audit has produced an Audit Manual
(called the Quality Manual). The Quality Manual includes
arrangements for planning the audit work. These audit planning
arrangements are organised into a hierarchy as illustrated in Figure
1.

Figure 1: Audit planning hierarchy

NHS Wales Level NWSSP overall audit Arrangements for provision of internal

strategy audit services across NHS Wales

Organisation Entity strategic 3-year Entity level medium term audit plan
Level audit plan linked to organisational objectives

priorities and risk assessment

Entity annual internal Annual internal audit plan detailing audit
audit plan engagements to be completed in year
ahead leading to the overall HIA opinion

Business Unit Assignment plans Assignment plans detail the scope and
Level objectives for each audit engagement

within the annual operational plan

8.2

8.3

NWSSP Audit & Assurance Services has developed an overall audit
strategy which sets out the strategic approach to the delivery of audit
services to all health organisations in NHS Wales. The strategy also
includes arrangements for securing assurance on the national
transaction processing systems including those operated by DHCW
and NWSSP on behalf of NHS Wales.

The main purpose of the Strategic 3-year Audit Plan is to enable the
Head of Internal Audit to plan over the medium term on how the
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8.4

8.5

8.6

8.7

8.8

8.9

assurance needs of the organisation will be met as required by the
Standards and facilitate:

= the provision to the Accountable Officer and the Audit Committee
of an overall opinion each year on the organisation’s risk
management, control and governance, to support the preparation
of the Annual Governance Statement;

= audit of the organisation’s risk management, control and
governance through periodic audit plans in a way that affords
suitable priority to the organisation’s objectives and risks;

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

= an assessment of audit needs in terms of those audit resources
which ‘are appropriate, sufficient and effectively deployed to
achieve the approved plan’;

« effective co-operation with external auditors and other review
bodies functioning in the organisation; and

= the allocation of resources between assurance and consulting
work.

The Strategic 3-year Audit Plan will be largely based on the Board
Assurance Framework where it is sufficiently mature, together with
the organisation-wide risk assessment.

An Annual Internal Audit Plan will be prepared each year drawn from
the Strategic 3-year Audit Plan and other information and outlining
the scope and timing of audit assignments to be completed during
the year ahead.

The strategic 3-year and annual internal audit plans shall be prepared
to support the audit opinion to the Accountable Officer on the risk
management, internal control and governance arrangements within
the organisation.

The annual internal audit plan will be developed in discussion with
executive management and approved by the Audit Committee on
behalf of the Board.

The NWSSP Audit Strategy is expanded in the form of a Quality
Manual and a Consulting Protocol which together define the audit
approach applied to the provision of internal audit and consulting
services.

During the planning of audit assignments, an assignment brief will be
prepared for discussion with the nominated operational manager.
The brief will contain the proposed scope of the review along with the
relevant objectives and risks to be covered. In order to ensure the
scope of the review is appropriate it will require agreement by the
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relevant Executive Director or their nominated lead and will also be
copied to the Board Secretary.

Reporting

Internal Audit will report formally to the Audit Committee through the
following:

An annual report will be presented to confirm completion of the
audit plan and will include the Head of Internal Audit opinion
provided for the Accountable Officer that will support the Annual
Governance Statement.

The Head of Internal Audit opinion will:

a) State the overall adequacy and effectiveness of the
organisation’s risk management, control and governance
processes;

b) Disclose any qualification to that opinion, together with the
reasons for the qualification;

c) Present a summary of the audit work undertaken to formulate
the opinion, including reliance placed on work by other
assurance bodies;

d) Draw attention to any issues Internal Audit judge as being
particularly relevant to the preparation of the Annual
Governance Statement;

e) Compare work actually undertaken with the work which was
planned and summarise performance of the internal audit
function against its performance measurement criteria; and

f) Provide a statement of conformity in terms of compliance with
the Public Sector Internal Audit Standards and associated
internal quality assurance arrangements.

For each Audit Committee meeting a progress report will be
presented to summarise progress against the plan. The progress
report will highlight any slippage and changes in the programme.
The findings arising from individual audit reviews will be reported
in accordance with Audit Committee requirements; and

The Audit Committee will be provided with copies of individual
audit reports for each assignment undertaken unless the Head of
Internal Audit is advised otherwise. The reports will include an
action plan on any recommendations for improvement agreed
with management including target dates for completion.

9.2 The process for audit reporting is summarised below:

Following the closure of fieldwork and the resolution of any
queries, Internal Audit will discuss findings with operational
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managers to confirm understanding and shape the reporting
stage;

e Operational management will receive discussion draft reports
which will include any proposed recommendations for
improvement within 10 working days following the discussion of
findings. A copy of the draft report will also be provided to the
relevant Executive Director;

e The draft report will give an assurance opinion on the area
reviewed in line with the criteria at Appendix B (unless it is a
consulting review). The draft report will also indicate priority
ratings for individual report findings and recommendations;

e Operational management will be required to respond to the draft
report in consultation with the relevant Executive Director within
15 working days of issue, identifying actions, identifying staff with
responsibility for implementation and the dates by which action
will be taken;

e The Head of Internal Audit will seek to resolve any disagreement
with management in the clearance of the draft report. However,
where the management response is deemed inadequate or
disagreement remains then the matter will be escalated to the
Board Secretary. The Head of Internal Audit may present the draft
report to the Audit Committee where the management response
is inadequate or where disagreement remains unresolved. The
Head of Internal Audit may also escalate this directly to the Audit
Committee Chair to ensure that the issues raised in the report are
addressed appropriately;

e Reminder correspondence will be issued after the set response
date where no management response has been received. Where
no reply is received within 5 working days of the reminder, the
matter will be escalated to the Board Secretary. The Head of
Internal Audit may present the draft report to the Audit
Committee where no management response is forthcoming;

e Internal Audit issues a Final report to Executive Director within 10
working days of receipt of complete management response.
Within this timescale Internal Audit will quality assess the
responses, and if necessary return the responses, requiring them
to be strengthened.

e Responses to audit recommendations need to be SMART:
>  Specific
» Measurable
>  Achievable
> Relevant / Realistic
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9.3

9.4

10

10.1

10.2

10.3

>  Timely.

The relevant Executive Director, Board Secretary and the Chair of the
Audit Committee will be copied into any correspondence.

The final report will be copied to the Accountable Officer and Board
Secretary and placed on the agenda for the next available Audit
Committee.

Internal Audit will make provision to review the implementation of
agreed action within the agreed timescales. However, where there
are issues of particular concern provision may be made for a follow-
up review within the same financial year. Issue and clearance of
follow up reports shall be as for other assignments referred to above.

Timescales are to be included in all initial scopes sent prior to
commencing an audit.

Access and Confidentiality

Internal Audit shall have the authority to access all the organisation’s
information, documents, records, assets, personnel and premises
that it considers necessary to fulfil its role. This shall extend to the
resources of the third parties that provide services on behalf of the
organisation.

All information obtained during the course of a review will be regarded
as strictly confidential to the organisation and shall not be divulged
to any third party without the prior permission of the Accountable
Officer. However, open access shall be granted to the organisation’s
external auditors.

Where there is a request to share information amongst the NHS
bodies in Wales, for example to promote good practice and learning,
then permission will be sought from the Accountable Officer before
any information is shared.

11 Irreqgularities, Fraud & Corruption

11.1

11.2

11.3

It is the responsibility of management to maintain systems that
ensure the organisation’s resources are utilised in the manner and on
activities intended. This includes the responsibility for the prevention
and detection of fraud and other illegal acts.

Internal Audit shall not be relied upon to detect fraud or other
irregularities. However, Internal Audit will give due regard to the
possibility of fraud and other irregularities in work undertaken.
Additionally, Internal Audit shall seek to identify weaknesses in
control that could permit fraud or irregularity.

If Internal Audit discovers suspicion or evidence of fraud or
irregularity, this will immediately be reported to the organisation’s
Local Counter Fraud Service (LCFS) in accordance with the
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12

12.1

12.2

organisation’s Counter Fraud Policy & Fraud Response Plan and the
agreed Internal Audit and Counter Fraud Protocol.

Quality Assurance

The work of internal audit is controlled at each level of operation to
ensure that a continuously effective level of performance, compliant
with the Public Sector Internal Audit Standards, is being achieved.

The Director of Audit & Assurance will establish a quality assurance
and improvement programme designed to give assurance through
internal and external review that the work of Internal Audit is
compliant with the Public Sector Internal Audit Standards and to
achieve its objectives. A commentary on compliance against the
Standards will be provided in the Annual Audit Report to the Audit
Committee.

12.3 The Director of Audit & Assurance will monitor the performance of the

13

13.1

13.2

14

14.1

internal audit provision in terms of meeting the service performance
standards set out in the NWSSP Service Level Agreement. The Head
of Internal Audit will periodically report service performance to the
Audit Committee through the reporting mechanisms outlined in
Section 9.

Resolving Concerns

NWSSP Audit & Assurance was established for the collective benefit
of NHS Wales and as such needs to meet the expectations of client
partners. Any questions or concerns about the audit service should
be raised initially with the Head of Internal Audit assigned to the
organisation. In addition, any matter may be escalated to the Director
of Audit & Assurance. NWSSP Audit & Assurance will seek to resolve
any issues and find a way forward.

Any formal complaints will be handled in accordance with the NWSSP
complaint handling procedure. Where any concerns relate to the
conduct of the Director of Audit & Assurance, the NHS organisation
will have access to the Managing Director of Shared Services.

Review of the Internal Audit Charter

This Internal Audit Charter shall be reviewed annually and approved
by the Board, taking account of advice from the Audit Committee.

Simon Cookson

Director of Audit & Assurance

NHS Wales Shared Services Partnership
February 2024
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Acknowledgement:

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

Disclaimer notice - please note:

This audit report has been prepared for internal use only. Audit and Assurance Services reports are prepared, in accordance with
the agreed audit brief, and the Audit Charter as approved by the Audit 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
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 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 Assurance summaryt
Trend Objectives Assurance
Limited More significant matters 1 Governance Reasonable
require management
“\\ attention. 2 Localised Strategies Limited
' Moderate impact on N/A
) residual risk exposure 3 Funding Strategy Limited
until resolved. N
Monitoring and
4 . Reasonable
Reporting
5 Project Delivery Reasonable

Purpose

The NHS in Wales faces unprecedented challenges balancing the management of the delivery of the
decarbonisation agenda and associated risks, against other competing priorities and within existing
funding constraints.

The primary source of funding being Estates Funding Advisory Board (EFAB) and the requirement for
the Trust to contribute 30% from their discretionary funding.

The audit sought to consider progress against the NHS Wales Decarbonisation Strategic Delivery Plan
and the Trust’s Decarbonisation Action Plan - demonstrating how the Trust will implement the NHS
Wales Decarbonisation Strategic Delivery Plan initiatives.

It is recognised that prior to the development of the Strategic Delivery Plan, NWSSP commissioned a
Carbon Footprint assessment for the whole of NHS Wales (2018/19). This assessment influenced the
approach set out in the Strategic Delivery Plan and provides the initial baseline emissions data for
target setting.

Overview

We recognise the significant work the Trust has been undertaking across all directorates to address
the requirements of the Decarbonisation Strategic Delivery Plan., However, given the complexity and
range of risks associated with this area, and noting that these cannot be managed by the Trust within
the existing funding, to meet the targets set by the Welsh Government, an overall limited assurance
has been determined. Further, recognising the financial shortfalls and being cognisant of the wider
financial pressures across NHS Wales, the risks associated with the achievement of the Decarbonisation
Action Plan and the ability to deliver on the wider decarbonisation agenda will be a challenge going
forward and tough choices will need to be made by the Trust.

This assurance opinion is in line with that determined across NHS Wales, given the common challenges
faced by each organisation.
Further matters arising (see Appendix A) concerning the areas for refinement and further
development have also been noted including:
e Completion of the risk register, at both Programme and Corporate level, and ongoing regular
review of the risk register; and
e Review of the membership at Decarbonisation Programme Board noting the humber of apologies
/ non-attendance recorded.

! The objectives ad associated assurance ratings are not necessarily given equal weighting when formulating the overall audit
opinion.
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Control
Key Matters Arising Objective  Design or ~ Recommendation
Operation Priority
1 Attendance at Decarbonisation Programme 1 Operation Medium
Board
2 Delivery of the DAP 1, 2,3 Operation —
3 Risk Management 2,3 Operation Medium

4 Funding Strategy 3 Design —
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1. Introduction

1.1

1.2

1.3

1.4

1.5

1.6

1.7

1.8

1.9

The Welsh Government is party to international agreements to reduce carbon
emissions and control climate change, most notably as arising from the 2016 Paris
Accord. Accordingly, they have sought to create a framework of controls, guidance
and support to achieve these aims.

The Welsh Government declared a climate emergency in 2019 and committed to
achieving a Net Zero public sector by 2030.

The NHS Wales Decarbonisation Strategic Delivery Plan was published in March
2021 and responds to the climate emergency declaration and recognises that the
NHS has a critical role to play in contributing towards this target as the largest
public sector organisation in Wales.

The plan sets interim targets for the whole of the NHS (from a 2018/19 base) of
carbon budget reduction of 16% by 2025 and 34% by 2030.

Category targets were also set for:

o Buildings;

° Procurement;
o Fleet and business travel; and
o Staff, patient, and visitor travel.

All Wales activity support streams have been created, including Estates planning,
and approaches to healthcare.

The Welsh Government has made funding available NHS-wide of circa £8.1m
(which includes each organisation matching 30% of the WG contribution from their
own discretionary programme) for decarbonisation initiatives via the Estates
Funding Advisory Board in both 2023/24 and 2024/25

This audit seeks to build upon our advisory review undertaken in 2022/23, which
identified that the implementation plans had not been sufficiently developed to
allow meaningful testing and to provide an assurance rating to respective Audit
Committees. Accordingly, the decision was taken to provide an overview of the
overarching position across NHS Wales and provide an action plan of common
themes which were considered by the Trust. Noting the advisory nature of the
report, the recommendations were not included formally on the Trust’'s Internal
Audit recommendation tracker; however, we have included updates on some of
the recommendations (where relevant) within the body of this report which
demonstrates that they are being taken forward by the Trust.

The risks considered during the review were:

. Regulatory/legislative risk through not achieving mandated reductions in
carbon emissions;
o Reputational risk by failing to meet emission targets; and
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o Failing key stakeholders by not reducing carbon emissions which have a
detrimental effect on health and, not meeting the requirements of the
Wellbeing of Future Generations Act (2016).

1.10 The wider role of NWSSP Procurement, in the decarbonisation agenda, has not
been audited as part of this review.

2. Detailed Audit Findings

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

Recommendation Priority

- Medium Low Total

Control Design 1 - - 1
Operating Effectiveness 1 4 - 5
Total 2 4 - 6

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: Appropriate governance arrangements have been established in
relation to decarbonisation that integrate with existing organisational
accountability and reporting structures.

2.3 Our national report for 2022/23 highlighted that internal reporting had been
limited, and that there was therefore a need to fully roll-out the structures to
support appropriate monitoring and reporting within NHS Wales organisations. It
is evident that progress to establish sound governance arrangements in respect of
decarbonisation has been made at the Trust in recent months.

2.4 The governance framework includes:
e A Decarbonisation Programme Board (see para 2.6);
e Operational Groups within the existing structure (see paras 2.7 & 2.43);
e Representation at Committee level (see para 2.8); and
e Representation at Board level.

2.5 Applying project management principles, an approved Project Initiation Document
(PID), outlining the scope of the Decarbonisation Programme and the relationship
between the Programme Management Team and Corporate Management at the
Trust is in place; and has been updated regularly to reflect the dynamic nature of
the decarbonisation agenda at the Trust.

2.6 The Decarbonisation Programme Board was established in January 2023 and acts
as a central forum for senior management across the Trust to oversee the
Decarbonisation agenda. The Programme Board is chaired by the Director of
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2.7

2.8

2.9

2.10

2.11

Partnerships and Engagement, with the Director of Finance and Corporate
Resources also named as the Senior Responsible Officer. The terms of reference
have recently been agreed (August 2023) by Programme Board members and state
that meetings will be held quarterly. Four meetings have been held to date and an
action log is in operation to monitor and manage the agreed actions from each
meeting; however, from review of the minutes, attendance appears to be a
challenge noting the number of apologies and non-attendance recorded. See MA1.
Management recognise this issue but also note it is one of their better attended
meetings.

Fleet, Estates and other operational groups (where relevant) feed into the
Decarbonisation Programme Board (also see para 2.43).

The Decarbonisation Programme Board reports to the Capital Management Board,
with the Finance and Performance Committee having a further oversight role.
Decarbonisation initiatives, alongside the Trust’s IMTP, are also considered at the
Strategic Transformation Board, which meets on a quarterly basis.

The Programme Board is responsible for recommending and monitoring the
developments and delivery of the Trust’'s Decarbonisation Action Plan (DAP). It
represents, at managerial level, the business user and supplier interests of the
programme and is the decision maker responsible for the commitment of resources
(staff, money, equipment etc.). It is also responsible for the management and
review of the decarbonisation risk register. For further details in relation to risk
management, refer to audit objective 2.

Our prior year report raised that recruiting to additional operational posts has
proven difficult across Wales, with the limited appointments to date coming from
the existing public sector staff pool. Noting that these appointments are key to
being able to implement the agreed strategies, it is positive to note that the Trust
has not experienced these issues. An internal team structure for meeting the
decarbonisation initiatives has been established. Executive leadership is provided
by the Director of Finance and Corporate Resources, who is supported by the Fleet
Manager and Assistant Director of Capital and Estates. The latter is further
supported by the Head of Capital Development (with Project and Programme
Managers) and Head of Estates and Facilities (with an Environmental &
Sustainability Manager and Officer). There were no vacancies in the internal
structure at the time of audit, however we acknowledge that three of the nine
members of the team had been in post for a relatively short period of time (at the
date of fieldwork, less than a year).

