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Betsi Cadwaladr University Health Board (BCUHB)

Draft Minutes of the Audit Committee

7 May 2024, Boardroom, Carlton Court, St Asaph

Present

Name

Title

Karen Balmer

Independent Member (IM), Chair

Urtha Felda

Independent Member

Dyfed Jones

Independent Member - Via VC Link

Rhian Watcyn Jones

Independent Member - Via VC Link

In attendance

Andrea Hughes

Interim Director of Finance

Andrew Doughton

Audit Lead, Audit Wales

Dave Harries

Head of InternalrAudit

Dyfed Edwards

Health Board Chairman

Jody Evans

Corporate Governance Officer — Secretariat

Karl Woodward

Head of Counter Fraud

Matt Edwards

Auditlead, Audit Wales

Nesta Collingridge

Head of Risk Management

Nicola Jones

Deputy Head of Internal Audit - Via VC Link

Pam Wenger

Director of Corporate Governance

Paolo Tardivel

Director of Transformation & Improvement (Part Meeting)

Philippa Peake Jones

Head of Corporate Affairs

Russell Caldicott

Interim Executive Director of Finance

Sjef Molmans

Local Counter Fraud Specialist
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Agenda item Action

AC24.57 PRELIMINARY MATTERS

AC24.57.1 Welcome, introductions and apologies for absence

AC24.57.2 The Chair of the Committee welcomed everyone to the
meeting, including the newly appointed Committee Member: Independent
Member (RWJ)

AC24.57.3 Apologies received from Nick Lyons — Executive Medical
Director.

AC24.57.4 — The Chair acknowledged the Head of Counter Fraud upon his
upcoming retirement and long term membership on the Committee. The
members and attendees expressed appreciation.

AC24.57.2 Declarations of interest on current agenda

AC24.57.2.1 No declarations of interest were made at the meeting.

AC24.57.3 Minutes of previous meeting for accuracy

AC24.57.3.1 RESOLVED: That; accordingly, the Minutes of the last
meeting held on 15th.March 2024 were confirmed as a correct record,

subject to the change of the word “review" to "conclude” in the reference: JE
AC24.441.3.

AC24.57:4 Action Log and matters arising not covered on the agenda

AC24.57.4.1 RESOLVED: That; updates to the summary action log be
recorded therein. It was agreed to combine the actions in relation to the
internal audit tracker and to keep this on the log until the Audit Committee
were satisfied of the progress.

AC24.57.4.2 The Director of Corporate Governance summarised the new
approach to populate the Action Log, in advance of each Committee
meeting.

AC24.57.4.3 A brief discussion followed, with regards to Committee Chair
oversight, communication and perspectives within the Health Board
between the Committees.
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AC24.57.5 Notification of matters referred from other Committees

AC24.57.5.1 There were no matters referred from other Committees
noted at the meeting.

AC24.57.5.2 Chair expressed the need for clarity, to the agenda item title.
The Director of Governance clarified the approach with regards to
Committee Chair oversight.

AC24.57.6 To note the items considered in the In-committee Audit
Committee on 15th March 2024

AC24.57.6.1 — The Committee noted the items considered at the Private
Audit Committee session held on 15t March 2024

AC24.57.6.2 The Director of Corporate Governance reported at future
Committee Meetings, there would be a brief written report; listing the PW/PPJ
agenda items taken in “Private Session” to follow the stance of other
Health Boards.

AC24.57.6.3 It was agreed to update the terminology from “In committee”
to “Private” in all Board and Committee Minutes and. Agendas for PW/PPJ
consistency.

AC24.57.6.4 It was further noted that the Counter Fraud Report was to be
considered for incorporation within the public meeting in future where
appropriate.
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AC24.57.7 Audit Tracker: progress recommendations against External
& Internal Audit Reports

AC24.57.7.1 The Director of Corporate Governance presented the report,
and it was agreed the way in which the tracking report was presented to
the Committee was too complex and therefore, as part of refining and
simplifying the approach, the report was the first iteration and invited
comments from members of the Audit Committee. It was recognised that
the system was evolving and it was confirmed that there was a standard
operating procedure under development to simplify the system.

AC24.57.7.2 The Director of Corporate Governance also reiterated the
need for Executive Directors to have oversight and accountability, with
regards to recommendations and timescales to provide updates to
responses and closures.

AC24.57.7.3 The Committee recognised the work underway and the
frustration of the Internal Audit Team, in terms of updates and closures to
recommendations.

AC24 .57.7.4 Feedback was invited{from.the Committee attendees and
members.

AC24.57.7.5 External Audit Leads emphasised the need for a clearer
process for monitoring timeliness, performance, and principles on a case- | AD-RC/AD
by-case basis. It was agreed that the process for financial audits needed to
be different to the proposal in 2.1 of the report. They acknowledged the
challenges of aninformal process and the need for tighter timescales,
which would be raised with the'Committee Finance Leads.

AC24.57:7.6 The Head of Internal Audit expressed satisfaction with the
standard operating procedure development, which could also strengthen
engagement and facilitate escalations. The Committee also noted the lack
of engagement from officers therein the past year, with regards to various
outstanding recommendations.

AC24.57.7.7 An Independent Member (IM — RWJ) informed the committee
of her interest with regards to the process, in relation to the reporting of
audit recommendations and the content of the report. The IM also raised PW
concerns relating to the report appendices' small print and format. The
Committee agreed to review the report for future reporting, in terms of
accessibility.

AC24.57.7.8 The Health Board Chair expressed satisfaction with the
upcoming simplified process, whilst acknowledging the ongoing work and
dangers of non-implementation of actions. The Committee agreed that
relevant Executives should be held accountable for overdue
recommendations and called to Committee as and when required.
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AC24.57.7.9 The Director of Corporate Governance recognised and
agreed the points raised, in relation to the historic format and position
statement overview. It was confirmed that the Director and the Head of
Internal Audit had discussed the system and format of the report content,
along with the direction of travel. A brief overview was provided in terms of
the updated report format, which was under review. The Director invited
questions in relation to the closure of the recommendations presented.

AC24.57.7.10 The Chair acknowledged the ongoing work and the
streamlined approach. It was agreed for Chair and the Director.of KB/PW
Corporate Governance to agree the flow of live recommendations in
relation to Appendix 7 in the form of a simple table and fordincreased time
upon agendas for reporting of updates.

AC24.57.7.11 The Head of Internal Audit apologised for the backlog of
closures and the Committee acknowledged the_ high level of limited
assurance reports generated at year end. It was recognised that a
reduction of recommendations was demonstrated, but severity of findings
had increased. The importance of embedding governance of policies and
procedures was raised for future reporting compliance.

AC24.57.7.12 The Health Board Chair acknowledged the steep learning
curve and the emphasis to close off historic actions. The Interim Executive
Director of Finance expressed the importance of current Executive Leads
engagement and new timeframes. An Independent Member (DJ) also
commented upon the.need for clear reporting and of the format being
updated.

AC24.57.7.13 The Head of Internal-Audit confirmed the Team was open to
discussion with Executive Leads, on mitigation controls and reasonable
closures.of recommendations. The Committee agreed that the focus was
on reducing outstanding recommendations to improve the system of
internal control.

RESOLVED: The Committee

o Considered the proposed new processes around the introduction of
new External and Internal Audit Reports, along with the new audit
recommendation closure approval process and development of a
Standard Operating Procedure.

o Noted the current position regarding open recommendations and those
proposed for closure, and limited assurance recommendations.

o Approved the closure of the January recommendations approved for
closure by Internal Audit.

o Approved for closure those recommendations which did not fall within
the audit charter for internal audit approval.

o Noted the Audit recommendations proposed for closure - to be
presented to Internal Audit for review.

o Noted current positions of overdue audit recommendations.
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AC24.57.8 Special Measures Update
Paolo Tardivel - Director of Transformation & Improvement presented the
update to the Committee.

AC24.57.8.1 The Director summarised the overview of activity, and
transition from the initial Stabilisation Phase and development of the
longer-term plan.

AC24.57.8.2 The overview also provided an update on the Special
Measures response, Annual Planning Cycle, as part of the development of
the 3-year plan, as agreed at the March Health Board Meeting.

AC24.57.8.3 The Committee also received a summary update, against the
Independent Reviews and conclusion of the discovery phase.

AC24.57.8.4 The Director of Governance commented upon tracking of
Special Measures though Committees, in relation to the context of the
Annual Plan. A discussion took place and it was agreed to.review the PW/PT
tracking process through the Committee structures in order to maintain
oversight.

RESOLVED: The Committee noted and received acceptable assurance for
the Special Measures update and its transition intoe.the Annual Delivery
Plan, in terms of reporting, and the update regarding Independent
Reviews. ‘

AC24.58 RISK MANAGEMENT (including Board Assurance Framework)
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AC24.58 Risk Management
Pam Wenger, Director of Corporate Governance
Nesta Collingridge, Head of Risk Management

AC24.58.1 The Head of Risk Management presented the report and
updated the Committee on the Chairs Assurance from the Risk
Management Group held on the 9" April 2024, where the group reviewed
the Board Assurance Framework (BAF) and Corporate Risk Register
(CRR) along with the emerging risks.

AC24.58.2 The Committee noted 2 key changes to the BAF; which
included a scoring of 20, in relation to an Estates risk report, based on
Annual Plan Deliverables. In addition, the Leadership rigk aligned to the
Annual Plan Deliverables was reduced to 12, which had been based on
achievements to the milestones. Attention was also drew to risk ref
CRR24-16 - Leadership, which was to remain ata 16.

AC24.58.3 Members and attendees also noted the update.in relation to the
CRR; “Safeguarding” and a reduction in scoring from 160 12. It was
noted that risk would continue to be monitored.

AC24.58.4 The Committee were informed of a forthcoming Risk
Management workshop, to include Board Members in identifying BAF risks
and objectives. It was also noted that Committees continue to review
assurance updates, as aligned to their sphere_ of activity and monitoring
oversight.

AC24.58.5 The Director of Governance drew attention to the progress of
Risk Management and the plans in.alignment to the Risk Management
Framework and BAF. It was‘noted and agreed to; establish the
requirement to review the reporting updates of the Risk Management
Group; through to Executive Team Meetings. The frequency in relation to PW/NC
reporting of BAF and CRR at Committees, was taken as an action for
review.

AC24.58.6 A discussion took place in relation to oversight and function of
the controls ‘and updates to Committee Meetings. It was noted that
discussions would continue at the Board Workshop, in order to discuss and
review format and contents.

AC24.58.7 Emphasis was raised on defining objectives, and setting
expectations of the strategic objectives and measurement at year end, by
the Head of Internal Audit. The Director of Corporate Governance
acknowledged the point, that the long-term strategy and goals of the BAF
include the review of the definitions, to ensure that they are SMART in
nature.
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AC24.58.7.1 Following comment made by the Interim Executive Director of
Finance, it was agreed to update the relevant Finance Risks 24.05 and RC

delivery to the financial plan. It was noted that financial sustainability
visibility was also under review, in relation to being placed upon the risk
register.

AC24.58.8 An Independent Member (UF) drew attention to item ref
CRR24-01 - requiring to be updated to 16 not12. The Independent
member also expressed support to the Head of Internal Audit, in relation to
the definitions of objectives and the requirement for clarification:

AC24.58.9 The Chair expressed again that the Health Board Committees
should not be utilised as a line of assurance, the Committee agreed.
Attention was also raised in relation to SP14 and the due date, in relation
to capital. It was agreed for existing due dates to be left extant, along with | NC
updated due dates therein. It was agreed that the additional controls
should be linked through to the Actions necessary to mitigate the risks. The
Chair requested that all additional controls were carried through to actions
as some were not, and to ensure that narratives were accurate, citing “a
vacancy” was not a control but recruiting to a vacancy was. The Chair also
expressed concern regarding a target risk score of 1 in planned care. This
had was also been noted by the Head of Risk. Management.and the
intention was to revise the target risk, which had been discussed with the
relevant lead.

AC24.58.10 The Health Board Chair commented upon risk, in relation to
education to mitigate, along with ownership.and how the Health Board
progress risks to‘completion and delivery. A discussion ensued with
regards to trends and ownership in.relation to Audit Tracking.

RESOLVED: The Committee noted and received assurance for:

o The Chair’'s Assurance Report from the Risk Management Group held
on the 10" April 2024.

o The Board Assurance Framework, Corporate Risk Register, Divisional
Risk Registers, and emerging risks.

o Endorsing the changes around the Board Assurance Framework and
realigningment to the objectives of the Health Board, recently approved
at the March Board Meeting.

o Endorsed the closure of the 23/24 BAF noting that the development of
the 24-27 BAF will be an iterative process.

o Support of the approach to consider the frequency on the reporting of
the Board Assurance Framework, as part of a Board Development
Session on Risk Management.

FINANCE
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AC24.59 Breaches of SFIs and Scheme of Delegation

AC24.59.1 No update received. Iltem taken within Private Session.




Draft AC Minutes 07.05.24 V0.4 Draft Minutes
GlG

<L |
d NHS

Bwrdd lechyd Prifysgo
Betsi Cadwaladr
University Health Board

AC24.59.2 23/24 Annual Conformance Report

(1 April 23 - 31 March 24)

Russell Caldicott - Acting Executive Director of Finance
Andrea Hughes - Interim Director of Finance

AC24.59.2.1 The Interim Director of Finance introduced the report, and
provided the verbal overview of the key items.

AC24.59.2.2 The Committee noted the year-end report relating to.the
performance figures. The Committee also discussed items of non-
compliance in relation to Purchase Orders with Standing Financial
Instructions, the E-Waiver System Developments and Single Tender
Waivers.

AC24.59.2.3 Receivables and conformance with payroll procedures had
also been noted, along with Payables and conformance in relation to the
Public Sector Payment Policy. The Committee Chair also discussed with
the Interim Director or Finance the consequential.loss of £1,519.08,
pending final repair works. The Interim Executive Director also commented
upon areas where queries arose.

AC24.59.2.4 An Independent Member (RWJ).referred to compliance with
procedures in terms of financial instructions and procurement, and
acknowledged that movement was in the right direction.

AC24.59.2.5 The Independent Member also queried overpayments being
created via the payroll system. The Interim Executive of Finance confirmed
that overpayments had been made as a result of the staff member not
having been removed from the‘system. It was highlighted for termination
documentation to be timely upon departure; in order to prevent further
payments being made.

AC24.59.2.6 The Head of Internal Audit and Chair of the Committee
referred to outliers in relation to Purchase Order (PO) breaches. The
Interim Executive of Finance provided an overview into the circumstances
and reduction in compliance with policies and procedures, which was being
raised within the wider leadership teams in relation to training and
development.

AC24.59.2.7 The Chair and Interim Director of Finance briefly discussed
payables and the comparison of the detail, value and volume, to the
previous year end, it was agreed for the Interim Executive Director to
communicate the detail to the Chair following the meeting.

AC24.59.2.8 Chair also queried a losses and special payment item from
the year 2008/9 relating to the resolution. It was confirmed that the item
was “open” in status.

RC

10
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AC24.59.2.9 The Director of Corporate Governance acknowledged the
new e waiver system and the significant reductions, The Interim Executive
Director of Finance confirmed that the details of approvals were
incorporated therein the report within appendix 1, which allowed for
oversight and assurance.

AC24.59.2.10 The Health Board Chair thanked the Finance Team for their
significant work, and emphasised the importance of learning and
development in the future.

AC24.59.2.11 The Chair of the Committee also drew attention to the e
waiver system and noted that there were some concerns raised in a
previous Internal Audit report. The Head of Internal Audit clarified that the
review had been undertaken in October 2023 and progress had been
made since the report had taken place. The Head. of Internal Audit stated
that the expectations of the system was being tested in due course for
assurance by Internal Audit accordingly, in order to mitigate risks aligned to
the system processes.

AC24.59.2.12 Following discussion, the Interim Executive Director of
Finance strongly advised the committee that the Health Board would not
revert back to the paper based system. The Committee agreed.

AC24.59.2.13 An Independent Member (RWJ) referred.to the table of
debts, it was suggested.to brief the Committeewithin Private Section, in
response to the repayment system.

AC24.59.2.14 Chair raised a final guery in relation to the table showing the
payable balances over.6 months old; with regards to a debt due within the
2022/2023 financial year. It was confirmed that additional correspondence
detail in the further action column was to be included within a Quarter 1
update report to the Committee to provide evidence of progress.

RESOLVED: The Committee noted and discussed:

o Non-compliance of Purchase orders with Standing Financial
Instructions.

The E-Waiver System/Developments and Single Tender Waivers.
Receivables and conformance with payroll procedures.

Payables and conformance with Public Sector Payment Policy.

The Committee approved the Losses and Special Payments Report
from (January to March 2024) and the Committee approved a
consequential loss of £1,519.08.

o O O O

RC

11
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AC24.59.3 Agree the content of the Annual Accounts meeting of the
Audit Committee (Meeting to be held on 21 May 2024)

AC24.59.3.1 The Committee discussed and agreed the draft end of year
content for the Private Meeting scheduled for 21 May 2024. It was
confirmed that it was not a Workshop or Development Session.

AC24.59.3.2 It was agreed for the Draft Annual Governance Statement
(AGS) be provided in advance of the meeting, to Internal and External
Audit for comment. It was also agreed to provide the full submission of the
AGS to the July 2024 Committee Meeting.

AC24.59.3.3 The Head of Counter Fraud informed the Committee that the
Functional Standard Fraud Return was to be approved by the Committee
Chair and Interim Executive Director of Finance by 318t May. Due to the
Chairs leave the Chair needed to approve the return by 21st May 2024. It
was agreed for the item to be included withinthe 21 May Committee
meeting for wider discussion. .

PPJ/PW

KW

AC24.60 INTERNAL AUDIT

12
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AC24.60.1 To receive the Internal Audit Progress Report and Internal
Audit Reviews Limited/No Assurance Reports in Full

AC24.60.1.1 The Head of Internal Audit provided the report to the
Committee and informed the attendees of an error on the agenda stating a
surname of Thomas which should have read Jones.

AC24.60.1.2 The Committee were informed of the shorter reporting period
within the report timeline. An overview of data within the report was
presented. The Head of Internal Audit drew attention to the main oversight
of reports (draft and complete), which had been issued for the year
2023/24 relating to the key themes of compliance, governance and risk
management and reporting. The image also provided the levels current
assurance, and attention was drawn to the number of limited and
unsatisfactory audits for the period.

AC24.60.1.3 The Head of Internal Audit also_ provided a detailed overview
with regards to assurance ratings over the last § years. The Committee
noted the assurance levels reported therein the report.

AC24.60.1.4 The Committee then received an update in relation to the
Executive Summaries. It was reported that the Special Measures Audit had
had been taken through the relevant Committees; along with the
Management Response. It was recognised that the report was now within
the public domain. It was'noted that there had. been areas of concerns,
however there had been movement to progress the actions required. It was
recognised that a follow up would take please within October 2024.

AC24.60.1.5 The Deprivation of Liberty Safeguards (DoLS) Limited
Assurance report was also received, the Committee acknowledged the
amount of excellent engagement by the Team, which had been recognised
by the'Head of Internal Audit. The Committee had been presented with the
details of the management response. Chair commented upon the excellent
feedback on the engagement of the DoLS Team. The Director of
Corporate Governance informed the Committee that the report was also
discussed at the Mental Health Act and Compliance Committee.

AC24.60.1.6 The Work.n Progress summary was presented to the
Committee. Chair expressed disappointment to see a seeming lack of
progress on Health & Safety and the Operating Model reviews. The
Director of Corporate Governance acknowledged the actions, and
confirmed that work had been followed up in relation to both Health &
Safety and the Operating Model. It was agreed for the responses to be
submitted to Internal Audit, along with the Chair of Audit Committee as
soon as possible.

AC24.60.1.7 The Head of Internal Audit drew attention and expressed
disappointment to the request for the deferment of the Contracted patient

PW

13



Draft AC Minutes 07.05.24 V0.4 Draft Minutes
GlG

<L |
d NHS

Bwrdd lechyd Prifysgo
Betsi Cadwaladr
University Health Board

services: Quality and safety arrangements (Follow up) review from the
2024/25 to the 2025/26 plan. It was explained that the follow up review had
recently been agreed by the Executive team and subsequently at the
March 2024 Audit Committee. The Chair reminded the Committee of the no
assurance report that had been received in May 2023.

AC24.60.1.8 A discussion took place with regards to quality, safety and
commissioned services. The Director of Corporate Governance provided
an overview of the service elements and progression of the work. The
Interim Executive Director of Finance explained that the opportunity to
embed the newly approved framework would require time to.implement,
which was to allow the follow up to take place, by the end_ of the
2024/2025. The Committee agreed to a 6 month deferral requesting that
the review take place before the end of the current financial year it was
agreed to inform the Quality, Safety and Experience Committee of this
decision to defer by 6 months and for the QSE committee to drive progress
on recommendations from the May 23 report.

AC24.60.1.9 Performance indicators to report turnaround time was noted
as green in status. However, the Head of Internal Audit envisaged and
alerted the Committee that the status could reduce to Amber. It was
explained that the response time for BCUHB was a 20 day ruling, as
opposed to 15 for other Health Boards and Shared Services. The Chair
agreed to retain the 20 days at present, but that the Committee would keep
this under review expecting this. to revert to 15.0nce the backlog of
recommendations was cleared.

AC24.60.1.10 An'Independent Member (RWJ) referred to Limited
Assurances relating to the Lessons.Learnt Report dated July 2023, and the
follow up progress to date. It was confirmed that the Internal Audit Tracker
would provide the updates against relevant due dates. The Independent
Member envisaged Impact Assessments being undertaken, it was noted
that'the pathway to gaining insight into the recommendations would
progress in the usual manner. It was noted that the Chair of Audit
Committee would raise within the Health Board Chairs Meeting, as an
emerging topic. The Head of Internal Audit confirmed that the date of the
follow up report. would be undertaken following the risk assessment
outcome.

AC24.60.1.11 The Health Board Chair commented upon the areas of work
undertaken, whilst acknowledging the need to follow procedures, and also
to provide a wider message out to staff, in relation to efforts and challenges
in getting things right. The Interim Executive Director of Finance also
commented upon the number of limited assurance reports and delivery of
assurance in relation to progression and visibility of the tracker system.

RESOLVED: The Committee:

PPJ

KB

14
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o Received and noted the progress report, along with details
pertaining to reports issued in draft and work in progress.

o Noted the backlog of closures relating to audit recommendations.

o Approved a 6 month deferment of the Contracted patient
services: Quality and safety arrangements (follow up review) but
on the basis that this would take place in the latter part of the
current financial year.

AC24.61 EXTERNAL AUDIT

15
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AC24.61.1 Audit & Risk Committee Update

AC24.61.1.1 The Audit Wales Lead (ME) provided the routine update to
the Committee (for noting), in relation to External Audit pertaining to the
Committee.

AC24.61.1.2 The summary report provided the status and update of
current and planned accounts, performance, and the status of current and
planned audits.

AC24.61.1.3 The Audit Wales Lead informed the Committee of the link to
the good practice website therein the report, and informed.the Committee
of an awareness event in Cardiff along with a subsequent session in the
Autumn in North Wales. Committee members were encouraged to attend
the event in North Wales.

AC24.61.1.4 It was also noted that the BCUHB Draft Annual Accounts had
been received and work was in progress, along with Charitable Funds
accounts being signed by the Auditor General.

AC24.61.1.5 The Audit Lead (AD) then presented a report in relation to
performance, and addressed detail in relation.to the Financial Efficiencies
Review and the informal feedback provided. It was also noted that the
Workforce Planning Report had been finalised and presented to the
relevant Committee, along with.the Unscheduled and Planned Care review
which had also been noted and was in the process of being completed.

AC24.61.1.6 The'Committee acknowledged the ongoing work and the
positive partnership working. Ardiscussion ensued with regards to the
performance with regards to‘unscheduled care; it was confirmed that the
Audit Lead (AD) would update Chair accordingly. It was also noted that the
Corporate Governance Director would share the draft reports with
members.

RESOLVED:
e Noted the update from External Audit in relation to the accounting
and performance work.

AD
PW

16
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AC24.61.2 Structured Assessment for 2023

AC24.61.2.1 The Audit Wales Lead (AD) provided the summary overview
to the Committee.

AC24.61.2.2 The review included a focus on corporate governance
Arrangements, along with planning, financial strategy, delivery and board
effectiveness. Key points and positive challenges since 2023 were
highlighted. 8 Recommendations had been noted, and attention was drawn
to the recommendations from previous years. It was noted that.not all Audit
Wales recommendations from 2023 had been added to the audit tracker.

AC24.61.2.3 A query was raised by the Chair in relation‘to tracking of
recommendations, along with systems to manage the process. A
discussion ensued, it was agreed that progress against tracking of
recommendations and regulatory reports would.be provided to the Audit
Committee, by the Director of Corporate Governance. It was also
explained that the Health Board are reviewing other systems in relation to
tracking systems. The deadline of the 31st July was raised.

AC24.61.2.4 An Independent Member (RWJ) suggested that completion
dates be provided therein the reports, against historical recommendations
where they had not been complete. It was agreed that the Director of
Corporate Governance would provide an update to the historical
recommendations at a future meeting. f

AC24.61.2.5 Chair.also raised a question with regards to the measurement
of recommendations and impacts as noted in sections 68 — 72 of the report
and recommendation 4. Priorities and.areas for review were discussed and
it was suggested to pilot an.area to demonstrate recommendation impacts.

AC24.61.2.6 The Director of Corporate Governance confirmed that the
Board had received a copy of the draft Structured Assessment report, and
it was agreed that the Annual Audit Letter would be provided as an
appendix to the document at the next Health Board Meeting. It was also
agreed to include the Structured Assessment bi monthly on the Audit
Committee Cycle of Business to ensure the delivery of recommendations.

PW

PW

PW
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AC24.61.3 Workforce Planning Report

AC24.61.3.1 The Audit Wales Lead (AD) provided the report to the
Committee and confirmed that it had been presented to the People and
Culture Committee on the 11t April 2024.

AC24.61.3.2 As Chair of the People and Culture Committee, Independent
Member (DJ) informed the Audit Committee of the productive discussion
with regards to the report taken at the recent Meeting, along with the
positive approach to progress the recommendations. A discussion took
place with regard to the high level overview with relating to tracking of
progress, against the report and the recommendations made along with
Executive and Officer oversight.

RESOLVED:

e The Committee noted the final report, which provided detail into the
reviews, key findings and recommendations.
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AC24.61.4 Audit Plan 2024

AC24.61.4.1 The Audit Wales Lead (ME) presented the Detailed Audit Plan
for the year 2024, which provided the Audit Committee with key detail into
the forthcoming Audit Plan for the year, in relation to the accounts audit,
fees, key dates and performance.

AC24.61.4.2 Key areas of focus had been summarised by the Audit Lead,
in relation to significant financial statement risks, along with planned
responses with regards to finance. The Audit Lead drew attention to Exhibit
1 and 2 within the report and associated risks were noted.

AC24.61.4.3 Attention was also raised in relation to the Annual Audit Fee,
and it was confirmed that the fee rates for 2024-25 had increased by 6.4%,
as a result of inflation to all organisations. The Committees attention was
also drawn to the breakdown of audit fees.

AC24.61.4.4 Within the report, core members of the External Audit Team
was also highlighted upon and reference had been made to junior
member’s relations with the Health Board, It was confirmed that any
mitigations relating to the risk had been mitigated and would be monitored.

AC24.61.4.5 The Chair of the Committee acknowledged the update and
expressed her duty in accordance with the Audit Committee Handbook to
ensure value for money from the service. The fee rate increase was
discussed in detail.

AC24.61.4.6 The'Audit Wales Lead (AD) then presented the performance
related elements of the report,along with key dates for delivery. The Audit
Lead referred to the structured assessmentapproach, along with value for
money and investment approaches into reviews and delivery of planned
outputs. The scoping relating to the areas of the work and planned
timescales were provided.