Roles and responsibilities in respect of decarbonisation obligations were not
explicitly stated in individuals’ job descriptions; but are referenced in the DAP for
ownership of actions. The efficacy of monitoring arrangements occurs when the
DAP is reviewed at Decarbonisation Programme Board. The DAP, at the date of
fieldwork (V6, October 2023) has assigned owners for all bar one actions. The
exception is linked to the NHS expenses system which is outside of the control of
the Trust and has been raised at the National Programme Board.
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2.12

2.13

Regular reporting and liaison with Welsh Government and NWSSP was evident. For
further details in relation to the reporting arrangements in place, refer to audit
objective 4.

In respect of training, there is an All Wales ‘Environmental, Waste & Energy’ e-
learning module on ESR that staff can complete. This isn't a mandatory training
module therefore compliance isn't monitored. The Environment & Sustainability
Manager advised that they had attended the carbon literacy training by ‘Ystadau
Cymru’. Our prior year report noted that in accordance with the NHS Wales
Decarbonisation Strategic Delivery Plan, HEIW/collaborative training should be
commissioned on an All-Wales basis to provide both common and tailored
decarbonisation training. We understand that HEIW is currently developing a suite
of training to address this requirement, therefore no recommendation has been
raised at this report.

Conclusion:

2.14

Appropriate governance arrangements have been put in place to enable the Trust
to progress towards the achievement of its decarbonisation targets. Owners are
assigned to each of the actions included within the DAP and we note that guidance
is being sought at a national level for the one action that is outside of the control
of the Trust; and this will continue to be monitored by the Decarbonisation
Programme Board. Noting that the challenges of attendance at this Board need to
be addressed, we have assigned reasonable assurance to this objective.

Objective 2: A tailored decarbonisation strategy and action plan has been
developed in accordance with available legislation and guidance; documents
have been appropriately scrutinised and approved prior to submission to Welsh
Government; and the strategy and plan are adequately reflected within wider
organisational documentation such as the IMTP.

2.15

2.16

2.17

As noted in para 2.9, a DAP has been developed. The current version (V6, October
2023) outlines how the Trust will meet the requirements of the national NHS Wales
Decarbonisation Strategic Delivery Plan; and is subject to a quarterly review at the
Decarbonisation Programme Board. There are currently 144 actions detailed for
the Trust to address; but we acknowledge that exemptions (61), as determined by
the NWSSP Decarbonisation Co-ordination Reporting (DCR) Group, have been
applied thus reducing the applicable actions to 83.

Alongside the generic objectives requiring completion by all NHS Wales
organisations, the Trust was also provided with additional objectives within the
national NHS Wales Decarbonisation Strategic Delivery Plan directed solely at fleet.
We note that this is the biggest challenge for the Trust, accounting for circa 80%
of its emissions.

Challenges to the achievement of the objectives in respect of fleet are as follows:
e Capital funding for the annual fleet replacement programme has reduced;

e The Fleet Manager has advised that 77 NEPTS vehicles are due for
replacement based on age profile;
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e Hybrid / electric vehicles are more expensive (recognising that the Trust
needs to strike a balance between prioritising reducing its emissions but also
maintaining the number of vehicles in its fleet to meet service demand);

e Lead times for ordering vehicles are unpredictable and often lengthy
following the pandemic (circa 18 months);

e The technology for emergency ambulances is not available at present. Trials
in London for an electric emergency ambulance have not been successful;
and

e The infrastructure for electric charge points for commercial vehicles
(emergency ambulances) is not in place and there are concerns that the grid
may not be able to support them.

2.18 The current RAG status of the delivery against DAP is reported to be ‘amber’, noting
that 13% of the remaining applicable actions are rated red (urgent attention
required) and 43% are rated amber (some attention required). This, however, is
an improvement on the ‘red / amber’ status which was the starting point. The Trust
has highlighted that the financial shortfalls (see audit objective 4) will impact on
the organisation’s ability to make further progress on the DAP.

2.19 The RAG status of the Trust’s overall confidence of delivering the target reduction
in emissions by 2025 is currently reported to be ‘amber’, again, an improvement
against the previous status which was ‘red’. However, there remains a real risk
that the Trust may not be able to contribute effectively to the NHS carbon reduction
targets and the Welsh Government’s ambition for public sector carbon neutrality
by 2030. See MA2.

2.20 The NHS Wales Carbon Footprint 2018/19 influenced the approach set out in the
Strategic Delivery Plan and provides the initial baseline emissions data for target
setting. However, as noted in our prior year report, issues were identified with the
baseline data and the disaggregation of the data for reporting purposes. We,
therefore, recommended that each organisation should seek assurance on the
accuracy of the baseline data.

2.21 Carbon emissions reported for 2022/23 have seen a significant increase in value,
as has been faced by all NHS Wales organisations, and this has been due to a
change in the data collection by Welsh Government and the inclusion of aspects of
emissions data which were previously not applicable. The following table sets out
the variations across key categories:

Category 2022/23 2022/21 Difference
Kg CO2Ze Kg CO2Ze Kg COZe
Medical Gases 739,904,200 n/a n/a
Flurocarbonated Gas 971,686 n/a n/a
Fleet Fuel 13,039,762 13,066,596 (26,834)
Electricity 855,981 951,327 (95,346)
Water 2,654 2,604 50
Gas/LPG 605,076 732,989 (127,914)
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2.22

2.23

Business Miles 543,227 503,687 39,540
Domestic Waste 39,767 48,751 (8,984)
Fleet Waste 781 639 142
Commuting & homeworking 283,737 275,193 8,544
Land sequestration -14,535 n/a (14,535)
Supply chain 17,146,514 16,759,929 386,585
Total 773,378,849 32,341,716

Renewables (27,312) (4,117) (23,195)

Whilst continuing to report in accordance with Welsh Government requirements,
the Trust is investigating alternative methods for calculation. At the Welsh
Government Estates Engagement Forum (May 2023) it was reported that ‘lack of
clarity relating to the 2018/19 carbon reduction benchmark has seen WAST
develop its own for clarity. Using the Aether reporting schedule for 2021/22,
previous years data has been used to develop an acceptable baseline for
comparison’. The Environment and Sustainability Manager confirmed that the
Trust’s calculations of carbon emissions using this alternative method has been
reported to both Welsh Government and NWSSP DCR Group. No further feedback
has been provided; and there has been no formal notification of a change to the
baseline figures for the Trust. Recognising that feedback is awaited on this revised
baseline calculation, and that it has been recognised as a high-rated risk which
continues to be highlighted to the Decarbonisation Programme Board and the
Finance & Performance Committee, no recommendation has been raised.

We recognise that in addition to challenges with its fleet (see para 2.17), there are
wider challenges that the Trust faces, as it evolves in line with its long-term
strategy ‘Delivering Excellence’, in the achievement of its DAP. These have been
effectively reported in the risk register and are subject to routine
scrutiny/appropriate mitigating actions including:

e lack of funding;
e increasing workforce which may result in increased carbon emissions;

e restraints with its existing estate (e.g., older buildings / stations are not
sustainable buildings and therefore require further investment);

¢ management of shared buildings noting circa 40% of the Trust’s estate is
shared (e.g., with the police / fire services or with health boards); and

e changes to emissions reporting (e.g., medical gases were previously
omitted). Whilst we appreciate medical gases are not part of the DAP, their
inclusion in reporting will increase the Trust’s reported carbon emissions and,
as per para 2.19, impact the Welsh Government’s ambition for carbon
neutrality by 2030. We note that this latter change has not been explicitly
captured on a Trust risk register. See MA3.

2.24 We note that decarbonisation is linked to each of the strategic ambitions in the

IMTP. In terms of wider strategies and policies, we also note that an Environment
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Strategy 2020-2025 has been developed alongside the Trust’s DAP, which aligns
to the requirements of the NHS Wales Decarbonisation Strategic Delivery Plan.

2.25 In respect of risk management, a Decarbonisation Programme Board risk register
was initially developed in March 2023 and is monitored via the Trust's
Decarbonisation Programme Board. It was updated in August 2023 and includes
25 open risks, eight of which have a score of 25. From review of the register we
noted that the column *‘Date Closed / Next Update Due’ was incomplete throughout
the risk register. Although we recognise that these risks are active risks, we
considered that a date for ‘next update due’ may be recorded to facilitate effective,
proactive monitoring of each risk. See MA3.

2.26 Recent changes to the Trust’s requirement to include medical gases within its
carbon emissions reporting should also be captured within a Trust risk register -
see para 2.19.

2.27 As reported to the Finance and Performance Committee, given the complexity and
range of risks within this work, a programme level risk management approach has
been adopted. Work continues to articulate the level of corporate risk for
consideration at Board level and we note that discussions have been ongoing, since
July 2023, in respect of the development of Risk 542: Failure to deliver the Welsh
Government NHS Wales Decarbonisation Strategic Delivery Plan. See MA3

Conclusion:

2.28 A Decarbonisation Action Plan (which is also the Trust’s Decarbonisation Strategy)
has been developed and approved by the Trust; and reported to Welsh Government
in accordance with the requirements of NHS Wales Decarbonisation Strategic
Delivery Plan. The risk register is reviewed and updated at the Decarbonisation
Programme Board; however, work is required to finalise the decarbonisation
programme risk for inclusion in the Corporate Risk Register. We recognise that the
Trust’s carbon footprint had increased in value (as is the same for all NHS Wales
organisations) since the initial baseline assessment, as a result of the inclusion of
aspects of emissions data which were previously not applicable. As recommended
in our prior year report, the Trust is investigating alternative methods for
calculation of emissions but these have yet to be approved by Welsh Government.
Current reporting indicates that there remains a real risk that the Trust may not
be able to contribute effectively to the NHS carbon reduction targets and the Welsh
Government’s ambition for public sector carbon neutrality by 2030.. Accordingly,
we have assigned limited assurance.

Objective 3: An appropriate funding strategy targeting discretionary, EFAB and
All-Wales funding is in place.

2.29 As recommended in our prior year report, DAPs should be supported by funding
strategies e.g., differentiating between local/national funding, revenue or capital
funding. Management advised that an initial 10-year capital cost estimate had been
provided to Welsh Government, along with some high-level specific estimates of
costs of the delivery of the DAP itself and noted that some elements couldn’t yet
be accurately costed. The Trust continues to prioritise schemes and bid for
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2.30

2.31

2.32

2.33

2.34

2.35

2.36

additional resources against existing funding streams; however, there remains a
material risk that such is unaffordable noting the current financial climate and
considering total funding requirements across NHS Wales. See MA4

EFAB funding of £2.1m was allocated to the Trust for fire, infrastructure and
decarbonisation, for the period 1 April 2023 to 31 March 2025, of which the Trust
contributes 30% (£630k). A number of EFAB funded schemes were underway at
the Trust, for which business cases were submitted and approved by Welsh
Government, with those specifically identified as decarbonisation totalling £568.8k
for 2023/24. Welsh Government had funded 70% (£398.2k) and the Trust had
funded 30% (£170.6k) from its discretionary capital. Refer to audit objective 5
for further details.

For 2024/25 the Trust has been successful in obtaining £417.5k of funding under
the EFAB scheme to introduce more decarbonisation workstreams totalling £596.4k
(inclusive of the Trust’'s 30% contribution). This work will include the installation
of solar PV panels, battery storage and EV charging infrastructure at seven sites;
and roof replacements at three sites.

We note that for 2023/24, decarbonisation projects were not included in the
discretionary capital funding allocation following a prioritisation exercise led by the
Executive Director of Finance and Corporate Resources and noting the limited funds
available.

The 2023/24 Fleet Business Justification Case (£18m) containing decarbonisation
and electric vehicle initiatives was approved by the Trust Board and submitted to
Welsh Government. All Wales Capital funding of £9m was approved for this BJC for
fleet for 2023/24. This was 50% of what was requested and so a prioritisation
exercise was undertaken to ensure funding will be invested where it's needed most.
The outcome is that emergency ambulances will be prioritised in this financial year,
as agreed by the ELT (Executive Leadership Team) and ADLT.

A separate audit of the delivery of the vehicle replacement programme is being
undertaken by the NWSSP Audit & Assurance Specialist Services Unit as part of
the 2023/24 internal audit plan.

Given the ongoing scarcity of funding, the Capital Management Team is currently
considering options appraisals for its funding strategy for the next financial year
(e.g., request the shortfall not approved for 2023/24 as well as the funding needed
for 2024/25 versus requesting approval for the shortfall for 2023/24 only versus
asking for the funding needed for 2024/25 alone). The Trust is also proactively
considering sustainable investments for its future.

It was noted at its qualitative report that the Trust will seek to both maximise its
investments and learn lessons to strengthen continued future bids for funding via
any available sources. We were advised that the Trust is also looking at alternative
funding options for future investments including, Asset Collaboration Funding,
Invest to Save and Salix funding (the latter of which provides grants for public
sector bodies to fund heat decarbonisation and energy efficiency measures).
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Conclusion:

2.37

An initial 10-year capital cost estimate had been provided to Welsh Government,
along with some high-level specific estimates of costs of the delivery of the DAP
itself. The Trust continues to prioritise schemes and bid for additional resources
against existing funding streams. However, recognising the financial shortfalls, and
being cognisant of the wider financial pressures across NHS Wales, and the impact
that this may have in being able to deliver on the decarbonisation agenda, we
assign this objective as providing limited assurance.

Objective 4: Appropriate monitoring and reporting arrangements are in place
to provide ongoing assurance on the implementation of the strategy and action

plan.

2.38

2.39

2.40

2.41

2.42

2.43

2.44

As noted under audit objective 1, our national report for 2022/23 highlighted
that internal reporting had understandably been limited, with the level of reporting
increasing after Welsh Government'’s review of the DAPs. The recent changes made
to the governance arrangements within the Trust supports that the profile of
decarbonisation has increased to reflect the challenge faced.

The Decarbonisation Programme Board is responsible for recommending and
monitoring the developments and delivery of the DAP. The DAP provides ongoing
assurance on the implementation of the strategy. Refer to para 2.8 for details of
the reporting lines in place.

Decarbonisation was included within the IMTP updates at both the May and August
2023 Strategic Transformation Board meetings. Updates against IMTP delivery are
undertaken on a quarterly basis in line with the terms of reference.

An ‘Environment, Decarbonisation and Sustainability’ update was provided at the
September 2023 Finance and Performance Committee, and focus on this area
going forward is included in the Committees work programme. A highlight report
to Trust Board (May 2023) has also been evidenced. Reporting on carbon emissions
is undertaken through the annual report to Welsh Government (see para 2.46).
Management advised that to prepare emissions data, on a more frequent is
currently onerous and time consuming, and not possible for all categories.

In addition, the Transport Project Board, EFAB Meeting and Environmental and
Sustainability groups are also in place internally to monitor and report on the
decarbonisation agenda to provide ongoing assurance.

The Trust’s update to the Welsh Government Estates Engagement Forum states
that ‘increased levels of reporting in relation to Decarbonisation has become a
resource issue’. A significant number of reports are required which require
considerable time and resource/ effort to develop. This has also been highlighted
within the Trust as it places a significant pressure on the small WAST team and
potentially distracts from the ability to focus on progressing actions.

We also note that the Trust attends several external groups pan Wales to liaise
and share information in respect of the decarbonisation agenda. Groups including:
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Health and Social Care in Wales Climate Emergency Programme Board;
supported by the following project boards:

o the Buildings, Estates, Land Use and Planning (BELP);

o procurement and transport;

o social care; and

o approach to healthcare / service design.
e Community of Experts (a monthly nationwide group hosted by WG);
e Transport Task and Finish Group (hosted by NWSSP);
e Decarbonisation Co-Ordination Reporting ((DCR), hosted by NWSSP);

e Emergency Services Environment and Sustainability Group (UK wide blue
light services environment leads);

e Sustainable Development Co-Ordinator’'s Cymru (Public Sector Wales
Environment Manager:

e North Wales Decarbonisation Officer Group (public sector energy based);

e Joint public services board environment groups (public sector biodiversity
based); and

e GrEAN - Environment Managers Group (all UK ambulances services).

2.45 The Trust is required to submit annual quantitative and qualitative reports (the
latter of which was formerly required every six months) to Welsh Government
detailing the progress of their contribution to the Climate and Nature Emergency
and associated targets as outlined in the Trust’s plan. Management have advised
that no feedback was provided following the September 2022 submission of the
quantitative and qualitative reports. A further qualitative report was submitted in
April 2023. No feedback was reported from this submission either.

2.46 The Trust is also required to present a quarterly report to NWSSP’s DCR Group led
by NWSSP on behalf of the Welsh Government. The DCR is responsible for collating
the reporting of the delivery of the NHS Wales Decarbonisation Strategic Delivery
Plan for the health boards and Trusts pan NHS Wales.

2.47 Two reports have been submitted to DCR to date:

i. The first report was a pilot focusing on Transport and Procurement only
(issued June 2023)

ii. The second report addressed all workstreams for the period of quarter one
(2023/24). At the date of audit fieldwork, the dashboard had yet to be
finalised and issued by DCR.

2.48 The Trust’s return was analysed and collated into a dashboard. The overall RAG
status for transport and procurement for NHS Wales collectively was amber. The
dashboard was subsequently submitted to the Health and Social Care Climate
Emergency (HSCCE) Project Board, and then to the HSCCE National Programme
Board for review in July 2023.
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2.49

It was noted that the Trust continues to work towards achieving the DAP actions
but recognises its limitations of a challenging capital programme and wider
financial constraints which will limit the ability to prioritise decarbonisation specific
schemes (refer to audit objective 3).