AC24.61.4.7 The Interim Executive Director of Finance expressed the need
to review benefits verses realisation, whilst consideration to resources,
along with the eareful management to the financial stability of the Health
Board. The Audit Wales'Lead (AD) outlined the different approaches
available to undertaking the work plans (e.g. past, present and future
models). It was also discussed of the need for visibility and clear planning
to the approach in terms of quality governance.

AC24.61.4.8 The Chair of the Committee queried the monetary value
against the All Wales Thematic Review of Urgent and Emergency Care,
and how the offset had been made. It was noted that the value would be
classed as a refund.
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AC24.61.4.9 The Interim Executive of Finance referred to Material costs, in
relation to the low threshold position and asked the Committee to be aware
of the low materiality threshold status.

RESOLVED: The Committee received the Detailed Audit Plan for 2024.

AC24.61.5 To receive a verbal update on :

AC24.61.5.1 National Audit Reports - An External Audit Lead (AD)
summarised the high level review relating to the From firefighting to future-
proofing — the challenge for Welsh public services | Audit Wales Report,
which was published in February 2024.

AC24.61.5.2 National Accounts update for information - An External
Audit Lead (MJ) referred to a letter issued in February 2024, with regards
to the Accounts Audit Approach. It was agreed to circulate to the Audit
Committee for information.

AC24.61.5.3 The Interim Executive Director of Finance also referenced a
potential pension benefits reduction, and referred to figures within a recent
update taken at a recent Remuneration and Terms of Service Committee.

MJ

AC24.62 COUNTER FRAUD
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AC24.62.1 Local Counter Fraud - Verbal Report
Karl Woodward Head Of Local Counter Fraud Services, Finance

AC24.62.1.1 The Head of Counter Fraud thanked the Chair of the Audit
Committee for the opportunity to provide the verbal update to the
Committee.

AC24.62.1.2 It was reported that the NHS Counter Fraud Authority would
undertake a national exercise on Procurement Fraud.

AC24.62.1.3 It was also reported that the Annual Report in relation to
Counter Fraud was scheduled for presenting at the July 2024 Audit
Committee.

AC24.62.1.4 The Committee also acknowledged that the FO3 BCUHB
Counter Fraud Policy was due to be periodically reviewed and approved by
August 2024. The approval process was discussed and it was agreed to
include upon the Audit Committee Agenda in September.

AC24.62.1.5 The Head of Counter Fraud informed the Committee of new
legislation in Failing to Prevent of Fraud; which would be in effect by the
end of the year. It was noted that the Counter fraud policy heeded to be
updated in relation to this.

AC24.62.1.6 The Head of Counter Fraud also reiterated to the Committee
of the Counter Fraud Functional Standard return, which was due for
submission by the 31t May 2024.

AC24.62.1.7 A discussion took place with regards to the Committee being
provided with a written report in future at Public Session. It was agreed to
discuss within Private session, in terms of the items for inclusion.

AC24.62.1.8 In recognition of the.imminent retirement of the Head of
Counter Fraud, the Chair expressed the Committees appreciation and
thanks for.the service provided by him to the Committee and the Health
Board over many years and wished him well for his retirement.

RESOLVED:

o The verbal update was provided and it was again highlighted of the
requirement to update the Local Counter Fraud, Bribery and
Corruption Policy. The approval route was noted and it was agreed
to consider the Policy for final approval at the Committee in
September along with the Annual Report relating to Counter Fraud.

o It was agreed to provide a written report with regards to Counter
Fraud to future Committee Meetings.

Agenda
Item Sept
2024

PW/KW
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CLOSING BUSINESS

AC24.63.1 Agree Items for referral to Board / other Committees
Chair - for information

AC24.63.1.1 Items for referral to other Committees were agreed as follows:
It was discussed to include; Board Assurance Framework, Corporate Risk
Register items, Audit Tracker reporting, and Contracting of Patient Services
review and follow up. A discussion also ensued with regards to elements
with regards to health and safety, risk oversight, tracking and annual
accounts processes.

RESOLVED: It was agreed to refer the relevant items to other Committees
accordingly.

PPJ

AC24.63.2 Chairs Assurance Report
AC24.63.2.1 The items for inclusion were agreed.

RESOLVED: The Items for the Chairs assurance Report would be
included.

AC24.63.3 Review of Meeting Effectiveness

AC24.63.3.1 The Members and attendees discussed the effectiveness of
the meeting. It was agreed that.the sound quality was inadequate in parts
of the meeting, alongwith inaccessibility of some documents. It was
agreed that the quality of discussion had been good. The Chair requested
that going forward the timings on the agenda take account of the
appropriate length of time required for matters requiring a more in depth
discussion. It was noted that agenda timings today did not reflect the actual
time taken to discuss such matters.

RESOLVED: The discussion and suggestions were noted.

AC24.63.4 Date of Next Meetings
AC24.63.4.1 - 215t May 2024 — Private Session.

AC24.63.4.2 - 18th July 2024 — Full Committee Meeting.
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AC24.64 Exclusion of Press and Public
Resolution to Exclude the Press and Public —

"That representatives of the press and other members of the public be
excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on which
would be prejudicial to the public interest in accordance with Section 1(2)
Public Bodies (Admission to Meetings) Act 1960."
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Audit Committee - Public - Action Log

Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale
10. AC23. | 13/01/2024 | National Audit Report for Associate | Nov | Proposedforclosure;
93 information - The Kcting Board Director of 2023 7.5.24 - Proposed to close this action but to

update the Committee at the Audit Committee
in July 2024.

Acting Board Secretary updated the Executive
Team work plan - for inclusion by end of
November 2023

05.03.24 Tabled at the Executive Team (ET)
Meeting of the 13 March 2024. Proposed for
closure — Acting Board Secretary to confirm item
is agreed at ET.

15.03.24 ltem not agreed for closure - Closure of
this item is dependent upon the work plan being
agreed at the Executives Meeting.

16.04.24 — Item to be kept open — To continue to
monitor and focus on historical data in relation to
learning and progression. Associate Director of
Governance (PM) has met with CDIO (DR) and
agreed that this will be tabled at Informal Exec
Team agenda for 15 May or 29t May 24

22.5.24 - Associate Director to Governance to
clarify closure detail.

Secretary to add digital inclusion to | Governance
the Exec agenda and update the
Audit Committee through the matter
arising.
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Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale
11, AC24. | 11/01/2023 | Lessons Learnt ‘Make it safe Interim March | Proposed for closure.
16.1 & reviews’ system. Executive 2024 Action items Aligned together (Jan 23 and
2 Director of March 24) Items 11 and 2.
The Interim Executive Director of Finance Update to the action to be provided at the 15
Finance suggested the development March Committee.
be sighted in the Executive Team 15.03.24 Item to be kept open — The development
Meeting and that QSE has sight of of the “make it safe reviews” system was yet to be
the quality of the system. sighted at Executive Team Meeting, with onwards
progression to the Quality, Safety Experience
Committee.
05.03.24

Minor amendment to reflect EDOF agreement to
propose alignment to Action 2

07.05.24 The Interim Executive Director of
Finance confirmed that the action was moving
forwards and being shared via Operational
Teams. The Integrated Concern of Policy and
Framework was being developed and would be
taken through to the July 2024 Board Meeting. It
was also stated that the Quality Management
System will also be taken to Board in May 2024
22.05.24 - Item requested for sharing.

12.06.24 - There is a new Integrated Concerns
Policy; which is due at Board in July - Final Copy
to be provided to the Committee thereafter. It was
also confirmed that the Quality Management
System was taken to the last Health Board
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Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale
Meeting.
2. AC24. | 02/03/2024 | The Committee discussed the Item ref 2: May _
39.8 repository of learning. It was agreed | March 2024 | 2024 Action items Aligned together (Jan 23 and
to share the paper. March 24) Iltems 11 and 2.

Deputy 23.04.24 Associate Director of Governance
Executive contacted Deputy Exec Dire of Nursing to check
Director of complete.
Nursing 26.04.24 Feedback received via Deputy Director

of Quality. The specification and “wireframe” for
the app has been designed and a prototype is in
place. The next and current phase is to begin
testing the app, which will be done with the MHLD
Division. This user testing will help further refine
the app through identifying any bugs or technical
issues and inform enhancements from practical
use by front line clinicians, prior to wider roll-out.
This testing will take place over the coming
quarter.

07.05.24 Action to be followed up.

22.05.24 - Item requested for sharing.

12.06.24 — Iltem to be kept open — further detail
requested by the Director of Corporate
Governance.

26.06.24 — Confirmed that there is no paper but
the detail of the repository will be covered in the
Quality Paper to the Board.
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Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale
13 AC24. | 02/03/2024 | The current Health & Safety Policy | Associate May To be kept open.
45.12 is overdue for review. It was agreed | Director of 2024
to follow up the urgency to update Governance 23.04.24 Head of H&S contacted on 23.4.24
the out of date Policy. Note action owner is Assistant Director of

Occupational Health and Safety. Update as
follows - The responsible officer agreed an
extension on this for 6 months (that lasts until
June 2024). This will enable the new Exec
responsibilities to be defined, as the policy has to
be rewritten as the accountabilities are changing.
The version is drafted ready for confirmation of
accountabilities.

22/05/24 — The Director of Corporate Governance
reported that the Health & Safety Policy is being
revised and it is expected to be considered by the
Board in July 2024.

03/07/24 — Update provided to the People and
Culture Committee. Health Board Policy
scheduled for the meeting of the People and
Culture in August and Board approval in

September 2024.
1. AC24. | 07/05/2024 | To update the draft minutes to edit Secretariat May _
57.3.1 the word "review" to "conclude" in 2024
the reference: AC24.44.1.3. 20.5.24 — Item complete. The confirmed minutes
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Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale
are now available on the Public Web Site: Audit
Committee - Betsi Cadwaladr University Health
Board (nhs.wales).
2. AC24. | 07/05/2024 | Brief written report, listing agenda The Director May _
57.6.2 items taken in “Private Session” to of Corporate 2024
be provided. Governance Complete — written summary to be provided at
Head of each meeting
Corporate
Affairs
3. AC24. | 07/05/2024 | Terminology change - from “In Director of May _
57.6.3 committee” to “Private” in all Board Corporate 2024
and Committee Meetings for Governance Complete — terminology changed
consistency. Head of
Corporate
Affairs
4, AC24. | 07/05/2024 | Audit Tracker - progress Interim Exec July To be kept open.
57.7.5 recommendations against External Director of 2024
& Internal Audit Reports - The need | Finance/Interi 03/07/24 — Process to be developed and agreed
for a clearer process for monitoring m Director of with External Audit following the end of year
timeliness, performance, and Finance accounts process is concluded.
principles on a case-by-case basis
was raised. It was agreed that the
process for external audits needed
to be different to the proposal in 2.1
of the report.
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Status

10.06.2024 - The update at the May Audit
Committee was to provide Members with an
overarching view of the progress since January
2024. The level of detail provided in the annexes
has been reviewed.

10.06.2024 - Future reports to the Audit
Committee will ensure that there is clearer
alignment in terms of the recommendations that
are closed.

10.06.2024 - The tracking of Special Measures
will be integrated into the performance reporting
at the Board and Committees. First report will be
considered by the Board in July 2024.

" Betsi Cadwaladr
GB'Q N HS University Health Board
Action Minute | Date Agreed Action Lead Timesc
No. Ref. ale
5. AC24. | 07/05/2024 | Audit Tracker Report format to be Director of July
57.7.7 reviewed for future reporting, in Corporate 2024
terms of accessibility. Governance
6. AC24. | 07/05/2024 | Audit Tracker Report - It was agreed Chair/ July
57.7.1 for the flow of live recommendations Director of 2024
0 in relation to Appendix 7 be Corporate
reviewed. Governance
7. AC24. | 07/05/2024 | Tracking of Special Measures - It Director of July
57.8.4 was agreed to review the tracking Corporate 2024
process through Committee Governance
Structures, in order to maintain
oversight.
8. AC24. | 07/05/2024 | Progress of Risk Management. It Director of July
58.5 was agreed to; Corporate 2024
e Establish the requirement to Governance /
review the reporting updates of Head of Risk
the Risk Management Group, Management
through to Executive Team
Meetings.
e To review frequency in relation
to reporting of BAF and CRR at
Committees.

10.06.2024 - Proposal to be discussed at the
Board Development in July and report to be
presented to the Audit Committee in July before
the Board at the end of July.
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24.06.2024 - The Corporate Risk relating to the
24/25 Financial Plan has been fully updated and
has been shared with the Risk Management
Group — see CRR24-05.

17.6.24 - Risks have been further quality assured
by the risk team to ensure gaps in controls follow
as actions and this has been communicated to
corporate risk leads. The target score for planned
care was subsequently amended by the risk
lead.

26.06.2024 - Conformance Report (comparison of
PSPP (payables) Data) — Non NHS invoices paid
by number 94.5% (22/23 95.0%) and by value
97.0% (22/23 96.8%)

" Betsi Cadwaladr
GB'Q N HS University Health Board
Action Minute | Date Agreed Action Lead Timesc
No. Ref. ale
9. AC24. | 07/05/2024 | Risk updates — To update Financial Interim May
58.7 1 Risks 24.05 and delivery to the Executive 2024
financial plan. Finance
Director
9.1 AC24. | 07/05/2024 | It was agreed for existing due dates | Head of Risk May
58.9 to be left extant, along with updated | Management 2024
due dates therein. Additional
controls should be linked through to
the Actions necessary to mitigate
the risks. Target risk score of 1 in
planned care. Head of Risk
Management to revise the target
risk, which had been discussed with
the relevant lead.
10. AC24. | 07/05/2024 | Conformance Report - The Chair Interim May
59.2.7 and Interim Director of Finance Executive 2024
briefly discussed payables and the Director
comparison of detail, value and
volume, to the previous year end.
Interim Executive Director to
communicate the detail to the Chair.
11. AC24. | 07/05/2024 | Quarter 1 Conformance Report Interim July
59.2.1 update to be provided to the Executive 2024
4 Committee to provide evidence of Director

26.06.2024 - The Q1 Conformance Report will
include additional details on the progress made to
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Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale
progress in relation to payable obtain payment of receivables >6months old.
balances over 6 months old in
relation to 22/23 financial year.
12. AC24. | 07/05/2024 | Content of Annual Accounts Director of May _
59.3.2 Meeting — 21/05/24 Corporate 2024 | Completed — agenda planning has taken place.
AC24. Governance | and July
59 3.3 e Draft Annual Governance Head of 2024
Statement (AGS) be provided in Corporate
advance of the meeting, to Affairs
Internal and External Audit for
comment. It was also agreed to
provide the full submission of the
AGS to the July 2024 Committee
Meeting.
e |t was agreed that the Functional
Standard Fraud Return be
included within the 21 May
Committee meeting for wider
discussion.
13. AC24. | 07/05/2024 | Internal Audit update - Work in Directorof | June | Proposed for closure.
60.1.6 Progress summary - Lack of Corporate | 2024 Completed — reports finalised, agreed to receive
progress on Health & Safety and the | Governance the reports at the meeting in July 2024
Operating Model reviews was
raised. It was agreed for the
responses to be submitted to
Internal Audit, along with the Chair
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Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale
of Audit Committee as soon as
possible.
14. AC24. | 07/05/2024 | Quality, safety and commissioned Head of May Refer to QSE Committee.
60.1.8 services. The Committee agreed to Corporate 2024
a 6-month deferral requesting that Affairs to
the review take place before the end inform the
of the current financial year - it was Quality,
agreed to inform the QSE of this Safety and
decision and for the QSE committee | Experience
to drive progress on Committee
recommendations from the May 23 (QSE)
report.
15. AC24. | 07/05/2024 | Limited Assurances relating to the Chair July To be raised at the next meeting in August 2024
60.1.1 Lessons Learnt Report dated July 2024 | as part of feedback from Audit Committee Chair.
0 2023, and the follow up progress to
date. Chair to raise within the Health
Board Chairs Meeting, as an
emerging topic.
16. AC24. | 07/05/2024 | External Audit Update - The Audit Wales July
61.1.6 Committee acknowledged the Lead / 2024 10/06/2024 — Detail confirmed and forwarded to
ongoing work and the positive Corporate Committee Members.
partnership working. With regards to | Governance
the performance with unscheduled Director

care; it was confirmed that the Audit
Lead would update Chair
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Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale

accordingly. It was also noted that

the Corporate Governance Director

would share the draft reports with

members.
17. AC24. | 07/05/2024 | Structured Assessment — Corporate July _

61.2.3 Tracking of recommendations, along | Governance 2024 10/06/2024 - All recommendations from
with systems to manage the process Director Structured Assessments since 2019 are now
— The progress against tracking of included on the Audit Tracker, with a report on
recommendations and regulatory progress to the Audit Committee.
reports would be provided to the
Committee.

18, AC24. | 07/05/2024 | Structured Assessment - An Corporate | Future | Proposed for closure.

61.2.4 Independent Member suggested Governance | report/a | 03/07/24 - To be included on the July agenda as
that completion dates be provided Director genda | part of the audit tracking report and a report on
therein the reports, against historical item to | progress against the Structured Assessment
recommendations where they had be would be reported in September 2024.
not been complete. The Director of confirm
Corporate Governance would ed
provide an update to the historical
recommendations at a future
meeting.

19. AC24. | 07/05/2024 | » It was agreed that the Annual Corporate Proposed for closure.

61.2.6 Audit Letter would be provided Governance May | Completed.

as an appendix to the draft Director 2024

assessment at the next Health
Board Meeting.
e It was also agreed to include the
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Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale

Structured Assessment bi Bi

monthly on the Audit Committee Monthly

Cycle of Business to ensure the - CoB

delivery of recommendations.
20. AC24. | 07/05/2024 | National Accounts update - letter Audit Wales May | Proposed for closure.

61.5.2 issued in February 2024, with Lead/ Audit 2024 | 20/05/2024 — Iltem Circulated to all Audit
regards to the Accounts Audit Committee Committee Members and Attendees.
Approach. It was agreed to circulate | Secretariat
to the Audit Committee for
information.

21. AC24. | 07/05/2024 | FO3 BCUHB Counter Fraud Policy is | Counter Sept To be kept open.

62.1.4 due for review — to be and approved | Fraud Lead 2024
by August 2024. (Audit Committee 20/05/2024 - Item now on CoB for September
Agenda in September). 2024.

26.06.2024 - Counter Fraud Policy F03, is in the
process of being reviewed by the team and will be
laced out for wider consultation in July.
22. AC24. | 07/05/2024 | Counter Fraud - Written reports to Counter July _

62.1.7 be provided at Public Session going | Fraud Lead 2024 | 26.06.2024 - Future Counter Fraud Quarterly
forwards. (Non-confidential items Update Reports will be written for the Public
only). Session, with only sensitive issues being reported

to the Private Session.
23. AC24. | 07/05/2024 | Items for referral to other Head of May/Jun | Proposed for closure.

63.1.1 Committees were agreed as follows: | Corporate e 2024 | Completed. Also the Integrated Governance
Board Assurance Framework, Affairs Advisory Group receives the items that have been
Corporate Risk Register items, Audit referred to Committees.
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Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale

Tracker reporting, and Contracting
of Patient Services review and
follow up. A discussion also ensued
with regards to elements with
regards to health and safety, risk
oversight, tracking and annual
accounts processes.

Action Minute | Date Agreed Action Lead Timesc | Status
No. Ref. ale
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Cyfarfod a dyddiad: Audit Committee
Meeting and date:
Cyhoeddus neu Breifat: Public
Public or Private:
Teitl yr Adroddiad Summary of business considered in private
Report Title: session to be reported in public
Cyfarwyddwr Cyfrifol: Pam Wenger, Director of Corporate
Responsible Director: Governance
Awdur yr Adroddiad Philippa Peake-Jones, Head of Corporate
Report Author: Affairs
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FOREWORD

| am delighted to have this opportunity to introduce the NWSSP Procurement Services Annual
Assurance Report for BCUHB. May | firstly thank all Board staff for their productive engagement
with our teams across Wales in relation to local and national procurement operations. In particular,
the engagement with our Procurement and Logistics teams here in north Wales continues to
demonstrate the benefits of a positive collaborative working relationship, many of which are outlined
in this report. | also recognise the very significant challenges that NHS Wales faces on many fronts,
not least the testing financial environment and the criticality of addressing waiting lists — areas in
which procurement can and will continue to make a constructive contribution in relation to your
Board’s response to these challenges.

| believe this is a suitable point to outline some of the key national procurement initiatives and
outcomes that we have been involved with during 2023/24, all of which will have had a direct
bearing on the Health Board.

NHS Wales Value and Sustainability Board

NWSSP Procurement Services was a key contributor to the work and output of the Value and
Sustainability Non-Pay and Procurement Workstream and presented progress on the national non-
pay savings position to the Value and Sustainability Board at regular sessions throughout the year.
The outturn position for 2023/24 is represented below;

NWSSP Savings Dashboard
Cash Releasing savings
Full Year April 2023 — March 2024

42,435818

Target >= £33,191,414 33,191,414

426,795

Pipeline
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The over-delivery of cash releasing savings against target was a significant achievement in the
midst of an inflationary market for goods and services. It is recognised however that more can be
achieved with the removal of clinical variation and further consolidation of the supply base which will
improve our national negotiating position leading to downward pressure on prices. This work will be
a feature of the workplan for 2024/25 and engagement with the National Clinical Networks has
already started to identify opportunities for standardisation of key product areas.

National Distribution Centre

The nationally stocked product range sited across our warehousing network has grown over the
year by just under 10% to 2,170 individual product lines. The ambition is to further extend the range
of products stocked to allow opportunities for volume purchase, standardisation and reduced prices
to be realised. This work is ongoing with our National Sourcing Teams working closely with Supply
Chain and Logistics colleagues to identify suitable products and make best use of the increasingly
limited space available.

The following table summarises the other key activities supported by our service through the
national warehousing and distribution network with ongoing management of PPE and support to the
national vaccination programme. We are increasingly being recognised by Welsh Government as
an enabler for national programmes requiring procurement and logistics support and we continue to
work closely with them to understand and deliver on future requirements. Within 2024/25 we expect
to be pivotal to the plans for national influenza vaccination procurement, storage and dispensing
and delivery into primary and secondary care settings across Wales.

Current Performance & Future Servi€ée Improvements

3

e L S - R

2170 lines live in NDC. Includes a cleanse
of active items set up for Brexit/PPE that
Increase Nationally stocked Target for 2023/24 = 200 additional are now removed, on-going alignment
product range lines: (2000 + 200 = 2200 in total)  work including items transferred from CVT
(Lakeside) and items discontinued by
suppliers without alternative.

Periodical written updates on SCLT Updates for support on vaccination
Vaccine Programme Rollout Vaccination support provided to programme produced as required
relevant governance groups
_ Additional Warehoumns reql_uremfents Final stock holding requirements by WG
PPE Warehousing paper produced for discussion with ) .
still to be confirmed
Welsh Gov

Periodical written updates on SCLT PPE
Distribution support to Secondary care,
Primary Care Contractors and Social care
provided to relevant governance groups

Efficiency First Pick 97% 99.4%
Pathology time on vehicle 80% 85%

Monthly Finance Summary Dashboard sent
to WG. Service no longer provided post
315t March

PPE Distribution

Foundational Economy and Decarbonisation in the Supply Chain

Work continues at a local and national level to maintain and improve on the position within NHS
Wales in relation to the level of NHS Wales expenditure within the local economy and to reduce the
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carbon footprint of supply chain activity which is acknowledged to account for approximately 60% of
the total NHS Wales carbon footprint.

Throughout the year our dedicated Sustainability and Net Zero team has been working closely with
all local and national procurement teams to record, identify and support opportunities within the
national and local procurement plans to deliver improvements in foundational economy expenditure
and carbon reduction. Extensive engagement has also been undertaken with the supply base to
maximise the prospects of local suppliers securing new business with NHS Wales organisations.

The following graph illustrates that the level of non pay expenditure within the local economy is
stabilising at approximately 45% of total expenditure. As a national procurement organisation we
believe that this figure can be increased and we are now actively targeting national contracts which
can be switched from “non Welsh” to Welsh based supply through active procurement interventions
in the market.

Current Performance ’
Foundational Economy/Decgrbonisation

Percentage of Total NHS Wales Non-Pay Spend with gNeIsh Seppliers - Expenditure

£450,000,000.00

£400,000,000.00

I - -

= ||

£350,000,000.00 :

£300,000,00000

£250,000,00000

£200,000,00000

£150,000,000.00

£100,000,000.00

£50,000,000.00 . 00%
£ . 0.00%

April 2023 May 2023 June 2023 Jul-23 Aug-23 Sep-23 Oct-23 MNov-23 Dec-23

mmmm Total Spend s Welsh Spend 3 Spendin Wales

Similarly with decarbonisation we are applying a targeted approach to the procurement
workplans across Wales to achieve greatest return on our efforts. The following summary
provides an example of how the workplan is being analysed and procurement targets identified
as part of a much wider national programme.
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Current Performance .
Foundational Economy/Decgrbonisation

Health Care Planners ) All Wales Gluten Card Scheme
£6,000,000 s Pl £6,729,230
Start 01/05/24 FREL Start 01/07/24
tCO.e 742 ki 2 tCO,e 1,200

Standard & Customised Procedure Packs B Computer Consumables
£31,135,531 I £3,400,000

Start 01/09/24 _ e 3 Start 01/04/24
tCO,e 6,227 3 tCO,e 76

Example:
Recycling Of Medical Device Packaging
— CVUHB (To Be Scaled)

L
J&J will manage and co-ordinate the transport, collection and recycling of medical
device packaging and provide a monthly report on reduction of carban emissions and
savings attributed to the clinical waste

In conclusion, | wish to acknowledge the hard work and commitment of my teams across Wales,
including the local North Wales Integrated Partnership Team for BCUHB in providing you with
professional procurement support across a wide number of areas. This dedication to upholding
the highest standards has enabled NWSSP Procurement Services to retain its Customer Service
Excellence accreditation for 2024 alongside our existing accreditations for the ISO9001 &
140001 Quality Standards. We recognise the challenges ahead and | believe that continuing to
work in partnership with your Health Board at local and national levels will be key to delivering
benefits next year and thereafter.

Diolch

Az

Jonathan Irvine
NWSSP Director of Procurement Services
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BCUHB ANNUAL ASSURANCE REPORT

This report is intended to provide the Operational Finance Director with an update on Procurement activity
conducted on behalf of the Health Board during financial year 2023/24, the areas covered in this report are:

1. Savings Position

2. Tendering position (Awarded and in process)
3. Quotations (Awarded)

4. Waivers position (Issued, awarded & avoided)
5. Robotics Project progress

6. Transactional KPlIs

7. Actionpoint activity

8. Customer Service & Transactional activity

9. Welsh Government Policy Progress updates
10.Procurement Training for Health Board Staff

1. Savings Position at end Q4

The HB savings target of £2.2m full year effect cash releasing savings (equating to £1.1m in year effect) was
agreed with the HB Finance & Performance Lead in February 2023. The monthly savings returns for both
Local and National Sourcing activity are sent to the HB Savings Accountant at the beginning of each
calendar month, with the information subsequently being shared with each relevant HB Chief Finance Officer
to analyse the financial impact on their localities.

BCUHB Procurement Savings

Actual
Cash Releasing (Revenue) £3,102,110.09
Cost Avoidance (Capital & Revenue) £1,571,774.03
Cost Pressures £2,537,000
Energy Savings (Gas/Electricity) £6,300,502.69

We are pleased to report that the Integrated Partnership Team exceeded its annual ‘in year’ savings target for
the HB of £1.1m cash releasing savings by the end of Q3 and exceeded its full year savings target of £2.2m
by the end of Q4. This is particularly pleasing given that the HB continues to experience significant inflationary
pressures in an extremely challenging financial environment.

2. Tenders (Savings, Service delivery and governance)

Tendering activity is undertaken when expenditure for the procurement of goods & services required by
Health Board Departments exceeds £25,000. All opportunities to bid for Health Board contracts over £25,000
are posted via the procurement e-tender portal ‘Bravo’.

Suppliers interested in bidding for NHS Wales contracts should be directed to the ‘Sell to Wales’ website

whereby they can register their interest in receiving alerts for any relevant opportunities to supply Welsh
Public Sector organisations.

Tenders awarded

There has been significant tendering activity across the Health Board since April 23, with 118 tenders being
awarded thus far with a cumulative value of just over £27m as shown in the table below. A further breakdown
of the tenders awarded during the financial year is provided in Appendix A.
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No. Of No. Of No. Of No. Of
Tenders Vel el Tenders vl al Tenders Vel o Tenders Value of

Awarded Tenders Awarded Tenders Awarded Tenders Awarded

Tenders
Q1 awarded Q1 Q2 Awarded Q2 Q3 Awarded Q3 Q4 Awarded Q4

19 £1,304,717 23 £8,775,828 34 £11,839,536 42 £5,450,335

Tenders in process during Q4

At financial year end tendering activities for the year reached a peak with 18 tenders at various stages of
completion, with a wide variety of projects underway (see Appendix A).

Business Quality Internal Audit Programme

Each year, NWSSP Procurement Services Business Quality Team arranges a series of Internal Audit
reviews to ensure that each Procurement Team across Wales is complying with the internal Policies &
Procedures which cover all of the organisations procurement activities. Any ‘non conformances’ are flagged
to the relevant Head of Procurement for action, with re-audits taking place within a 3 month period to check
on the team’s progress against its improvement plan. The recently launched ‘Document Management
System’ has led to a delay in some of the Internal Audits taking place during the last few months. However,
we have been advised that a series of Internal Audits will be carried out during Q2 of the 24/25 financial year
on the team in north Wales, with results being fed back to the Head of Procurement. We will ensure that the
results of these audits are included in future reports to the Audit Committee.

3. Multi Quote

It is normal practice to obtain three quotes for items of expenditure between £5,000 and £25,000 which aren’t
covered by an existing contract or framework.

Multiquote is an electronic portal used by Procurement Staff to post opportunities which invite prospective
suppliers to quote for the supply of goods and services up to the value of £24,999 in line with SFls.

The table below provides a summary of quotes issued during financial year 2023/24 whilst these
procurement exercises have delivered some savings, the process undertaken has more often been to
confirm/refute the single supplier argument thus negating the need for a Single Quote Waiver with a total of
135 waivers avoided during the same period.

Q1 Q2 Q3 Q4
Quotes issued | 125 145 143 163
Savings
realised £9,285 £5,225 £13,871 £44,762
Waivers
Avoided 28 30 29 48

The graph below shows the year-to-date upward trend in quotes issued, the increase in the number of
quotation exercises conducted contributed to a further reduction in the number of requests to waive SFls
(demonstrated in the next section) during Q4 which is also reflective of our ongoing engagement with Health
Board staff.
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MultiQuote
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100
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: : L]
Q1 Q2 Q3 Q4

B Quotes Issued M Savings Released (£,000) ™ Waivers Avoided

4. Requests to waive Standing Financial Instructions & Breaches

It is normal practice to obtain three quotes for items of expenditure between £5,000 and £25,000, where this
is not possible then a single quote waiver should be obtained and approved ahead of expenditure being
committed.

For items of expenditure above £25,000 it is normal practice to request bids from multiple suppliers via the
procurement e-tender portal ‘Bravo’. Where this is not possible, a single tender waiver should be obtained
and approved ahead of expenditure being committed. Allowable rationale for a single tender waiver are:

e Follow-up work where a provider has already undertaken initial work in the same area (and where the
initial work was awarded from open competition).

e A technical compatibility issue which needs to be met, e.g. specific equipment required, or
compliance with a warranty cover clause.

¢ A need to retain a particular contractor for genuine business continuity issues (not just preferences);
or

e When joining collaborative agreements where there is no formal agreement in place. Request for
such a departure must be supported by written evidence from the Procurement Service confirming
local agreements will be replaced by an all-Wales competition/National strategy.

The table below provides a summary of waiver activity for the period April 2023 to March 2024.

Q1 Q2 Q3 Q4
Waivers Issued 62 45 16 26
Waivers Approved | 51 30 11 14
Waivers Rejected 7 13 4 2

It is pleasing to note that there has been a significant reduction in the number of approved waivers during the
period April 2023 to March 2024, the chart below provides a quarterly profile of the waiver activity for the
period.

T|Page



Waivers

70
60
50

62
51
45
40
30
30 26
: I . Es I :
7
: . Hm
— L] .-_ 2
Q1 Q2 Q3 Q4

B Waivers Issued B Waivers Approved B Waivers Rejected

Waivers issued to Health Board staff during 2023/2024 are detailed in the accompanying excel reports
(STWs /SQWSs).

Breaches of SFIls/Scheme of Delegation

There have been two recent instances where HB SFls have been breached via the retrospective award of
contracts to suppliers that have not been through a compliant procurement process. One of these breaches
(Idox Ltd) related to a contract that had been signed by a member of HB staff who did not have the delegated
authority to approve the level of spend associated with this purchase. Procurement Services have taken the
following actions to ensure such instances do not occur in the future:

- Implementation of ‘File Notes’ to capture and record instances of retrospective spend across the HB.
This will allow Procurement Services to report such instances to BCUHBs Audit Committee and will also
enable targeted intervention for repeated offenders;

- All Transactional Procurement Staff have undertaken training to enable them to spot instances of
retrospective expenditure/contract awards and how to deal with them. Staff are already aware of the ‘File
Note’ process as this is already used across our other stakeholder organisations; and

- The subject of retrospective expenditure is covered in the Procurement training sessions that have been
carried out across the HB in collaboration with colleagues from BCU Finance. The training emphasises
the importance of compliance with HB SFIs/SORD and how breaches of either process will be reported
to the HB’s Audit Committee for further action as necessary. The training has helped the Transactional
Team to feel empowered to challenge any attempts to breach HB SFls, regardless of how senior the HB
member of staff may be. This is an extremely important point as often there can be significant pressure
put upon the Transactional Team to simply ‘get the order processed’.

5. Project Progress - Supply X / Scan for Safety

There are two national initiatives led by Procurement Services on behalf of Welsh Health Boards, being
Supply X and Scan for Safety(S4S).

Eluned Morgan, Minister for Health and Social Services commented:

“Patient safety is at the heart of the NHS Wales Scan4Safety programme. The introduction of barcode
scanning and the automation of the link between uniquely identified products, places and people, provides
real-time data at the point of care and instant traceability of implanted medical devices should a product or
patient recall be required. The investment in this Once for Wales initiative will also deliver significant financial
savings, improved stock management, removal of time-consuming administrative tasks from clinical staff at
the same time as safeguarding our patients from avoidable harm.”

BCUHB, over recent years has introduced SupplyX, an inventory management solution, across wards and
some theatres in support of the materials management function. Omnicell's SupplyX is active across all
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BCUHB District General Hospitals with a total of over 200 wards linking product to place. The majority of
theatres/POC also have their inventory managed with a combination of Omnicell cabinetry and SupplyX
handsets.

During the first part of the year the inventory management capability extended to the following BCUHB areas:
A further 9 YG Wards

Llandudno Orthopaedics

Wrexham Maelor Theatres

Community hospitals across Denbigh, Ruthin, and Holywell

Multiple Abergele Wards

Usage data will also be reviewed to optimise stock levels and deliver further cost avoidance savings across
the existing network e.g. 42 YGC wards, 34 YG wards and 56 WM wards.

BCUHB cost avoidance savings since 2019 through the inventory management phase of the S4S
programme have yielded over £800k.

Progress made in Q4

In Q4 work is progressing between the S4S national team and BCU in relation to BCU server migration to
National to allow BCU systems to be upgraded from V.23.5. A Test environment has been created as a key
starting point.

SupplyX V.25 has been successfully tested in YGC as part of the phased upgrade. User training is being
planned as we progress towards V.28.

Omnicell rollout continues along with recommissioning of Wrexham Maelor Theatre A cabinetry.

Actions outstanding at the end of Q4

Scan for Safety, however, is far more than just inventory management, the solid foundations established
within BCUHB provide an ideal launch pad for extending the use of SupplyX in the data capture and linkage
across patient pathways. To facilitate that product patient linkage DHCW have successfully developed
(currently in non-live version) a feed from BCUHB Patient Administration System (PAS) to Omnicell’s
SupplyX inventory management system

BCU to continue to work with Shared Services to progress the already built, patient feed, to be tested and
switched on to ‘live’ to allow products to be scanned to patients.

Key benefits of product to patient linkage
- Ability to track products to patients.
- Ability to swiftly remove ‘recalled’ products.
- Ability to quickly identify patients that have a recalled product (days of clinical effort
reduced to <thr)
- Ability to flag product alerts at point of use.
- Reduction of ‘never’ events and improved patient outcomes
- Automated device information linkage to patient records
- Fewer cancelled procedures due to product unavailability
- Increased access to information for clinicians to support decision making.
- Increased confidence of having the right product for the right patient
- Learning process augmented by data and insights.
- Gateway to further S4S use cases e.g. patient tracking.
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6. Transactional Activity Performance Indicators

These data sets relate to the All Wales KPls for transactional activity undertaken by both Health Board
(requisitioners) and Procurement staff when committing expenditure on behalf of the Health Board.

Requisitions are requests raised by Health Board staff and are categorised as either Catalogue or Non-
Catalogue requests.

e Catalogue requests are predominantly ‘on-contract’ items used within NHS Wales which
have been pre-loaded into Oracle for ease of ordering. Requests for these items
automatically generate a purchase order once the requisition has passed through the
approval hierarchy within Oracle.

¢ Non-Catalogue requisitions require buyer intervention either via the conducting of a
multiquote exercise or further investigation and comparison with contracted lines available
from other suppliers.

Catalogue coverage continues to increase steadily with 88% of expenditure via Oracle Purchase Order now
automated due to increased contract coverage in relation to non-pay expenditure.

Whilst the KPI target for No PO No Payment is being achieved the monthly report issued by Accounts
Payable highlight the pressing need for action on the number of aged invoices without a Purchase Order
which has consistently hovered at over 2,000 invoices for much of the financial year.

Retrospective Purchase Orders have seen significant increase in Q4, a breakdown of retrospective orders
per month can be viewed in the chart below and are reported by Finance colleagues to the Audit committee.
Procurement staff are working with service users to educate them as to best practice and to re-emphasise
the SFI requirements of Purchase Order in advance of commitment to expenditure.

KPI Title Definition/Target Jan Feb March
Catalogue Increase catalogue coverage to meet
Coverage All Wales target of 80% 88% 90% 87%
No PO No Payment | Reduction in the number of manual
invoices paid where it has been 89% 89% 84%
agreed to raise a PO, target 80%
Retrospective Reduce the number of retrospective
Orders orders raised 625 463 653
Requisitions Requisitions turnaround within 3 days o
All Wales target of 90% 90%
Requisitions Requisitions returned due to lack of
returned information or item was a catalogue 197 212 174
line

In the later part of Q4 requisition turnaround has fallen well below the All-Wales target of 90%, this figure has
been heavily influenced by the additional non-pay controls implemented across the Health Board during
February and March.

Procurement & Finance ‘Procure to Pay’ (P2P) Meetings

Procurement Services have attended regular P2P Meetings with BCU Finance colleagues to address a
number of common themes across both organisations, including:

- Clearing historical Invoice on Hold (IOH) backlog;

- Implemented process improvements in relation to Home Delivery of Diabetes Products, which will have a
direct impact on number of manual purchase orders raised and reduction of IOHSs;

- Working with BCU Systems colleagues and BCU Dental staff to move towards automation of their
ordering processes;
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- Established a Task & Finish Group to explore requirements for Out of Ours orders of Bariatric Beds &
Equipment, which will be added as a separate Lot in a forthcoming tender process later this year;

- Refreshed and updated the Budget Managers Handbook and Procurement Guide alongside BCU
Finance colleagues; and

- Supported introduction of Financial ‘Grip & Control’ measures within Oracle at Financial year end in
order to reduce unnecessary expenditure.

7. Action point customer calls received / responded to.

ActionPoint is the Procurement Teams customer service portal through which much of our communication
with day-to-day service users is conducted. The portal is manned Monday to Friday and provides Health
Board and Procurement Staff alike with an auditable trail on the incoming requests received by the team in
terms of responsiveness and advice provided. The portal typically receives between 3,000 and 4,000 calls
per month from our service users as is demonstrated in the table below. Calls fell slightly at the end of Q4 in
part as Financial Year end crossed with the Easter Holiday break.

Q1 Q2 Q3 Q4
10,123 9467 9014 7324

ActionPoint Calls

12000 10123
9467
10000 2014

8000 7324
6000
4000
2000
Q1 Q2 Q3 Q4

H Calls Received

The team aim to resolve most calls within 24 — 48hrs dependent on the nature of the incoming enquiry, the
exception being calls requiring additional information from requestors and suppliers which can often take up
to 5 working days to resolve. All calls were addressed and closed by the end of each quarter.

The table below provides a summary of the Top 5 enquiry types by volume of calls received, most of the PO
queries received in the later part of Q4 related to requisitions that were pending action due to the change
controls in place.

Q4 (JAN-
1 (APR - JUN) Q2 (JUL - SEP T-DE
Enquiry Type Q1 ( JUN) Q2 (JUL-SEP) Q3(OC C) MAR)

No. of calls No. of calls No Of Calls No Of Calls
Purchase Order Query

Supplier Set Up

General PO Query

Product Enquiry

Delivery Issue (non-stock)

Grand Total

8. Customer Service & Transactional Activity
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Transactional activity is predominantly activity undertaken in relation to non-catalogue requisitions received
which require manual intervention by our buyers. Procurement services are working towards increased
automation of purchase orders across the health board, the table below demonstrates that the percentage of
non-catalogue lines fell to 15% in the final quarter of 2023/24, this figure is expected to continue to fall as our
focus moves towards educating our service users with regards to alternative or similar items available on the
existing catalogues and contracts.

No. of No. of % of % of non- No. of No. of Total
Requisitions lines Catalogue catalogue Purchase Suppliers Expenditure
lines lines Orders on PO
Q1 23,431 105,858 | 81% 17% 42,960 1964 £56,677,598
Q2 23,797 110,791 | 82% 18% 42,878 1939 £54,854,345
Q3 23,146 106,521 | 83% 16% 41,500 1937 £85,091,795
Q4 22,254 100,925 | 85% 15% 39,002 1826 £58,921,822

The g_;raphs below show the full year profile of transactional activity.

Transactional Activity - No. of Requisitions.
400,000
350,000
300,000
250,000
200,000
150,000

100,000

[ | | [ | - o
Q1 Q2 Q3

0
Q4 Grand Total

m Catalogue mExernal mNon-Catalogue ™ Non-iProc

Transactional Activity -
% of Catalogue & Non-Catalogue Lines.

100.00%

80.00%

60.00%

40.00%

] ] O - ]
Q1 Q2 Q3 Q4

0.00%
Grand Total

B Catalogue Lines B Non-Catalogue Lines
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Transactional Activity - Total Expenditure on PO.

£300,000,000.00
£250,000,000.00
£200,000,000.00
£150,000,000.00
£100,000,000.00

Q1 Q2 Q3 Q4

£0.00
Grand Total

H Total Value

9. Welsh Government Policy Progress Update

NWSSP is responsible for ensuring that Welsh Government’s key policy areas are considered during all of
our day-to-day procurement activity for BCUHB. This includes policies such as the Well Being of Future
Generations, Foundational Economy, Sustainability, Social Value and Decarbonisation. This information is
reported into Welsh Government monthly.

The table below provides the Health Board with brief headlines on projects linked to the delivery of the above
policies affecting procurements conducted on behalf of the Health Board.

WG Policy Progress update

Foundational Economy 19 contracts awarded to Welsh Suppliers — total value
£1,864,392.75

Decarbonisation BCUHB Re-Fit tender currently at CARR but will look at providing
energy reduction and alternative energy schemes to the Health
Board.

10. Procurement Training for Health Board Staff

Procurement Services in collaboration with BCU Finance colleagues have commenced the delivery of a
rolling programme of Procurement Awareness Sessions across the Health Board.

At the start of Q3 we supported the delivery of awareness sessions to Finance colleagues across the Health
Board with a specific focus on early procurement engagement and the alignment of procurement processes
with the Health Boards SFls.

In early 2024 we further embarked on a rolling programme of Procurement awareness sessions for both the
Executive Team and Senior budget managers delivering at least one session to each of the 3 IHCs in East,
West and Central by the end of Q4.

Feedback has been positive overall with several speciality areas approaching Procurement staff outside of
the sessions for further support with planning their future procurements.

11. Procurement Actions following NWSSP Audit Services’ Contract &
Procurement Review of BCUHB

Procurement Services has worked alongside colleagues in BCU Finance and NWSSP Audit & Assurance
Services to respond to the recommended actions following the Contract & Procurement Review. Some of
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these were joint actions to be addressed by both BCU Finance and Procurement Services, while some were
specific to Procurement Services. The table below shows the relevant Audit recommendations and the
relevant actions taken to address them:

Recommendation Reference

Recommendation Detail

Action Taken

AR-03

All Wales Procure to Pay Manual to
be reviewed to ensure content is
accurate and up to date

Manual has been reviewed as
part of launch of NWSSP
‘Document Management
System’. Plans are also in place
to refresh the manual when new
Procurement Regs have been
implemented.

scrutinised to ensure compliance with
SF1 11.13.3 and reject if criteria not
met

AR 13 Review escalation routes within the Quarterly Procurement highlight

HB for the Head of Procurement report has been resurrected and
will include details of any areas
of concern for escalating within
the HB.

AR-14 Blank email/fax details on purchase In agreement with colleagues in
orders to be reviewed regularly Accounts Payable, a regular

report will be provided to the AW
P2P Forum around management
of the Supplier Database and
progress with cleansing any
missing data from supplier
accounts.

AR-17 Supplier Header data in eCM not As part of Procurement Services
consistent with data held in Oracle tender processes, suppliers are

reminded of their obligations to
keep their details updated in both
systems. NWSSP have no
control over supplier details in
eTenderWales system as this is
managed by an external provider
on behalf of Welsh Public Sector.

AR-18 Annual Assurance Report — Director The recently launched
of Procurement Services ensures that | ‘Document Management System’
all policies, procedures and guidance | incorporates the most up to date
documents are up to date in line with | guidance for Procurement and
SFls. HBs. The system will also be

refreshed regularly to ensure that
information is accurate and
current.

AR-19 Annual Assurance Report — Identify Meeting scheduled with Exec
forum for Procurement Services to DOF, Operational DOF and
present report representatives from

Procurement Services on 28"
June

AR-20 Procurement Bill — Procurement All Procurement Services staff
Services to ensure NHS Wales is are undertaking training during
ready for any changes to procurement | Summer 24 in readiness for the
legislation and provide updates to launch of the new Procurement
HBs around impacts of any changes. | Regs in the Autumn. Training will

be provided to HB Exec Teams
and Staff once full impact of
changes is known.

AR-21 SQA/STW applications to be E-Waiver System upgrade has

been completed and complies
with SFI 11.13.3. Procurement
Services has seen a significant
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decrease in the number of waiver
requests during last few months
and this number is expected to
decrease further over time.

AR-22 NWSSP to provide information to HB
on services provided to other
HBs/Trusts

HOP met with peers across
Wales to discuss additional
services offered to other
HBs/Trusts, with information
subsequently shared with BCU
Finance colleagues for
information purposes. In
summary, any additional services
provided by other Procurement
Teams are funded directly by
their relevant HB.

Report Produced for Betsi Cadwaladr University Health Board
Report prepared on behalf of NWSSP Procurement Services by;

Jonathan Irvine, Director of Procurement Services

Wyn Owens, Head of Operational Procurement & National Sourcing

Sian Owens, Assistant Head of Operational Procurement
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Appendix A — Tenders Awarded and Tender in Progress (Quarter 4)

Awarded To Award Board Contract Source Of Purchase of
—_— Date Approval | Value £000 Funding goods/Lease/Staff
JRS MECHANICAL
SERVICES LTD 04/01/2024 | NO £131,631.01 | CAPITAL PURCHASE
ARCHUS 23/02/2024 | NO £52,740.00 CAPITAL PURCHASE
AE&ATLEWIS LTD 08/02/2024 | NO £64,489.08 CAPITAL PURCHASE
PREMIER COMPLIANCE UK | 18/03/2024 | NO £21,682.50 CAPITAL PURCHASE
COLEVANELECTRICAL | 01/02/2024 | NO £22,000.00 | CAPITAL PURCHASE
CAE TECHNOLOGY LTD 25/01/2024 | YES £1,015,502.36 | CAPITAL PURCHASE
CENTERPRISE
INTERNATIONAL LTD 30/01/2024 | NO £355,807.50 | REVENUE

SERVICE
MPH CONSTRUCTION LTD | 22/01/2024 | NO £189,432.54 | CAPITAL PURCHASE
INSIGHT DIRECT LTD 24/01/2024 | NO £34,756.32 REVENUE PURCHASE
PREMIER COMPLIANCE 07/03/2024 | NO £60,883.05 REVENUE SERVICE
BLOCK SOLUTIONS LTD 27/02/2024 | NO £323,192.12 | REVENUE PURCHASE
DELL COMPUTER
CORPORATION LTD 31/01/2024 | NO £17,263.46 CAPITAL PURCHASE
RAFFERTY SPECIALIST
ACCESS SERVICES LTD 01/03/2024 | NO £50,595.00 REVENUE PURCHASE
SOFTCAT 01/02/2024 | NO £30,643.80 REVENUE PURCHASE
CDWLTD 01/02/2024 | NO £5,023.38 REVENUE PURCHASE
GARTNER UKLTD 01/02/2024 | NO £55,150.00 REVENUE LEASE
CENTERPRISE
INTERNATIONAL LTD 04/03/2024 | NO £442,638.50 | CAPITAL PURCHASE
SOFTCAT 14/03/2024 | NO £79,945.05 REVENUE PURCHASE
MPH CONSTRUCTION LTD | 06/02/2024 | NO £172,947.90 | REVENUE PURCHASE
PETER T GRIFFITHS LTD 06/02/2024 | NO £30,730.50 REVENUE PURCHASE
PETER T GRIFFITHS LTD 07/02/2024 | NO £32,461.62 REVENUE PURCHASE
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SGC HOLDINGS LTD 09/02/2024 | NO £462,389.76 | REVENUE PURCHASE
oS COMMUNICATIONS | 04/03/2024 | NO £116,208.41 | CAPITAL PURCHASE
MPH CONSTRUCTION LTD | 21/02/2024 | NO £128,945.84 | CAPITAL PURCHASE
MPH CONSTRUCTION LTD | 21/02/2024 | NO £77,183.57 | CAPITAL PURCHASE
SP NETWORKS 21/02/2024 | NO £138,342.20 | CAPITAL PURCHASE
MPH CONSTRUCTION LTD | 21/02/2024 | NO £10,287.78 | CAPITAL PURCHASE
MPH CONSTRUCTION LTD | 21/02/2024 | NO £19,895.99 | CAPITAL PURCHASE
PETER T GRIFFITHS LTD | 21/02/2024 | NO £11,030.51 | CAPITAL PURCHASE
PETER T GRIFFITHS LTD | 21/02/2024 | NO £13,281.30 | CAPITAL PURCHASE
SOMPUTACENTER (UK) | 05/03/2024 | NO £45735.97 | CAPITAL PURCHASE
ATKINS REALISS 23/02/2024 | NO TBC CAPITAL PURCHASE
SOFTCAT PLC 26/02/2024 | NO £31,769.47 | CAPITAL PURCHASE
SGC HOLDINGS LTD 01/03/2024 | NO £30,000.00 | CAPITAL PURCHASE
MPH CONSTRUCTION LTD | 04/03/2024 | NO £7,367.64 | CAPITAL PURCHASE
GLEEDS ADVISORY 04/03/2024 | NO £39,408.00 | CAPITAL PURCHASE
LIMITED No

PETER T GRIFFITHS LTD | 07/03/2024 | NO £44,988.35 | CAPITAL PURCHASE
CDW LTD 14/03/2024 | NO £42,040.07 | CAPITAL PURCHASE
MPH CONSTRUCTION LTD | 20/03/2024 | NO £65,409.53 | CAPITAL PURCHASE
IDOX SOFTWARE LTD 14/03/2024 | NO £208,433.99 | CAPITAL PURCHASE
PETER GRIFFITHS LTD 27/03/2024 | NO £74,838.30 | CAPITAL PURCHASE
PEN Y BRYN JOINERY LTD | 29/01/2024 | NO £692,273.38 | CAPITAL PURCHASE
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Tenders in process during Q4

Total Co
ntract

Governance

Contract .
, Service or

Tender Ref Duration Current Status

Department

Title

Value Savings
At evaluation -
Can't confirm final
BCU-MIN- | BCUHB RE- | CORPORAT One Off £5,000,00 Savinas costs until winning
55076 FIT E 0.00 9 bidder undertakes
surveys and
proposals.
ENLLI ITU
B%ﬁ;&ﬂéN' UFY\CIBAI\-'\’i\EE)E PIC_':EIII:II-I?\JLG One Off TBC Governance | CARR in progress.
PHASE 3
YSBYTY
GWYNEDD In discussion to re-
BCU-ITT- PATHOLOG CAPITAL phase the works
54230 | YPHASED | PLANNING | ©OneOff | TBC | Governance | "y %) capital
REVITALIS budgets.
ATION
ELECTRON
IC
BCU-MIN PRE%C;IBI ° Yfars . Notificati f
54633 | VIEDICINES ICT Optional | TBC Service standstll sent
ADMINISTR Extension) -
ATION
(EPMA)
SYSTEM
BCUMIN- | SURVEYS £500,000 Pending post-
54842 ACROSS ESTATES One Off 00 Governance | t.?ndﬁr
BCUHB clarifications.
PROVISION
OF GMS
CONTRACT
BCU-ITT- SERVICES PRIMARY GMS - £0.00 Governance At evaluation
55121 IN BETWS CARE Indefinite ) stages.
Y COED,
NORTH
WALES
BCUHB
EDUCATIO PRIMARY 1 Year (1
BCU-OJEU- N AND AND Year £400,000. Service At evaluation
55140 TRAINING | COMMUNITY | Optional 00 stages.
PROGRAM CARE Extension)
ME
LLANDUDN
O .
BCU-ITT- | ORTHOPAE | CAPITAL | .. |£578276| o Peg‘i‘g%gﬁi‘“
55209 DIC - PLANNING 4.30
ENABLING approvals.
WORKS
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BCU-ITT-
55266

PROVISION
OF MUSIC
INTERVENT
ION
THERAPY

CAMHS

2 Years (1
Year
Optional
Extension)

£62,000.0
0

Service

CARR with
Finance.

BCU-ITT-
55278

FIRE
ALARM
UPGRADES
- BRYN
BERYL
HOSPITAL
AND
PENRHOS
STANLEY
HOSPITAL

ESTATES

One Off

TBC

Governance

Pending post-
tender
clarifications.

BCU-ITT-
55282

FIRE
ALARM
UPGRADES
- ERYRI
HOSPITAL

ESTATES

One Off

£50,494.7
6

Governance

To be Awarded.

BCU-OJEU-
55283

COMMUNIT
Y DENTAL
IT
SOLUTION

ICT/DENTAL

4 Years (2
Year
Optional
Extension)

TBC

Service

At evaluation
stages.

BCU-ITT-
55494

LEVEL 3
WEIGHT
MANAGEM
ENT
SERVICE

DIETETICS

2 Years

TBC

Service

At evaluation
stages.