Conclusion:

2.50

Appropriate internal monitoring and reporting controls are in place for providing
assurance on the decarbonisation agenda at the Trust. However, it is noted that
many of the governance structures in place are recent and will take time to mature.
Further, from review of the external reporting streams, the number of outputs
required places a significant pressure on the small WAST team and potentially
distracts from the ability to focus on progressing actions Accordingly, we have
provided reasonable assurance in this area.

Objective 5: Projects included within the 2023/24 funding commitments have
been successfully delivered, and appropriate arrangements are in place to
secure available funding during 2024/ 25.

2.51

2.52

2.53

2.54

2.55

As noted at para 2.33, capital funding of £9m was approved for the 2023/24 Fleet
Business Justification Case. At the time of audit, this project is on course to be
delivered on time, and within budget. The delivery of the vehicle replacement
programme is subject to a separate audit by the NWSSP Audit & Assurance
Specialist Services Unit as part of the 2023/24 internal audit plan.

As noted in para 2.30, EFAB funding of £2.1m was allocated to the Trust for fire,
infrastructure and decarbonisation, for the period 1 April 2023 to 31 March
2025.The decarbonisation schemes identified for EFAB funding for 2023/24 are
renewable energy projects at:

e AFSRC Wrexham,

e Blaenau Ffestiniog,

e Cardiff Ambulance Station, and
e Glynneath.

At the date of audit, all projects remained ongoing and current reporting forecast
that each project was to be delivered on time and within budget (see Appendix
B).

EFAB funding has also been received for 2024/25 at the Trust. HART, Newtown
and Tredegar renewable energy projects, to commence with effect from 1 April
2024, have been selected for this funding.

Our prior year report noted that NHS Wales organisations were also self-funding
decarbonisation initiatives from their discretionary programme; and that it is
important that the cost benefit of these schemes is also subject to challenge and
scrutiny for inclusion within the overall data. Management confirmed that bids for
funding would be managed through the Discretionary Programme Board; but we
note that for 2022/23, there were no Trust funded decarbonisation projects given
the limited discretionary capital funds available.
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Conclusion:

2.56 At the time of audit, projects in receipt of 2023/24 EFAB funding were underway
and reported to be delivered within the expected budget and delivery profiles; and
EFAB funding has been secured for 2024/25 projects. The approved vehicle
replacement programme is also on course to be delivered on time and within
budget. Noting the current reported progress of these projects to date, we are
providing reasonable assurance.
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Appendix A: Management Action Plan

Matter Arising 1: Decarbonisation Programme Board: Attendance (Operation)

The Decarbonisation Programme Board has held four meetings since its inception in January 2023. The terms @ Potential risk of:
of reference for the Programme Board list the membership (25 officers named) for attendance. However, from
review of the minutes, attendance appears to be a challenge noting the number of apologies and non-
attendance recorded:

e Inadequate controls to mitigate
risks due to lack of ownership or
accountability of risks; resulting

e January meeting - 14 of the 25 named membership attended. There were an additional two officers in in failure to achieve mandated
attendance who are not named in the terms of reference (Senior Training & Development Lead - Driving; reductions in carbon emissions.
and Fleet Business Manager);

e April meeting - 15 of the 25 named membership attended;

e June meeting - 11 of the 25 named membership attended; and

e August meeting - 14 of the 25 named membership attended. There was one additional officer in
attendance who was not named in the terms of reference (Locality Manager South East)

For those not in attendance, there was no evidence of an alternative representative.

We recognise that the terms of reference have recently been approved, yet the attendance figures suggest that
the membership is not appropriately aligned to the requirements of the Programme Board.

1.1 The named membership in the terms of reference should be reviewed again to ensure reasonable
and appropriate representation at the Decarbonisation Programme Board.

Medium
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Appendix A
Agreed Management Action Target Date Responsible Officer
1.1 Noted. The membership will be further reviewed to ensure that quoracy levels 30 April 2024 Decarbonisation Project Manager and
outlined within the Terms of Reference are achieved. All teams will be asked to Head of Capital Development

reconfirm their representatives.

It is however noted that the attendance is actually good in comparison to other
project and programme board meetings, with it never necessarily being
expected that all those invited to attend will do so at all meetings, and no issues
have arisen in terms of the ability of the PB to discharge its duties due to any
attendance issues.

This action will be considered closed once the team is assured that meetings
have been, and continue to be, quorate and the updated attendance list has
been ratified at the Programme Board.
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Matter arising 2: Delivery of the DAP (Operation)

The current RAG status of both the delivery against DAP and the Trust’s overall confidence of delivering the = Potential risk of:
target reduction in emissions by 2025 are reported to be ‘amber’; an improvement against the previous

status which was ‘red / amber’ status and ‘red’ respectively. * Failure to meet the mandated carbon

reduction targets set out in the NHS
Nevertheless, based on the RAG ratings above, there is a risk that the Trust may not meet its carbon Wales Decarbonisation Strategic
reduction targets and the Welsh Government’s ambition for carbon neutrality by 2030. The Trust has Delivery Plan.

highlighted that the financial shortfalls will impact on the organisation’s ability to make further progress.

The Trust is required to complete over 80 actions covering all Trust aspects. These actions are included in
the DAP. Additionally, the Trust has specific targeted actions relating to its fleet, many of which are currently
rated red - this is one of the Trust's biggest challenges to address noting that fleet accounts for
approximately 80% of the Trust’s emissions.

We recognise that in addition to the fleet challenges there are wider challenges that the Trust faces to the
achievement of its Decarbonisation Action Plan which has been effectively reported in the risk register and
are subject to routine scrutiny / appropriate mitigating actions. In addition, the Trust is evolving in line with
its long-term strategy ‘Delivering Excellence’ which may result in an increase to staff levels, its estate and
its fleet which will have an impact on the organisation’s emissions.

Recommendations Priority

2.1 Challenges and risks to the achievement of the objectives within the Trust’s Decarbonisation Action
Plan, along with any mitigating factors, should continue to be monitored with regular updates
provided via the established governance routes through to Trust Board.

Management response Target Date Responsible Officer

The DAP and Risk Register will continue to feature as standard agenda items on every
Decarbonisation Programme Board. Regular reporting will continue to Capital
Management Board, Finance and Performance Committee and Trust Board as per the |
agreements set out. This action is considered closed, as it forms part of BAU practice

N/A Head of Capital Development

2.1
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Matter Arising 3: Risk Management (Operation)

A Decarbonisation Programme Board risk register was initially developed in March 2023 and is monitored via | Potential risk of:

the Trust’s Programme Board. It was updated in August 2023 and includes 25 ‘open’ risks. Given the complexity
and range of risks within this work, a programme level risk management approach has been adopted.

However, we noted the following issues:

e The column ‘Date Closed / Next Update Due’ is incomplete throughout the risk register. Although we
recognise that these risks are active risks, we considered that a date for ‘next update due’ should be
recorded to facilitate effective, proactive monitoring of each risk.

e Work continues to articulate the level of corporate risk for consideration at Board level. Discussions have
been ongoing since July 2023 in respect of the development of risk 542: Failure to deliver the Welsh
Government NHS Wales Decarbonisation Strategic Delivery Plan for inclusion on the Corporate Risk
Register.

Further, we also recognise that recent changes to the Trust’s requirement to include medical gases within its
carbon emissions reporting should be captured within the Trust’s risk register. Whilst we appreciate medical
gases are not part of the DAP, we note the impact of their inclusion may have on the wider role of NHS
organisations in their ability to meet the ambition of public sector carbon neutrality by 2030.

Inadequate controls to mitigate
risks due to lack of ownership or
accountability of risks; resulting
in failure to achieve mandated
reduction in carbon emissions.

3.1 The ‘Date Closed / Next Update Due’ should be completed for each risk.

3.2 Noting the recent requirement to include medical gases within the Trust’s carbon emissions, the
associated risk should be reflected appropriately

3.3 The development of risk 542: Failure to deliver the Welsh Government NHS Wales Decarbonisation
Strategic Delivery Plan should be finalised to ensure the Trust's Corporate Risk Register is
appropriately reflective of prevalent risks.

Medium

NWSSP Audit and Assurance Services
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Agreed Management Action Target Date Responsible Officer
3.1 The date closed and next update due will be completed for each risk. This action N/A: actioned since fieldwork
has now been completed, and this is considered closed. The risk register will be
reviewed on a regular basis, and any relevant new risks added as appropriate
3.2 Risk 8 on the current risk register outlines the risk of not being able to compare 30 April 2024 Decarbonisation Project Manager
current emissions to baseline. The item will be updated to reflect the risk of WG
further changing the scope of reporting, but will not specifically reference
medical gases as this is just one specific example of the risk materialising.
3.3 Risk 542 will be finalised for inclusion within the Corporate Risk Register 30 April 2024 Head of Capital Development and
Assistant Director of Capital and

Estates
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Matter arising 4: Funding Strategy (Design)

Further to our prior year report and the expectation that DAPs should be supported by funding strategies,
management advised that an initial 10-year capital cost estimate had been provide to Welsh Government,
along with some high-level specific estimates of the costs of delivery of the DAP itself.

There has been no further update to this submission. No detailed resource analysis to determine the costs
of delivery of the DAP has been undertaken; nor has an options appraisal been prepared and shared with
the Board to help visualise the problem of achievement of the Welsh Government targets. This would also
help with the development of Risk 542 (see MA3.2).

Recommendations

4.1 The Trust should develop a long-term financial model for the financial support required to support
the decarbonisation programme to provide assurance to the Board regarding achievement of the
Welsh Government targets. A clear timeline should be determined for undertaking this exercise, with
progress monitored at a relevant forum.

Management response Target Date

4.1 The value of such an overarching exercise at this stage, compared to that previously 31 March 2025
undertaken and the resource required to do so needs to be considered, and as
opposed to the way the Trust has looked to approach this to date. It also needs to be
noted that part of the ongoing process to do so is also linked to any initial response
from WG to that previously provided and the now confirmed upcoming and updated
overall NHS Wales capital prioritisation work that will be progressed through 2024.
Again it is not considered good value of resource to further progress anything here
until this has now been completed and reported back to us.

In the meantime a number of other significant areas of progress continue in relation
to this, including the detailed costings undertaken to ensure significant (and greater
than could have been expected) funding in relation to EFAB schemes through 2023/24
and 2024/25, along with the detailed decarbonisation impacts being front and centre
of all new proposed and planned developments. The cost implications of this and the
impact this may have affordability of schemes, either locally through the Trust’s

Potential risk of:

e The Trust is not investing sufficient
resources to achieve its
decarbonisation programme.

e Failure to achieve the Welsh
Government targets for carbon
emissions.

Priori

Responsible Officer

Executive Director of Finance and
Corporate Resources, Head of Financial
Business Intelligence and Capital
Planning, Head of Capital Development

NWSSP Audit and Assurance Services

22



Decarbonisation Final Internal Audit Report
Appendix A

discretionary capital funding or nationally via AWCP needs to however also not be
underestimated and a balance will always need to be struck in this regard with other
competing factors such as operational requirements, staff welfare and safety, etc.

Recent Fleet BJCs have also included cost estimates to support, where possible and
currently commercially and practically available, the electrification of the Trust's fleet,
and the required supporting infrastructure.

Examples of where other aspects of this can be further enhanced include the estate
retrofit guide, which will be used as a framework to assess the impact and potential
cost of estate requirements on a priority basis. This is also linked to any planned
further refreshes in the overall Estates Strategy (SOP), high level information will also
be used (where available) to determine broad fleet replacement costs including
infrastructure. This will similarly be a key part of any proposed rewrite likely to be
required through 2024 of the Fleet SOP, again due to current capital funding
challenges at a national level but which will provide an opportunity to further consider
specific decarbonisation cost within this area of the Trust’s plans going forward.

Overall, this will give a further indication of estimated total requirements, building on
that already undertaken.
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Appendix B: EFAB Funding Tracker 2023/24
Current Current Health Forecast
Project WG WG Board Health % variance Overall RAG
Location overview Approve | Approved Forecast Board Spend Gt Staged from WG Total Over / | (Delivery
(Proposal d Spend Spend Current Overall Spend Total to date to date Reached approved Underspend | /Prog/£/
Summary) Total Total Total 2023/24 Forecast spend Quality)
2023/24 2024/25 | Recommendation 2023/24
AFSRC Install PV system £190,800 £190,800 | £190,800 £190,800 £14,098 7% Design £0 £0 Amber
Wrexham - & battery
Renewable storage. EV
energy charging
project infrastructure
Blaenau To install a PV £138,000 £138,000 | £138,000 £138,000 £12,208 9% Design £0 £0 Amber
Ffestiniog - system, battery
Renewable storage and EV
energy charging
project infrastructure
Cardiff To install a PV £102,000 £102,000 | £102,000 £102,000 £6,329 6% Design £0 £0 Amber
make ready | system and
depot - battery storage
Renewable at the Make
energy ready Depot.
project
Glynneath - | Toinstall a PV £138,000 £138,000 | £138,000 £138,000 £10,767 8% Design £0 £0 Amber
Renewable system, battery
energy storage and EV
project charging
infrastructure.
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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:

. Few matters require attention and are compliance or advisory in
' % Substantial nature a P y
- nce '
o assura Low impact on residual risk exposure.

Some matters require management attention in control design or

){f Reasonable ... iance.
/) assurance

Low to moderate impact on residual risk exposure until resolved.

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

Action is required to address the whole control framework in this

‘ Unsatisfactory area.
‘::J assurance High impact on residual risk exposure until resolved.

Given to reviews and support provided to management which form

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

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

Prioritisation of Recommendations

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

Priority Explanation Management action
level

Poor system design OR widespread non-compliance.

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

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

Within one month*

Medium

Potential to enhance system design to improve efficiency or

effectiveness of controls.
Low Within three months*

Generally issues of good practice for management
consideration.

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

NWSSP Audit and Assurance Services 25



v | Cydwasanaethau

d\‘b'/ NHS saethiau Arcine
WALES | Shared Services
Partnership

f'g\o G]G Partneriaeth

NHS Wales Shared Services Partnership
4-5 Charnwood Court

Heol Billingsley

Parc Nantgarw

Cardiff

CF15 7QZz

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



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

AUDIT & ASSURANCE SERVICES POST AUDIT QUESTIONNAIRE

Client Organisation Welsh Ambulance Services NHS Trust
Audit title Decarbonisation

Audit reference WAST_2324 002

Final Report Date 15 February 2024

Auditor(s) Donna Morgan / Felicity Quance

Would you please take a moment to complete the below questionnaire which will enable us to ensure
that we provide a high quality service. Feedback will also be reflected within our key performance
information reported to the Audit Committee.

Yes
No
Partially
n/a

QUERY (enter “X" alongside)

1 Engagement & Communication
Were you satisfied with the way the
audit team engaged with you and
colleagues?

Any further comments

2 Professionalism

Was the audit conducted in a
positive, professional manner and
respectful of your work
commitments?

3 Report

Was the work reported in a clear,
constructive way?

4 Impact

Was the audit beneficial e.g.
providing assurance regarding
current arrangements, or
supporting improvements?

What words would you use to describe the audit service you have received?
Please feel free to enter up to six words into the boxes below:

If you have any additional comments or suggestions, please add them below:

Thank you very much for taking time to complete this questionnaire. Please return by email:
Osian.lloyd@wales.nhs.uk or post: Osian Lloyd, Head of Internal Audit, NWSSP Audit & Assurance
Services, 4-5 Charnwood Court, Heol Billingsley, Parc Nantgarw, Cardiff, CF15 7QZ
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Disclaimer notice - please note:

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

Purpose Report Opinion
To undertake a review of the Trust’s Trend
compliance with the joint investigation _
framework for serious patient safety Reasonable ~ Some  matters require
incidents. management attention in

. ;,.";,.a control design or
Overview ' Al compliance. N/A
We have issued reasonable assurance on - Low to moderate impact
this area. on residual risk exposure
The matters requiring management until resolved

attention include areas of non-
compliance with Section 4 (Joint

Investigation Process) of the NHS Wales Assurance summa ry?!
National Policy, noting which a review of

the internal policy should be undertaken.  Objectives Assurance
Other recommendations / advisory 1 pgjicy and Procedures Reasonable
points are within the detail of the report.
2 Training and Supervision Reasonable
3 Patient Safety Incidents Reasonable
4 Incident Investigations Reasonable
5 Monitoring and Reporting Reasonable
6 Action Plans and Lessons Learned Reasonable

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

Control Design

Key Matters Arising Objective = "5 e ration

Recommendation Priority

1 Policy review 1 Design Medium

NWSSP Audit and Assurance Services 3
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1. Introduction

1.1

1.2

1.3

1.4

1.5

As outlined in the NHS Wales National Policy on Patient Safety Incident Reporting
& Management, a patient safety incident occurs when an unintended or unexpected
incident could have or did lead to harm for one or more patients or service users
receiving NHS-funded healthcare. The process for investigating such incidents is
vital to understand and learn from what has gone wrong, to identify and address
risk areas and to provide assurance to the Healthcare provider over the quality of
patient care, in line with the NHS Wales (Concerns, Complaints and Redress
Arrangements) (Wales) Regulations 2011. Incidents that occurred after 1 April
2023 that meet the following triggers, are also subject to Duty of Candour
procedures as set out in the Health and Social Care (Wales) Act 2020.

All patient safety incidents should be reported through Datix Cymru, part of the
Once for Wales Concerns Management System. In 2019, the Trust and all trusts
and health boards agreed a joint investigation framework for serious patient safety
incidents. The framework sets out the process for escalating serious incidents,
including where the main cause is a factor outside of the Trust's control or because
of health board hospital handover delays. The Trust identifies cases for escalation
through its Serious Case Incident Forum (SCIF). In these cases, the Trust
completes an incident referral form and sends it to the appropriate health body for
investigation, copying in the Welsh Government’s Delivery Unit.