BCU-OJEU-
55488

PROVISION
OF
BRANDED
MERCHAN
DISE FOR
NORTH
WALES
CHILD &
ADOLESEN
T MENTAL
HEALTH
(CAMH)
SCHOOL
IN-REACH
SERVICE

CAHMS

2 Years (2
x 1 Year
Optional
Extension
s)

TBC

Governance

At evaluation
stages.

BCU-DCO-
55516

PROVISION
OF
ABORTION
CARE
SERVICES

COMMISIONI
NG

TBC

TBC

Service

Pending end users
for way forward.

BCU-ITT-
55630

PROVISION
OF C-CARD
SCHEME IN
NORTH
WALES
FOR AGES
13-25

PROFESSIO
NAL
SERVICES

3 Years

TBC

Service

At evaluation
stages.

BCU-DCO-
55896

BCU FUEL
CARDS

FLEET/TRAN
SPORT

TBC

TBC

Service

SLA agreement
awaiting HB signoff
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BCU-MIN-
55942

PROVISION
OF CISCO
UNIFIED
COMMNICA
TIONS
ENDPOINT
S FOR
VARIOUS
SITES

ICT

One off

TBC

Governance

At evaluation
stages.
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Teitl adroddiad:

Report title:

Risk Report & Corporate Risk Register

Adrodd i:

Report to:

Audit Committee

Dyddiad y Cyfarfod:

Thursday, 18 July 2024

Date of Meeting:
Crynodeb The purpose of this standing agenda item is to provide an update
Gweithredol: position of the Corporate Risk Register, June Internal Audit report and

Executive Summary:

Risk Management arrangements and role of Risk Management Group
proposal.

The June Internal Audit report on Risk Management arrangements
across the Health Board notes Limited Assurance and management
response (Final report Appendix 1).

The body of this report draws out one of the recommendations from the
Internal Audit report around reviewing the role of Risk Management
Group and proposes a 3 x a year Risk Forum and a monthly Risk
Scrutiny Group.

This paper further presents the corporate risk dashboard and report
highlighting risks and updates following review of the individual risks.

Of the 17 Corporate Risks, 139 actions have been developed to
mitigate the risks 29 actions have been completed, 104 actions are
progressing and on track and 6 actions are overdue.

Appendix 3 & 4 outlines key updates to our organisation's risk
framework and procedures. The changes reflect approved changes at
the Executive Team Meeting 20/06/24 and Risk Appetite Board
Development Session 27/06/24.

Appendix 1 - Internal Audit Report and Recommendations

Appendix 2 - Full corporate risk register as of June 2024.

Appendix 3 - Risk Management Framework - highlights key updates
and changes.

Appendix 4 - contains the Risk Management Procedure and highlights
key updates and changes.

Argymhellion: The Committee is asked to endorse:
Recommendations: 1. The management response of Internal Audit report.
2. The recommendations made around the Risk Scrutiny Group
and key updates and changes to the Risk Framework and
Procedures.
3. The Corporate Risk Register.
Arweinydd

Gweithredol:

Pam Wenger, Director of Corporate Governance
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Executive Lead:

Awdur yr Adroddiad:

Nesta Collingridge Head of Risk Management

Report Author:
Pwrpas yr I'w Nodi | Benderfynu arno Am sicrwydd
adroddiad: For Noting For Decision For Assurance
O

Purpose of report:
Lefel sicrwydd: Arwyddocaol Derbyniol Rhannol Dim Sicrwydd

Significant Acceptable Partial No Assurance
Assurance level: O O O

Lefel uchel o
hyderi/tystiolaeth o ran
darparu'r mecanweithiau
/ amcanion presennol

High level of
confidence/evidence in
delivery of existing
mechanisms/objectives

Lefel gyffredinol o
hyder/tystiolaeth o ran
darparu'r mecanweithiau
/ amcanion presennol

General confidence /
evidence in delivery of
existing mechanisms /
objectives

Rhywfaint o
hyder/tystiolaeth o ran
darparu'r mecanweithiau
/ amcanion presennol

Dim hyder/tystiolaeth o
ran y ddarpariaeth

No confidence / evidence
in delivery

Some confidence /
evidence in delivery of
existing mechanisms /
objectives

Cyfiawnhad dros y gyfradd sicrwydd uchod. Lle bo sicrwydd 'Rhannol' neu 'Dim
Sicrwydd' wedi'i nodi uchod, nodwch gamau i gyflawni sicrwydd '‘Derbyniol' uchod, a'r

terfyn amser ar gyfer cyflawni hyn:

Justification for the above assurance rating. Where ‘Partial’ or ‘No’ assurance has been
indicated above, please indicate steps to achieve ‘Acceptable’ assurance or above, and

the timeframe for achieving this: N/A

Cyswllt ag Amcan/Amcanion Strategol:

Link to Strategic Objective(s):

Detailed in the BAF report and how the CRR
aligns to the revised BAF

Goblygiadau rheoleiddio a lleol:

Regulatory and legal implications:

It is essential that the Board has robust
arrangements in place to assess, capture and
mitigate risks, as failure to do so could have
legal implications for the Health Board.

Yn unol 4 WP7, a oedd EqlA yn
angenrheidiol ac a gafodd ei gynnal?

In accordance with WP7 has an EqIA been
identified as necessary and undertaken?

Not applicable for this report

Yn unol 48 WP68, a oedd SEIA yn
angenrheidiol ac a gafodd ei gynnal?

In accordance with WP68, has an SEIA
identified as necessary ben undertaken?

Not applicable for this report

Manylion am risgiau sy'n gysylltiedig a
phwnc a chwmpas y papur hwn, gan

Board Assurance Framework due for review
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gynnwys risgiau newydd (croesgyfeirio at y
BAF a'r CRR)

Details of risks associated with the subject
and scope of this paper, including new
risks( cross reference to the BAF and CRR)

Goblygiadau ariannol o ganlyniad i roi'r
argymhellion ar waith

Financial implications as a result of
implementing the recommendations

The effective and efficient mitigation and
management of risks has the potential to
leverage a positive financial dividend for the
Health Board through better integration of risk
management into business planning, decision-
making and in shaping how care is delivered
to our patients thus leading to enhanced
quality, less waste and no claims.

Goblygiadau gweithlu o ganlyniad i roi'r
argymbhellion ar waith

Workforce implications as a result of
implementing the recommendations

Failure to capture, assess and mitigate risks
can impact adversely on the workforce.

Adborth, ymateb a chrynodeb dilynol ar 6l
ymgynghori

Feedback, response, and follow up
summary following consultation

Quality assurance by Corporate Risk
Management Team and some have been
updated and presented to Risk Management
Group. Some risks were delayed and since
updated by leads for this paper so not seen at
the Risk Management Group, however,
presented at Executive Team on the 19" June
2024.

Cysylitiadau a risgiau BAF:
(neu gysylltiadau &'r Gofrestr Risg
Gorfforaethol)

Links to BAF risks:
(or links to the Corporate Risk Register)

See the individual risks for details of the
related links to the Board Assurance
Framework.

Rheswm dros gyflwyno adroddiad i fwrdd
cyfrinachol (lle bo'n berthnasol)

Reason for submission of report to
confidential board (where relevant)

N/A
Cyber risk CRR24-17 excluded from the

paper

Camau Nesaf:

Next Steps:

1. Risk Scrutiny Group and recommendations from Internal Audit to be progressed.

Rhestr o Atodiadau:

List of Appendices:

o Appendix 1 - Internal Audit Report and Recommendations
e Appendix 2 - Full corporate risk register as of June 2024.
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Appendix 3 - Risk Management Framework and highlights key updates and changes.
Appendix 4 - Risk Management Procedure and highlights key updates and changes.
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RISK MANAGEMENT REPORT - AS AT END JUNE 2024

1. PURPOSE

The purpose of this report is to provide the Audit Committee with the recent internal audit
report, provide a proposal for some of the recommendations and to present the corporate risk
register.

2. INTERNAL AUDIT RISK MANAGEMENT - ‘LIMITED ASSURANCE’

Internal Audit have undertaken the planned annual audit of arrangements of risk management
noting limited assurance. During the last 12 months significant work has been undertaken to
make improvements to the management of risk.  This is recognised but the Board and the
commentary in the Internal Audit Report are reflective of that progress.  The Executive Team
recognise that progress made and support the actions outlined to address the ‘Limited
Assurance’ Internal Audit Report.

There are actions in which the corporate Risk Management team need to improve quality
assurance of all risks and monitor risks which are overdue. It is recommended that corporate risks
need to be better scrutinised, and the role of risk management should be reviewed. For assurance
to the Executive Team several actions are already underway by the corporate risk team. A
summary of findings is provided in Table 1 below.

Table 1

Matters which require management attention

The content and quality of the Operational risk registers varies. Risk dates were overdue for almost a
quarter (23%) of risks reviewed.

Whilst there has been an improvement in the scrutiny arrangements within the Corporate Risk Team,
there is not consistent scrutiny of risks across operational areas.

The Corporate Risk Register has been reviewed and consolidated, however further work is required to
ensure information on controls, actions and lines of assurance are captured in sufficient detail to provide
assurance to the Health Board.

Whilst the Risk Management Group brings together representatives from across the Health Board, the
membership is wide, and the agenda is large, so there is often not sufficient scrutiny of corporate or
operational risk registers

The full management response is attached at Appendix 1.

2.1 Role of Risk Management Group Proposal

The Risk Management Group has provided a mechanism for the detailed consideration of risk

registers in BCUHB. However, it has appeared on times to provide confusion in relation to the
5
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accountability and responsibility for Risk Management in the organisation. Each Directorate is
responsible for the management of risks and the framework in place should allow for the
escalation and monitoring of operational risks through the governance structures, such as the
IHC Board.

Any risks that require escalation should be considered by the IHC Board and form part of the
overarching governance arrangements, and will also be monitored through the Health Board
Performance Management Framework.

There is a need to ensure the appropriate escalation and management of risks have appropriate
scrutiny before they are considered by the Executive Team and the current role of the Risk
Management Group confuses this accountability and therefore it is proposed to integrated the
processes through the normal governance arrangements and frameworks already in place. The
following therefore outlines the approach that is recommended.

Table 1 - Summary of Proposal

Summary of Proposal

1. IHC and Corporate Functions will be required to provide a monthly exception report
which will highlight any critical risks for consideration on the CRR and/or de-escalation.

2. Risk Management Team would support and review the production of this information
ahead of a Risk Scrutiny Group.

3. A monthly Leadership Team will need to consider risk exception reports before an
Executive Lead sign off along with the rationale for the risk escalation.

4. This would be a feedback loop process. It is equally important that feedback from Risk
Scrutiny Group is reported back to IHC's, Directorates/Services and Functions.

5. Risk Scrutiny Group to meet once a month, to prior to a monthly Executive Team
meeting.

6. The Risk Scrutiny Group (supported by the Risk Management Team) would approve a
monthly Corporate Risk Register to the Executive Team (Terms of Reference drafted for
review at the first meeting 09/07/24 and subsequent approval at the following
Executive Team meeting).

7. Corporate Risk Register would be considered and approved at Executive Team on a
monthly basis. This would result in a definitive Executive Team approved monthly
Corporate Risk Register.

8. This would then be reported to the Committees in their two monthly cycle (risks
above tolerance or minimum quarterly) of and also received at the Board on a
quarterly basis.

9. Risk Management Forum to meet 3 times a year to receive risk
performance/governance reports and governance arrangements of risk management
(for example, approval of Framework/Procedures).
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A key element of these proposals is to facilitate a monthly discipline of risk scrutiny and escalation
that supports a definitive monthly approved Corporate Risk Register that then informs
Committee and the Board. The summary of which is outlined below

e Week 1- Risk Management Team works with IHC and Corporate Functions to prepare
information for review.

e Week 2 — Risk Scrutiny Group meets (as scrutiny of any critical risks)

e Week 3 — Executive Team receives and considers Corporate Risk Register report

e Week 4 -2 month cycle - A confirmed Corporate Risk Register informs Committees.

e Quarterly — The most recent confirmed Corporate Risk Register reported to Board

An outline of these proposals was presented at the Risk Management Group on the 11 June 2024
and approved at the Executive Team (19 June 2024) and membership of Risk Scrutiny Group
agreed. Changes were also presented informally at the Risk Development Session for the Board
(27 June 2024).

A Risk Scrutiny Group has been set up for the 9t July to review a draft Terms of Reference, Cycle
of Business and Draft Risk Escalation report.

2.2 Risk Framework and Procedures Updates

The Risk Management Group has been stood down and replaced by a Risk Scrutiny Group and
Risk Forum. This change emphasises critical review of strategic risks. Furthermore, The BAF
reporting cycle to the Board has been modified from [previous frequency quarterly] to bi-
annual, noting planning papers will be received by the Board quarterly. The updates are
designed to strengthen our risk management practices and improve the efficiency of our
reporting mechanisms. The revised framework ensures that we maintain robust risk oversight
while optimising resource allocation. Committees will receive risks which are above the risk
tolerance on a bi-monthly basis and for those in line or below tolerance on a quarterly basis
[previous frequency quarterly]. We recommend a thorough review of the attached detailed
document (Appendix 3 & 4) to fully understand the implications of these changes on existing
processes and responsibilities.

2.3 Risk Appetite
The Board undertook the planned annual exercise on the 27t June 2024 to review the Risk

Appetite and set the tolerance for 24/25. This has subsequently been updated in the Appendix
of the Risk Framework.

Quality; Financial; Regulatory/Compliance: Open
Innovation; Reputation: Seek

24/25 Risk Appetite

Quality Risk: There was willingness to be ‘open’ and accept the possibility of a short-

term impact on quality outcomes with potential for longer-term rewards, supporting
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innovation. Broad learning from events influence improvement. Efforts to promote
openness and transparency are on a risk basis by repercussion.

Financial Risk: There was an agreed consensus on an ‘open’ appetite to be prepared to
invest for return but minimise the possibility of financial loss by managing the risks to
a tolerable level. Value and benefits considered (not just cheapest price). Resources
allocated in order to capitalise on opportunities.

Compliance/Regulatory: There was an agreed consensus supporting an ‘open’ risk
appetite to accept the possibility of some regulatory challenge as long as we can be

reasonably confident we would be able to challenge this successfully.

Innovation Risk: There was an agreed consensus to ‘seek’ and innovation is to be
pursued with the desire to ‘break the mould’ and challenge current working practices. New
technologies viewed as a key enabler of operational delivery. High levels of devolved
authority — management by trust rather than tight control.

Reputational Risk: There was an agreed consensus to ‘seek’ with a willingness to take
decisions that may bring scrutiny of BCUHB but where potential benefits outweigh the
risks. New ideas seen as potentially enhancing reputation of organisation.

2.4 Strategic Risk Management Training

In the Risk Management Training Plan Strategic Risk Management Training is recommended to
the Board every two years. Training was delivered virtually to the Board on the 24.06.24 at the
all Board members had attended the training or later watched the recording.

2.5 Next Steps

Work has started to develop enabling documents that would allow for this approach to be
implemented. Itis proposed that these documents are developed by the Risk Management Team
and received at Executive Team for approval on 17 July 2024 and then received at Audit
Committee on 18 July 2024.

1. A clear escalation criteria that reflects the nature or risk management and escalation from
‘floor to board'.

2. Terms of refence for Risk Scrutiny Group (and Risk Management Forum to follow) to include
a clear escalation of risk between registers.

3. Aprogramme/calendar setting out the review of Corporate Risks at Executive Team and when
they are received and considered at Committees and Board.
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3. CORPORATE RISK REGISTER REPORT - AS AT END JUNE 2024

3.1 Changes to the Corporate Risk Register

There are 17 consolidated Corporate Risks. The full details of these risks are highlighted in Appendix
2 and include evidence of controls in place, assurances on those controls, additional controls
required and actions with due dates.

There have been no changes in risks (escalation or de-escalation since the report to the Board at the
end of May 2024). However, a number updates on progress in terms of the actions have been
progressed although these have not resulted in any changes to the risk scores.

3.2 Key Highlights
Corporate Risks Dashboard highlights actions required by the Executive Team.

e CRR24-02 'Patient Safety — Falls’ (risk score 20) — 4 Overdue actions. However this risk is to
be revised to a Patient Safety risk, draft has now been completed and currently being
reviewed by the Executive. The updated risk will be reflected in the risk register reported
to the Board at the end of July 2024.

Out of the 17 corporate risks, 139 actions have been developed to mitigate the risks as opposed to
the previously reported 89. 29 actions have been completed (previous 13), 104 actions are
progressing and on track and 6 actions are overdue. However 14 actions have revised dates (risks
CRR24 01-04 & 06).

The Risk Management Team met with available Executives w/c 10 June to gain updates on actions
and some of these are reflected in the reports in Appendix 2. Despite the increase in the completed
actions, there is no proposed changes to the risk score to report.

The 6 overdue actions span across 2 different corporate risks, with the Patient Safety - Falls (4) and
Harm from the Medical Devices/Equipment (2).

However positive assurances include 75% of open actions being on track, and an increase in the
number of closed actions from previous reports (increase from 13 to 29 closed actions)
demonstrating management of the risks.
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ACTION STATUS OF CORPORATE
RISKS

M Progressing M Overdue M Completed

3.3 Management of Risk

Following the update provided to the Board at the end of May 2024, at the Board Development
Session in June 2024, the Board agreed to a number of actions, these have been reflected in the
attached Risk Management Framework and are summarised below:

e Remove the levels of assurance from the Risk Register as it is covered in the Board Assurance
Framework;

e Changes to the Corporate Risk Register to include shorter number of actions linked to the
Annual Plan (as agreed by the Board;

e Separate out the risk in relation to ‘Challenged Services' in order that as progress is made,
changes to the risks can be monitored; and

e Agree a number of ‘principal’ risks which will form the basis of the Board Assurance
Framework, which will be reported to the Board in September 2024.

Next steps

1. Corporate Risks presented to relevant committees for assurance.
2. Continued scrutiny of the actions, controls and progress of all corporate risks by Executives

and Executive Team.
3. Published and deploying revised Risk Framework and Procedures.
4. Terms of Reference of Risk Scrutiny Group to be approved.
5. Internal Audit Recommendations to be progressed.

10
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Executive Summary

Purpose

To review the implementation and
application of the Health Board’s Risk
Management process. We also assessed
implementation of the management
actions agreed as part of the limited
assurance review in 2022/23.

Overview
We have issued limited assurance on this
area.

There has been positive progress on risk
management over the last year, however
it is recognised there are areas still to
progress to ensure risk management is
fully embedded to a high quality across
the Health Board.

The matters which require management
attention include:

e The content and quality of the
Operational risk registers varies.
Risk dates were overdue for almost
a quarter (23%) of risks reviewed.

e Whilst there has been an
improvement in the scrutiny
arrangements within the Corporate
Risk Team, there is not consistent
scrutiny of risks across operational
areas.

e The Corporate Risk Register has
been reviewed and consolidated,
however further work is required to
ensure information on controls,
actions and lines of assurance are
captured in sufficient detail to
provide assurance to the Health
Board.

e Whilst the Risk Management Group
brings together representatives
from across the Health Board, the
membership is wide, and the agenda
is large, so there is often not
sufficient scrutiny of corporate or
operational risk registers.

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

Report Opinion

Trend

Limited

N\
AN

More
require
attention.

significant matters
management

Moderate impact on residual
risk exposure until resolved.

-

2022/23

Assurance summary+

Objectives

Assurance

The Risk Management Framework, and
supporting documents, set out the risk
management system within the Health
Board, outline <clear roles and
responsibilities and provide guidance to
staff on the requirements for risk
management.

Comprehensive

registers are in
monitored and
appropriate level.

operational risk
place, actively
scrutinised at an

Limited

The Corporate Risk Register is reviewed,
actively monitored and scrutinised
regularly.

Limited

There are <clear and consistent
processes in place for the identification,
classification, scoring and escalation /
de-escalation of risks throughout the
Health Board.

Reasonable

The Risk Management Group is
operating effectively and in line with the
requirements of the Framework and
Terms of Reference.

Limited

Management actions agreed as part of
the 2022/23 Risk Management and
Board Assurance Framework review
have been progressed / implemented.

Reasonable

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

NWSSP Audit and Assurance Services
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Control Recommendation
Key Matters Arising Objective  Design or Priorit
; y
Operation
There is still variation in the quality of the 2 Operation
information included in operational risk
1 . . .
registers, and the review and scrutiny
arrangements across the Health Board.
The risks within the Corporate Risk Register 3 Operation
have been consolidated and refined, however
2 there is still further work to ensure all risks,
controls, actions and assurances are
appropriately documented.
The Risk Management Group provides a forum 4/5 Operation

for useful discussion on risk, however it is not
sufficiently  scrutinising the detail of
operational and corporate risks, as per its
3 Terms of Reference. The escalation process
for corporate risks includes the presentation
of the risk at Risk Management Group,
however as this meets bi-monthly, alternative
arrangements should be considered.

NWSSP Audit and Assurance Services 4
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1. Introduction

1.1 Effective risk management is a key component of corporate and clinical governance
and is integral to the delivery of organisational priorities. Risk management
consists of defined steps which help us understand risks and their impact. Good
risk management awareness and practice at all levels is a critical success factor for
any organisation and is integral to effective management.

The Health Board’s Risk Management Framework and associated documentation
has recently been revised, with work ongoing to develop strategic objectives for
the Health Board, to inform the Board Assurance Framework.

1.2 Risks considered in the review were:
e Inconsistent management of risks across the Health Board;
e Failure to achieve objectives and strategic priorities; and

e Exposure to reputational damage due to inadequate identification,
assessment and monitoring of risks.

1.3 The following risk areas were excluded from the scope of the review:

e Board Assurance Framework (BAF) — we recognise work is ongoing to agree
Health Board strategic objectives that will inform the BAF.

e Training — work is currently being undertaken to revise risk management
training.

Both these elements will be included in the 2024/25 review.

2. Detailed Audit Findings

This report is based upon the information provided by officers supporting our review.
We have relied solely on the documents, information and explanations provided and,
except where otherwise stated, we have not contacted or undertaken work directly to
verify the authenticity of the information provided.

There has been a significant amount of work undertaken on Risk Management within the
Health Board over the last year, with a full review of the process and rationalisation of
risks, providing members with key risks that impact the achievement of Health Board
priorities. This work is ongoing and it is recognised that it will take a period of time for
training to be rolled out across the Health Board before risk management processes are
fully embedded.

Due to a period of change in the Health Board through 2023/24, and issues with resource
within the Office of the Board Secretary, the Head of Risk Management was often
required to undertake other duties, affecting the time they were able to spend on
progressing risk management. We have been advised this has now been resolved and
the Head of Risk Management is now solely focusing on risk management.

NWSSP Audit and Assurance Services 5
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Objective 1: The Risk Management Framework, and supporting documents, set
out the risk management system within the Health Board, outline clear roles
and responsibilities and provide guidance to staff on the requirements for risk
management.

2.1 Documentation relating to risk management is available to staff via the Health
Board intranet site, BetsiNet. The site includes links to three key documents:

Risk Management Framework (RM01)

The Risk Management Framework was approved by the Health Board in September
2023. This outlines the risk management philosophy and details the strategy for
the Health Board. It includes roles, expectations, accountability and assurance
arrangements, risk appetite and scoring.

Risk Management Procedures (RM02)

The Risk Management Procedures were approved by the Risk Management Group
and the Executive Team in February 2023. The Procedures support the Risk
Management Framework and provide detailed guidance to staff on the roles and
requirements of risk management across the Health Board.

Risk Management Training Strategy (RM03)

The Risk Management Training Plan was approved by the Risk Management Group
and the Executive Team in February 2023. The document sets out the Health
Board’s approach to risk management training, and how this will be delivered at
various levels across the organisation.

2.2 In producing the above documents, there was wide consultation across the Health
Board via attendance at key service meetings, senior leadership team meetings,
quality groups and risk management groups.

Conclusion:

2.3 There is a Risk Management Framework, supported by detailed procedures,
available for staff via BetsiNet. A training strategy is also in place, which will further
communicate and contribute to embedding risk management across the
organisation.

We have concluded substantial assurance for this objective.

Objective 2: Comprehensive operational risk registers are in place, actively
monitored and scrutinised at an appropriate level

2.4 The Risk Management Procedure (RM02) requires each service to maintain their
own risk register within Datix. We were provided with copies of twenty-five
operational risk registers. Following review of a sample of five risk registers, we
noted:

e In general, risks and controls included a lot of detail, in some cases this was
useful, for others it was a timeline of what had happened, rather than a

NWSSP Audit and Assurance Services 6
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2.5

2.6

2.7

2.8

2.9

succinct summary of the risks and current controls.

e There were some examples of older risks that either had no actions stated
or actions without dates against them.

e Target risks dates were overdue for 28 of the 120 risks reviewed (23%).

e Several actions were not SMART (Specific, Measurable, Achievable, Relevant,
Timebound), with brief information included that did not provide detail of
what actions were planned and how the target risk score would be achieved.

The Risk Performance report for Quarter 3 (Oct — Dec 2023), details that 251 risks
are not yet live and (549) are noted as ‘under review’ (Live). The report also details
findings from an analysis of risk registers.

The Risk Management Group (RMG) has received risk registers from twelve
services / areas over the last three meetings. The Group do not scrutinise each
risk register (see objective 5 for more detail on RMG content), but do provide the
opportunity for services to share and discuss how risk management works within
their areas and challenges faced.

The Risk Managers within the Corporate Risk Team review operational risks via
Datix, and will liaise with areas / services to encourage regular review and update.
They attend operational risk meetings regularly, which is captured on a tracker.
Where meetings are stood down, or there is a lack of engagement, this is escalated
to the Head of Risk Management. Evidence was received to confirm this.

Risk managers also complete an assessment, in conjunction with the services, on
the quality of the information within the risk register. This is only undertaken for
those areas presenting at the RMG, and is not formally undertaken regularly.

Through discussions with Risk Managers, a review of the assurance reports
provided by the team to RMG (service specific), papers of a sample of operational
risk meetings, and observation of the Risk Management Group meetings, our key
observations of risk management at an operational level, are:

e Lack of regular review of risks, with a number overdue for review.
e Lack of SMART action plans.

e Lack of knowledge of the processes and how to update risks in Datix (noting
if this is not undertaken regularly it is more difficult to complete).

e Competing operational pressures affecting the ability to ensure risks are
reviewed within timescales.

e Lack of attendance at local risk management groups, or risk meetings stood
down/not in place.

Conclusion:

2.10 A review of the information in local risk registers, extracted from Datix, highlights

a high number of risks overdue for review, as well as action plans that are not
SMART. There has been increased review and scrutiny of risk registers within the
Corporate Risk Team, however this is usually focused on Tier 1 (high) risks.
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Operational arrangements for review and scrutiny varies.

2.11

We are unable to evidence high quality risk registers and regular scrutiny and

review of risks across operational areas. We recognise that once training has been
undertaken by key staff involved in the risk process, and the assurance activities
introduced into the Corporate Risk Team have been further embedded, the quality
of operational risk registers and scrutiny/review is likely to improve.

We have concluded limited assurance for this objective.

Objective 3: The Corporate Risk Register is reviewed, actively monitored and

scrutinised regularly.

2.12 The Head of Risk Management and Corporate Risk Team have been undertaking a
review of all risks on the corporate risk register to consolidate these into the
strategic risks facing the Health Board. These changes have been made via
discussion with executives, review at the Risk Management Group and Executive
Team meetings, and presentation to the relevant committees.

2.13

on 7 May 2024. We noted the following:

e In general, the information in the risk register is fully complete, with new
updates highlighted. Each risk includes rationale for why it is considered a
corporate risk, which is useful context.