Due to significant numbers of referrals not being investigated properly or reported
nationally, this process was requested to be reviewed by the Emergency
Ambulance Services Committee (EASC) and was led by the NHS Wales Delivery
Unit. Significant discussion and work occurred over the summer of 2022 to agree
the Joint Investigations framework through a Task and Finish Group that had
membership from every Health Board, WAST and wider NHS Partners. A key
outcome of the process is the requirement for a joint meeting to confirm a serious
incident has occurred, confirm if a joint investigation is required and subsequently,
which organisation will lead the investigation. Implementation of the process took
place through a pilot which reported to EASC and the NHS Wales Delivery Unit.

The risks considered during the review were:

. Inappropriate investigation arrangements could lead to further patient harm.
o Financial risk from litigation due to patient harm.

o Compromised patient care.

During the planning of this review management advised that the Datix Cymru used
to capture, track and report incidents and investigations has provided some
limitations in relation to the investigation process. This has been taken into
consideration during the course of our fieldwork.

NWSSP Audit and Assurance Services 4
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1.6 The coverage of the review has focused solely on the joint investigation process
and arrangements (Section 4 of the NHS Wales Policy). The stage at which the
Trust report on National Reportable Incidents (NRIs) has not been considered.

2. Detailed Audit Findings
2.1 The table below summarises the recommendations raised by priority rating:

Recommendation Priority

Total

Control Design - 2 2 4
Operating Effectiveness - - 2 2
Total - 2 4 6

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 has incident management policy and procedures in place
which align to the NHS Wales policy.

2.3 The NHS Wales National Policy (the NHS Wales policy) on Patient Safety Incident
(PSI) Reporting & Management provides guidance on incident reporting and the
subsequent management and investigation requirements, to ensure a consistent
approach across Wales. The policy was updated in April 2023.

2.4 The NHS Wales policy has six supporting sections which provide further detail in
relation to the management and reporting of PSIs:

Section 1: Never Events List List of reportable patient safety incidents to be
classed as Never Events.

Section 2: Reporting Process Guidance for submission of any National Reportable
Incidents (NRI) forms to the NHS Wales Executive

Section 3: Guidance on Specific Incident Types Provides clarity around some particular types of
incidents which may require national reporting.

Section 4: Joint Investigation Process (JIP) Provides guidance and a structure for joint
investigations involving multiple organisations.

Section 5: Safety II Guidance Guidance on applying Safety-II thinking into current
incident management practices.

Section 6: Commissioned Services Application of the Policy within commissioned
services.

NWSSP Audit and Assurance Services 5
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2.5

2.6

2.7

2.8

2.9

Whilst the above are relevant to the wider management of incidents, the focus of
our review has been in relation to the Joint Investigation Process (JIP) and the
Trust’s adherence to such (see audit objectives 3 and 4).

The Trust has an ‘Adverse Incident and Reporting Policy’ in place which was
updated in April 2023. It sets out structure and clarity around the process for
reporting, receiving, investigating, responding to and learning from Adverse
Incidents (ADI), Near Misses, Hazards and National Reportable Incidents (NRIs),
including:

o Reporting Process, including passing incidents to other organisations.

. Roles and Responsibilities.

. National Reportable Incidents Serious Case Incident Forum (SCIF).

. Duty of Candour.

o Investigations and Learning; and

. Audit and Monitoring.

We note that the Trust policy includes limited references to the NHS Wales policy
and review of the content noted it does not set out a detailed process for the JIP
to align with Section 4 of the NHS Wales policy. While a joint investigation should
meet the same standards and requirements of any patient safety incident
investigation, there may be logistical differences in terms of how a joint
investigation is conducted in practice. See MA1

The Trust have advised us that they have committed to a full policy review, with a
view for completion in Autumn 2024, to ensure the alignment of patient safety
incidents, health and safety, Datix arrangements and also revision of relevant
group reporting arrangements. We acknowledge that the timeline for this review
will be subject to the Welsh Government’s completion of their review of the Putting
Things Right Regulations. Refer to audit objective 4 for review of compliance for
joint investigations.

Our review of Siren did not identify any links to the NHS Wales Policy therefore
making it less accessible to staff. See MA1

Conclusion:

2.10 The Trust has an internal policy to support local arrangements for incident

management and reporting which is available to all staff; and we have identified
enhancements required, in respect of the joint investigation process, to ensure
alignment to the NHS Wales policy. The NHS Wales Policy provides national
guidance on incident management; however, it is not readily available to all
members of Trust staff. Reasonable assurance has therefore been determined for
this objective.

NWSSP Audit and Assurance Services 6
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Objective 2: Appropriate training and supervision arrangements are in place for
staff undertaking investigations into patient safety incidents.

2.11

2.12

2.13

2.14

2.15

The Patient Safety Team (PST) structure consists of the Head of Patient Safety,
Concerns and Learning (PSCL), three Investigation Supervising Officers, a Lead
Serious Incident Investigator & Advisor and three Patient Safety Managers (PSM)
- noting one post was vacant at the date of fieldwork. The team has recently
undergone a formal Organisational Change Process (OCP) with six additional posts
to be recruited (covering the whole of the Putting Things Right Team).

We were advised that PSMs typically hold active professional registration as
registered Nurses/Midwives or Paramedics and have undergone a BTEC level 7
Advanced Professional Certificate in Investigative Practice. In addition, the one
PSM is currently enrolled on the Leading Patient Safety course with the Safe Care
Collaborative and the Deputy Head of Patient Safety is the Trust lead for the Welsh
Risk Pool Enhanced Learning Programme which commenced in September 2023.

The PSMs are responsible for coordinating and overseeing all PSIs and receive an
automated email when a new PSI has been added to Datix Cymru. The PST has
developed a procedural guide for team members when reviewing and progressing
incidents, which sets out the process from when the Datix Cymru entry is created
through to its conclusion. There are experienced members within the team to
provide support and mentoring. Investigations, and the wider SCIF portfolio (refer
to audit objective 5), are supervised by the Head of PSCL ensuring that all
information in relation to incidents is collated and is adequate.

Upon commencement of employment with the Trust, each employee attends a
corporate induction session which includes a section on patient safety delivered by
a member of the PST. Coverage includes:

¢ An understanding of how concerns are managed;

e Identifying when patient safety has (or could have) been affected; and

e An emphasis of the importance of why all patient safety incidents must be
reported and investigated (noting it should be seen as a positive, not
negative process).

Patient safety training is also delivered on an ad hoc basis, tailored for specific role
progression such as Operational Team Leader and Duty Operation Manager.

Conclusion:

2.16

PSMs hold professional registrations and complete appropriate investigative
practice training. A procedural guide is available to assist during investigations and
there are experienced members within the team to provide support and mentoring.
Appropriate guidance is also shared with all new Trust employees, upon induction,
with regard to patient safety incidents. A reasonable assurance rating is therefore
concluded for this objective.

NWSSP Audit and Assurance Services 7
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Objective 3: Patient safety incidents (including nationally reportable incidents)
are identified and captured.

2.17 PSIs are defined as any unintended or unexpected incidents which could have, or
did lead to harm for one or more patients receiving NHS-funded care. Within the
Trust they are identified and recorded/reported by:

e Paramedics and Technicians;

e Staff at Clinical Contact Centres;

e Staff at 111 Call Centres;

e Ambulance Care Service;

e Other Trusts / health boards (referred as a joint investigation); and
e Complaints received (that are escalated to incidents as appropriate).

2.18 As documented within audit objective 2, all staff receive patient safety training
during their initial induction. Once a PSI is identified, this must be entered on to
Datix Cymru. Each PSI is reviewed by the PSMs (including low harm) to ensure
that they have been appropriately categorised, with reference to the categories set
out in section 6.1 of the Trust’'s Policy, and to assess if the incident requires
escalation.

2.19 In addition to Datix Cymru, serious incidents are recorded on the SCIF action log
which is updated to reflect discussion at each SCIF meeting. The Datix Cymru
system does not currently have the functionality to code incidents as joint
investigations as required by the NHS Policy. The PST, however, does include
narrative within the Datix Cymru records to indicate where incidents have been
referred under JIF.

2.20 The JIP sets out three key areas that are considered essential to ensure an efficient
and effective joint investigation between entities:

Joint Incident Management Meetings Meetings should be arranged as soon as practicably
possible following an incident and it sets out
suggested membership/attendance and the
frequency of meetings.

Standard Data Set This has been provided to the Trust and Health
Boards by NHS Wales and is used to capture and
share information in relation to the incident. This is
referred to as a SCIF briefing paper within the Trust,
but the formal name is the 'Patient Safety Incident
Requiring Joint Review'.

Overview of joint investigation process This provides NHS bodies in Wales with guidance on
how to instigate, progress and conclude a joint
investigation.

2.21 The JIP further details 13 steps that Health Boards and Trusts should consider
when assessing a PSI for consideration for a joint investigation. We reviewed 22
patient safety incidents that were referred under the joint investigation framework
between January and August 2023 (161 in total for this period), to ensure that

NWSSP Audit and Assurance Services 8
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2.22

2.23

expected processes have been followed in line with the NHS Wales policy. The
items were selected from the Trust’s SCIF action log.

The Trust was not the lead investigator for any of the items in our sample. We note
that, due to the nature of the incidents, i.e. the impact of handover delays at
emergency departments on the care provided to patients in the ambulance and the
Trust’s ability to reach patients out in the community, the Trust will lead on very
few investigations.

A summary of our findings relating to the capture and escalation (section 4: Joint
Investigation Process, steps 1 and 2) is as follows, with full details included in

Appendix B:

Extract from Joint Investigation Process

Audit Findings

Step 1

The organisation who identifies that an incident has
occurred is responsible for reporting the incident on
their local Datix Cymru system in line with local
requirements. This should be within one working day
of identification of the incident.

2 cases were identified where there was a delay of

more than 10 days between the incident
date/notification received from the other organisation
and when the Datix Cymru incident was created by
the Trust. See MA2

Step 2

In line with the organisation’s local processes, the
incident will be reviewed in a timely manner to
assess the circumstances and determine next steps.
It is expected that this review will take place within
two working days of the report being made. A
routine part of this review will be to consider if a joint
incident management meeting is indicated.

As part of the Trust’s local arrangements, a Patient
Safety Incident Requiring Joint Review Paper (PSI RJR
or SCIF brief) is requested by the PSMs to instigate a
review at a SCIF meeting. As per the policy, this is
expected to take place within 2 working days of the
Datix Cymru incident being raised.

Two cases were identified where there were delays of
19 and 27 days, respectively, between the incident

date and a SCIF briefing being requested. See MA2

Conclusion:

2.24 Patient safety incidents are captured on Datix Cymru and reviewed by the Patient

Objective 4:

Safety Team. Serious incidents, including those requiring joint investigation, are
also recorded on the SCIF action log which is discussed and updated at each SCIF
meeting. Timelines within the National Policy in relation to the initial capture and
escalation were not adhered to for a small number of incidents in our testing
sample. As such, reasonable assurance is determined.

Incidents are investigated, quality assured, approved and

responded to within required timeframes and in-line with the joint investigation
process.

2.25 When an incident is reported on the Datix Cymru system, this will trigger an

automated email to the PST and any other relevant divisions across the Trust (e.g.
clinical, operational, clinical contact centres etc.) so that all relevant parties are
aware that investigations/audits are required. Each division then undertakes a
review of their contribution to the incident, i.e. Emergency Medical Service Clinical
Contact Centre investigator would listen to the relevant calls, senior

NWSSP Audit and Assurance Services 9
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2.26

2.27

2.28

2.29

2.30

2.31

paramedics/locality managers would interview the relevant paramedic/technician
and ensure ePCR (electronic patient clinical record) detail is factually correct and
complete.

Once an issue is escalated to SCIF, the Deputy Patient Safety Manager within the
PST prepares a briefing paper using a standard form which captures the
organisation, Datix Cymru reference, incident date, summary of incident, data from
the electronic patient clinical record and hospital turnaround times, thus
establishing a timeline of events from the Trust’s perspective.

The briefing paper for the incident is then attached to a SCIF meeting which occur
twice weekly. The relevant information is presented at the meeting and where it is
determined that another responsible body has contributed to the incident, the Trust
refers it to them to lead the investigation under the JIF. This decision is
documented and captured within the SCIF action log. The Trust refers a significant
proportion of incidents to Health Boards as a result of the handover delays due to
over-crowding at emergency departments and broader system pressures.

During audit fieldwork, we observed a SCIF meeting to further understand the
process to identify if an incident should be assessed in line with the JIP as set out
in the NHS Wales Policy. We were advised that the lead organisation is usually the
Health Board where the patient resides as they are deemed the best place to
ensure a patient centered approach.

The JIP recommends that a joint investigation management meeting (JIMM) is
arranged with the relevant Health Board/Trust to discuss the incident and establish
next steps. Discussion with the Deputy Head of Patient Safety confirmed that due
to the significant volume of incidents referred under the JIF, reflecting the wider
system pressures being faced by the NHS, regular weekly meetings are held in
place of JIMMs, allowing for multiple incidents to be reviewed.

We also note that within the Trust, Datix Cymru incidents are closed at the point
the incident is referred to a Health Board/Trust as a JIF as from the Trust’s
perspective, all necessary work has been completed, i.e. the incident discussed
with their counterparts and the PSI RIR / SCIF brief has been shared with them.
Discussion with the PST established that this is to show that the Trust is no longer
the lead on the investigation but will update the record on Datix if further updates
are received from the Health Board/Trust. If the Trust did not adopt this approach,
then these incidents could remain open on Datix indefinitely.

The selected sample of incidents was further reviewed to confirm compliance with
the remaining JIP steps (as per Section 4 of the NHS Wales policy). A summary of
our findings is as follows, with full details included in Appendix B:

Extract from Joint Investigation Process Audit Findings

Step 4 Due to the volume of SCIFs being received, reflecting
The incident should be discussed at the joint incident | the wider system pressures being faced by the NHS,

management meeting to make a joint decision on formal joint investigation management meetings are
whether it requires a joint investigation. not arranged. As a mitigating action, the PSMs meet
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Audit Findings

Extract from Joint Investigation Process

weekly with their relevant health board counterparts
to discuss investigations.

Step 5

Consideration of the lead organisation should be
taken on a case by case basis.

The decision to determine the lead investigating
organisation is discussed within the SCIF meetings,
and is subsequently documented and captured within
the SCIF meeting action log.

The lead organisation was agreed in all items in our
sample apart from one incident dating back to
February 2023 which we couldn't determine if it had
been investigated. See MA2 The Trust was not the
lead investigator for any of the items in our sample.

Step 9

Following the joint decision to undertake a joint
investigation, a proportionate investigation will be
jointly undertaken by the relevant stakeholders
utilising the chosen methodology and within the
stipulated timescale. Regardless of the methodology
chosen, the joint investigation must include analysis
in line with the Yorkshire Contributory Factors
Framework (YCFF).

Trust PSMs meet with their Health Board equivalents
on a weekly basis and active investigations are
discussed. We note that these meetings are not
minuted but the existence of meetings has been
confirmed in diaries.

Step 10

The end product of the joint investigation will be one
investigation report which covers all parts of the
patient’s  journey relevant to the incident,
incorporating the YCFF analysis, along with identified
areas for improvement.

e It is essential that action is taken to address the
identified areas for improvement, consideration
should be given to whether this is best addressed
through a stand-alone action plan or via a thematic
action plan.

Discussion with the PST has confirmed that the
issuing of final investigation reports is not consistent
across Wales and as such, feedback from
investigations is very limited to allow for learning.
See MAS. We note that as the Trust leads on so few
joint investigations, this is outside of their control.

Step 12

Once the joint investigation report has been finalised,
each NHS Wales stakeholder organisation will:

e update their Datix Cymru record with the
investigation outcomes and contributory factor
analysis; and

e share the outcomes and learning from the
investigation within their organisation.

Within the Trust, Datix Cymru incidents are closed at
the point the incident is referred as a JIF as from the
Trust's perspective, all necessary work has been
completed, i.e. the incident discussed with Health
Board colleagues and the PSI RJR / SCIF brief has
been shared with them.

The PSMs are however able to return to the incident
to update and add additional supporting documents,
post closure.

There were only 3 cases where a final report/closure
email had been received and added to Datix Cymru.
We do, however, acknowledge, that this is outside the
control of the Trust.
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Conclusion:

2.32

Serious incidents are investigated internally and escalated at the SCIF to determine
whether they require joint investigation. A significant proportion of these incidents
are as a result of handover delays at emergency departments, as well as broader
system pressures, and are therefore referred to Health Boards to lead the joint
investigation. Due to the significant volume of incidents, Trust PSMs meet with
their Health Board counterparts on a weekly basis to discuss, instead of convening
the Joint Investigation Management Meeting required by the NHS Wales policy.
Due to the limited updates received from Health Boards on the status of
investigations, the Trust closes the incidents on both Datix and the SCIF action log
at the point they are referred to them as lead investigators. As such a reasonable
assurance rating is determined for this objective.

Objective 5: Monitoring and reporting take place at appropriate forums within
the Trust and with external parties.

2.33

2.34

2.35

2.36

2.37

The SCIF meeting was established to undertake a timely, multidisciplinary review
of all patient safety incidents which are assessed as causing actual or potential
moderate, severe or catastrophic harm to patients. Following review of the incident
and underpinning intelligence surrounding the incident, a view on next steps is
taken in terms of the type and level of investigation required.

The group meets twice weekly and has a diverse membership to include input from
all departments involved in an incident. The terms of reference define quoracy as
the Chair and four members, which must include a representative from Patient
Safety, Emergency Medical Services Coordination & Resourcing, Clinical
Directorate and Operations. During the course of the fieldwork, it was identified
that attendance at SCIF meetings was not captured and recorded and as such,
quoracy could not be confirmed. We note that the Trust responded to this
immediately and attendance was captured from this point onwards and further
evidence has been provided to confirm that these arrangements are being
maintained. We also note that this forum could not proceed without the active
involvement from the representatives as no decisions would be able to be taken.
With the acknowledgment that this recording of attendance needs to be sustained,
we have not raised a recommendation at this report.

Due to the sensitivity of the matters discussed within the SCIF meetings, we note
that minutes are not taken. Rather, the group produces a high-level action log
which references all SCIF incidents. This is reviewed at each meeting and updated
upon completion of actions.

A SCIF Alert, Advise, Assure (AAA) report is presented to the Clinical Quality and
Governance Group (CQGG) on a monthly basis. This summarises the Trust’s
current position on matters discussed at SCIF, including joint investigations, the
number of open NRI investigations and subsequent themes identified.

Review of the CQGG terms of reference notes that the membership of the group
includes a diverse range of employees, and sub-groups that the group oversees
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2.38

2.39

2.40

2.41

including the SCIF. Quoracy is defined as five members with one being the Chair
or Co-chair. A review of four meetings (June to September 2023) has confirmed
quoracy and that meetings are well attended. Following its monthly meeting, CQGG
prepares a AAA report to the Executive Management Team (EMT).

The Quality, Patient Experience and Safety Committee (QUESt) receives a quarterly
Putting Things Right report. The last report (presented October 2023) provided an
update stating that there were 73 cases reviewed at SCIF during the reporting
period, with 39 referred under the Joint Investigation Framework. We note that
there is opportunity to provide more detail on the status of joint investigations.
See MA3

The Monthly Integrated Quality and Performance Report (MiQPR) presented to
QUuESt details a range of performance metrics, including an update on the number
of cases taken to SCIF during the period and of which, those cases that were
referred under the Joint investigation Framework. This MIQPR report will also be
presented to the Trust Board, who also receive a report on ‘Actions to Mitigate
Patient Harm’ and underpinning improvement plan.

During the reporting period August to October 2023, this report identified 46
severe cases of avoidable harm that were referred to Health Boards under the joint
investigation framework. While the report also has wider considerations, it includes
an action plan setting out arrangements to mitigate avoidable patient harm which
is subject to review and scrutiny at Board level.

External organisations are kept up to date on investigation progress during
meetings between the Trust’s PSMs and their respective counterparts in relevant
organisations. The JIP requires that once an investigation has been completed, a
final SCIF briefing paper is emailed to the relevant Health Board/Trust, providing
them with the closing decisions of the joint investigation. However, we note that
this is not being consistently undertaken across Wales.

Conclusion:

2.42

There is an appropriate internal reporting framework in place, with escalation from
the SCIF meeting through to the Clinical Quality and Governance Group and
onwards to Executive Management Team, QuESt and Trust Board. Adequate
reporting to external parties is also undertaken. The formality of recording the
quoracy at the SCIF meetings was addressed during the course of fieldwork, with
record of attendance now maintained. Therefore a reasonable assurance rating is
determined for this objective.

Objective 6: Action plans are in place for lessons learnt from patient’s safety
incidents and reports are shared across the Trust.

2.43

On completion of an investigation, the Trust is notified of the outcome through the
weekly meeting between the PSMs, or via email from the investigating Health
Board/Trust. Discussion with the Assistant Director of Quality Nursing noted that
where feedback is received it does not typically capture lessons learned. These
concerns have also been reported within the MiQPR to both QUESt and Trust Board.
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2.44

2.45

2.46

2.47

One of the Patient Safety Team’s priorities following the recruitment to the new
structure is to try and influence system colleagues to identify more meaningful
patterns, themes and trends and associated learning opportunities from the Joint
Investigation Process, however ultimately oversight of the process and Health
Boards actions sits nationally with the NHS Executive not the Trust.

Discussion with the Head of Patient Safety Team noted that briefing papers,
completed for proceeding with the joint investigation process, will identify (if
applicable) learning opportunities to mitigate the risk of future patient harm. The
SCIF log will also capture any follow up action required.

Wider organisational learning from investigations is captured within the quarterly
Putting Things Right Report that is taken to QUESt. The report also captures
themes, learning and outputs from clinical reviews which include failure to examine
patient adequately and absence of contact with GP. A summary of the clinical
reviews undertaken is also submitted quarterly to the Chief Ambulance Service
Commissioner.

Clinical Notices are also issued to staff which identify areas of good practice or
learning. These can be accessed on the Trust intranet but also on the handheld
devices within the JRCALC app!.

Our high-level review of the SCIF action log showed that positive action was being
taken, for example through feedback provided to the staff involved. However, there
also appeared to be instances where potential learning had not been addressed.
There is therefore further opportunity to undertake a wider review of the learning
to ensure key issues and common themes are consolidated and shared Trust-wide.
See MA4

Conclusion:

2.48

Organisational wide learning is captured and reported to QUESt quarterly. We note
that limited feedback is received from the Health Board/Trust where they are the
lead on joint investigations; and there are areas of learning identified within the
Trust’s SCIF action log, in relation to the joint investigation process, which have
not been evidenced as addressed. A reasonable assurance rating is there for
concluded for this objective.

1 JRCALC (Joint Ambulance Colleges Ambulance Liaison Committee) - an application which allows ambulance services to combine
national guidelines with local and regional guidelines and information.
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Appendix A: Management Action Plan

Matter Arising 1: Policy Update (Design) Impact

Our review of the Trust's Adverse Incident and Reporting Policy has shown that it includes limited reference to | Potential risk of:
the NHS Wales National Policy on Patient Safety Incident Reporting & Management and its supporting sections.
It does not set out a detailed process for the joint investigation process to align with Section 4 of the NHS
Wales policy, which may have resulted in some of the processes not being fully implemented.

e Non-compliance with the NHS
Wales policy and Putting Things
Right Regulations.

While a joint investigation should meet the same standards and requirements of any patient safety incident

investigation, there may be logistical differences in terms of how a joint investigation is conducted in practice.

We do note, however, that the Trust has committed to a full policy review once the Putting Things Right
Regulations are updated during 2024.

We also note that the NHS Wales policy is not available through the Trust’s intranet site.

1.1 The Trust’s ‘Adverse Incident and Reporting Policy’ should be reviewed and updated to reflect the

requirements set out within the NHS Wales policy.

Medium
1.2 To allow accessibility for all members of staff, the NHS Wales policy should be made available on the

Trust’s intranet site.
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Appendix A
Agreed Management Action Target Date Responsible Officer
1.1 The Putting Things Right Team plan was to review relevant policies following the 30 November 2024 Assistant Director, Quality & Safety
release of the new Putting Things Right Regulations by Welsh Government in (Interim)

May 2024. A recent update from Welsh Government has confirmed that the
release will now be Autumn. 2_02_4. At which poipt the revieYV will be undertaken. management action will pass to the
The Trust has approved policies in respect of incident reporting and management newly appointed Head of Putting
and a Putting Things Right Policy which are included on the intranet site (review Things Right once they commence
dates are both April 2026). Staff also have access to User Guides on the intranet employment at the Trust

site for Datix Cymru.

Note: The responsibility for this

The All-Wales Patient Safety Policy (NHS Executive) (May 2023) is also due | On release from

review in March 2024 and will be updated internally when released nationally NHS Wales
Executive
1.2 To be included on the Intranet site. 29 February 2024 Corporate Governance Team
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Matter Arising 2: Compliance with NHS Wales Policy (Operation)

The overview of the joint investigation process is set out within supporting section 4 of the National policy. This
establishes 13 steps that Trusts and Health Boards should undertake while considering if an incident requires

referral under the Joint Investigation Framework.

Our testing of 22 incidents between January and September 2023 has identified three steps within the above
process that have not been adhered to across all incidents, which are outlined below (noting a full summary of

all 13 steps can be found within Appendix B):

Step 1

The incident should be reported on Datix within one
working day of identification of the incident.

Our review has shown that in 2 cases, there was a
delay of more than 10 days between the incident
date/when the notification was received from another
Health Board/Trust and when the Datix incident was
created - There was no narrative included to support
this delay.

Step 2

In line with the organisation’s local processes, the
incident will be reviewed in a timely manner to assess
the circumstances and determine next steps. It is
expected that this review will take place within two
working days of the report being made

We note that this timeframe is also stipulated within
Regulation 17 of the NHS Wales Regulation
(Concerns, Complaints and Redress) 2011 - Delays of
between 19 and 27 days were noted in 2 cases
between the incident date and the SCIF briefing being
requested. There was no narrative included to
support this delay within the SCIF action log nor
Datix.

Step 5

Consideration of the lead organisation should be
taken on a case by case basis

From review of the SCIF action log and Datix, we
were unable to determine if incident humber 10324
had been referred for a joint investigation to Powys
Teaching Health Board.

Potential risk of:

Gaps in joint
process.
Non-compliance with section 17 of
the regulations could result in
reputational harm.

investigation
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2.1 To address the requirements of steps 1 and 2 of the Joint Investigation Process, where there is a
delay to raising and reviewing an incident on Datix Cymru, appropriate narrative should be included
within to support this to ensure a full audit trail is captured.

Low

2.2 To address the requirements of step 5 of the Joint Investigation Process, a periodic review of actions
not completed within the action log should be undertaken to ensure that records are up to date.

Agreed Management Action Target Date Responsible Officer

2.1 Patient Safety Team to update the narrative on Datix Cymru as part of business 31 March 2024 Head of Patient Safety, Concerns &
as usual processes. Learning.

2.2 Patient Safety Team to undertake a monthly review of the action log. 30 April 2024 Head of Patient Safety, Concerns &
Learning.
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Matter Arising 3: Putting Things Right (PTR) Reporting (Design)

The Putting Things Right report is presented to QUESt at each quarterly meeting and includes an update on the | Potential risk of:
number of incidents presented at SCIF and those subsequently referred to Health Boards and Trusts under the

joint investigation framework (JIF). * Incomplete disclosures within the

report
However, we note that there could be some enhancements to the data provided to facilitate completeness of
reporting, including:

e Reference to the number of joint investigations where the Trust is the lead investigator.

e Noting the areas of non-compliance from our testing (see MA2), highlight any exceptions in terms of
Trust compliance with the JIF process.

e Number of final joint investigation reports returned from other Health Boards and Trusts in the period.

3.1 To facilitate completeness of reporting, consideration should be given to the enhancement of the
SCIF/JIF data included at the Putting Things Right report. Low

Agreed Management Action Target Date Responsible Officer

3.1 The Putting Things Right Report will include additional process measures in 30 April 2024 Head of Patient Safety, Concerns &
respect of the Joint Investigation Framework within the Quarter 4 Report Learning

(January - March 2023/24)
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Matter Arising 4: Learning from investigations (Design)

The Patient Safety Team review all patient safety incidents to assess whether they require escalation to SCIF @ Potential risk of:
for further investigation. A log is prepared to capture decisions made following a SCIF meeting and any follow
up action required. Our high-level review of the SCIF action log showed that positive action was being taken,
for example through feedback provided to the staff involved. However, there also appear to be instances where
potential learning had not been addressed.

e The Trust is not learning from
serious incidents to prevent future
recurrence.

There is also an opportunity to undertake a wider review of the learning identified at this stage of the
investigation, primarily through the detail provided on the briefing papers prepared for joint investigation, to
ensure key issues and common themes are consolidated and disseminated to relevant staff.

We recognise that in the absence of feedback on each incident from the relevant Health Boards / Trusts, this
process cannot be optimally implemented.

4.1 The Trust should consider the opportunity to consolidate key issues and areas of learning and
disseminate Trust-wide to minimise reoccurrence. Low
Agreed Management Action Target Date Responsible Officer
4.1 The Trust has been engaged in the All Wales Enhancing Learning Programme Milestones Deputy Head of Patient Safety.

since September 2023 and this includes the roll out of an all-Wales framework | Scoping exercise
for learning from events (including but not limited to incidents). This programme = 31 March 2024
includes membership from all health boards, trusts and health bodies and

considers internal and wider system learning.

The capability to extract themes and trends from the SCIF log has already been Internal approval of Head of Patient Safety, Concerns &
set up by the new PTR Coordinator. This data and information will inform the the Framework Learning
PTR Quarterly Report. 30 June 2024
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Appendix B: Trust compliance with the Joint Investigation Process

Overview of joint investigation process

(NHS Wales Policy: Section 4)

Internal Audit Conclusions

Issue
No Issue

Internal Audit
Recommendation

Step 1

The organisation who identifies that an incident has occurred is
responsible for reporting the incident on their local Datix Cymru
system in line with local requirements. This should be within one
working day of identification of the incident.

This step has been reviewed on a case by
case basis across the sample of 22
incidents - 2 cases were identified where
there was a delay of more than 10 days
between incident date/notification
received from other Health Boards/Trusts
and when Datix Cymru incident created
(Case references 10627 and 10575).

Datix Cymru incidents should be
raised within one working day in
order to align with the NHS Wales
Policy. Where there is a delay,
appropriate narrative should be
included within Datix Cymru /SCIF
action log to support this.

Step 2.

In line with the organisation’s local processes, the incident will be
reviewed in a timely manner to assess the circumstances and
determine next steps. It is expected that this review will take place
within two working days of the report being made. A routine part of
this review will be to consider if a joint incident management meeting
is indicated.

Where a joint incident management meeting is indicated, the
identifying organisation will initiate the joint review process with
organisations relevant to the incident. This includes:

e identifying potential stakeholder organisations required for the joint
incident management meeting;

e making stakeholder organisations aware of the circumstances of the
incident, and of the indication for joint review and requesting relevant
data to be collated ahead of the joint incident management meeting;
and

e ensuring that the incident is discussed at a joint incident
management meeting in a timely manner. This is expected to take
place as soon as possible and usually within two weeks of identification

As part of the Trusts local arrangements,
a Patient Safety Incident Requiring Joint
Review Paper (PSI RJIR - also known as a
SCIF brief) is requested by the PSMs to
instigate a review at a SCIF meeting.

This section of the policy states that this
should happen within 2 days of
notification of the incident.

However delays 19 and 27 days were
noted in 2 cases between the incident
date and a SCIF briefing being requested
- no explanation to support the delay was
included in the narrative within Datix nor
the SCIF action log.

The Trust should ensure reasons
for delays within Datix Cymru
/action log to ensure a full audit
trail is captured.
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Overview of joint investigation process

(NHS Wales Policy: Section 4)

timescale is exceeded due to complexity.

of the incident, recognising that there may be occasions where this

Internal Audit Conclusions

Internal Audit
Recommendation

Issue
No Issue

Step 3. The standard dataset for the Trust is the & N/A
To support discussions in relation to the incident, the data described | SCIF briefing which is used across Wales
in the standard dataset should be made available, where possible, to | to summarise the incident - The formal
all parties involved in the joint incident management meeting. | document name is Patient Safety
However, not having all the data should not prevent the discussion | Incident Requiring Joint Review (PSIRIR)
taking place. or SCIF briefing paper as referred to by
the Trust. We also note that other Health
Boards send Datix Cymru printouts when
referring an incident to the Trust under
the joint investigation framework.
A PSI RIR was present for each incident
within the SCIF working papers.
Step 4. Due to the volume of SCIFs being V4 Consideration should be given to
received, reflecting the wider system review the process to ensure all

The incident should be discussed at the joint incident management
meeting to make a joint decision on whether it requires a joint
investigation.

e If the decision is that the incident does not require a joint
investigation, then the rationale for this decision should be
documented as part of the minutes for the joint incident management
meeting. Consideration must be given to whether an individual
organisation should carry out an investigation under PTR.

e If the decision is that the incident does require a joint investigation,
then the following points should be discussed and agreed (the below
may be used as the template for an agenda, if helpful):

o Clarity on what the incident is, as well as the outcome

o Consideration of the level of harm arising from the incident (using

the current knowledge available) as this will inform and influence
actions under PTR

pressures being faced by the NHS, formal
joint investigation management
meetings are not arranged. As a
mitigating action, the PSMs meet weekly
with  their relevant health board
counterparts to discuss investigations.

and accurate joint investigation.

steps here are considered and
included to allow for a complete
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Overview of joint investigation process

(NHS Wales Policy: Section 4)

Internal Audit Conclusions

Issue
No Issue

Internal Audit
Recommendation

o Investigation methodology to be used and expected timescales for
completion (30, 60, 90 or 120 days)

0 Roles and responsibilities of all organisations involved in joint
investigation

o Agreement of who will be the lead organisation, with responsibility
for acting as the Single Point of Contact for the patient, service user
or person acting on their behalf

o Decision on any national reporting requirement (NRI)
o Decision on any other external reporting that may be required
o Plan to support staff who have been involved in the incident

o (if needed) plan for coordination with other concerns processes e.g.
complaints, inquest

o Safeguarding considerations
o0 Media and communications considerations

0 Scope and Terms of Reference for the joint investigation

Step 5.

Consideration of the lead organisation should be taken on a case by
case basis. When deciding the lead organisation, consideration should
be given to factors such as:

ethe patient must be put at the centre of the investigation so the
primary consideration needs to be, which organisation will be best
placed for the benefit of the patient or service user and any person
acting on their behalf to undertake the lead role which will include
acting as the single point of contact for the patient/family;

ewhat the actual incident is and where it occurred, which may be
different to where harm and/or the incident was identified.

The decision to determine the lead
investigating organisation is discussed
within the SCIF meetings, and is
subsequently documented and captured
within the SCIF meeting action log.

The lead organisation was agreed in all
items in our sample apart from one
incident dating back to February 2023
which we couldn't determine if it had
been investigated (incident reference
10324).

The Trust was not the lead investigator
for any of the items in our sample.

We recommend that a periodic
review of actions marked as not
completed within the action log is
undertaken to ensure that records
are kept up to date.
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Overview of joint investigation process

(NHS Wales Policy: Section 4)

Internal Audit Conclusions

Step 6

All NHS Wales organisations involved in the joint investigation will
raise an incident on their local Datix Cymru system, clearly coding this
as a joint investigation with the relevant reference details for the other
organisations for cross-matching purposes.