We reviewed the Corporate Risk Register (CRR) presented to the Audit Committee

e Actions are generally SMART, however further refinement is needed to
ensure all actions are captured this way, for example:

Risk

Current wording

Suggested / revised wording

CRR 24-11
Planned Care

Senior Responsible Officer for
Planned Care Board

Appoint a Senior Responsible
Officer to the Planned Care Board,
which is responsible for XX.

Approval of the application of
sustainability funds and
authority to deploy in line with
plan.

Receive XX (Welsh Govt/Health
Board etc.) approval of application
for sustainability funds to deploy in
line with XX plan.

CRR 24-02 Patient
Safety - Falls

Outcome of peer review pilot to
be evaluated.

Outcome of XX peer review pilot to
be evaluated by XX and future
actions agreed.

e Whilst it is stated that action target dates have been revised, some risks do
not include the original date, limiting the ability of members to challenge the

timelines.

e Mitigations / controls in place are generally well worded, however some
narrative against the ‘additional controls required’ section are worded as
controls, for example:

Risk

Current wording

Suggested / revised wording

CRR24-04 Failure
to Embed Learning

Internal reviews against
External National Reports.

Should be more specific i.e.
Internal Review against XX national
report.
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2.14

2.15

Risk Current wording Suggested / revised wording
CRR24-11 Planned | Chief Operating Officer Recruitment to Chief Operating
Care vacancy. Officer role to provide direction.
CRR24-08 The current cost of living crisis | This is a statement rather than a
Population Health will adversely affect those most | control.

at risk.

e For a number of risks, the lines of assurance require refinement to ensure
assurance arrangements are clear. Some examples of this are:

Risk Current wording Suggested / revised wording
CRR 24-02 Patient | 1%t line - Patient Safety Group | Monthly report on falls data is
Safety - Falls provided to the Patient Safety
Group.
2" line — Quality, Safety and Bi-monthly reporting on falls data,
Experience Committee themes and actions is provided to
the QSE committee.
CRR 24-05 1%t line — Control total actions Control totals are reviewed with
2023/24 Financial | and monitoring of progress budget holders on a monthly basis
Plan to determine progress and actions.
2"d line — Performance, Finance | Bi-monthly report on financial plans
and Information Governance and control totals is provided to the
Committee/ Audit Committee PFIG committee.

Also, the Risk Management Group is often stated as first line assurance, whereas
this should be second line as it is a function that is not responsible for the processes
within services.

The Head of Risk Management and Corporate Risk Team scrutinise corporate risks
prior to reporting and will address queries with risks leads in the relevant services
as required. The Risk Register Dashboard, included in the CRR reports, provides a
high level view of the risks on the CRR, with commentary from the Corporate Risk
Team. These comments can include when the risk was added / escalated, the
number of actions and those overdue, any changes in scoring, and other relevant
information.

The Executive Team, Health Board and Committees all receive regular information
on risk, with either the full risk register, relevant risks for the committee, or risk
report presented. We reviewed the papers for the Health Board, Audit Committee,
Quality, Safety and Experience (QSE) Committee, Performance, Finance and
Information Governance (PFIG) Committee, Partnerships, People and Population
Health Committee (PPPH) and Executive Team (formal) meetings from September
2023 to April 2024. The following information relating to risk was received at the
meetings:

e Executive Team (formal meetings) — A Corporate governance report was
received in November 2023, January, February, and April 2024 respectively.
Papers on specific risks (Vascular, patient numbering) were also discussed.

e Health Board - Received risk framework for approval and agreed Board
appetite for risk types in September. The full CRR was received in March
2024.

¢ Audit Committee - CRR or risk papers were received at each meeting, with
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detailed discussion noted in the minutes, including follow up actions.

¢ QSE - CRR was received at each meeting with detailed discussions noted in
the minutes.

e PFIG - CRR received at each meeting up to February 2024 (excluding March
which was a review of the annual plan). Minutes note some detailed
discussion and importance of risk ownership and risk management supported
through robust learning and education process.

e PPPH - risk report presented at April 2024 Committee, minutes are not yet
published.

Whilst there is detailed discussion on risk noted in the minutes of Committees, this
is less evident in the minutes of the Executive Team and Health Board meetings.
However, we do note that the RMG received papers at the 6 February 2024 and 9
April 2024 meetings providing feedback from Executive Team meetings in January
and February, and the Health Board meeting on 24 January 2024.

It is noted that at the Executive Meeting on 10 April 2024, revised arrangements
for reporting were agreed, and the Corporate Risk Register would in future be
received monthly at the Executive Team and quarterly at the Board and it's
Committees.

Conclusion:

2.16 Whilst there has been a significant amount of work undertaken in reviewing and
consolidating corporate risks, there is further work required to ensure risks, controls
and assurance mechanisms are appropriately reflected in the risk register. We
recognise work is ongoing to get all risks captured to a high standard, as well as
alignment with the Board Assurance Framework.

2.17 There is regular reporting of risks to the Health Board, it's Committees and the
Executive Team. Information that has been received has varied between the full
CRR, risk reports, reports from the RMG. The detail of discussion on risks also varies
across the Health Board key meetings.

We have concluded limited assurance for this objective.

Objective 4: There are clear and consistent processes in place for the
identification, classification, scoring and escalation / de-escalation of risks
throughout the Health Board.

2.18 The Risk Management Procedures (RM02) set out in detail the responsibilities of
staff in identifying and discussing risks, and the assurances required to the
Corporate Risk Team. As detailed in objective 2 above, this is often inconsistent,
and it is recognised that planned risk management training will likely increase
compliance with this element of the procedures.

2.19 The Procedures include the Risk Scoring Matrix and Risk Tolerance Scoring Matrix,
providing detailed guidance on the impact of different types of risks i.e. quality,
finance, people, to guide staff when scoring risks.

NWSSP Audit and Assurance Services 10
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2.20

2.21

2.22

We reviewed a sample of five risks from the Corporate Risk Register and five risks
from operational risk registers to determine if the current risk score was appropriate
and in line with the Risk Tolerance Scoring Matrix. All were appropriately scored,
however some of the operational risks had not recently been updated. We also
received examples of evidence to confirm the Corporate Risk Team and Head of Risk
Management reviewed and challenged scores of corporate and operational risks.

The Corporate Risk Team review Tier 1 escalated risks, with the Risk Management
Group receiving a report on risks that are escalated or de-escalated. This includes
the number of Tier 1 risks de-escalated. It also includes corporate risks for
escalation, and possible themes emerging that could form a corporate risk.

The process for the escalation of risks includes a review of the risk at the Risk
Management Group. There were no corporate risks for escalation presented at the
meetings in December 2023 or February 2024. There was a Digital, Data and
Technology (DDaT) risk presented for escalation at the April 2024 meeting, however
this was already included within the Corporate Risk Register. We are advised that
this was not picked up due to staff absence.

Conclusion:

2.23

2.24

There are clear detailed procedures in place for the scoring and escalation / de-
escalation of risks.

For the escalation of risks to the Corporate Risk Register, the process involves the
risk being presented to the Risk Management Group. As this group meets bi-
monthly, consideration should be given as to whether this step in the process is a
required control, and if escalation via usual routes i.e. through Executive Team is
sufficient.

We have concluded reasonable assurance for this objective.

Objective 5: The Risk Management Group (RMG) is operating effectively and in
line with the requirements of the Framework and Terms of Reference.

2.25

2.26

The Risk Management Framework states the Risk Management Group “reports to
the Executive Team and advises on any risk management issues, including all
significant risks arising from activities within the organisation. The Group is
responsible for leading the implementation of the risk, control and assurance
processes established within the organisation. The Group will review the processes
and report on any weaknesses identified to ensure that the Board has in place
effective systems for the reporting of risk, and the management of risk registers
(local, directorate and corporate) and the Board’s Assurance Framework”.

There is a Terms of Reference in place for the Risk Management Group, dated April
2023. The stated purpose of the Group is “...to work with a collective focus to
manage, oversee and scrutinise the risk management process for the Health Board,
to support the Chief Executive in fulfilling their accountability responsibilities”. We
understand the remit of the group is currently under review, with the Terms of
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Reference likely to change. A cycle of business for 2024/25 has been drafted, and
includes items expected, including cyclical review of service / area risk registers.

2.27 Previously the RMG was not receiving regular reporting on risk performance,
however the Group has been receiving quarterly performance reports on risk
management since October 2023, as well as an annual report.

2.28 There are a wide range of attendees for the RMG meeting, which includes
representation from areas across the Health Board. Whilst it is useful to have a
wide membership, it does feel the group is too large to enable a focused discussion
and demonstrate scrutiny of risk information. An analysis of attendance at meetings
was provided by the Corporate Risk Team, which identified a number of areas with
non-attendance.

2.29 We have attended the last three Risk Management Group meetings in an
observational capacity. Whilst there is some useful discussion, our key views of the
meetings are:

e There is often little discussion relating to agenda items, with the majority of
the comments by the Chair or Corporate Risk Team. However some items do
generate more discussion than others.

e The presentations from services / areas on their risks were well received,
however the discussions focus on risk management arrangements and do not
consider the detail of the risk registers, or scrutinise the information within
them.

e There was some confusion on the process to escalate risks i.e. a DDAT risk
was presented for escalation, however this was already included within the
Corporate Risk Register. We are advised that this was not picked up due to
staff absence.

2.30 A review of the formal Executive Team meeting agendas and minutes show that
whilst the meeting is receiving risk updates, a 'RMG Assurance Paper’ was only
provided in February 2024, covering the meeting on 6 February 2024. There were
no assurance reports from the RMG to the Executive Team covering the meetings
in December 2023 or April 2024.

2.31 Through our review, we are unable to confirm the RMG is fulfilling all its stated key
objectives according to its Terms of Reference, noted as follows:

e Maintain operational oversight of the risk management systems and process.

e Provide scrutiny and oversight of the full Corporate Risk Register prior to
review by Board.

e Review, scrutinise and challenge the effectiveness of proposed or current
mitigations, and actions pertaining to risk register reports, including new risks
that have been approved by Executive Directors for inclusion on the Corporate
Risk Register/Tier 1.

Conclusion:

2.32 We believe the Risk Management Group is unable to demonstrate scrutiny of the full

NWSSP Audit and Assurance Services 12
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corporate risk register and local risk registers. Whilst there is some useful
discussion, a smaller, more focused group considering the detail of operational and
corporate function risk registers would likely be more effective and consider the
detail of risks.

We have concluded limited assurance for this objective.

Objective 6: Management actions agreed as part of the 2022/23 Risk
Management and Board Assurance Framework review (BCU-2223-02) have been
progressed / implemented.

2.33

2.34

2.35

2.36

2.37

We reviewed the evidence in place to support implementation of the actions agreed
in the previous risk management report. There were five actions in total, however
as one refers to the BAF, which is excluded from the scope of the review, we have
reviewed four of these actions.

Risk Management department duties.
Completed

The previous audit found that there was no description of the Risk Management
Department outlined in documentation.

The duties of the Risk Management Department have been included in the revised
RMO02 document.

Oversight, scrutiny and challenge of CRR and BAF.
In progress

The previous audit found that, due to the cancellation of several meetings within
the Health Board, there was limited scrutiny and challenge of the risks within the
Corporate risk register.

In relation to the Corporate Risk Register, the Health Board and Committees are
receiving this on a regular basis, however there is limited evidence to demonstrate
detailed scrutiny of risks (outside of the Corporate Risk Team). It is recognised the
BAF is currently being revised, this element has not been reviewed.

Escalation and De-escalation of Risks.
Completed

The previous audit found the approval process for the escalation and de-escalation
of risks was not clear.

The escalation process for risks is detailed in the revised Risk Management
Procedures (RM02) document, however, as noted in objectives 4 and 5 above, there
is opportunity to improve this process.

Oversight and scrutiny of divisions / IHCs
In progress
The previous audit found that there was inconsistent oversight and scrutiny of risk

NWSSP Audit and Assurance Services 13
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management arrangements within divisions / IHCs by the Risk Management
department.

Since the previous audit, the Risk Management Department put a 'Risk Meeting
tracker’ in place, which captures the risk meetings that Risk Managers attend, and
note whether any of these are stood down.

There is further review of the quality of service risk registers — see objective 2 for
further details.

There remains further work within divisions / directorates to ensure risk registers
are completed with sufficient information.

Conclusion:

2.38 The actions agreed in the 2022/23 report have either been completed or have
progressed. There is further work required to demonstrate scrutiny of the CRR and
divisional risks. These have been identified in the previous sections of the report,
with appropriate recommendations.

We have concluded reasonable assurance for this objective.

NWSSP Audit and Assurance Services 14
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Final Internal Audit Report
Appendix A

Appendix A: Management Action Plan

Matter Arising 1: Operational risk registers (Operation)

Quality of operational risk registers

The quality of Operational risk registers varies. A review of risk registers found the following:

e Risk review dates overdue.
e Action plans not SMART.
e Risk dates were overdue for almost a quarter (23%) of risks reviewed.

Scrutiny and oversight

Scrutiny and oversight of risk registers is inconsistent across the Health Board. It is recognised that further
assurance checks are in place within the Corporate Risk Team for the operational risk registers presented to
the Risk Management Group (RMG), however this is not undertaken regularly (only in preparedness for the
RMG).

1.1 Health Board management are reminded of the importance of:

¢ Reviewing risks and ensuring they are up to date, with appropriate actions and timescales.
e The need for risk management to be embedded into governance structures through regular risk
meetings and assurance to the appropriate leadership team

It is recognised that this is likely to improve following Risk Management Training.

1.2 Head of Risk Management to consider the formal review of operational risks registers be undertaken

by the Corporate Risk Team on a regular, cyclical basis.

Potential risk of:

Risks are not managed
appropriately, increasing the
likelihood of the risk, and
associated detriment,

materialising.

Priority

NWSSP Audit and Assurance Services
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Appendix A

Agreed Management Action Target Date Responsible Officer
1.1 Communication will be sent to all service leads reminding them of their Target Date: Director of Corporate

responsibilities relating to maintaining up-to-date risk registers with Communication by Governance (Head of Risk

appropriate actions and timescales. 30 July 2024; Management)

Automated
A system of sending automatic reminder to handlers and owners where risks Monitoring and E-
need to be updated will be set up. mail notification
system to be
launched in
September

1.2 The Corporate Risk Team will implement a rolling programme to formally Rolling programme  Director of Corporate

review each service's operational risk register on a quarterly basis. & Live Risks to be Governance (Head of Risk

QA by Q3 2024/25 Management)
All risks are to be quality assured before being live.

Matter Arising 2: Corporate Risk Register (Operation)

Corporate risks are under review, and whilst there has been an improvement and refinement of wording, there | Potential risk of:

are some areas that require review and consideration to ensure consistency and clarity of risks. .
e Risks are not stated or assessed

The detail of corporate risks require review and updating to ensure the following is clear: appropriately, resulting in
inadequate assurance to the
e Lines of assurance Health Board.
e Controls

e Future actions

NWSSP Audit and Assurance Services 16
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The Corporate Risk Register is scrutinised by the Head of Risk Management and Corporate Risk Team, however
the Risk Management Group does not review this in detail. There is some evidence of detailed discussion within
Committees.

It is noted that revised reporting arrangements have been agreed for the CRR from April 2024.

2.1 Head of Risk Management and Corporate Risk Team to review lines of assurance, controls and Hiah
future actions of corporate risks. 9

Agreed Management Action Target Date Responsible Officer

2.1 All corporate risks to be reviewed and quality assured by corporate risk team 30 August 2024 | Director of Corporate
Governance (Head of Risk
Management)

Matter Arising 3: Risk Management Group (Operation)

Whilst the Risk Management Group provides a useful forum for operational risk discussion, it does not meet | Potential risk of:

the objectives stated in the Terms of Reference: _ _ _ )
e Delay in escalating risks resulting

e Maintain operational oversight of the risk management systems and process. in increased risk exposure for the

e Provide scrutiny and oversight of the full Corporate Risk Register prior to review by Board. Health Board.
e Corporate and local risks are not
Review, scrutinise and challenge the effectiveness of proposed or current mitigations, and actions pertaining scrutinised  effectively, which
to risk register reports, including new risks that have been approved by Executive Directors for inclusion on could result in misinformation or
the Corporate Risk Register/Tier 1. incorrect statements, impacting

the ability of the Health Board to

The process for the escalation of risks to the Corporate Risk Register involves the risk being presented to the manage risks.

Risk Management Group. As this group meets bi-monthly, consideration should be given to whether this step

NWSSP Audit and Assurance Services 17
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in the process is considered an unnecessary control - Escalation could be progressed directly to the Executive
Team who are responsible for managing risk, with the Chief Executive (Accountable Officer) ultimately
accountable for effective risk management arrangements.

3.1 Consideration should be given to the role of the Risk Management Group and whether alternative
arrangements may provide effective and regular scrutiny of operational risk registers, and corporate High
risks for escalation/de-escalation.

Agreed Management Action Target Date Responsible Officer

3.1 The role and remit of the Risk Management Group will be reviewed, and a paper New meeting Director of Corporate
has been drafted for discussion of ‘the role and future of RMG’ with proposed established Governance (Head of Risk
options at the June meeting. September Management)
2024

The proposals also notes the need to increase this meeting to monthly. Options
will be further considered by the Executive Team for alternative arrangements
to provide more effective, regular scrutiny of operational risks and corporate
risks. The new arrangement will be approved by Executive Team and Audit
Committee. A new arrangement will be established following approval in Q2.

Any agreed changes will be reflected in a revised Risk Management Framework
and supporting procedures. A terms of reference will be drafted for this meeting
following establishment and review Q3 2024.

NWSSP Audit and Assurance Services 18
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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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Appendix 2 - Corporate Risks Dashboard — June 2024.
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Lead Ref Risk Title Current
Score
(Impact x
Likelihood)
EDowW | CRR24-01 | People,
Culture and
Wellbeing
EDoN | CRR24-02 | Patient
Safety-Falls
EDoN | CRR24-03 | Safeguarding
EDoN | CRR24-04 | Failure to
Embed
Learning

Risk Appetite Main
Target Risk Type
Score

Appetite Level

Quality

Open 15-19

Quality

Regulatory

Seek 20-25

Quality

Lead Board Risk Management Commentary
Committee
People & Opened Dec 23. 6 actions identified, 1 completed, 5 progressing, with 2 revised
Culture due dates.
Committee

QA comments have been addressed by the lead and included in this bundle but
Awaiting Executive approval

Quality, Safety
and
Experience
Committee

Opened Dec 23. 7 actions identified, 1 completed, 1 revised date, 4 overdue, 1
progressing. Risk to be downgraded to be managed as an operational risk and
broader patient safety risk to be presented back for approval.

Not yet received a corporate risk on patient safety.

Quality, Safety
and
Experience
Committee

Opened Dec 23. 8 actions identified, 1 completed, 7 progressing, highlighted, some,
action deadlines have all been extended to Sept 2024. Scored reduced 18/04/24
from 16 to 12. . Minor Quality Assurance comments sent to the service lead around
gaps in controls which will need to be further refined into controls as opposed to
statements. Associate Director of Governance met AW on 11 June 2024 and
reviewed dates for some actions which would not be delivered on original timescale.
(now Sept)

Quality, Safety
and
Experience
Committee

Opened Dec 23, 10 actions identified, 2 completed (rolled into QMS action), 8
progressing. March 2024 highlighted action deadlines have all been extended to
April-June 2024. The current risk score remains at 20. Some actions delayed due to
reliance on NHS Executive National team.

Associate Director of Governance met AW on 11 June 2024 and reviewed dates for
some actions which would not be delivered on original timescale. (now July)
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Lead Ref Risk Title

EDoF | CRR24-05 | Financial
Sustainability

EDoF | CRR24-06 | Suitability
and Safety of
Sites

CDIO CRR24-07 | Availability
and Integrity
of Patient
Information

EDoPH | CRR24-08 | Population
Health

EDoO | CRR24-09

Primary Care

Current Risk Appetite Main Lead Board Risk Management Commentary
Score Target Risk Type Committee
(Impact x Score
Likelihood) Appetite Level

12 Financial Performance, | Risk score has remained at 20 since opened in March 2023, updated to reflect
Finance and | cyrrent Financial year. 2 actions identified and progressing.
Information
Governance | Risk Score above tolerance set in risk appetite.
Committee

12 Quality Performance, | Opened March 24, 7 actions identified, 2 completed, 5 progressing, 2 revised dates.
Finance and | Backlog maintenance costs £348m.
Information
Governance | Rijsk Score above tolerance set in risk appetite.
Committee

12 Quality Planning, Opened Dec 23, 7 actions identified, 1 completed, 6 progressing. The inherent and
Population current risk scores are both high at 20, indicating the existing controls are not

Health & adequate to control the risk.
Partnership
Committee | Risk Score above tolerance set in risk appetite.
Reputational Planning, Redrafted to be more strategic Nov 2023, No change in score, 17 actions
Population identified, 0 completed, 17 progressing. 2026 target date. However, the inherent
Health 8ﬁ and current risk scores are both 20, so the controls are not reducing the risk.

Partnership
Committee

Seek 20-25

Quality

Work has been completed to add short term SMART actions however there are still
some QA comments around gaps in controls which have been sent to the lead and
Executive 13.06.24 to review.

Quality, Safety
and
Experience
Committee

Opened Feb 24, 6 actions identified, 3 completed, 3 progressing. The inherent and
current risk scores are both 20, indicating the controls are not yet reducing the
risk.

This risk has been revised and now only reflects primary care and not community. A
separate community risk is being drafted.
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Lead

Ref

Risk Title

EDoO

CRR24-10

Urgent and
Emergency
Care

EDoO

CRR24-11

Planned
Care

EDoO

CRR24-12

Areas of
Clinical
Concern
(encompasse
S
ophthalmolog
y and
dermatology)

EDoTH

CRR24-13

Timely
Diagnostics

Current
Score
(Impact x
Likelihood)

Risk Appetite Main Lead Board
Target Risk Type Committee
Score

Appetite Level

Risk Management Commentary

Risk Score above tolerance set in risk appetite.

Quality Performance,
Finance and
Information
Governance
Committee

Opened Feb 24, 10 actions identified, 7 progressing.

Risk Score above tolerance set in risk appetite.

Quality Performance,
Finance and
Information
Governance
Committee

Newly developed strategic risk Feb 24, 8 actions identified, 5 progressing, 3
completed. Risk Management Team discussed that the target score should be 12.
This will need to be approved by the Executive owner.

Risk Score above tolerance set in risk appetite.

Quality Quality, Safety
and

Experience

Committee

Open 15-19

Opened Feb 24, 6 actions identified, 0 completed, 6 progressing.

Further work will be done to separate this risk to the key areas of clinical concern.

Reputational Quality, Safety
and

Experience
Seek 20-25 Committee

Opened Feb 24, 5 actions identified, 0 completed, 5 progressing.

Risk Score above tolerance set in risk appetite.
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Lead

Ref

Risk Title

Current
Score
(Impact x
Likelihood)

EDoTH

CRR24-14

Harm from
the Medical
Devices/Equi
pment

EDoW

CRR24-15

Health and
Safety

EDoW

CRR24-16

Leadership/S
pecial
Measures

CDIO

CRR24-17

ICT Failure
and Cyber

Risk Appetite Main
Target Risk Type
Score

Appetite Level

Lead Board
Committee

Risk Management Commentary

Quality

Quality, Safety

Opened Feb 24, 6 actions identified, 0 completed, 4 progressing, 2 overdue.

Regulatory

Seek 20-25

Reputational

Seek 20-25

Reputational

Seek 20-25

aqd Overdue actions escalated to Chair of Medical Devices committee but need to be
Experience | gqdressed.
Committee
Risk Score above tolerance set in risk appetite.
People & Opened Feb 24, 14 actions identified, 0 completed, 14 progressing.
Culture
Committee Work has been completed by the lead to strengthen the action plan and also reflect
the recent Internal Audit report recommendations however there remain to be some
quality assurance comments sent to the service lead around controls, gaps in
controls and dates of all actions being Dec 24. Awaiting Executive approval
People & Opened Dec 23. 7 actions identified, 4 completed, and 3 progressing.
Culture
Committee QA comments have been addressed by the lead and included in this bundle but
Awaiting Executive approval.
Planning, Opened Feb 24, 7 actions identified, 4 completed, 3 progressing. Target score of 15
Population not in line with appetite.
Health &
Partnership
Committee
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Executive Lead

Performance, Finance and Information Governance Committee PFIGC Executive Director of Workforce EDoW
Quality, Safety and Experience Committee QSE Executive Director of Nursing & Midwifery EDoN
People & Culture Committee P&C Executive Director of Finance EDoF
Audit Committee AC Chief Digital Information Officer CDIO
Planning, Population Health & Partnership Committee PPHP Executive Director of Operations EDoO
Executive Director of Therapies and Allied Health Professions EDoTH
Trend
No trend/Score remains the same “

Increase 1

Decreased ‘




Full Corporate Risk Register
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Risk Title: People, Culture and Wellbeing

Date Opened: 07/12/2023

CRR 24-01 Assuring Committee: People & Culture Committee

Date Last Committee Review:
13/06/2024

Date Last Reviewed:
12/06/2024

Director Lead: Deputy Director of Workforce Link to BAF: SP12

Target Risk Date: 31/03/2025

There is a risk that BCU do not have a highly skilled, engaged and motivated workforce which could impact on safe delivery of care. This could
be caused by staffing shortfalls, organisational reputation and staff not feeling psychologically safe which could lead to burnout. This could lead to
the inability to attract and retain high quality and skilled people.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

10.
. Work in Confidence platform for staff to safely raise concerns.
12.

13.

People Committee oversee delivery of the People Services
agenda

Local IHC & Pan Services People & Culture Committees in place
The Strategic Recruitment team in place to oversee efficient and
effective professional recruitment for all senior leadership and
medical & dental consultant appointments across the Health
Board

Local IHC Resourcing Teams are in place across all IHC/Pan
Services to drive forward recruitment and staffing priorities.

The Recruiting well and Joining Well programmes in place
Organisational Retention lead in post for BCU linked with national
retention work through HEIW

Dedicated Nurse Retention Lead in place to deliver the Nurse
Retention Implementation Plan for the organisation

New All Wales Flexible working policy has been ratified and is in
place

Staff feedback conjunction with the NHS Wales Staff Survey in
place. Development of Pulse surveys to ensure staff have a voice
across the organisation

Speak out Safely MDT in place

Workstreams associated with this risk which links into the Special
Measures Framework are monitored via the governance of the
Framework and reported to Executive Team and Board

An Agreed scope to the operating model review is underway

1st — eg. Operational:

1. Organisational Development Steering Group

2. People Services Senior Leadership Team

2nd _ eg. Risk and Compliance:

1. Risk Management Group

2. Executive Team oversight

3rd — eg. Independent:

1. Internal Audit

2. Welsh government through quarterly IQPD meetings
with executive team

3. HEIW through National Retention programme
meetings

1. The programme of work through the
Education and Learning Committee to
be finalised

2. Increased measures on employee
engagement

3. Development of a programme of work to
ensure line manager’s full involvement in
employee engagement

4. Feedback from the HEIW Nurse
retention tool.
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14. A range of employee engagement tools have been agreed at the
OD steering group in March 2024

15. The Culture Change Plan, which incorporated the results from
the Staff Survey, was agreed at People & Culture Committee in
March 2024

16. Staff facing version of the Learning Organisation Framework
developed for use in work-based learning contexts

Actions

Due Date

REF Gaps in controls; A. Education and Learning Committee is being established as a control measure

31.07.24

REF Gaps in controls; B. NHS Staff Survey action plan to be developed and implemented across 24/25. The corporate action plan has been
developed, the next steps is to take it forward at IHC level. This work is scheduled to be completed by end of June

30.06.24

REF Gaps in controls; C. Findings from the wider review of the 2022 Operating Model restructure presented via an appropriate Executive
governance process and next steps agreed. A full report of the findings is due to be submitted by Ararna by the end of May. The Findings will
determine what the next steps will be, therefore they cannot be agreed until the full report has been received. The findings will inform the PID for the
Operating Model which is one of BCUHB's 3 major transformation programmes of work.