Non-NHS Wales organisations should give consideration to their own
local recording requirements.

Our review confirmed that a Datix
incident had been created for each PSI
that we reviewed. We note that the
current Datix Cymru system does not
allow for coding of a joint investigation
but that the comments entered by the
PST, includes narrative to indicate that
the incident has been referred under JIF.

Step 7.

Should the incident meet the threshold for national safety incident
reporting, the lead NHS Wales organisation will undertake any national
reporting requirement, taking into account the guidance provided in
Section 15 of the Policy on incidents occurring in commissioned
services.

Only one NRI report was made to the
Trust which was received from CTM for
incident 10625.

Step 8.

The lead organisation will engage the patient, service user or person
acting on their behalf in line with the requirements of PTR and the Duty
of Candour. For incidents where moderate harm or above has resulted,
this will include proactively making contact with the patient, service
user of person acting on their behalf at the earliest appropriate
opportunity, and engaging them in the investigation process, including
understanding events from their perspective and ensuring any of their
questions are taken into consideration as part of the investigation.
Involvement of the patient, service user or person acting on their
behalf should be undertaken throughout the investigation process.

This information is not captured within
Datix Cymru nor the action logs.
Discussion with PST has confirmed that
this is a key aspect of the role of the
team.

Step 9.

Following the joint decision to undertake a joint investigation, a
proportionate investigation will be jointly undertaken by the relevant
stakeholders utilising the chosen methodology and within the
stipulated timescale. Regardless of the methodology chosen, the joint

Trust PSMs meet with their Health Board
equivalents on a weekly basis and active
investigations are discussed. We note
that these meetings are not minuted but
the existence of meetings has been
confirmed in diaries.

Issue Internal Audit
No Issue Recommendation
4 N/A
V4 N/A
V4 N/A
V4 N/A
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Overview of joint investigation process

(NHS Wales Policy: Section 4)

Internal Audit Conclusions

Internal Audit
Recommendation

Issue
No Issue

investigation must include analysis in line with the Yorkshire
Contributory Factors Framework (YCFF).
Step 10. Discussion with the PST has confirmed & N/A
The end product of the joint investigation will be one investigation that the issuing of final investigation
report which covers all parts of the patient’s journey relevant to the report is not consistent across Wales and
incident, incorporating the YCFF analysis, along with identified areas | @ such, feedback from investigations is
for improvement. very limited to allow for areas of learning.
e It js essential that action is taken to address the identified areas for \_N_e no te th_at as the Tfu?t Iead_ on so fe\_/v
. . . . o joint investigations, this is outside of their
improvement, consideration should be given to whether this is best control
addressed through a stand-alone action plan or via a thematic action )
plan. Discussion with the PST has shown that
this is to show that the Trust is no
longer the lead on the investigation, but
will update the Datix Cymru incident as
and when updates are received from
Health Boards - if the Trust did not close
the Datix incident, these cases could
remain open indefinitely.
Step 11. A summary of all cases is taken through 4 N/A
The joint investigation report will be submitted through the from SCIF to CQGG via AAA report under
governance and quality assurance mechanisms for sign off as agreed | incident reporting.
at the strategy meeting. This has been captured and documented
under audit objective 5.
Step 12. Within the Trust, Datix Cymru incidents X We recommend that the Trust
Once the joint investigation report has been finalised, each NHS Wales | @€ closed at the point the incident develop a process to follow up on
stakeholder organisation will: PSIRIR / SCIF briefing paper has been joint investigations where a final
o update their Datix Cymru record with the investigation outcomes and shared and the investigation is referred report has not been received from
. . as a JIF to the relevant Health Board, as the Health Board.
COMIEE Y EEIer Ga a2 from the Trust’s perspective all necessary
e share the outcomes and learning from the investigation within their | work has been completed.
organisation.
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Overview of joint investigation process

(NHS Wales Policy: Section 4)

Internal Audit Conclusions

Discussion with the PST has established

that this is to show that the Trust is no
longer the lead on the investigation, but
will update the record on Datix Cymru if
further updates are received from Health
Boards. If the Trust did not adopt this
approach, then these incidents could
remain open on Datix indefinitely.

The PSMs are, however, are able to
return to the incident to update and add
additional supporting documents post
closure.

There were only 3 cases where a final
report/closure email had been received
and added to Datix Cymru. We do,
however, acknowledge, that this is
outside the control of the Trust.

No Issue

Internal Audit
Recommendation

Step 13.

In addition to the above, the Ilead organisation will:
e |f the incident was nationally reported, complete any outcome
requirements associated with the notification, including sharing the
contributory  factor analysis at a national level; and
e complete any relevant PTR requirements in line with the
organisation’s governance processes, including engaging with the
patient, service user or person acting on their behalf about the final
investigation report.

As part of the testing, whilst the Trust
was the lead investigator for two
incidents, neither resulted in a NRI.

Arrangements are in place within the
Trust to capture and report on NRIs
within the Trusts usual governance
process, which we were advised would
also apply to outcomes from joint
investigations.

Whilst there is

prepared by
enhancements

a PTR

the
have

report
Trust,
been

recommended to expand on the
data reported in respect of SCIF/JIF

investigations.
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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:

. Few matters require attention and are compliance or advisory in
' % Substantial nature a P y
- nce '
o assura Low impact on residual risk exposure.

Some matters require management attention in control design or

){f Reasonable ... iance.
/) assurance

Low to moderate impact on residual risk exposure until resolved.

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

Action is required to address the whole control framework in this

‘ Unsatisfactory area.
‘::J assurance High impact on residual risk exposure until resolved.

Given to reviews and support provided to management which form

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

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

Prioritisation of Recommendations

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

Priority Explanation Management action
level

Poor system design OR widespread non-compliance.

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

. Minor weakness in system design OR limited non-compliance. o
Medium Y 9 P Within one month*

Some risk to achievement of a system objective.

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

Generally issues of good practice for management
consideration.

Low Within three months*

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

Purpose

A review of the arrangements in place to
support the development of the Trust’s
strategic ambitions. To include a review
of the process in place to manage
strategic decision making and how these
are communicated throughout the
organisation.

Overview

An overall reasonable assurance has
been determined.

The key matters requiring management
attention include:

e Delays to the Engagement Framework
Delivery Plan; and

e Opportunities to improve how the
Trust measures and reports progress.

We recognise that the Trust’s long-term
strategy has been subject to regular
review with commitment to its objectives
recently re-confirmed by the Board.
However, noting the current juncture of
the strategy, consideration should be
given to refresh to account for Trust
developments post approval and
following the Covid-19 pandemic.

See Appendix A for further details.

Other recommendations are within the
detail of the report.

Report Opinion

Trend
Reasonable Some matters require
y management attention in
' /4 control design or compliance. N/A
o Low to moderate impact on
residual risk exposure until
resolved.
Assurance summary:
Objectives Assurance
1 Legislative Obligations Reasonable
2 Deve_lc_)pment of Strategic Reasonable
Ambitions
3 Stakeholder Engagement Reasonable
4 Monitoring and Reporting Reasonable

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

o control Recommendation
Key Matters Arising Objective  Design or Priorit
; Y
Operation
2 Engagement Framework Delivery Plan 3 Operation Medium
Reporting and monitoring of delivery and 4 Design Medium

progress

NWSSP Audit and Assurance Services
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1.
1.1

1.2

1.3

1.4

2.
2.1

Introduction

In March 2019 the Welsh Ambulance Services NHS Trust (‘the Trust’) approved a
long-term strategy, Delivering Excellence, which set out a vision for the service in
Wales up to 2030. Following this, the Trust has developed and continues to evolve
strategic ambitions for an integrated set of service offers for the people of Wales
over the next 3-5 years. The Strategic Plan is designed around supporting the
delivery of relevant national strategies and policies, including:

o Wellbeing of Future Generations Act;

o ‘A Healthier Wales’;

o 'Six goals for urgent and emergency care’; and

o Emergency Ambulance Services Commissioners (EASC) commissioning
intentions.

In 2021/22 the Trust identified a seven-stage framework of strategy development
to support the continued development and enrichment of the Trusts Long Term
Strategic Framework and Strategic Ambitions.

The Trust’s Integrated Medium-Term Plan (IMTP) sets out, over a three-year cycle,
the priorities to move the Trust towards realising its long-term strategic ambitions.
These are then scheduled into a delivery plan and taken forward by one of the
seven Transformation Programme Boards which monitor and regularly report their
progress and status to the Trust Board via the Strategic Transformation Board.

The potential overarching risk associated with this subject area is delivery of the
Trust’s strategic objectives could be jeopardised by ineffective planning
arrangements.

Detailed Audit Findings

The table below summarises the recommendations raised by priority rating:

Recommendation Priority

Control Design - 2 - 2
Operating Effectiveness - 1 1 2
Total - 3 1 4

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

recommendations and management actions are detailed in Appendix A.

NWSSP Audit and Assurance Services 4
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Objective 1: The Trust's strategy and associated objectives address the
requirement of the Welsh Government and Commissioners.

2.3

2.4

2.5

2.6

2.7

2.8

The Trust developed its Long-Term Strategy (LTS) titled ‘Delivering Excellence,
Our Vision for 2030’ in 2017/18, in line with Welsh Government requirements to
have a strategic document setting out the longer-term ambitions.

As part of the engagement process, the Commissioners (Emergency Ambulance
Services Committee!) were involved in key stakeholder meetings during the
development of the Strategy. The Strategy was endorsed by EASC in 2019 (see
objective 3 for further details on engagement). The LTS was approved by the
Trust Board in March 2019, although we note that it was not submitted to Welsh
Government.

The Strategy outlines the Trust’'s ambition to move away from being a traditional
ambulance and transport service and sets out how it plans to achieve this. The
following three ambitions were identified in line with the Welsh Government’s
objectives, specifically ‘A Healthier Wales’:

1. Helping patients and staff to stay healthy;
2. Helping patients more easily access our services at the right time; and

3. Providing the right care in the right place, wherever and whenever it is
needed.

Four enablers were identified to support the successful implementation of the
Strategy:

1. Continue to provide the best care possible, outcomes and experience to our
patients;

2. Enable our people to be the best that they can be;

3. Ensure the design and infrastructure of the organisation are at the forefront
of innovation and technology,; and

4. Whole system partnership and engagement.

Regular high-level reviews of the LTS have taken place at the Strategic
Transformation Board. Noting that broad objectives were outlined in the Strategy,
the Trust has reviewed and reconfirmed its commitment to these at a recent Board
Development session.

However, noting that the LTS is approaching its fifth year, the Strategy and
Planning Team considers that a refresh at its mid-point would be beneficial, to
account for developments that have occurred since Covid, the recent development
of the ‘Inverting the Triangle’ service model?, and the wider integrated model
proposed which would also include Emergency Medical Services (EMS), Non-

1 Emergency Ambulance Services Committee (EASC) is the joint Committee of the seven health boards in Wales and has the
responsibility for planning and securing sufficient ambulance services for the population.

2 Inverting the Triangle is the Trust’s service model outlining the Trust’s vision of altering its traditional service model and how it will
manage demand differently. This includes increasing telephone consultations and expanding the provision of treatment in the
community with the aim of reducing the levels of ambulance conveyance to hospital.
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2.9

2.10

2.11

2.12

2.13

Emergency Patient Transport Services (NEPTS) and Integrated Care (111 and the
clinical support desk). See MA1.

The Strategy also includes its ‘golden threads’ which links the Trust’s processes
and systems to its goals. The Strategy is organised into key projects of work and
sets out the Trust’s priorities, which form the basis for the three-year IMTPs to
deliver the Trust’s ambition to transform and improve services. It also underpins
annual directorate delivery plans and is aligned to the EASC commissioning
intentions for EMS, NEPTS and 111.

Delivery of the IMTP is therefore one of the main drivers for service change, and it
states the strategic objectives from the LTS to maintain alignment. The Trust’s
IMTP has consistently been endorsed by Welsh Government each year; the most
recent version having been approved in September 2023 based on accountability
conditions issued by the Director General.

A paper was presented to the Finance and Performance Committee in November
2023 to outline the progress and actions required to develop the next iteration of
the Trust’'s IMTP for 2024-27.

The aims for achieving an approved plan were reported as follows:

e Refresh of the current 3-year IMTP with a focus on how the Trust is working
towards its strategy, whilst also maintaining control of its spend in the
challenging financial environment;

e To be clearer about the milestones across the whole period in years 1,2 and
3 - this is the direction set by the Board and Welsh Government;

e Ensure the IMTP meets the needs of patients, colleagues and the wider public
and WAST’s people; and

e That it showcases the Trust’s commitment to delivering its statutory
obligations and commissioning intent.

As highlighted in the Audit Wales Structured Assessment (2023) for the Trust, the
Board intends to ensure the IMTP 2024-27 has increased clarity on what the Trust
is seeking to deliver in years two and three.

Conclusion:

2.14

The Trust’s Long-Term Strategic Framework, IMTP and associated objectives are
aligned to the requirements of the Welsh Government and Commissioners.
Although we recognise that the Board has confirmed that the Strategy remains fit
for purpose as it approaches its fifth year, the Strategy and Planning Team is
looking to undertake an exercise to refresh its stated ambitions regarding the
future service model and so we have raised a recommendation to support this.
Accordingly, we have assigned reasonable assurance to this objective.
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Objective 2: Mechanisms are in place to support the continued development of
strategic ambitions.

2.15

2.16

2.17

2.18

2.19

2.20

2.21

As recognised by Audit Wales in their Structured Assessment report, corporately,
the Trust has a good approach for developing strategies and plans and there is
alignment between the LTS and the IMTP. Appropriate Board scrutiny of those
strategies was also evident (see objective 1 for details on the development of the
LTS), and the Strategic Transformation Board (STB) oversees delivery (refer to
objective 4 on the reporting framework in place).

A high-level review of the LTS was undertaken and reported to the September
2023 Executive Leads away day. A report was also presented outlining progress in
delivering the ambitions. Management advised that these sessions are not formally
minuted.

The Strategy and Planning Team'’s desire to refresh the LTS demonstrates the
Trust’s ongoing commitment to the continued development of its strategic
ambitions. See para 2.5 and MA1.

We note that one of the Trust’s main drivers for service change is through the
‘Inverting the Triangle’ (ITT) model for EMS:

See, Treat & Convey

”~ ~
TODAY TOMORROW

Noting that this model has been developed in recent years, this is not currently
expressly stated in the approved LTS. However, we accept that this aligns to the
principles of providing the right care in the right place, wherever and whenever it
is needed. We acknowledge that work is continuing to build on the ITT concept and
the Trust is starting to develop a broader and more integrated model of care that
brings the core services closer together (EMS, NHS111 and NEPTS).

It is reported that full transformation of the service offer will not be possible in one
step noting that this will be a significant change to how the service has operated
in recent times. Consultation with PricewaterhouseCoopers (PwC) is ongoing at the
Trust for the development of the Strategic Case for Change (specifically the
‘Inverting the Triangle’ service model).

We noted that in addition to the LTS, there are a number of other strategies / plans
in place at the Trust that need to be aligned to support the achievement of the
Trust’s strategic aims, including, but not limited to the Clinical Strategy, People
and Culture Plan and Digital Strategy.
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Conclusion:

2.22

Appropriate mechanisms are in place for the development and ongoing scrutiny of
strategic objectives. Consultation for the development of the Strategic Case for
Change, including the ‘Inverting the Triangle’ and the wider integrated service
models proposed, is currently ongoing. The Strategy and Planning Team’s desire
to undertake a refresh of the Long-Term Strategy demonstrates the Trust's
ongoing commitment to the continued development of its strategic ambitions.
Accordingly, we have assigned reasonable assurance to this objective.

Objective 3: There is appropriate involvement and engagement with
stakeholders for the identification and communication of service change
strategies.

2.23

2.24

2.25

2.26

2.27

2.28

A stakeholder engagement document for the long-term strategic framework for
ambulance services in Wales was issued in 2017. When initially developed, Trust
undertook a series of large engagement events across Wales to collaborate with
external partners and key stakeholders to identify the opportunities and
expectations for the strategy. This included Commissioners, Health Board clinical
and management leads, blue light partner organisations and patient/volunteer
groups. There was also proactive engagement with the public via a range of events
facilitated by the Trust’s Patient Engagement and Community Involvement Team.
All stakeholders were actively encouraged to share comments and feedback. The
Trust captured the feedback in various excel sheets and collated the results in a
PowerPoint that informed the strategic objectives in the LTS.

The Trust also has an Engagement Framework in place that focuses on the Trust’s
commitment to its LTS and particularly the transformation of emergency medical
services. The Board approved the Framework at its July 2022 meeting and the
associated delivery plan at its January 2023 meeting.

The Framework is regularly reviewed and is currently on its third iteration.
However, at the November 2023 People and Culture Committee it was reported
that '...the Engagement Framework delivery plan is currently being revised in
respect of both timelines and specifics to align with the further emerging broader
strategy work (the move from inverting the triangles to transforming care more
broadly)’. See MA2.

It was reported that although timescales have been revised, work was underway
to reprofile timescales and provide opportunities for systemised engagement. See
MA2.

The Trust is currently working with the Consultation Institute to review its
Engagement Delivery Plan to develop this work into a more formal document. A
series of workshops are planned up until March 2024. We have been advised that
the Trust is currently working to a target of April 2024, at which point, the plan
will be complete.

The following phases are planned under the revised framework:
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e Phase 1 - key stakeholder? engagement.

e Phase 2 - staff (including trade unions) / volunteer engagement.
e Phase 3 - pre-engagement public.

e Phase 4 - engagement on options.

e Phase 5 - consultation on preferred option (note: at the date of reporting, no
explicit decision had been made if ‘formal consultation’ is required).

2.29 Wider stakeholder engagement is undertaken via a number of different Boards /
Groups which support delivery of the strategy, taking forward key initiatives /
improvement actions, including:

e EASC Committee and EASC Management Group;

e 111 Programme Board;

e Welsh Government Six Goals for Urgent and Emergency Care;

e Integrated Commissioning Action Plans (ICAPS) with health boards;
e Community Health Councils (Llais); and

e Representation at most Regional Partnership Boards.

2.30 A workshop was held in November 2023 with members of staff to discuss the
Strategic Case for Change, including the ‘Inverting the Triangle’ service model and
also the potential opportunities for the wider integration of services. Employees
also had the opportunity to learn more about what the Trust is doing moving
forward and what it is looking to achieve at the recent CEO Roadshows.

Conclusion:

2.31 Engagement with stakeholders for the identification and communication of service
change was evident for the Trust’s Long-Term Strategy at several consultation
events held throughout Wales. Noting that there have been delays to the delivery
of the engagement framework delivery plan, and the uncertainties around its
delivery, but recognising that the Trust is currently working to a target date of April
2024 for completion of its Engagement Framework, we assign this objective as
providing reasonable assurance.

Objective 4: There is regular monitoring and reporting of strategy development
status, and it is subject to appropriate review and scrutiny.

2.32 There is a defined reporting framework in place at the Trust. The STB maintains a
focus on strategic ambitions, overseeing and managing the implementation of the
strategic framework. See Appendix B.

3 Stakeholders include Health Board partners (including clinical and management leads from unscheduled care, primary and
community services), Public Health Wales, Community Health Councils, Local Authority Partners, representatives from the Voluntary
Sector, Welsh Government, Older People’s Commissioner for Wales, Children’s, Future Generations Commissioners and ‘Blue Light’
partners.
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2.33

2.34

2.35

2.36

2.37

2.38

2.39

2.40

It is accountable to the Finance and Performance Committee and focuses on
assuring IMTP delivery and its alignment with the LTS.

The Finance and Performance Committee receives quarterly IMTP progress
updates, including the status of each delivery programme. We note that the report
contains details, including the status of the actions, progress made since the
previous report as well as work to be completed. The most recent report
highlighted that the status of the IMTP delivery and enabling programmes are rated
amber or green / amber.

We also noted that item 424 at the Trust’s corporate risk register — Prioritisation
or availability of resources to deliver the Trust’s IMTP is currently RAG rated ‘red’.
It is reported that ‘If resources are not forthcoming within the funding envelope
available to WAST (link to risk 139), then there is a risk that there is insufficient
capacity to deliver the IMTP, resulting in delay or non-delivery of IMTP deliverables
which will adversely impact on the Trust’s ability to deliver its strategic objectives
and improvement in patient safety and staff wellbeing.’

There are a number of Programme Boards sitting under STB. These coordinate the
below strategic delivery programmes and provide quarterly written assurance
reports, including progress against agreed delivery milestones:

e EMS Operations Programme;

e Ambulance Care Programme;

e Clinical Transformation Programme;
e Gateway to Care Programme; and

e Financial Sustainability Workstreams.

In addition to the STB, a Transformation Steering & Assurance Group (TSAG) has
been embedded to oversee delivery of the EMS service level strategy ‘Inverting
the Triangle’.

An Integrated Strategic Planning Group is also in operation. This Group provides
an internal mechanism to bring together intelligence from engagement with health
boards via ICAPs and other associated work streams into the organisation which
help to drive delivery of aspects of the strategy and service transformation.

Periodic Board Development sessions are held with Non-Executive Directors (NEDs)
and the Executive Management Team (EMT). Strategy forms a key area of focus
and discussion at these sessions.

We noted that a review of the governance arrangements for STB and the
transformation programmes was undertaken during quarter 4 of 2022/23 to
identify opportunities to strengthen and improve their functioning. The following
groups were disbanded following the review:

e The Board Strategic Advisory Group, established in 2021 with the aim of
providing dedicated ‘informal thinking and discussion space’. No terms of
reference were developed for this former group; and
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2.41

2.42

2.43

2.44

2.45

e The Strategy Development Working Group which was established to allow
for strategic discussion. We were advised that following four cycles of
meetings, it was determined that this group duplicated the work of other
groups / boards.

The Trust plans to transition to a strategic Board Assurance Framework that
reflects more closely the Trust’s strategic objectives against its LTS. We have also
noted a commitment to alternate the order of the STB agenda between ‘Strategic
Forward View’ and ‘IMTP Programme Delivery’. This demonstrates the intention to
focus on the Trust’s commitment to deliver its LTS by 2030, in addition to its short-
term obligations as outlined in its IMTP. The planned refresh of the LTS (see MA1),
could present an opportunity to highlight progress against the ambitions and
outcomes to date. See MA3.

Many of the IMTP deliverables are being managed through the Trust’s main service
focused programmes (IMTP Delivery Programmes). Benefits and associated
measures of success for key programmes of work / objectives are outlined in the
IMTP.

However, there may be an opportunity to further review and refresh how the Trust
measures and reports progress on an ongoing basis. This is consistent with the
Audit Wales Structured Assessment report which highlighted that reporting tends
to focus on the status of actions; noting that there are opportunities to enhance
the report to understand whether these are having the intended impact in terms
of outcome achievement. A draft ‘benefits realisation plan’ is in development. This
process is to be embedded and undertaken across all programmes / work streams.
This exercise remained ongoing at the time of audit. See MA3.

We also noted one instance in April 2023 where there was an issue with the sign
off of a report at the STB due to the meeting not being quorate. The work around
for this to avoid further delays was to circulate the reports to individuals outside
of the meeting to obtain sign off virtually.

In respect of reporting arrangements, we note that Strategy Highlight Reports are
issued frequently (every six weeks) by the Strategy Team. These reports include
updates on the EMS Transformation Programme (‘Inverting the Triangle’ service
model).

Conclusion:

2.46

Internal monitoring and reporting controls are in place for providing assurance at
the Trust, however we considered that the completion and embedding of the
benefits realisation plan would enhance monitoring arrangements at the Team.
Reporting of performance issues and outcomes would be beneficial and could be
implemented alongside the proposed refresh of the LTS. Accordingly, we have
provided reasonable assurance in this area.
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Appendix A

Appendix A: Management Action Plan

Matter Arising 1: Review of the Long-Term Strategy (Operation)

The Trust developed its Long-Term Strategy (LTS) ‘Delivering Excellence Our Vision for 2030’ in 2017/18, in ' Potential risk of:

line with Welsh Government requirements to have a strategic document setting out their longer-term ambitions. i .
e Strategic ambitions are not met

Regular high-level reviews of the LTS have taken place at the Strategic Transformation Board. Noting that as the Long-Term Strategy does
broad objectives were outlined in the Strategy, the Trust has reviewed and reconfirmed its commitment to not reflect current practices and
these at a recent Board Development session. developments.

However, noting that the LTS is approaching its fifth year, the Strategy and Planning Team considers that a
refresh at its mid-point would be beneficial to account for developments that have occurred since Covid, the
recent development of the ‘Inverting the Triangle’ service model, and the wider integrated model proposed
which would also include EMS (Emergency Medical Services), NEPTS (Non-Emergency Patient Transport
Services) and Integrated Care (111 and the clinical support desk).

1.1 A refresh of the Long-Term Strategy shall be considered, clearly outlining the aspects of the long-
term strategy that require updating, and specifying the new developments to be included.

Agreed Management Action Target Date Responsible Officer

1.1 Aligned to the continued development of the future clinical service model taking December 2024 Director of Strategy Planning &
place in Q1 to Q2, a clear recommendation shall be presented to ELT and Performance and Head of Strategy
respective groups outlining the specific requirements (if required) to refresh the Development/

Long-Term Strategy document.
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Matter Arising 2: Engagement Framework Delivery Plan (Operation)

The Trust has an Engagement Framework in place that focuses on the Trust's commitment to its Long-Term | Potential risk of:

Strategy, and particularly the transformation of emergency medical services. The Board approved the
Framework at its July 2022 meeting and the associated delivery plan at its January 2023 meeting.

The Framework is regularly reviewed and is currently on its third iteration. However, at the November 2023
People and Culture Committee it was reported that '...the Engagement Framework delivery plan is currently
being revised in respect of both timelines and specifics to align with the further emerging broader strategy
work (the move from inverting the triangles to transforming care more broadly)’.

It was reported that although timescales have been revised, work was underway to reprofile timescales and
provide opportunities for systemised engagement.

The Trust is currently working with the Consultation Institute to review its Engagement Delivery Plan to develop
this work into a more formal document. A series of workshops are planned up until March 2024. We have been
advised that the Trust is currently working to a target of April 2024, at which point, the Engagement Delivery
Plan will be complete.

The following phases were planned under the revised framework:

e Phase 1 - key stakeholder engagement.

e Phase 2 - staff (including trade unions) / volunteer engagement.
e Phase 3 - pre-engagement public.

e Phase 4 - engagement on options.

e Phase 5 - consultation on preferred option (note: at the date of reporting, no explicit decision had been made if ‘formal
consultation’ is required).

Inadequate involvement and
engagement with stakeholders for
the identification and
communication of service change
strategies.

NWSSP Audit and Assurance Services
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Appendix A
2.1 The Trust should complete the work to revise engagement framework delivery plan and monitor its
implementation. Medium
Agreed Management Action Target Date Responsible Officer
2.1 1. Continue work with the Consultation Institute and internal leads to revise June 2024 Director of Partnerships &
and finalise the Engagement Delivery Plan. The revised plan will provide Engagement

further detail of the key phases of engagement, purpose and approach of
the engagement activities with re-profiled timescales for delivery.

2. Commence implementation of the Engagement Delivery Plan (as per the June 2024
approach set out and agreed timescales in the revised and approved plan).

3. Build in clear periods of ‘pause and reflect’ following each phase of June 2024%*

engagement to monitor progress and delivery reporting into TSAG / ELT. *(‘Pause and Reflect

process to continue
throughout the lifespan
of the Engagement
Delivery Plan

NWSSP Audit and Assurance Services 14
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Matter arising 3: Reporting and Monitoring of Delivery and Progress (Design)

There is a defined reporting framework in place at the Trust. The STB maintains a focus on strategic
ambitions, overseeing and managing the implementation of the strategic framework. See Appendix B.

It is accountable to the Finance and Performance Committee and focuses on assuring IMTP delivery and its
alignment with the LTS.

The Finance and Performance Committee receives quarterly IMTP progress updates, including the status of
each delivery programme. We note that the report contains details, including the status of the actions,
progress made since the previous report as well as work to be completed. The most recent report highlighted
that the status of the IMTP delivery and enabling programmes are rated amber or green / amber.

The Trust plans to transition to a strategic Board Assurance Framework that reflects more closely the Trust's
strategic objectives against its LTS. We have also noted a commitment to alternate the order of the STB
agenda between ‘Strategic Forward View’ and ‘IMTP Programme Delivery’. This demonstrates the intention
to focus on the Trust’s commitment to deliver its LTS by 2030, in addition to its short-term obligations as
outlined in its IMTP. The planned refresh of the LTS (see MA1), could present an opportunity to highlight
progress against the ambitions and outcomes to date.

Many of the IMTP deliverables are being managed through the Trust’s main service focused programmes
(IMTP Delivery Programmes). Benefits and associated measures of success for key programmes of work /
objectives are outlined in the IMTP.

However, there may be an opportunity to further review and refresh how the Trust measures and reports
progress on an ongoing basis. This is consistent with the Audit Wales Structured Assessment report which
highlighted that reporting tends to focus on the status of actions; noting that there are opportunities to
enhance the report to understand whether these are having the intended impact in terms of outcome
achievement. A draft ‘benefits realisation plan’ is in development. This process is to be embedded and
undertaken across all programmes / work streams. This exercise remained ongoing at the time of audit.

Potential risk of:

The Trust does not achieve the
ambitions set out in its long-term
strategy; and

The Trust is not able to
demonstrate that strategic
delivery programmes are having
the intended impact.

NWSSP Audit and Assurance Services
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Recommendations Priority
3.1 The benefits realisation plan should be completed to facilitate monitoring of progress against the
achievement of the ambitions set out in the Long-Term Strategy — Delivering Excellence: Vision 2030.
Medium
3.2 The Trust should also consider opportunities to enhance reporting to demonstrate that strategic
delivery programmes are having the intended impact in terms of outcome achievement.
Management response Target Date Responsible Officer
3.1 Draft Benefits Realisation Framework underway. To be finalised and approved in  September | Assistant Director of Planning and Head
Q1/Q2 FY2024/25, in order to facilitate consistent and standardised approach to 2024 of Transformation
developing and monitoring of all Trust ambitions, including the Long-Term Strategy
— Delivering Excellence: Vision 2030
3.2 1. Undertake a review of the internal programme delivery structures to determine June 2024 Assistant Director of Planning and Head

the optimal delivery and monitoring structure.

2. Implement changes to the programme structures (identified following the initial September

review). 2024

3. Aligned to the Benefits Realisation Plan, respective benefits and outcomes to be | September
mapped and regularly monitored as part of the refreshed programme 2024
arrangements

of Transformation

NWSSP Audit and Assurance Services

16




Strategy Development

Final Internal Audit Report
Appendix B

Appendix B: Governance for Strategy Development

Trust Board

Long Term Strategy & IMTP

Strategic Transformation Board

Enabling Programme Delivery Mechanisms

Peopie & Cutture Comawttee

Assurance

Enablers
Innovation & Partnerships &
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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:

. Few matters require attention and are compliance or advisory in
' % Substantial nature a P y
- nce '
o assura Low impact on residual risk exposure.

Some matters require management attention in control design or

){f Reasonable ... iance.
/) assurance

Low to moderate impact on residual risk exposure until resolved.

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

Action is required to address the whole control framework in this

‘ Unsatisfactory area.
‘::J assurance High impact on residual risk exposure until resolved.

Given to reviews and support provided to management which form

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

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

Prioritisation of Recommendations

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

Priority Explanation Management action
level

Poor system design OR widespread non-compliance.

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

Minor weakness in system design OR limited non-compliance.

Medium Within one month*
Some risk to achievement of a system objective.
Potential to enhance system design to improve efficiency or
effectiveness of controls.
Low Within three months*

Generally issues of good practice for management
consideration.

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

NWSSP Audit and Assurance Services 18
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Executive Summary

Purpose

To evaluate and determine the adequacy
of the systems and controls in place
within the Trust in relation to staff
retention.

Overview

We have issued reasonable assurance on
this area, noting that the Trust have
identified that there were shortfalls in the
retention process and are introducing
new initiatives across the organisation,
including the moving on interview
process, to strengthen arrangements.

In response to the attrition rates noted
within the 111 service, we have also
considered the initiatives that have been
implemented to enhance retention.

The matters requiring management
attention include:

e Finalisation and ratification of the
‘Moving on Interview’ process, with
a clear timetable for its roll out; and

e Evaluation of the effectiveness of the
initiatives that have recently been
introduced to improve  staff
retention;

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

Key Matters Arising Objective

Report Opinion

Trend
Reasonable Some matters require
management attention in
' ;}"/ control design or compliance.
.r'." . N A
it Low to moderate impact /
on residual risk exposure
until resolved.
Assurance summary:
Objectives Assurance
1 Strategies and Policies Reasonable
2 Retention Initiatives and Outcomes Reasonable
3 Exit Interviews Limited
4 Reporting and Analysis Reasonable

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

Control Design or Recommendation Priority

Operation
Implementation of the
1 ‘Moving on Interview’ 1,3 Operational Medium
process.
2  Effectiveness of initiatives 2 Operational Medium

NWSSP Audit and Assurance Services
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1. Introduction

1.1

1.2

1.3

1.4

1.5

The retention of staff is a key issue for the NHS. Whilst focus may be given to the
workforce supply to create a recruitment pipeline, it is important that both new
and existing staff are supported and encouraged to remain with the Trust. Good
staff retention levels will be the result of a combination of actions including, for
example, supporting new starters, having development and career plans in place
and developing organisational cultures and values.

The Trust’s Integrated Medium-Term Plan (IMTP) 2023-26 highlights the following
workforce challenges:

e Focussing on retention of our people to reduce the demand on attracting new
candidates.

e Maintaining the national 111 service and improving 111 retention.

The People and Culture Committee minutes for March 2023 notes that the People
and Culture Plan 2023-26 and the Trust's IMTP Deliverables identifies emerging
priorities such as building on the employee experience to attract and retain a
diverse workforce, developing a recruitment and retention plan that supported all
roles in the organisation, and continuing to build an effective employee brand while
improving the effectiveness and application of the Trust’s internal people
processes.

As highlighted in Audit Wales’s Review of Workforce Planning Arrangements report
(November 2023): in line with broader NHS Wales, since the pandemic, the Trust
has been experiencing higher levels of turnover within its operations department.
The increased turnover was particularly the case with within its 999 and 111 call-
answering staff, due to the challenging working environment. The Trust has also
seen a general increase in staff leaving within 6-12 months of recruitment. The
Trust is performing mid-table when comparing staff turnover rates across all Health
Boards and Trusts in Wales for 2022-23.

The potential risks considered in the review were as follows:

e The Trust is unable to consistently operate in a safe manner due to
insufficient staff;

e Additional costs incurred by the Trust as a result of requiring potential
overtime / agency staff or via additional recruitment campaigns;

e Impact on staff morale and wellbeing from increased workloads due to
reduction in resource;

e Potential negative impact on the Trusts reputation;

e Continued reduction in the Trusts workforce including loss of key talent, as
a consequence of retention issues not being monitored and relevant action
not being taken; and

e Failure to capitalise or reap the benefits of development investment in
individuals.

NWSSP Audit and Assurance Services 4
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2. Detailed Audit Findings
2.1 The table below summarises the recommendations raised by priority rating:

Recommendation Priority

Total

Control Design - - - -

Operating Effectiveness - 4 - 4

Total - 4 - 4

2.2 Our detailed audit findings are set out below. All matters arising and the related
recommendations and management actions are detailed in Appendix A.