30/06/24

Clinical engagement: Progress demonstrated in the part of the OD plan relating to clinical engagement field work conducted in previous cycles.
Recommendations made were reviewed by the Organisational Development Steering Group on 5.2.24. As agreed there, further work is being
undertaken to understand the barriers to engagement of clinicians, which will inform proposals for the development of a broader corporate
engagement offer. A draft OD Plan was presented to the Steering Group on 4.3.24 for feedback before being finalised.

29/02/2024

REF Gaps in controls; B. Revisit the values of the organisation: Views on the existing values and suggestions for modifications presented to Exec
Team prior to scheduling for review at Board. Previously collected staff feedback on the existing values to be analysed and proposals of methods of
co-production with the staff including comms and engagement plans to be submitted via an appropriate Executive governance process. Culture
World Café to take place at Leadership Conference 04.06.24. The revised date for the culture world café is scheduled for 4" June, the feedback will
be collated and available by the end of June 2024

30/06/2024

REF Gaps in controls; D. The Recruiting Well, Joining Well, Leaving Well Programme is being developed to ensure we recruit, support and retain a
skilled motivated workforce. The programme for Recruiting Well, Joining Well, Leaving Well will now be incorporated into the Staff Journey
programme of work. An illustrative map is currently being developed showing all areas within People Services and OD that employees typically
encounter, from Hire to Retire’. Work in being undertaken to identify gaps in each of the services with regards to policies and procedures. This will
enable the Staff journey programme plan, which will include timescales, to be drafted.

30/06/2024

Progression
Analysis
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Rationale for Corporate Risk

This is a corporate risk due to the current position
across the Health Board with high turnover rates across
certain key staff groups. Staff engagement score at
72%, comparable with all Wales average of 73%.
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Risk Title: Patient Safety - Falls

Date Opened: 01/12/2023

CRR 24-02

Assuring Committee: Quality, Safety and Experience Committee

Date Last Committee Review:
06/06/2024

Date Last Reviewed:
16/05/2024

Midwifery

Director Lead: Executive Director of Nursing and

Link to BAF: N/A

Target Risk Date: 30/10/2024

There is a risk to patient safety, in particular harm, as a result of slips, trips and falls within Secondary Care acute sites. This may be caused by
patients acuity/clinical condition/frailty alongside contributory factors such as reduced staffing, segregated areas and premises which do not allow
for ease of oversight, compliance with manual handling training, compliance of falls risk assessment and subsequent implementation of
mitigating actions. This could result in poorer patient health outcomes, extended hospital stay, regulatory non-compliance and litigation and

associated financial impact.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

1. Mandatory E learning modules (1a and 1b) for Falls Prevention
launched and monitoring in place for completion via the Strategic
Inpatient Falls Group. Health Board compliance currently 1a
93.83%, 1b 94.55%.

2. Manual Handling training data cascaded monthly to respective
IHC’s/Division Director of Operations to include compliance, Did
Not Attend rates and available capacity for upcoming 2 months.
3. Welsh Nursing Care Record (WNCR) has been implemented
which has an electronic version of the Falls and Bone Health
Multifactorial Assessment (FBHMA) that is identified on the
dashboard if not completed and monitored for compliance by the
Ward Manager.

4. How to /good practice guide developed and implemented to
support with completion and quality of FBHMA across all Adult
Inpatient wards:

5. Peer review process in place for 3 months to improve quality of
the FBHMA across adult inpatient wards.

6. Falls review groups in place across the Health Board with
exception reporting, updating of improvements to Strategic
Inpatient Falls Group.

1st — eg. Operational:

1.

aokrwb

Strategic Inpatient Falls Group - Integrated Health
Community (IHC) and Divisional falls review groups report
to the falls leads who report to the strategic group.

Ward accreditation metrics

Ward accreditation review process

Peer reviews

Patient Safety Group

2nd — eg. Risk and Compliance:

1.
2.

Risk Management Group
Executive Team Meeting

3rd — eg. Independent:

Internal Audit

HSE

Regulatory inspections and investigations — HSE, HIW,
CIW, PSOW

WG performance monitoring and assurance

Welsh Government Reviews

Falls prevention and management policy
to be ratified and relaunched - has been
updated to include a clear step by step
approach to completion of the Falls and
Bone Health Multifactorial Assessment
(FBHMA) and post falls management
and currently under review with Patient
Safety Group.

Assurance and training of agency
workers.

Improved compliance with manual
handling training.

Sustained improvement in the quality of
completion of FBHMA.

Actions

Due Date Progression

Analysis
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New updated and revised Falls Prevention and Management Policy NUOG6 reviewed in BCUHB Patient Safety Group to be ratified and re-launched. 30/12/2023
Policy approved at Patient Safety Group, disseminated and uploaded to Betsinet

Audit of Ward Managers induction for agency/temporary staff to ensure falls training has been completed. 30/08/2024

A review of the checklist is underway to make it more user friendly and compliance is being reported in the strategic falls group a question on
compliance is being added to the ward accreditation audit

Capacity within the Manual Handling training team to be optimised with focused recruitment drive for Band 6 posts (x3) supported by workforce 30/04/2024

Manual Handling corporate team to progress contract arrangements for external training facilities to support capacity 30/04/2024

Outcome of peer review pilot to be evaluated 30/04/2024

Peer reviews discussed at strategic falls group and quality of risk assessments have shown some improvement. Review of quality of risk assessments
need to form part of business as usual and this is part of the ward metrics. The patient safety team are conducting spot checks of the Risk
Assessments on the acute wards. Some areas are also conducting spot checks via the Weekly Harms Meetings and chairs of the groups know 'what
good looks like'. Plans to embed as part of Board Round process to be discussed with Senior Nurses — New action created

Future enhancement to the Welsh Nursing Care Record on an all-Wales basis.
31/05/2024

still no progress from All Wales group

Embed sample review of Falls Risk Assessment at Board Rounds 31/07/2024

N Impact Likelihood
20 20 56 50 20 Inherent Risk 4 5
15 5 - - - Rating
10 - - - o Current Risk Rating 4 5
5 Target Risk Score 4 3 12
0 Risk Appetite Quality 3 - Open
' v o o
» > W > : .
N N NN & Rationale for Corporate Risk
N & AP N
e [herent  emmsCUrrent e Target This is in line with the Falls Internal Audit limited assurance report.
Disproportionate high number of avoidable falls across the Health Board
N.B. Inherent and Current score lines stacked as both are 20. compared to other NHS providers.

10
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Risk Title: Safeguarding

Date Opened: 07/12/2023

CRR 24-03 Assuring Committee: Quality, Safety and Experience Committee

Date Last Committee Review:
06/06/2024

Date Last Reviewed: Director Lead:

20/05/2024 Executive Director of Nursing and Midwifery

Link to BAF: N/A

Target Risk Date: 31/03/2025

There is a risk that BCU may fail in its statutory duties to protect vulnerable groups from harm. This could be caused by gaps in safeguarding governance,
insufficient workforce training and engagement, complexity of legal frameworks, and lack of resources to manage growing demand. The impact may result in
harm to at-risk adults, children or young persons, victims of violence/abuse, patients unlawfully detained, financial penalties, reputational damage and non-
compliance with Safeguarding legislation which includes but is not exclusive to the Social Services and Wellbeing (Wales) Act 2014, the Deprivation of Liberty

Safeguards, and the Mental Capacity Act.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

1. Standardised formal reporting and escalation of activity, mandatory
compliance and exception reports are presented in line with Health
Board Governance and Reporting Frameworks.

2. Audit findings and data are monitored and escalated. Risk
Management has been embedded into the processes of the reporting
framework.

3. BCUHB mandatory safeguarding training is in place for all staff.

4. Welsh Government interim monies has supported temporary the
implementation of additional Mental Capacity Act (MCA) training, the
completion of Deprivation for Liberty (DoLS) applications, and
strengthened the implementation of Court of Protection DoL for
16/17-year-olds.

5. BCUHB local work programmes are in place and aligned to the
National Strategies which are regularly reported to Welsh
Government.

6. Safeguarding support the Sexual Abuse Referral Centre (SARC)
implementation, compliance and accreditation but the accountability
remains with the Central Integrated Health Community (IHC).

7. Fully engaged and supporting the Single Unified Safeguarding
Review led by Welsh Government and the Home Office/Central
Government for the re-write of Safeguarding and Homicide Reviews.

1st — eg. Operational:

1. New legislation and statutory guidance

17. The risks is monitored monthly and reviewed at the
Safeguarding Governance and Performance Group

driven by case law, UK and Welsh
Government impacts upon the
organisation and the date of

2nd — eg. Risk and Compliance:

implementation is not within BCUHB

1. Risk Management Group
2. Executive Team

control.

2. The increase in safeguarding activity
with enhanced complexity has resulted in
the delay of the implementation of

3rd — eg. Independent:

strategic and operational interventions.

1. Mental Capacity Act training compliance and the DoLS
backlog is monitored and reported into Welsh
Government.

2. This risks are regularly monitored and reviewed by the
statutory engagement with the North Wales
Safeguarding Board.

3. BCUHB are fully engaged in National and Regional
Forums to provide assurance of the implementation of
legislation.

3. Local Authorities frequently develop
independent local guidance which
requires duplication of implementation
across BCUHB. This is time consuming
and can result in reduced compliance.

4. The rise in the number of DoLS
assessments has resulted in a backlog.
Current post holders work additional
hours, weekends and evenings.

There are local and national staffing
challenges with regard to the recruitment
of Safeguarding, MCA and DoLS
specialist staff. This is recognised by
Public Heath Wales and WG. We support
flexible working arrangements within the

team to ensure staff retention. Reduced
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leadership team capacity due to
absences. .

A risk assessment and an amendment to
the service delivery structure is in place to
mobilise staff where required.

5. There is a lack of governance and
reporting of Court of Protection activity
relating to a Community setting.
Immediate safeguards are in place and
work is taking place to develop a standard

procedures.
Actions Due Date Progression
Analysis
Review of the safeguarding team and structure
A review of the safeguarding team structure has started, a report will be submitted in March 2024 30/09/2024
This date has been amended to reflect an achievable and realistic date given the interdependencies that are required to deliver it
National development and implementation of Single Unified Safeguarding Review
SUSR training has been approved by WG. BCUHB attending February 2024 31/03/2025
Implementation and monitoring of the ‘Workforce Safeguarding Responsibilities SoP, 31/03/2024
Approved at SGPG being shared at QDG during February2024.
North Wales Sexual Assault Referral Centre (SARC) to meet the National Service ISO Specifications, discussions ongoing.
This date has been amended to reflect an achievable and realistic date given the interdependencies that are required to deliver it 30/09/2024
Development of a DoLS/CoP Dol Standard Operating Protocol (SoP) 31/07/2024
CNO is undertaking a safeguarding audit of provision which will provide a benchmark for consideration
This date has been amended to reflect an achievable and realistic date given the interdependencies that are required to deliver it 30/09/2024
Whilst awaiting the All Wales Data Module conduct a review of the current data capture processes that inform current service demand and future
projections which will identify potential gaps and manual data collection practices 31/07/2024
The timescale for this will be reviewed next month once the action dependencies (team resource) are understood
Risks associated with the DoLS & MCA May 2024 Audit 31/03/2025




Q GIG | Bwrdd lechyd Prifysgol

QL~° Betsi Cadwaladr
o’ N HS University Health Board

L 2
4
L 2

Impact | Likelihood
. Inherent Risk 4 5
Rating
nh Current Risk 4 3 12
. —&—Inherent Rating
Current Target Risk Score 4 2 8
; 4+ Target Risk Appetite Quality 3 - Open
,L&b" Rationale for Corporate Risk
o
o

Actions are on track and progressing well, risk mitigation
best to the ability of the Health Board and yet to receive
further steer from legislation. Due to high risk associated with
DoLS and MCA the risk is unlikely to reduce until statutory
actions confirmed and taken following the next General
Election.
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CRR 24-04

Risk Title: Failure to Embed Learning

Date Opened: 19/10/2023

Assuring Committee: Quality, Safety and Experience Committee

Date Last Committee Review: 06/06/24

Date Last Reviewed:
21/05/2024

Midwifery

Director Lead: Executive Director of Nursing and

Link to BAF: SP18 -
Quality, Innovation and
Improvement

Target Risk Date: 30/09/2024

There is a risk that the Health Board could fail to meet requirements for timely review and learning from mortality cases, claims, inspections,
incidents and complaints. This could be caused by insufficient resources, lack of unified processes, outdated IT systems, duplication of effort, and
overreliance on single personnel. The impacts may include missed opportunities for improvement, lack of family/carer engagement, potential
patient harm events going undetected, non-compliance with national frameworks or legislation, and reputational damage.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

o M LN

Putting Things Right and clinical review processes and
monitoring

Risk management processes
Audit programmes & monitoring arrangements
Patient and carer feedback and involvement processes

Senior sign-off process for National Reportable Incidents
(NRIs) and Complaints

Clinical policies, procedures, guidelines, pathways, supporting
documentation & IT systems

Clinical staff recruitment, induction, mandatory and
professional training, registration & re-validation

Defined nurse staffing levels for all wards & departments as
per Nurse Staffing Act

Ward accreditation schemes and ward manager/matron
checks/audits.

10. Tracking of regulatory action plans

11.

Internal Reviews against External National Reports

1st — e.g. Operational:

1. Service and IHC Quality Groups (with reporting)
2. Quality Delivery Group, its sub-groups (with reporting)
3. Executive performance reviews with IHCs

4. Clinical audit
5

Regulatory Assurance Group and oversight/assurance
reporting

6. Annual Quality Report, Annual Putting Things Right
Report and Annual Duty of Candour Report

2nd _ e g. Risk and Compliance:

1. Executive performance reviews with IHCs
2. Risk Management Group

3. Executive Team Meeting

3rd — e.g. Independent:

1. Development of a Quality Management
System (QMS) setting out an integrated
approach to Quality Planning, Control,
Assurance and Improvement

2. Clarity on quality leadership, structures
and accountabilities

3. Review of the quality governance
framework of meetings and reporting

4. Development of a quality learning
framework, aligned to the overall
learning organisation programme

5. Review of Putting Things Right and
clinical review processes and monitoring

6. Resolution of outstanding overdue
positions for incidents, complaints,
claims, mortality reviews and inquests

14
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12. Getting it Right First Time (GIRFT), localised deep dives, 1. Internal Audit

reports and action plans
2. Clinical audit

13. HIW, Ombudsman, Coroner NHS Wales Exec and WG
engagement Meetings 3. Regulatory inspections and investigations — HSE, HIW,
CIw, PSOW

4. WG performance monitoring and assurance

5. Welsh Government Reviews

6. Royal College Reviews

Actions

Due Date Progression
Analysis

The Quality Governance Framework will be reviewed and refreshed and will include greater clarity on the roles, responsibilities and authorities of all groups including the
reporting expectations, process and templates. This will include mapping meetings into an overall cycle and introducing standard templates and a single document
repository

This work is being taken forward with the support of the NHS Wales Executive as part of the Quality Governance Intervention, who are currently observing to inform their
recommendations, therefore the work will take slightly longer and a revised date of 30 June 24.

A QSE Committee workshop is being held on 29/05/2024.

30/06/2024
due dates to
end of July
30/07/24

Best practice guidance will be issued to IHCs and Regional Divisions to support effective local quality governance arrangements
This work is being taken forward with the support of the NHS Wales Executive

30/06/2024
due dates to
end of July
30/07/24

A Quality Dashboard will be developed underpinned by a series of specialist dashboards (i.e. falls, complains, etc). These dashboards will create a single version of the
truth using agreed metrics directly connected to the quality systems for real time data

Work is progressing on the Dashboard and a test version is live however technical issues remain in extracting and presenting data — these are being resolved and the
Dashboard will be soft launched on 01 June 2024.

31/05/2024
due dates to
end of July
30/07/24

A central and digital library of learning will be established which will be launched alongside a revised approach to the collation, analysis and dissemination of learning.
The system prototype is in place and will be tested with MHLD during Q1 with a view to refinement based on the feedback and roll-out over the summer.

30/09/2024

The approach to quality assurance will be reviewed and refreshed and a new regulatory procedure and quality assurance procedure will be developed

This work is being taken forward with the support of the NHS Wales Executive as part of the Quality Governance Intervention, who are currently observing to inform their
recommendations, therefore the work will take slightly longer and a revised date of 30 June

This action is being discontinued with the work rolled into the QMS (see below).

30/06/2024

15
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The new Quality Strategy will be developed through a co-design process 31/05/2024
A refreshed approach to planning arising from Special Measures - a separate Quality Strategy will not be produced and quality will be part of the overall organisational
strategy underpinned by a QMS, see below. A quality section for the ongoing planning process has been written and submitted — May 2024 — Revised date from 03/24 to
05/24 due to external dependencies.
This action is being discontinued with the work rolled into the QMS (see below).
A Quality Management System will be developed in line with the Duty of Quality, which will describe how Quality Planning, Quality Control, Quality Assurance and 31/05/2024
Quality Improvement will work together as a collective quality system due dates to
Update - The initial draft of a QMS is due at Board in May 2024. Therefore, the deadline will be extended. A QMS working group is in place, the first meeting was 13 end of July
December 2023. There was a workshop at the Executive Team on 24/01/24, at the Senior Leadership Team on 30/01/24, and at the Board on 29/02/24.The Quality 30/07/24
Team visited ELFT (an Outstanding rated English Trust) on 26/02/24.The Quality Team are part of the all-Wales working group. Research has been undertaken into
work in Wales and Scotland. Support is being provided by Improvement Cymru and the NHS Wales Executive National Quality Team. We plan two further meetings of
the working group, and a wider engagement workshop in April May 2024 — Revised date from 03/24 to 05/24 due to external dependencies
The Terms of Reference and Cycle of Business for the Organisational Learning Forum is being refreshed and revised to build on and strengthen the work of the group. 30/06/2024
due dates to
end of July
30/07/24
A project has been commissioned to develop a new, integrated approach to Investigating and Learning from Incidents, Complaints and Mortality Reviews — this new 31/07/2024
policy is due at Board for approval in July 2024
A Learning from Investigations Project has been commissioned to review all open cases due at inquest and to ensure the investigations and evidence of learning is 30/06/2024
robust. Phase 1 of this project is due for completion by the end of June 2024. The learning from this work will inform the new Investigating and Learning from Incidents,
Complaints and Mortality Reviews Policy and process.
30 Impact Likelihood Score
25 2% P —5 25 25 Inherent Risk S S
20 26 20 20 Rating
15 Current Risk Rating 5 4
10 1 1\ Target Risk Score 5 1
5 5 5 5 Risk Appetite Reputational 4 -
0 Seek
5 Ny (% [ e
S S oY o o Rationale for Corporate Risk
N & & & &
N~ & N N 2%

Significant backlog of incidents waiting investigation and

Inherent current Target new cases demonstrating learning has not been embedded
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Risk Title: 2024/25 Financial Plan Date Opened: 01/04/2024
CRR 24-05 Assuring Committee: Performance, Finance and Information Governance Date Last Committee Review:
Committee 25/06/2024
Date Last Reviewed: Director Lead: Executive Director of Finance Link to BAF: Target Risk Date: 31/03/2025
14/05/2024

Failure to achieve the Annual Plan for 2024/25 (£19.7m deficit), due to non-delivery of planned level of financial improvement
The financial plan for 2024-25 requires the achievement of financial improvement (expenditure savings) totalling £48.0m.
Failure to deliver the target for financial improvement could adversely impact the achievement of the financial plan and increase the deficit.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

1. Core Savings targets for IHCs, Non-IHC Directorate and

1st — eg. Operational:

Corporate functions have been issued and performance to be
challenged at Integrated Performance Executive Delivery Group
— chaired by the Chief Executive.

2. Value and Sustainability programme approach to 2024/25
savings has been endorsed by the Executive and Board.
Executive Leads have been assigned and a flow chart issued
setting out the governance process for sharing of costed savings
opportunities and Divisional delivery.

1.

Divisional Directors holding Budget Mangers to Account
for spending within delegated budgets and delivering the
savings targets.

CEO led, Divisional Performance Management of
Directors at IPEDG and individual performance reviews
Regular review of Risks and Opportunities for mitigation
Regular Check and Challenge meetings between FD’s
and CFOs and Divisional Directors on in-month\forecast
outturn and savings delivery

3. Continuation, for a period of at least six months, of the Enhanced
Establishment Control Group (executive approval before

2nd _ eg. Risk and Compliance:

advertising) to review all requests for A&C posts and all Band 7+
posts (Non-Patient Facing), moratorium on requests for
Permanent recruitment to Band 8D and above (non clinical
posts) and minimising interim staff appointments.

4. Internal scrutiny by Central Finance Team, of the Divisional
financial assumptions, overspends and forecasts.

5. Financial reporting to Welsh Government on a monthly basis,
with the MMR.

1.

Standing Orders, Standing Financial Instructions and
Scheme of Reservation and Delegation — defining
expectations, roles and responsibilities.

IPEDG setting goals for Directors, for implementation.
Risk management framework in place.

Early identification of emerging issues through horizon
scanning and trends in run rate and alerting Operational
Management to changes to regularity requirements.

Monitoring the adequacy and effectiveness of internal
control, accuracy and completeness of financial

1. Welsh Government (WG) expectation
to achieve financial balance, due to
the financial settlement/allocations to
Health Boards and to enter into
financial stability.
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6. Financial Position (including Savings) oversight arrangements in reporting and forecast, compliance with laws and
place through the Performance, Finance and Information regulations, and timely remediation of deficiencies.
Governance Committee (PFIG)

7. Regular communication with Welsh Government regarding £82m | 3™ — eg .Independent:
strategic funding with regards to making this recurrent rather 1. Internal Audit
than non-recurrent. 2. WG in the form of a monitoring return submission —
detailing for example, expenditure run rates and reasons
for movements, savings profile delivery and risks and
mitigating actions.

3. Fortnightly performance meeting with the WG and NHS
Executive.

Due Date Progression
Analysis

Actions

Value and Sustainability Programme approach to savings — assign Exec Leads and Support Teams to each theme and cost up Opportunity Plans for 31/06/2024
consideration by the Divisions.

Progress Savings Opportunities by generating Saving Scheme Documents setting out the planned delivery agreed by Executive Lead or Divisions 31/03/2025
and monitor actual delivery.

20 Impact | Likelihood
25 ® * Inherent Risk 5 5
20— — Rating
ig A A —o— Inherent Current Risk 4 5

5 Rating

Current :
0 . . Target Risk Score 4 3 12
™ (S A—Target Risk Appetite Financial 2-
\'L@’ \’\«& Cautious
& &
Q¥ Ns . .
Rationale for Corporate Risk

to the Board approved the Annual Plan in March 2025,
which set out to achieve a control total of £19/7m deficit.
The risk will assess each month progress against the
delivery of the Plan.

M3 - Year to date, £7.9m above Planned Deficit
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Risk Title: Suitability and Safety of Sites

Date Opened: 04/01/2024

CRR 24-06
Committee

Assuring Committee: Performance, Finance and Information Governance

Date Last Committee Review:
25/06/2024

Date Last Reviewed:
13/06/20224

Director Lead: Executive Director of Finance

Link to BAF: SP14

Target Risk Date: 31/03/2026 (10 year
capital investment requests aligns with the
capital prioritisation form that will
submitted to Welsh Government —
completion target date 2035).

There is a risk that the suitability and safety of the estates and infrastructure across BCU could severely impact on service delivery, staff and
patient safety. This could be caused by aging and unsuitable buildings, backlog maintenance issues, non-compliance with regulations, inadequate
space capacity, and lack of capital funding. The impacts may include inability to meet service needs, reduced access to diagnostics and treatment,
risks of infection, fire, asbestos, legionella and other hazards, increased costs, regulatory enforcement action, and significant reputational damage.
This presents risks to the continuity of care, patient outcomes, staff wellbeing, and the Health Board's ability to provide safe, therapeutic

environments across the region.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

1. Estates Strategy developed and approved by the Health
Board in January 2023.

2. Internal Governance for capital allocation in place within

the Health Board.

3. Business Cases to Welsh Government to resolve major

infrastructure issues in line with the Estates Strategy

4. Priority bids against Welsh Government Estates Funding

Advisory Board (EFAB) for the allocation and prioritisation of
funding in relation to infrastructure funding, decarbonisation, fire
and Mental Health and Learning Disability.

5. Discretionary Capital Allocation of £12.448m for 24/25
approved by Welsh Government with an allocation of
approximately £3.208m aligned to improvements within the
Estates. Prioritisation is based on Operational Estates Risk
Register

6. Regular Welsh Government /Health Board Capital
Meetings — which provides a direct link with Welsh Government to
raise concerns regarding the funding available to effectively
manage the condition of the estate and ensure safety of patients
and staff.

1st — eg. Local Assurances:

1. 6 facet survey to be undertaken to obtain

Existing groups in operation within the Health Board where
capital prioritise are reported:
1. Capital Planning Management Team

2. Capital Investment Group
3. Risk Management Group
4

Executive Team meeting

Existing groups in operation within the Health Board where
environmental issues and safety are escalated:
5. Strategic Occupational Health and Safety Group

6. Strategic Infection Prevention Group
7. Risk Management Group
8

Executive Team meeting

an updated report of the condition of the
Estate.

2. Assurance around the development
control plan aligned with both the Estates
strategy and the Clinical strategy.

3. Business Case Review Group to be set up
to review all business cases to provide
scrutiny prior to submission to Executive
team.

4. Standardised approach by the Health
Board in relation to management of Estates
and Capital between the Integrated Health
Community IHC’s) and other services and
the Estates/Capital teams.

5. Ensure that the Health Board Capital
prioritisation plan is shared with Welsh
Government (WG) to identify required
investment. The end date is dependant of
how much capital investment is provided to
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7.

Operational Estates Safety Groups in place to provide

assurance, the safety groups are as detailed below

a)
b)
c)
d)
e)
8.

Fire Management

Asbestos Management

Water Safety,

Ventilation Safety

Electrical Safety

Welsh Government Capital Resource Meetings in place

to provide route for escalation.

9.

Estates and Facilities Performance Management System

(EFPMS) reporting template and recording of backlog
maintenance

9. Internal Audit

2nd — eg. Board/Committee Assurances:

1. Performance, Finance and Information Governance
Committee

3rd — eg. External Assurances:

Internal Audit
External Audits undertaken by NHS Wales Shared Services
Partnerships, Specialist Estates Services, Authorising
Engineers in the following disciplines:
a. Fire

b. Water Safety

c. Ventilation

d. Electrical (HV / LV)

e. Medical Gases

f. Decontamination

Inspections by the North Wales Fire and Rescue service within
inpatient areas.

the Health Board from WG. The 10 year
capital investment requests aligns with the
capital prioritisation form that we will submit
to Welsh Government.

6. Ensure that the Health Board has an
Estates rationalisation programme in place
that will support the capital prioritisation
programme and reduce backlog
maintenance.

7.Updated agreed protocol for use of Annual
Discretionary Slippage to be put in place by
developing Business Justification Cases
(BJC) for essential estates works and
discretionary capital schemes that could be
aligned with in-year additional Capital
Funding provided by WG.

Actions Due Date Progression
Analysis
Business Case Review Group to be developed by Health Board.
Development of Business Case Review Group agreed in principle by the Health Board. To be progressed in conjunction with a multi-disciplinary team
. . i . . : P . 30/09/2024
representing service and technical support leads and has been trailed on a recent Business Case. The process is being finalised and will be
presented to Capital Investment Group for ratification.
Completion of Welsh Government Prioritisation exercise. 31/03/2024 Completed
Welsh Government Prioritisation exercise completed and approved by the Health Board
Undertake action to deliver an Health Board Estates Rationalisation Programme
Estates Rationalisation Programme being developed and in draft format. This will be in conjunction with the new Director of Environment, once 30/09/2024
appointed. A Draft will be submitted to a multi disciplinary group for initial comment, with a final version to be ratified by Capital Investment Group .
Agreed protocol for use of Annual Discretionary Slippage to be put in place. 31/03/2024 Completed
Protocol for the use of Annual Discretionary Slippage in place and approval route is through the Capital Investment Group.
Review / Standardisation of IHC’s / Mental Health Learning Disability Estates and Capital Group ‘Terms of Reference’ and escalation process 30/09/2024

20



Q

o

0

GIG Bwrdd lechyd Prifysgol

Betsi Cadwaladr
NHS

University Health Board

Undertake actions to deliver a 6 facet survey across the Health Board over the next 5 years 31/03/2026
Review and update Development Control Plans 30/04/2025
20 Impact Likelihood
25 25 25 25 25 Inherent Risk 4 5
20 26 20 20 20 Rating
15 L - = . Current Risk Rating 4 5
10 - o o - Target Risk Score 2 4 12
5 Risk Appetite Quality 3
0
B e > & Rationale for Corporate Risk
%Q'\/ %Q’L ’\9"/ ,\9’\/
0\,\ Q%\ Q’»\ Q%\ Current Risk score of 20 aims to be reduced to a 12 by April 2035.
Qb‘\ r&\ q‘,b\ ,\ﬁo\ Backlog maintenance is the cost to bring estate assets that are below
acceptable standards (either physical condition or compliance with
cmm [NNErENt e CUTTEN e Target mandatory fire safety requirements and statutory safety legislation) up to

an acceptable condition. Total 2021/22 backlog costs for all BCUHB
properties was£348.4m. Cost to achieve physical condition B is c.
£213m. Cost to achieve condition B for fire and safety statutory
compliance is c. £136m. Total risk adjusted backlog is c. £240m. The
majority (73%) of backlog relates to the 3 acute hospitals. Backlog for
MH&LD, Community and Local Hospitals, and Community Facilities each
comprise ¢.10% of total backlog.

Our estate is facing significant risks and challenges and severe
limitations on expected future funding. The current estate is not
sustainable or viable in the long term and will not support the
implementation of key BCUHB strategies and is a significant risk to the
Board.

To aid with supporting a Capital Programme the Health Board will
commence with a programme to deliver a 6 facet survey for the Estates,
these surveys will commence in 2024 focussing on Acute sites and then
community hospitals with a target to complete within 2 years. This will be
a significant part of the estates portfolio and backlog maintenance cost.
As sites are completed the cost associated with backlog maintenance will
be identified and capital funding requested. The end date is dependant of
how much capital investment is provided to the Health Board from Welsh
Government. The 10 year capital investment requests aligns with the
capital prioritisation form that we will submit to Welsh Government.
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Risk Title: Availability and Integrity of Patient Information Date Opened: 06/12/2023
CRR 24-07 Assuring Committee: Partnerships, People and Population Health Committee Date Last Committee Review:
18/06/2024
Date Last Reviewed: | Director Lead: Chief Digital and Information Officer Link to BAF: SP13 Target Risk Date: 31/03/2029
14/05/2024

There is a risk that patient harm will be caused due to the lack of a joined up longitudinal Electronic Healthcare Record system that digitalises
clinical workflow, alerts, hand overs and scheduling under a single patient identifier, which could lead to deaths and harm.

Mitigations/Controls in place Lines of Assurances Additional Controls required
1. Current paper file identified as the Master Copy of the full 1st — eg. Operational: 1. Establish and implement the
record. - . L . 1. Information Governance Toolkit embedded with governance arrangements fqr overal
2. Access to current clinical systems to print clinical information operational group oversight and monitoring management of the Electronic Health
ready to store in the Master File. 2. Chairs assurance report from Information Governance Record P.rogramme. Steering Group set
3. CITO .Contract in place to house scanned document as a Group presented to Performance, Finance and up gnd will .be captured as _part of the
repository. Information Governance Committee which focuses on outline business case requirement.
4. Mandate process in place to control the adoption of new performance indicators. 2. Lack of current system capabilities
functionality within existing systems to capture patient data. systems to integrate into the fuller
5. Current system training and standard operating procedures 2nd _ eg. Risk and Compliance: Electronic Health Record. Optimisation

around searching for and registering new patients to prevent

1. Risk Management Group

the creating of duplicate records in place. 2. Executive Team meeting

6. Standard operating procedures involving searching for and
storing patient information to prevent harm in cases where

programme underway with a focus on
EPOC, EPRO, WCP and CITO to
review current systems interoperability
and functionality.

duplicate records exist is in place within Patient Administration [ 3rd _ gg. Independent:

3. Availability of current paper records

System. 1. Information Commissioners Office Audit.
7. Lack of quality within the content of current patient records. 2. Internal Audit Annual Information Governance
Meeting organised with Office Medical Director to consider Compliance Audit.
address improvements in the quality of record keeping moving
forward.

within digital environment. The
Electronic Health Care Record outline
business case will analyse resource
requirements to consider scanning or
dual processing of records.

4. Patient Records Group currently not
meeting. A review of the remit and
establishment is underway with the
Senior Information Risk Owner and
Caldicott Guardian.

5. Standard practice registration across the
three acute sites. Proposal developed
including resource funding required
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based on the East Health Records
service coverage.

6. No agreement to fund additional Health
Records staff to address backlog of
duplicate patient records / identifiers.
Standardised procedures in place to
prevent re-occurrence.

7. Establishment of a Change Advisory
Board led by Clinicians to standardise
the collection, storage and access of
digital patient information.

8. Although agreement in principle to fund
additional patient record staff to
undertake the duplicate patient record
issue, funding stream still not approved.

Actions Due Date Progression

Analysis
Assessment to be undertaken of what is required for the development of an Outline Business Case for an Electronic Health Record (EHR)

30/12/2024

Business Justification Case to seek funding for compilation of Outline Business Case being completed with submission due in September 2024.

Completed
Seeking approval and funding for the Strategic outline case for Electronic Health Record 31/12/2024 &
Establish the cost and resource requirements to back scan all live records 31/01/2025

Standardise the way in which using existing systems (paper and electronic) as part of the DDaT optimisation workstreams
31/03/2025
Paper will be presented mid-June to DDaT SLT for discussion and decision on prioritisation.

Undertake a review of all current systems to ensure these can be integrated into an Electronic Health Record
30/04/2025
report will be available in mid-June for presentation at the DDaT SLT meeting for decision and prioritisation agreement.

Accelerating the business case, approvals, procurement and implementation of an Electronic Patient Record for Mental Health (minimum 2-year
project)

30/04/2025
BCUHB only Business Case due to be finalised 24th May 2024. A multi-disciplinary steering group has been set up, and continuing to work
collaboratively on an All Wales basis.

Recruitment of additional health records staff to standardise the registration practice across three acute sites.

30/11/2024
Funding request submitted for approval to Executive Team.
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N.B. Inherent and Current score lines stacked as both are 20

Impact Likelihood
Inherent Risk 4 5
Rating
Current Risk Rating 4 5
Target Risk Score 4 3 12
Risk Appetite Quality 3 - Open

Rationale for Corporate Risk

Organisational wide risk based on potential patient safety and negative
impact if the risk were to materialise. In addition the financial and

resource requirement to implement the controls and mitigations required

are significant.
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Risk Title: Population Health

Date Opened: 01/11/2023

CRR 24-08

Assuring Committee: Partnerships, People and Population Health Committee

Date Last Committee Review:
18/06/2024

Date Last Reviewed:

11/06/2024

Director Lead: Executive Director of Public Health

Link to BAF: SP1

Target Risk Date: 31/03/2026

There is a risk that the Health Board fails to adequately support the improvement of population health and reduce health inequalities. This may be caused by a lack of sustainable
services, financial and resource constraints within the Health Board, dependency on grant funding to support prevention activity and demand for delivering the urgent and
immediate healthcare needs of the population.
Population health improvement and protection may also be impacted by population behaviours and beliefs, modifiable risk factors, wider determinants of health (eg Housing,
Education, Employment), the local demographics, the living environment, food production and consumption, local planning, socio-economic factors or the accesibility of health care
services.
This may lead to continuation and increases in largely preventable non-communicable diseases including Type 2 Diabetes, Respiratory conditions, Cardiovascular disease, Cancer,
Musculoskeletal conditions, mental health and wellbeing and multiple co-morbidities. It may also lead to to increasing rates of infectious disease. Failure to address the risk could
potentially lead to avoidable morbidity and mortality within the population of North Wales

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

Population Health Executive Delivery Group provides strategic
direction.

Grant funding secured from Welsh Government supporting
prevention and early years activity. Grant funding associated
with Prevention, Whole System Approach to Healthy Weight,
Whole School approach to Mental Health and Healthy
Schools/Healthy Pre-schools awarded via Public Health Wales
has been confirmed for 24/25

The Executive Director of Public Health provides consistency to
the regional strategic approach and prioritisation.

Annual development of Public Health work plan to reflect current
and emerging need.

Consultants in Public Health are linked to delivery of key
programmes of work, Public Health Wales and with IHC areas,
providing expertise and guidance.

Public Health Team provide review and feedback on planning
applications.

Health Protection Team work in partnership with Local
Authorities to provide expertise and management of risks and
issues.

1st — eg. Operational: 1.

1.

2.

3.

Population Health Executive Delivery Group and the
Public Health Senior Leadership Team.

The Public Health Team provide the Health Board, its
partners and the public with evidence informed
information and approaches to improve health and
wellbeing.

The Public Health Team support population needs
analysis and provide professional expertise to support 3.
the development of Health Board and partner plans.

Prevention is embedded in the Living Healthier, Staying
Well Strategy and a ‘life-course’ approach is promoted. 4.

2nd _ gg. Risk and Compliance:

2.
3.
4.

5

Risk Management Group

Executive Team.

A ‘Whole System Approach’ is being implemented
across a number of key priority areas

3rd — eg. Independent:

Response to the demographic profile
and the current and forecast
prevalence of chronic conditions and
their effect on demand.

There is no secured long term funding
to support implementation and growth
of the whole system approach across
North Wales at scale.

The availability of data and
intelligence to support strategic focus
at the local level and subsequent
planning is not available.

The Deputy Director of Public Health
post is currently vacant as the post
holder is Acting Executive Director of
Public Health.
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8. Funding associated with Healthy Weight Healthy Wales which 1. Internal Audit
was formerly non-recurrent grants has now been added 2. Representation by senior Public Health team members
recurrently to the Health Board core budget. at Public Service Boards, Partner Boards, Regional

9. Prevention and health inequalities form key part of the Health Partnership Board and National forums.
Board Integrated plan 24-27. 3. A number of national programmes of work are underway

including implementing the Weight Management
Pathway and Smoke Free Sites regulations.
4. National Performance Framework measures.

11. Grant funding (Welsh Government, Public Health Wales, Arts 5.
Council for Wales) has been secured for 24/25 for a number of
small projects

10. The RIGA process has agreed continuation of funding for 24/25
to support the Well North Wales programme including ICL.

Actions Due Date
Infant Feeding Strategy 2019 (current refresh underway to 2025) forms part of Public Health team deliverables in conjunction with Womens 31/12/2024
Directorate
Tobacco Control Legislation (including Smoke Free Sites) / Welsh Government Tobacco Control Plan confirmation that all smoke free site officers are 31/03/2026
in place.
All Wales Weight Management Pathway 2021 continuation of funding for 24/25 to support weight management services. 31/03/2026
Health Care Public Health Programme (also linked to Special Measures Plans and chronic disease pathways) the HCPH Diabetes programme is part

. s ) 31/03/2026
of deliverables within the Health Board approved integrated plan.
Together for Mental Health Strategy (local / national) delivery managed via MH&LDS Directorate 31/03/2026
Well North Wales targeted partner programmes Extension of Strategic Partner Development Manager post confirmed to 31/3/25. Discussion paper to

) 31/03/2026

PPHP in June.
Health Board Annual Plan / 3 year milestones and associated activity The Health Board plan approved for 24-27 reflects prevention priorities and 31/03/2026
deliverables.
Working in partnership across BCUHB, PHW and LA to reduce the risk associated with infectious diseases Confirmation of the funding to support the
Health Protection Team. Development of processes for data sharing across organisations. Training and development for LAs and Partners. Measles 31/03/2026
response plans.
Immunisation Strategy 2023-2026 under review 31/03/2026
Recruitment to the post of Executive Director of Public Health 31/12/2024

Public Health team and DPH to meet with DDaT to discuss data and intel gaps to inform planning to support strategic focus for Public Health

31/07/2024

Progression
Analysis
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Delivery of the 1st year deliverables from the Health Board’s 3 year plan. 31/03/2025
Deliver 24/25 Welsh Government and Public Health Wales grant funded programmes of work 31/03/2025
Deliver 24/25 BCUHB funded programmes of work — Health Care, Public Health (Diabetes) programme 31/03/2025
Deliver 24/25 BCUHB funded programmes of work — Well North Wales programme (Including inverse care law) 31/03/2025

Develop a case for long term sustainable funding Local / Nationally

31/03/2025

Through provision of recognised evidence contribute to the development and delivery of local partner plans (Regional Partnership Board and Public

Service Board)

31/03/2025

’ Impact | Likelihood
50 e a . 20 Inherent Risk 4 5
Rating
15 19 12 12 &) Current Risk 4 5
10 Rating
Target Risk Score 4 3 12
0 Risk Appetite Quality 3 - Open
v o o o ; ;
o i o o Rationale for Corporate Risk
N & NS N The population health of North Wales is worsening and has
significant impact on demand for services and potentially on the
e [Nherent emmmCurrent —emTarget wider community due to the loss of people from the workforce, and
through the subsequent economic impacts on our communities
N.B. Inherent and Current score lines stacked as both are 20. through loss of involvement. Worsening health outcomes, increasing

ill health and widening inequalities directly affects the Health Board
ability to deliver excellent healthcare services meaning the Health
Board purpose must retain clear focus on improving the health and
wellbeing of the population
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Risk Title: Primary Care

Date Opened: 08/02/2024

CRR 24-09

Assuring Committee: Quality, Safety and Experience Committee

Date Last Committee Review:
06/06/2024

Date Last Reviewed:
11/06/2024

Strategic Planning

Director Lead: Executive Director Transformation And

Link to BAF: N/A

Target Risk Date: 31/03/2025

There is a risk of the Health Board not fully meeting its legal obligation to provide accessible and high-quality primary care. This may be due the sustainability of primary care
professions, patient access, timely diagnosis, and appropriate healthcare utilisation. This may result in a demoralised primary care workforce, increased strain on emergency
services, prolonged hospital stays, preventable admissions, lapses in care, regulatory non-compliance, and declining population health indicators. Consequently, there is a
cascading effect on patient flow, service performance, care quality, collaborative partnerships, cost-effectiveness, and the viability of primary care and community care models. The
ultimate consequence is a rise in mortality rates, treatment delays, and extended hospitalisations, exacerbating patients' health conditions.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

1. Escalation and sustainability report to address risks
associated with workforce and workload pressures allows for
early identification and management.

2. Risk management training completed Q3 2023 for all primary
care leaders for better identification and management.

3. Programme management implemented to monitor and drive
strategic priorities.

4. Primary Care Quality and Delivery Group established Q3
23/24

5. Primary Care Board has now been established with the first
meeting held May 2024, monthly meetings planned moving
forwards. Sub group reporting into the Primary Care Board.

6. Primary Care contractor services audits of sustainability
matrix ongoing periodically — Programmes in place to
undertake the audits

7. Greater Health Board oversight of Primary Care issues and
risks via PPHP Committee with first report to committee
during April 2024 with further reporting in June 2024.

1st — eg. Local Assurances:

1. Strategy and resources to support

Primary Care Quality and Delivery Group
Primary Care Panel

introduction of new roles, ways of
working and models of service delivery.
2. Equity of resource to support primary

care transformation, management and
governance.

Risk Management Group

1

2

3

2nd — eg. Risk/Compliance:

1.

2. Executive Team Meeting
3.

3rd — eg. External Assurances:

4. 1. Internal Audit

Regulatory inspections and investigations — HSE, HIW, CIW,
PSOW

2. WG performance monitoring and assurance

3. Welsh Government Reviews

4. Royal College Reviews

Actions

Due Date

Progression
Analysis

Primary Care Board established

Primary Care Board has now been established with the first meeting held May 2024, monthly meetings planned moving forwards. Sub

group reporting into the Primary Care Board.

30/05/2024
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Primary Care strategic plan

National Primary Care model being reviewed with HB input which will inform the Betsi Strategic plan.

31/03/2025

Escalation and sustainability implementation

Primary Care contractor services audits of sustainability matrix ongoing periodically — Programmes in place to undertake the audits

which were included in the annual delivery plan.

30/06/2024

Health Board Managed Practices — recommendations for improved governance report

Managed practices governance and assurance sub group reporting into Primary Care Board

31/01/2024

Focused on implementation of recommendations from the National Strategic Programme for Primary Care. 31/03/2025

July workshop planned to review the recommendations and programme of work for 24/25

Primary Care academy to utilise SPPC monies to further progress multi-professional working with a review of cluster monies spend to 31/12/2024

allow introduction of new roles, ways of working and models of service delivery.
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N.B. Inherent and Current score lines stacked as both are 20.

Impact Likelihood
Inherent Risk 4 5
Rating
Current Risk Rating 4 5
Target Risk Score 4 3 12
Risk Appetite Quality 3 - Open

Rationale for Corporate Risk

Optometry reform delivery compromised, continue to have further
managed practices and financial implications to the Health Board. Dental
access compromised.

Recognition of inherent score currently further controls needed.
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Risk Title: Urgent and Emergency Care

Date Opened: 26/02/2024

CRR 24-10
Committee

Assuring Committee: Performance, Finance and Information Governance

Date Last Committee Review:
25/06/2024

Date Last Reviewed:
07/06/2024

Director Lead: Executive Director of Operations (Executive
Director Therapies & Health Science)

Link to BAF: N/A

Target Risk Date: 30/03/2025

There is a risk of mortality in relation to critically ill patients being seen in a timely manner through unscheduled care routes. This may be caused
by delayed dispatching of ambulances, ambulance queues at emergency departments, Out of Hours access and EDs and UTCs being at capacity.

This could impact on pressures for other services, reputation and litigation implications.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

Daily management system in place to manage patient flow including
multiple daily local and national calls.

Continuous focus on reducing delays for health and social care
reasons including complex care management, fast track cases and
implementation of a home first ethos.

Regular reviews of long stay patients in acute & community hospitals
to reduce average length of stay.

Training on discharge and complex care management is provided to
ward based staff through the Complex Care and Unscheduled Care
Team.

System lead management 5/7 to have a singular point of escalation
with external agencies and internal IHC concerns.

Single Integrated Clinical Advice Triage (SICAT).
Ambulance escalation process to support peak periods of demand.

Hospital full protocols to support rapid de-escalation during peak
periods of demand.

Care Home risk and escalation plans to support care home capacity
with community team’s support.

qst

— eg. Local Assurances:

1.

Operational Meetings ensure a Pan North Wales
approach for managing daily UEC demand with external
stakeholders

Clinically optimised reviews across all IHCs take place
on a regular basis with access into social care providers
for support on getting patients care closer to home.

IHC Management team led reviews with clear focus on
action to support reducing LoS with a full multi-
disciplinary team representation.

Nurse led discharges being rolled out across North
Wales to support timely discharges and utilisation of
STREAM (IT System) to track planning.

Senior operational managers managing daily demand
across North Wales and being a singular point of
escalation when Unplanned and Emergency Care (UEC)
demand and capacity increases.

Each Acute site has a process of internal escalation
when delays occur with ambulance handovers occur with
triggers for escalation and actions to be completed.
Each IHC has a bed escalation process that supports
triggers for escalation and gives triggers to support de-
escalation in a timely fashion.

1. Fragility and gaps in social care
assessment, delivery and social
care market provision (including both
domiciliary care and
independent care home sector)
resulting in substantial delays and
patients being stranded in community
hospitals and out of county beds.

2. Delays in assessment of complex
care cases and inefficient brokering
resulting in increased delays and cost.

3. Resources — System lead runs
alongside staffs day to day roles and
is extremely fragile in the current
climate and requires either extending
criteria of staff to support or
development of a permanent hub
similar to that of IA.

4. Funding spot purchasing of beds to
assist with stepping up of patient care
rather than hospital admissions.

5. Vacant essential roles across BCUHB
that will impact on patient care and
operational management resulting in
inability to drive system change.
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Winter Plan developed to manage whole system pressures. Urgent
review of escalation options in development between health and
social care to increase community care capacity and to reduce
delays.

Industrial action command and control structure in place to manage
service impact and to minimise disruption to services. Winer plan
reviewed and signed off by Executives/Board December 2023, with
planning under way to commence resilience planning from April 2024
for season 2024/2025, planning is inclusive of local authorities and
voluntary sectors to support a North Wales approach

0800-2000hrs funded GP service working alongside WAST/111 to
reduce ambulance responses and manage patients through
alternative pathways reducing the need for ambulance attendances

Monthly updates from WAST to confirm care home at risk for
escalation, with regular reviews and training to support managing the
patients care closer to home, this is further expanded by Immedicare
(Remote advice) being in place across 15 care homes across North
Wales.

Increasing periods of industrial action occurring, IHCs planning
continues along with weekly Silver and Gold reviews to ensure
accurate communication with all stakeholders along with assurance
for national agencies

Review of Complex Care arrangements in place to improve system
improvements and to reduce delays, this is now managed via Goal 6
of the six goals programme and also via each IHC’s Clinically
optimised weekly meetings.

Industrial action (IA) management plans in place and require review
for sustainability in light of on-going planning for IA throughout 2024

Urgent escalation plan to secure additional system impact to improve
community care capacity and flow, amended from lessons learnt

2nd _ eg. Risks/Compliance:

1. Escalation to Executive Team
2. Risk Management Group

3rd — eg.External Assurances:

1. Regulatory inspections and investigations — HSE, HIW,
CIW, PSOW.

2. WG performance monitoring and assurance
3. Welsh Government Reviews

4. Royal College Reviews

5. National Trauma Peer REVIEW.

6. Internal Audit

Trusted assessors development,
ongoing work for the last 18months,
support required to progress at pace.
Review of system lead/on call to
support a 24/7 provision with an equal
service provision. That amends the
narrative from On call to shift focus.
Winter resilience, earlier national
feedback on any support available
over the winter periods, in place of the
November/December notification that
does not allow maximum utilisation.
Continuous flow modelling — National
presentation on a model to
decompress the Emergency
department and create movement to
reduce delays.

Actions

Due Date Progression

Analysis
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Health board to identify permanent Executive lead for UEC to allow sustainable programme development over the next 3 years.

01/09/2024

Health board to support development of a pan North Wales UEC (SICAT remodelling) hub prior to Winter 2024 to ensure 24/7 service support, in
conjunction with national support and forthcoming escalation triggers

01/09/2024

Transformational development of urgent care system (6 Goals) including ministerial priorities; in light of major change programme completion date
has been amended to End of August 2024 to support a singular approach for one system.

31/08/2024

GIRFT/SEDIT reviews ongoing to support demand management across North Wales, supported by the national programme team, capital funding
being sourced from the national programme.

30/09/2024

BCUHB agreement on IHC to trial the Continuous flow model and implement prior to August 2024- WXH IHC have been the sight supported by
Executives as initial trial site. Ongoing assurance discussions with East IHC and Swansea Bay continue in light of concerns raised. Final meeting
planned for end of June 2024

30/06/2024

Confirmation of national requirement for winter resilience plan going forwards or focus on a North Wales resilience plan for 2024-2025

31/08/2024

Communication — BCUHB requires a singular approach to communication on UEC planning to prevent conflicting information occurring due to
planned care forecasting

30/07/2024

Review of Complex Care arrangements in place to improve system improvements and to reduce delays, this is now managed via Goal 6 of the six
goals programme and also via each IHC’s Clinically optimised weekly meetings.

30/04/2024

Industrial action (IA) management plans in place and require review for sustainability in light of on-going planning for IA throughout 2024

30/04/2024

Urgent escalation plan in development to secure additional system impact to improve community care capacity and flow to be reviewed and
amended from lessons learnt since implementation

31/05/2024

% Impact | Likelihood
25 25 25 Inherent Risk 5 5
20 26 20 Rating
15 . = Current Risk 4 5
10 ) o Rating

> Target Risk Score 4 3 12

0 N . Risk Appetite Quality 3 - Open

3 3
&\”Q &\”0 Rationale for Corporate Risk
,-Lb\ ’\?’\
e |nherent e Current e Target
Regulations 28, preventing future death reports (2020-2023),
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Risk Title: Planned Care

Date Opened: 04/12/2023

CRR 24-11
Committee

Assuring Committee: Performance, Finance and Information Governance

Date Last Committee Review: New

Date Last Reviewed: Director Lead: Executive Director of Operations (Executive | Link to BAF: N/A

12/06/2024

Medical Director)

Target Risk Date: 31/12/2024 (interim
review)

There is a risk of further deterioration in patients’ health, harm, mortality or need for more complex treatment in relation to planned care services

with a, resulting in failure to meet national access targets. This could be caused by long waits and delays for planned care, insufficient capacity,
staffing shortages, increasing demand, and backlogs exacerbated by COVID. The impact would be worsening patient outcomes and experiences,
increased complaints, financial penalties for target breaches, and reputational damage.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

1. Routine prioritisation of patients by clinical risk according to
national Referral to Treatment Time (RTT) guidance (Cancer >

Urgent > Routine)

2. Performance monitored via weekly corporate access meeting
and locally via IHC weekly access meetings including long waits

and clinical prioritisation.

3. Clinical prioritisation and review of waiting lists ongoing.

4. Validating waiting list cohorts.

1st — eg. Local Assurances:

1. Routine operational performance monitoring (weekly

corporate access meeting).

2. Application of RTT guidance in maintaining and
improving treat in turn rates

3. Escalation to Planned Care Board

2nd _ eg. Risk/Compliance:

1. Risk Management Group
2. Executive Team

3rd — eg.External Assurances:

1. Internal Audit
Regulatory inspections and investigations — HSE, HIW,
CIw, PSOW

1. Capacity and demand modelling and
trajectory tracking

2. Development of sustainable service
models to mitigate existing clinical risks

3. Application of GiRFT and other
performance improvement approaches
(monitor progress of implementation via
planned care board and performance
outputs via access).

4. The planned care funds available will
mitigate the risks and will be closely
monitored through the Planned Care
Programme Board

5. Chief Operating Officer vacancy.

6. Refresh and renew INNU policy to
ensure referrals are appropriate.

7. Commissioning services where there is

2. WG performance monitoring and assurance need
3. Welsh Government Reviews
4. Royal College Reviews
Actions Due Date Progression
Analysis
Recruitment to the Llandudno/ Abergele business case (orthopaedic site). Original
Funding not released, action overdue. Partial recruitment complete others ongoing date March
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revised
10/06/2024

Approval of the application of sustainability funds and authority to deploy in line with Plan. Phase 1 completed as planned Original
date March
revised
08/05/2024

Senior Responsible Officer appointed for Planned Care Board Original
date March
revised
01/04/2024

Recruiting to programmes of work in order to support successful delivery
01/06/2024

Board Development session for Executives on planned care Original
date Dec
revised
06/05/2024

Chief Operating Officer Recruitment underway 01/07/2024

Procurement for insourcing for endoscopy and diagnostics
01/05/2024

Endoscopy business case approval

19/05/2024

Impact | Likelihood

Inherent Risk 5 5
Rating
Current Risk 5 4
Rating
Target Risk 4 2
Score
Risk Appetite Quality 3 - Open

Rationale for Corporate Risk
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RTT 52 week waits stage one - NHS Wales Performance
Framework 2024-25 Target = 0. Current positions RTT 52 Stage 1 -
17,505 (although surgical West actuals are nearly 500 lower than
the trajectory)

RTT 104 week waits all stages - NHS Wales Performance
Framework 2024-25 Target 0. Current positions RTT 104 all Stages
-11,503 (9,435 over 104w +1,734 over 156w + 334 over 208w) To
achieve this within 12 months would mean an additional 2,417 cases
per month, at least 1,459 of which would be stage ones.