Objective 1: There are relevant strategies, policies and plans in place to outline
the approach to staff retention.

2.3 As per para 1.2, retention of staff is flagged as a workforce challenge within the
Trust’s IMTP.

2.4 To help address this challenge, the Trust has developed a People & Culture Plan
2023 - 2026 (see para 1.3), approved by Trust Board (May 2023) ‘with a
commitment to creating an environment that attracts, retains and develops
exceptional talent and expertise’. The plan focuses on three key areas:

e Culture - the way the Trust achieves its purpose.
e Capacity - the resource needed to achieve its purpose.
e Capability — the skills needed to achieve its purpose.

2.5 The People and Culture Plan includes a high-level action plan where in year 1 it
looks to ‘build on the employee experience to attract and retain a diverse
workforce.” Targets and milestones to deliver this plan are captured within the
Directorate Plan. There are circa 80 actions included and the most recent progress
report shows that the directorate is on track to achieve those which relate to staff
retention. Monitoring of the progress against the actions is undertaken via the
People and Culture Directorate Business meeting.

2.6 For further details on performance metrics to monitor progress against the People
& Culture Plan, see audit objective 4.

2.7 The Trust has a ‘Policy on Pre-Exit Interviews’ available via its SharePoint site. The
Policy was approved by the Trust Board in July 2004 and was due for review in July
2007. However, this review had not been undertaken. The review of the policy
remained overdue because there was a proposal to develop an all-Wales approach
to exit interviews which then did not materialise. See MA1

NWSSP Audit and Assurance Services 5
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2.8

2.9

2.10

2.11

The People Services Team carried out a deep dive exercise into the exit interview
process in September 2022. The outcome of this review highlighted limited data
being held and an inconsistent approach applied across the Trust.

The issues identified were attributed to the following factors:

e Exit interviews are not compulsory and not all leavers want to complete one.
(noting they will always be optional).

e Managers do not always approach leavers to complete an exit interview, with
no prompts or reminders to do so.

e Exit interviews are paper based and not always shared centrally with the
People Services Team by the manager.

In response to these findings, the Trust has developed a new procedure - the
Moving on Interview (MOI) process. This will supersede the Pre-Exit Interview
Policy and is intended to provide a better understanding of staff experience (See
objective 3 for further details on the Moving on Process). This process encourages
meaningful conversations between employees and their line manager; however,
employees can also complete the questionnaire independently.

The MOI process has been piloted in three areas (111 Service and Powys EMS and
Hywel Dda EMS), to test and evaluate it before rolling out across the organisation
and has incorporated aspects of the People and Culture Plan (see para 2.4). The
new procedure will apply to all staff, including those who move internally within
the Trust. See MA1

Conclusion:

2.12

We note that the current pre-exit interview policy for the Trust has surpassed its
review date by some time, however we recognise that steps are already underway
to introduce a local Moving on Interview Process noting the lack of progress to
develop an approach nationally. The recently implemented People & Culture Plan
2023-2026 outlines the Trust’s intentions to retain and develop the workforce and
progress is monitored via the People and Culture Directorate Business meeting.
We therefore assign reasonable assurance to this objective.

Objective 2: Initiatives are in place that align to agreed strategies and plans,
and outcomes are reviewed.

Organisation wide initiatives

2.13

As noted above, staff retention is highlighted as a challenge within the Trust’s
IMTP, particularly since the Covid-19 pandemic, with turnover exceeding 11% for
the months between May 2022 and October 2022. The Trust has therefore looked
to implement initiatives to improve the retention rate within the organisation. At
the date of fieldwork, it was noted that a humber of the initiatives are either still
in their development stage, being piloted or still in their infancy including:

e HIVE - In October 2023, the Trust implemented the use of this software
which allows the issue of short surveys to gather quick, confidential, real-
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2.14

2.15

time information on potential challenges or issues within the organisation;
allowing remedial action to be taken in a timely manner. To date the Trust
has issued and closed one survey, with information being issued to the
Organisational Development team for analysis. We acknowledge that the
People Service team will assess the impact and benefit of the tool towards
the end of the agreement.

e Cultural Early Warning Score (CEWS) - The development of a new toolkit
for managers which is a cultural health check diagnostic. The toolkit assesses
the cultural health of the team based on assigning a high/medium/low rating
for sickness levels, wellbeing referrals, turnover rates, formal disciplinaries
and other culture, capacity and capability indicators, and will be repeated
over time to measure impact on any changes implemented. At present the
toolkit is being piloted in Emergency Medical Dispatch and the People &
Culture Team with the intention for further pilots in the 111 Service (January
2024) prior to roll out across the organisation by the new financial year.

Established mechanisms that have been running for a number of years include:

e CEO Staff Roadshows - The Trust has put on multiple roadshow events
across Wales where the Trust’s employees have the opportunity to engage
with the Executive Team face-to-face to learn more about what the Trust is
doing moving forward and what it is looking to achieve. The latest roadshow
was held in November 2023 with circa 420 staff members registered to
attend; and

e WAST Live - Staff can pre-submit questions to the Executive Team, which
are then answered via a live stream. It also updates staff across the
organisation on important issues, priorities, performance, challenges and
subjects of interest.

We also acknowledge that the Trust have a number of other interventions,
organisation-wide, to help support retention of staff, including culture reviews
within individual teams; Freedom to Speak Up Safely; Sexual Safety Guiding
Principles; Occupational Health support; and compassionate practices. We have,
however, not reviewed these initiatives in detail during the course of our fieldwork.

111 Service Initiatives

2.16

2.17

During discussions with the senior staff within the Trust, we were informed that
the 111 service has historically been an area with higher staff turnover levels. The
Head of Service has undertaken work to support staff and improve retention within
the service and we sought to determine the impact of such during the course of
our fieldwork.

111 Conversations - Senior Management throughout the Trust shadowed 111
call handlers for initial 111 conversations (165 in total by the end of the initiative)
to better understand the challenges being faced in their role. The conversations
gave the call handlers an opportunity to relay issues, concerns or suggestions
which would impact the longevity of their employment with the service.

NWSSP Audit and Assurance Services 7
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2.18

2.19

2.20

2.21

Improvements implemented to date include around the working environment,
culture, staff rosters and clearer career progression structures.

Our Shared Success Framework - a recommendation that came from the 111
conversations was that the employees wanted to know if they were doing a good
job. Weekly face-to-face meetings between the call handler and supervisor are now
held to review performance against a framework of indicators created by the
service.

Investment in Individuals - to address the trend of staff leaving within 6-12
months with reasons cited including the poor quality of upfront training or to seek
further education for a more clinical setting (nursing), the 111 service has
introduced an initiative that gives the opportunity to acquire a NVQ in dealing with
contact centre operations via Gower College. This allows career pathways to be
built within the Trust. Management also advised that improvements have been
made to initial training so that employees are better aware of the role and its
requirements from the outset.

111 Clinicians - a deep dive (June 2023) into attrition levels noted that many
clinicians left their post within 6 months of employment due to a lack of support
after induction; they missed face-to-face contact with the patients; and there were
issues with rostering. To address these issues, changes have been made including
implementation of a new clinician framework of support, development and
continued learning; a blend of observation shifts or rotational roles; increase in
Continued Professional Development (CPD) - including the opportunity of
undertaking postgraduate qualifications (MSc / PhD); and the introduction of an
‘Academic Corner’ in contact centres and on SharePoint, featuring academic
achievements, advice, support and guidance.

It was noted that the majority of these initiatives are currently within their infancy
and at this moment in time it is too early to undertake analysis to ascertain their
effectiveness in retaining staff. However, there will be benefit to the Trust in
completing this exercise in due course. See MA2

Conclusion:

2.22

The Trust has a number of initiatives in place to improve the retention of staff,
however we recognise that many are currently being piloted or in their infancy and
will take time to fully embed. From the review of the work undertaken, to date,
within the 111 service we can see that these are having a positive effect, especially
with the call handlers and clinicians; and consideration should be given to
replication Trust-wide. Therefore, we assign reasonable assurance to this
objective.

Objective 3: There is an effective leavers process in place that is clearly defined
and there are tools available to support managers to process a leaver.

2.23

As outlined in objective 1, the Trust undertook a deep dive into its current Pre-Exit
Interview policy. The exercise identified only 8% of leavers, during the timeframe
reviewed, had shared a pre-exit interview centrally, meaning no meaningful
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2.24

2.25

2.26

2.27

2.28

2.29

2.30

2.31

analysis could be undertaken to better understand the reasons for leaving. It was
highlighted that this doesn’t necessarily mean exit interviews were not undertaken
and held locally. It was also noted that the pre-exit interview forms were paper
based so any analysis that could be undertaken had to be done manually, which is
inefficient and time consuming.

The Trust has therefore modernised its approach to engage with leavers, via the
‘Moving on Interview’ (MOI) process (see para 2.10). An electronic questionnaire
has been created via Microsoft Forms which, on completion, is issued centrally to
the People Services Team who can then share with the relevant team / manager
as appropriate.

The questionnaire forms the basis of engagement work and to help understand the
employees’ experience throughout their employment with the Trust. The main
areas of focus within the questionnaire are: ‘Learning and Development’, *‘Working
Relationships’, ‘Wellbeing’ and ‘Equality Monitoring’.

Individuals are encouraged to complete the questionnaire with their manager. Due
to the form being electronic, they also have the option to do so by themselves and
anonymously if preferred. The form can be accessed via a desktop or on a smart
device via a QR code.

The data collated from the pilot scheme (see para 2.11) which took place between
February and July 2023 highlighted an increase in the return rate from 8% to 56%.
During the pilot the Trust’s People Services Team had to manually collate the data
to produce analysis within a highlight report.

The highlight report focused on the main themes and trends raised by leavers,
whether leaving the Trust or moving to a new role within the organisation. This
included pursuing further education, career development and progression, mental
health and wellbeing, and shift patterns, and was presented to the August 2023
People and Culture Committee (see objective 4 below).

Going forward, the Trust has secured support from Digital Health and Care Wales
(DHCW) to create a dashboard that will form the basis of ongoing regular reporting.
We understand that the production of the dashboard will be automated, avoiding
the time and effort involved with collating the data manually, and that DHCW are
also looking to incorporate functionality that will allow individual directorates to
analyse data specific to them, thus allowing the Trust and individual directorates
to undertake proactive actions towards making the Trust a more attractive place
to work and therefore reduce staff turnover. We were informed at the date of
fieldwork closure that the dashboard has been developed and will be available
imminently. We have therefore not raised a recommendation on this basis.

To assist in the development and implementation of the MOI process, the People
Services Team has created an action plan. Whilst our review confirmed that it
outlined the required actions and responsibility, it was noted that timescales for its
roll out across the Trust have yet to be set. See MA1

As noted under audit objective 1, prior to the MOI process being rolled out across
the Trust, the People Services Team is creating a process and guidance document
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to guide managers and staff when completing the MOI. We were informed that the
document will also include a link to ‘working in confidence’ which will allow the user
to share any issues or concerns around harassment or bullying that the individual
might not feel comfortable discussing in the MOI. In addition to the document, the
team are also looking to create bitesize training sessions for managers and a FAQ
document to support the process. See MA1.

Conclusion:

2.32

Although the new MOI process has yet to be implemented across the Trust, with
no set date for its rollout, we recognise that positive steps have been taken in
introducing the process to the organisation. The intention is that the new process
will modernise exit interviews for leavers and supply the Trust with increased data
for analysis to identify any trends or issues. However, noting that the process has
currently only been piloted across three areas and managers’ training has yet to
be developed, we assign limited assurance for this objective.

Objective 4: Data is collected and analysed in relation to staff turnover rates
plus other relative data such as exit interviews, PADR compliance, and staff
engagement and staff surveys. The outcomes of which are analysed and
reported on to facilitate effective monitoring of staff retention trends.

2.33

2.34

2.35

2.36

As noted under audit objective 3, to date, data from the pilot MOI process has
been collated and analysed manually by the People Services Team; with the
development of an automatic solution being undertaken by DHCW.

A review of People & Culture Committee (P&CC) papers identified that an
Integrated Quality & Performance Report (MIQPR) is issued to each Committee
meeting, as well as the Finance and Performance Committee and Board meetings.
Part of the MIQPR focuses on Health and Wellbeing of the employees within the
Trust including sickness absence indicators, staff turnover rates, equality and
diversity, statutory & mandatory compliance and PADR completion.

In addition to the MIQPR, the following reports have been presented to P&CC:
e November 2022 - report on Exit Interviews
e May 2023 —update on the MOI process.

e August 2023 - a cultural themes and trends report, which provided analysis
of the data from the MOI pilot.

e November 2023 - first quarterly People and Culture Plan metrics update
providing a high-level indication of the impact of the plan under its three
core headings (culture, capacity and capability). The report includes metrics
on staff survey completion, staff turnover and PADR compliance.

In addition, we were informed that staff turnover rates are presented at the
Executive Leadership Team. The Trust is also in the process of developing
directorate level scorecards which will include a summary of key workforce metrics,
in line with an action included in the Quality & Performance Management
Framework work plan. The Workforce Transformation and Planning Team has
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2.37

recently developed a highlight report on workforce data which is shared via the
Integrated Technical Planning Group, and People Business Leaders are also
available to support and provide further information to Directorates as requested.

The Audit Wales Review of Workforce Planning Arrangements report highlighted
that: The Trust does not routinely benchmark its workforce performance metrics
with other health bodies in Wales. Its performance benchmarking with other
ambulance trusts is infrequent. The Trust should introduce regular workforce
benchmarking with similar organisations and use this to inform relevant groups
and committees on its performance and efficiency and to identify and share good
practice. We have therefore not raised a recommendation at this report.

Conclusion:

2.38

There is sufficient reporting on turnover rates within the Trust, including via the
People and Culture Committee, with a further introduction to the reporting recently
via the People and Culture Plan Metrics report. The Trust is also in the process of
producing directorate level scorecards and has recently developed workforce
highlight reports. As recommended by Audit Wales, the Trust should undertake
more regular benchmarking of its workforce performance metrics with similar
organisations. We therefore assign reasonable assurance to this objective.
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Appendix A

Appendix A: Management Action Plan

Matter Arising 1: Implementation of the Moving On Interview Process (Operation)

The Trust’s Pre-Exit interview policy was due to be reviewed in July 2007, however, this was not undertaken @ Potential risk of:
due to work being undertaken to implement an All-Wales approach. Due to lack of progress at a national level,
the Trust undertook a deep dive into the process, from the results the Trust is looking to introduce a new
*‘Moving on Interview’ (MOI) Process to supersede the policy.

e Continued reduction in the Trust’s
workforce including loss of key
talent, as a consequence of

The MOI has been piloted in three areas of the Trust (111 Service and Powys and Hywel Dda EMS), but from reter_ltlon Issues ~ not b(_elng

review of the action plan created by the People Services Team, there is no clear timescale in which the process ?oinlieoirr'negdta?(re]:?'n relevant actions

will be rolled out more widely across the organisation. This was in part reliant on external support to develop '

dashboard reporting which we understand will be made available imminently.

The Team is also looking to create bitesize training sessions for managers and a FAQ document to support the

process.
1.1 The ‘Moving on Interview’ process should be finalised and approved in accordance with Trust
procedure.
1.2 The Trust should identify and confirm a clear timescale for the roll out of the *‘Moving on Interview’ Medium
process across the organisation.
1.3 The Trust should look to develop an appropriate training package to assist managers in the use of

the new Moving on Interview Process.
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Agreed Management Action Target Date Responsible Officer

1.1 The structure of the interview will be finalised shortly. 31 March 2024
) ) . ] ) Deputy Director of People and
The team are still exploring opportunities to generate automatic triggers for 30 June 2024 Culture
managers and staff rather than relying on managers remembering to ask a
colleague to complete.
1.2 Dates will be added to the action plan 31 March 2024 Deputy Director of People and
Culture
1.3 Guidance for managers on using the process developed and signed off 30 April 2024 Deputy Director of People and

Culture
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Matter Arising 2: Effectiveness of Retention Initiatives (Operation)

The Trust has introduced a number of initiatives in place to improve the retention of staff. At the date of Potential risk of:
fieldwork, it was noted that a number of these are either still in their development stage, being piloted or still
in their infancy. As a result, it is too early to undertake analysis to ascertain the effectiveness of the initiatives
in retaining staff.

Continued reduction in the Trusts
workforce including loss of key
talent, as a consequence of
retention issues not being
monitored and relevant actions
not being taken.

2.1 The Trust should undertake, and report to an appropriate forum, an evaluation of the initiatives
introduced to determine their impact and effectiveness in retaining staff.

Agreed Management Action Target Date Responsible Officer

2.1 An evaluation report will be developed in association with the 111 senior team. 30 September 2024 Deputy Director of People and
Culture & Head of Service 111 Wales

Medium

It is noted that not all initiatives are appropriate for other areas of the
organisation based on role types, culture differences and different pressures.
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Appendix B: Assurance opinion and action plan risk rating

Audit Assurance Ratings

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

. Few matters require attention and are compliance or advisory in
' % Substantial nature a P y
- nce '
o assura Low impact on residual risk exposure.

Some matters require management attention in control design or

){f Reasonable ... iance.
/) assurance

Low to moderate impact on residual risk exposure until resolved.

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

Action is required to address the whole control framework in this

‘ Unsatisfactory area.
‘::J assurance High impact on residual risk exposure until resolved.

Given to reviews and support provided to management which form

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

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

Prioritisation of Recommendations

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

Priority Explanation Management action
level

Poor system design OR widespread non-compliance.

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

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

Within one month*

Medium

Potential to enhance system design to improve efficiency or

effectiveness of controls.
Low Within three months*

Generally issues of good practice for management
consideration.

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