RTT 52 week waits all stages - NHS Wales Performance Framework
2024-25 Target 0 by 30.06.2025 Follow up backlog 100% overdue -
Target reduction compared to same month last year. East has a
bigger share of stage ones over 52w by 2k so there is room to make
the pan-BCU list more equitable. Continue to prioritise eliminating
156 or 208 weeks as early in the new financial year as possible.
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CRR 24-12 Risk Title: Clinical Areas of Concern Date Opened: 15/12/2023
Assuring Committee: Quality, Safety and Experience Committee Date Last Committee Review: New
Date Last Reviewed: | Director Lead: Executive Medical Director/ Executive Link to BAF: N/A Target Risk Date: 01/03/2025
29/05/2024 Director of Operations

There is a risk of service failure leading to patient harm across a number of fragile clinical specialties. This could be caused by staffing shortages,
clinical leadership gaps, lack of productivity, demand backlog, increasing patterns of demand and estates and equipment deficits. The impact may
be delayed diagnosis and treatment of significant conditions. This impacts patient safety, healthcare access and public health outcomes.

Mitigations/Controls in place Lines of Assurances Additional Controls required
1. Strategic Improvement Groups for the fragile clinical 1st — eg. Local Assurances: 1. Implement plans for integrated
specialities. 1. Special Measures meeting and assurances to electronic patient records
2. Progress review groups for ophthalmology, dermatology and : cc?mmittees on 90 dav ¢ c?le 2. Dermatology, ophthalmology, urology
urology to develop and review progress of improvement ) > yoy continue to have clinical leadership gaps
plans. 2. Quality Delivery Group 3. Address lack of consistent medical cover
3. Improvement plans for fragile specialities for specialities with = - - - In some 5999la|ltleS- .
clinical leadership. 2nd — eg. Risk/Compliance: 4. SLA for services provided by non-BCUHB

organisations

5. Development of clinical model/pathways
for fragile specialities with limited
leadership incorporating relevant GIRFT

4. Prioritising/triaging cases in specialities with backlog. 1. Risk Management Group
2. Executive Team Meeting

3rd — eg. External Assurances: and College recommendations
1. Internal Audit 6. Clinical validation of waiting lists.
2. National touch point meetings with NHS Executive
colleagues
Actions Due Date Progression
Analysis
Engagement with National Procurement Processes (i.e. eye record system) and National Programmes (i.e. Robotics) 01/07/2024

Ongoing engagement with Welsh Government is taking place and is satisfactory.

Ongoing recruitment for substantive medical leadership roles. 01/01/2025
Now recruited into an Ophthalmic Clinical lead role (May 2024). Start date to be confirmed. In addition the team has now had authorisation to
appoint a Clinical Lead for Dermatology

Recruitment efforts including substantive, locum and agency staff. 01/01/2025
Work continues on a cycle of recruitment. Locum dermatological cover in Ysbyty Gwynedd from June 2024 has been confirmed in May 2024.

SLAs to be signed off through governance structures 01/08/2024
Work has nhow commenced on the process to implement a Dermatology Outsourcing SLA with national lead input. In relation to governance.
Updates and any approvals will be sought through the Executive Team. (for SLA approval)
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Clinical pathway events 30/07/2024
Engagement during May 2024 with NHS Wales Executive on the development of the Community Clinical Pathway system. This will be received at
Executive Team for consideration.

Non-clinical and clinical validation exercises 30/07/2024
Andrew Oxberry from BCUHB has commenced work on this and this will be able to reported at the next update to this risk.

e Impact Likelihood
e S Inherent Risk 5 4
20 20 20 -
. ” Rating
15 12 w Current Risk 5 3
10 Rating
5 Target Risk Score 4 3 12
0 Risk Appetite Quality 3 - Open
5 e
\/\,@W %\w& Rationale for Corporate Risk
Q Q
Q”D\ r{,\\ The impact of the inherent risk has not been altered by current actions,
although its likelihood has been reduced by the identification of the
e [Nherent emmmCurrent —emTarget clinical issues and improved governance around the services.

e Ophthalmology R1 seen within 25% over their clinical due date -
NHS Wales Performance Framework 2024-25 Target improve
to 95%

e Cancer 62 Days - NHS Wales Performance Framework 2024-25
Target improvement trajectory to 80% by 31.03.2026
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CRR 24-13

Risk Title: Timely Diagnostics

Date Opened: 21/02/2024

Assuring Committee: Quality, Safety and Experience Committee

Date Last Committee Review:
06/06/2024

Date Last Reviewed:
17/05/2024

Director Lead: Executive Director of Therapies &
Healthcare Sciences

Link to BAF: N/A

Target Risk Date: 31/12/2025

There is a risk of delay in diagnostics, service failure, poor performance or disruption to radiology and pathology services across. This could be
caused by shortages of specialist staff, aging or inadequate IT systems and infrastructure, and insufficient governance structures. The impacts may
include delays in diagnosis, treatment and discharge, increased outsourcing costs, patient harm events, preventable deaths, regulatory non-
compliance, and significant reputational damage. There is also additional risk related to clinicians failing to act on results of diagnostic tests.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

Insourcing of CT, MRI and ultrasound to deliver required
capacity

Work commenced on new radiology staffing model for the
identification of significant restructuring of the service with
succession planning, career development, staff wellbeing etc.

Significant guidance and steer with National Imaging
Programme workforce work.

Outsourcing of radiology reporting to maintain Welsh
government turnaround times

Waiting list & capacity and demand management is in place to
monitor radiology required resources.

qst

— eg. Operational:

1. Replacement of Radiology Informatics

1.

Local deployment board and wider programme team
stood up with collaborative working with Pathology and

DDAT.

Radiology RISP project board in place

System (RISP) — implementation
underway go live planned for April 2025

2. Replacement of LINC (national
pathology IT system) - Contract signed
with current supplier plans to implement
by September 2025 being progressed

2nd — eg. Risk and Compliance:

nationally

1.
2.

Risk Management Group

Executive Team

3. Radiology workforce model not suitable
for meeting the current demands being
placed on the service from both clinical
activity and supporting activity required
to deliver service e.g. governance,

3rd — eg. Independent:

regulatory and accreditation

1.
2.

Internal Audit

RISP being monitored via National and BCU

implementation boards

requirements

4. Escalate to BCU Clinical Effectiveness
Group — issues around failure to act.
Procedure MD (Office of the Medical
Director) 23 — ‘Mitigation of the risk of
failure to act on diagnostic results’
needs updating which is being led by
the Executive medical director.
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5. PHW Collaborative Executive group.

6. Diagnostic Strategy for BCU needs to
be developed

Actions

Due Date Progression
Analysis

Replacement of Radiology Informatics System (RISP) — implementation with anticipated go live date of the 14/04/2024. 14/04/2025

Replacement of LINC (national pathology IT system) - Contract signed with current supplier plans to implement by September 2025 being progressed 30/09/2025

nationally
Procedure MD23 (Mitigation of the risk of failure to act on diagnostic results) to be updated 31/12/2025
Radiology workforce revised model to be developed by June 2025 30/06/2025
Diagnostic Strategy to be developed by diagnostic group 30/09/2024
-0 Impact Likelihood
25 25 S5, a5 Inherent Risk 5 5
20 20 20 20 Rating
15 Current Risk Rating 5 4
10 Target Risk Score 5 1
5 5 5 5 Risk Appetite Reputational 4 - Seek
0
& & Kg Rationale for Corporate Risk
v \\4 N4
& N &
Vv N N Increasing demand for both radiology and pathology

e |nherent e Current e=Target

Outdated IT infrastructure in both Radiology and Pathology that carry
significant clinical and operational risks. — National programmes in place
to resolve these issues

Additional work required to mitigate the risks from failure to act and
update procedure MD23

Waiting lists longer than the national targets which results in delay in
diagnosis which results in harm to patients. In addition, staffing stress
related to demand in the service leading to burn out. 31st January 6,801
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diagnostic waits over 8 weeks with Endoscopy (2,163) and Cardiology
(1,552) being the largest. Endoscopy capacity at most risk as the
insourcing into Wrexham stopped as of 1st April 2024.

Risk Title: Harm from the Medical Devices/Equipment Date Opened: 21/02/2024
CRR 24-14 Assuring Committee: Quality, Safety and Experience Committee Date Last Committee Review:
06/06/2024
Date Last Reviewed: | Director Lead: Executive Director of Therapies & Link to BAF: N/A Target Risk Date: 31/09/2024
17/05/2024 Healthcare Sciences

There is a risk of harm and infection from aging, unsuitable or unreliable medical equipment and devices. This could be caused by equipment
breakdowns, lack of replacement funding, ineffective cleaning and decontamination, insufficient staff training, improper use and poor
traceability. The impacts may include inability to deliver essential services, delays in diagnostic and treatment leading to incidents and poor patient

outcomes, increased costs and reputational damage.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

1. Medical Devices Oversight Group leads on the capital
investment and replacement plan.

2. Annual capital planning process reflects known priorities
taking account of key pieces of equipment due for
replacement with a risk assessment that support the overall
outcome.

3. Scrutiny and assessment of the capital programme at Capital
Programme Management Team (CPMT) and Capital
Investment Group (CIG).

4. Welsh Government Capital review meeting to escalate and
discuss potential risks and requirements for key medical
equipment e.g. Linac.

5. An effective medical devices management system is utilised
through EBME.

6. EBME uses the management system to monitor the condition
and performance of medical devices including device failures

qst

— eg. Operational:

1.
2.
3.

Medical Devices Oversight Group
Capital Programme Management Team

Capital Investment Group

2nd — eg. Risk and Compliance:

1.
2.

Risk Management Group

Executive Team Meeting

3rd — eg. Independent:

1.
2.

Internal Audit

National Endoscopy and Diagnostic Programmes

Internal risk assessment and priorities
are flagged in the context of fully
depreciated equipment (£34.659m) to
understand priorities and potential risks.

External links with National Endoscopy
and Diagnostic Programmes are
documented and appropriately reported
through correct channels to ensure
transparency and potential
benchmarking.

Lack of comprehensive governance
structure around ensuring equipment all
is safe and in line with regulations.

Lack of training around equipment and
good governance of safety of equipment
has been lacking and documented as a
risk since 2016.

Robust risk assessments of how often
certain equipment breaks down, the
scale of difficulty sourcing spare parts to
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and issues; utilisation, performance, maintenance; repair and be considered for included in requests
calibration history. for capital replacement.
6. The number of bids not approved now
7. Audits on majority of affected equipment in line with regulatory reaching over millions in capital and
compliance completed. resources required. Backlog of
equipment beyond end of life, some 10
years+
Actions Due Date Progression
Analysis
CPMT and CIG to review annual planning process to ensure risk scoring to inform prioritisation 31/03/2024

Review of internal and external group membership and communication to ensure all opportunities and risks are reported and escalated as appropriate. | 31/02/2024

Medical physics have been tasked with testing all ultrasound equipment to ensure its safety and will consider compliance 31/09/2024
Review medical devices capital replacement to ensure all services have a medical devises replacement programme in place 31/09/2024
Medical Devices strategy review 31/9/2024
Recruitment to medical devices team 31/09/2024
- Impact Likelihood Score
S Inherent Risk 4 5
20 2© 26 20 .
1% s 6 Rating
o Current Risk Rating 4 4
10 8 8 8 Target Risk Score 2 4 8
> Risk Appetite Quality 3 - Open
0 . .
- - b Rationale for Corporate Risk
Vv v v
o> o> o>
N 5 R
'i\’\ Qb‘\ (,\\ Significant funding capital required, lack of robust controls and
governance to ensure safety of equipment, £33M represents the value of
cmm [NhErENt e CUTTENT e Target capital medical equipment which is fully depreciated and at end of life.
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Risk Title: Health and Safety Date Opened: 01/12/2023
CRR24-15 Assuring Committee: People & Culture Committee Date Last Committee Review:
13/06/2024
Date Last Reviewed: Director Lead: Deputy Director of People Link to BAF: N/A Target Risk Date: 31/12/2024
11/06/2024

There is a risk of avoidable harm to patients and staff. This is may be caused by a failure of the Health Board to provide safe systems of delivery
and work in accordance with the Health and Safety at Work Act 1974 and associated legislation due to the lack of Health and Safety Leadership.

The impact is patient and staff harm, financial implications, and reputational impact to the Health Board.

Mitigations/Controls in place

Lines of Assurances

Additional Controls required

1. Health and Safety short courses for managers and staff, and
mandatory e-learning are in place, with regular monitoring
reported to Strategic H&S group. Further training commenced
January 2024 with the NEBOSH General Certificate and NEBOSH
Award.

2. Policies and subgroups have been established including asbestos,
water safety, fire electrical safety etc. to monitor and report into the
Strategic Occupational Health & Safety Group.

3. Competence in training in service areas has been reviewed. Plan
in place through business case (subject to approval) to establish
robust Safety Competence and leadership training programme.

4. There is a three-year Occupational Health, Safety and Security
strategy in place that supports the Strategic Objectives of BCUHB.

5. Gap Analysis has been repeated to establish areas of non-
compliance and to inform a new 3 year strategy

6. Falls are closely monitored by H&S advisors to review under
RIDDOR reporting requirements

1. The H&S team have additional controls around learning from near
misses and mistakes, participating in Falls investigation meetings
and learning panels

1st — eg. Operational:

3. Strategic Occupational Health & Safety Group

4. Estates overseeing the high level risks as duty holder
for asbestos, legionella, contractor management and
control, Electricity and Fire and report to the Strategic
Occupational Health and Safety Group.

2nd — eg. Risk and Compliance:

1. Risk Management Group

2. Executive Team

3rd — eg. Independent:

1.
2.

Internal Audit

RIDDOR reporting to the Health and Safety Executive
in place with robust timeline.

HSO01 to be updated when the
Executive portfolios have been
finalised. This will go out of date in
December 2023 and a six month
extension has been requested.

There have been a number of HSE
interventions and internal reviews that
have highlighted significant gaps in
the OHS system.

Manual handling training compliance
is currently at 68%. The team have
moved back to the BCUHB sites as
the two year contracts for external
training venues have ended. The
effects of these moves is not fully
known yet.

The HSE have identified gaps in safe
systems of work and risk assessment
in connection with the sudden death of
a patient within mental health resulting
in. prosecution.

A Further intervention has been made
by HSE in respect of the deaths of 3
patients following patient falls, a
prosecution is expected
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2. Professional training and qualifications provided by H&S team to 6. Lack of formal arrangements in place
ensure a whole system approach around Health & Safety learning to protect premises and people in
and development relation to CCTV, violence and

aggression, Security Contract issues

7. (personnel), lone working, lock down

systems, access control and training
that provides assurance that Security
is effectively managed

Actions Due Date Progre_ssion
Analysis

A clear strategy and framework. The HS01 Policy, and supporting procedures and documents on BetsiNet require a review to ensure staff are 31/12/2024

provided with up-to-date requirements and guidance relating to Health & Safety.

NEBOSH training courses to go forward for the General Certificate and the Award. 31/12/2024

Business case for security provision approval process underway. 31/12/2024

H&S not noted as a deliverable on the Annual Plan for priorities and Strategic Objectives are due to be reviewed. 31/12/2024

Executive level responsibility for Occupational Health and Safety should be considered, to ensure Health and Safety is a key focus within the 31/12/2024

Health Board.

Management ensure regular monitoring, reporting, communication, escalation and de-escalation of Health & Safety issues through the
appropriate governance structure, in line with the HS01 policy and terms of reference for relevant meetings (Strategic Occupational Health and 31/12/2024
Safety Group, Quality Safety and Experience Committee and Risk Management Group).

The Strategic Health and Safety Operational Group to confirm the reporting required to the group by services and ensure this is communicated 31/12/2024
to all relevant areas. Instances of non-reporting should be communicated to the services and escalated appropriately, via the Executive or QSE.

The Health Board Executive Lead for Health and Safety ensures Policy reference 5.1.3 Training for Health Board Executive Directors and
Independent Members is adhered to:

“the Health Board will provide suitable and sufficient training and instruction to Members of the Board in respect of H&S Management. This will 31/12/2024
also include responsibilities under section 37 of the Health and Safety at Work etc. Act 1974 and the Corporate Manslaughter and Corporate
Homicide Act 2007”.

Health Board Policy 5.3.4 is reviewed to ensure that all Corporate Health & Safety recommendations are agreed, assigned to owners, allocated 31/12/2024
appropriate dates and are subject to follow-up.

The gap analysis is reviewed and management identify what further work needs undertaking to ensure areas of risk / focus remain relevant. 31/12/2024
This should be considered alongside the strategy to inform Health and Safety activity across the Health Board.
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Estates to standardise action plans resulting from Health and Safety reviews and ensure regular review and update of actions to monitor

progress, 31/12/2024
A process to monitor and review department self-assessments should be put in place to ensure departments are adhering to the Health and

Safety Policy. This should also include escalation where self-assessments are not completed, reviewing self-assessments for potential risks / 31/12/2024
issues and identifying areas of similarities / opportunities across departments.

An up-to-date list of Health and Safety leads / champions be developed to ensure there are contacts in place for all departments who are 31/12/2024
required to undertake self-assessments.

New role of Director of Environment to be recruited to reporting to CEO, which will review Estate business cases. Director of People Services 01/09/2024
being recruited to.

) Impact | Likelihood
. . _ . _ Inherent Risk 4 5
20 2 26 20 26 20 .
16 16 16 16 16 Rating
15 Current Risk 4 4
10 3 8 8 8 8 Rating
Target Risk 2 4 8
0 Score
" % " > > Risk Appetite People 4 - Seek
v Qv v Qv v pp p
o o o & S Rationale for C Risk
Q\,\ QQ,\ WQ\ Qv\ w“'\ ationale for Corporate Ris

There is an inherent risk that the failure of Health & Safety

e |nherent em=Current e=—Target management systems could lead to RIDDOR Reportable.
Specified Injuries to Workers. Patient mismanagement, long-term
effects. Death or significant irreversible harm which will result in
prosecution by the Health and Safety Executive consequently
leading to loss of reputation and financial penalties. The risk is
extenuated by Non-compliance with national standards with
significant risk to patients/public. An unacceptable level or quality
of treatment/service. Gross failure of patient safety leading.
Inquests and Coroners reports. Low staffing level that reduces the
service quality. Low staff morale. Poor staff attendance for
mandatory/key professional training. Uncertain delivery of key
objective/ service due to lack/loss of staff within the Health and
Safety team. Structural changes will be implemented in summer
2024, with Health and Safety moving from Workforce Directorate
to a new role of Director of Environment, reporting directly to
CEO.
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CRR 24-16 Risk Title: Leadership/Special Measures Date Opened: 07/12/2023
Assuring Committee: People & Culture Committee Date Last Committee Review: 13/06/2024
Date Last Reviewed: Director Lead: Deputy Director of Workforce Link to Target Risk Date: 30/09/2024
12/06/2024 BAF: SP17

There is a risk of traditional models of leadership which do not define the expectations, values and behaviours of our leaders to transform the
organisation. We recognise a compassionate leadership approach supports the delivery of safe and reliable care. This could be caused by
inadequate governance arrangement and lack of integrated leadership development pathways across the Health Board. This could have an impact
on the sustainability of staffing and subsequently patient care and safety and service delivery.

Mitigations/Controls in place Lines of Assurances Additional Controls required

1. Board Workshop with Professor Michael West on compassionate | 1t — eg. Operational: 1. Integrated Leadership Development Framework
leadership has been signed off by OD Culture group and

2. Suite of leadership conferences, networking and masterclasses will be tabled at P&C Steering group mid-June.
on compassionate, inclusive leadership and engagement.

1. Organisational Development Steering Group
2. Local Integrated Health Communities & Pan

3. Work associated with this risk which links into the Special Services People & Culture Commitiees 2. New compassionate approach to leadership and
Measures Framework now monitored via the governance of the - . — how to adopt it, aligned with the work on values
2nd — eg. Risk and Compliance: and behaviours

Framework and reported to Executive Team and Board.
4. Full Board now in place and all committees now chaired and 1. Risk Management Group 3
attended by full complement of Independent Members ) ) '
5. The new Integrated Leadership Development Framework (ILDF) | 2. Executive Team Meeting

Formal Culture Change Plan and accompanying
Comms and Engagement plan

has been ratified and is live on BetsiNet, this includes the 4. A Behaviours Framework, will be derived from
‘Approach to Leadership’ which was approved by the OD 37 _ eg. Independent: the culture change workstream
Steering Group in March 2024 1 Internal Audit

6. The OD Steering Group now in place since February 2024 2 Welsh Government JET meetings 5. Fully resourced Culture Change programme and

realignment of resources within the OD function

Actions Due Date Progression
Analysis

Integrated Leadership Development Framework socialised across the organisation for feedback. 31/01/2024
Work has taken place on further co-design and to socialise the draft Integrated Leadership Development Framework (ILDF) across the
organisation. This has involved members of the OD team attending meetings already in place to share the proposed framework, inviting
staff to feed back on the design and logo as well as the content of the framework. MS Teams virtual sessions (including evening and
weekend sessions) have also been hosted inviting staff from across the organisation to attend and share their feedback and comments.
Based on the feedback, amendments have been made, a recent copy of the draft ILDF can be found on BetsiNet.

Integrated Leadership Development Framework implementation plan presented to Executive Team. The ILDF is currently being updated 29/02/2024
following feedback from March’s OD Steering group where it was presented. The revised ILDF will go to May’s OD Steering group for
agreement.
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The ILDF has been tabled and approved by the OD Steering group in May 2024

Exploration of approach to leadership: Draft proposal of the approach and how to adopt it presented via an appropriate Executive 29/02/2024

governance process. The Approach to Leadership is integral to the culture development work, the approach was agreed at the ODSG in
March

REF Gaps in controls; A & B. Draft Integrated Leadership Development Framework in place (forms part of special measures monitoring) 30/09/2024

With OD resources in place, the ILFD training is expected to be live in September 2024

REF Gaps in controls; C & D. Draft OD plan in development (forms part of special measures monitoring) and has been initially approved 31/08/2024
by the culture steering group. The next steps is to ratify the plan with the senior team and People & Culture Steering Group

REF Gaps in controls; C& E. Examine the current pervasive culture: Final results from NHS Wales Staff Survey shared with all relevant 31/08/2024
managers and thematic analysis fed into Culture Change Plan

The culture world café in June will deep dive into key themes of the current culture with 800 staff members expected to attend. The results
will be analysed and available by end of August 2024

25 Impact Likelihood
e o . 0 Inherent 4 5
” 6 o . . Risk
v - - - - Rating
10 8 8 o o Current 4 4
5 - - ° ° Risk
Rating
’ : : . , Target 4 2
%\,\9”0’ %\,\9"?’ %\,\/&b‘ v\"’&v Risk
W\ o\ o° o° Score
° v v v Risk Regulatory 3 - Open
e |nherent emm==Current == Target Appetlte

Rationale for Corporate Risk
Structures currently being embedded to ensure IHCs,
Divisions and Services have clear accountable delivery
plans so new ways of leading are embedded locally.
Organisational expectations being defined.
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GLOSSARY OF TERMS

Risk: A risk is the uncertainty that something could or may happen that will have an
impact on the achievement of the Health Board’s objectives and priority areas. Risk
is expressed in terms of likelihood (probability of the risk occurring) and
consequence (impact if the risks were to occur).

Distinguishing between a risk and an issue: A risk is an event that might occur
and that could have an effect (can be positive but usually negative) upon the
organisation and/or its stakeholders. A risk is characterised by uncertainty. An issue
is something that has already happened or will definitely happen. An issue is a
certainty. For example, ‘we are short staffed’ or ‘lack funding to deliver a service’, are
issues (as these are already happening) and the risk will be the implications of staff
shortage or the lack of funding to the successful delivery of our operational and
strategic objectives. What these uncertainties (doubt) may cause, is what will
constitute (give rise) to risks in both cases.

Assurance: This is a process to provide evidence that the controls in place are
effective and working and that the Health Board is doing its best to appropriately
reduce and manage risks to the achievement of its operational and strategic
objectives.

Actions: Actions are the subsequent steps required following the application of
controls to address or further mitigate residual (current) risk to as low as reasonably
possible (target) level.

Board Assurance Framework: comprises of strategic risks developed by
Executives from the Annual-Plan Strategic Plans and Objectives that could prevent
the Health Board’s from fulfilling its strategic objectives/priorities.

Business Continuity: Business continuity is the capability of the Health Board to
continue the delivery of products and services within acceptable timeframes at
predefined capacity during a disruption. Business continuity is a temporary and
alternative measure initiated during a disruption that ensures continuity of service
provision whilst a permanent solution is found, or usual services/operations are
resumed. The holistic process of business continuity management is an essential
tool in ensuring an organisation’s resilience.

Controls: These are measures or interventions implemented by the Health Board
that reduce the likelihood of a risk and/or the impact/severity of a risk. The types of
controls used in reducing risks include preventive, corrective, detective and directive
controls. Gaps in control describe the weaknesses identified having put mitigation
controls in place.

Corporate Risk Register: A corporate risk register is a repository used to record
significant risks that could impact the strategic objectives and operations of the
Health Board. Developed by services and corporate functions, The register provides
a comprehensive overview of the key risks facing the organisation. It is a pivotal tool
to help proactively strengthen risk oversight and management.

Risk Assessment: This is the overall process of risk identification, analysis and risk
evaluation. This is achieved by identifying risks, examining the characteristics of

RMO01 - Risk Management Framework — V1.0
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each risk and comparing individual risks against the Health Board’s risk appetite.
Risk assessment techniques include questionnaires and checklists, workshops and
brain storming sessions, and inspections and audits.

Risk Appetite: The amount and type of risk that an organisation is willing to seek or
retain in its pursuit of its objectives.

Risk Framework: Set of activities that support the risk management process, i.e.,
the risk architecture, strategy and protocols.

Risk Management: Coordinated activities to direct or control risks within an
organisation. These are management activities that deliver the most favourable
outcome and reduce the volatility and variability of that outcome.

Risk Mitigation: This refers to the process of reducing risk exposure through
minimising its likelihood and/or lessening the severity of its impact were it to
materialise. Types of risk mitigations include the 5Ts (treat, tolerate, terminate,
transfer or take opportunity).

Take Opportunity: The type of risk with potential to enhance the achievement of the
organisation’s objectives. Opportunity risk management is the approach that seeks
to maximise on benefits of taking risks i.e., innovation, new systems, processes and
procedures, services etc.

Terminate: Risk response that is appropriate when certain activities that give rise to
risks are not necessary or worth doing and should be stopped. Also known as
avoidance or elimination.

Tolerating: The decision to accept the risk and the impact should the following risk
occur without taking any further steps to mitigate it. This is often to avoid significant
investment or resources as the response would be disproportionate to the potential
harm or gain. Also referred to acceptance or retention. Decision to tolerate any risks
that are outside the risk appetite threshold for a particular domain of risk should be
made at senior level proportionate to the level of risk.

Transfer: Risk response for risks outside the Health Board’s appetite that the
organisation wishes to transfer or share with other providers by way of contracts
(outsourcing), insurance, joint venture etc. This option is particularly suited to
mitigating financial risks or risks to assets.

Treat: Risk response by way of introducing cost effective controls to alter or reduce
risk.

Target Risk: Ultimate level of risk that is desired by the Health Board when planned
additional controls (see actions) have been implemented to address residual risk to
as low as reasonably possible and/or within the Health Board’s risk appetite.

RMO01 - Risk Management Framework — V1.0
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RISK MANAGEMENT FRAMEWORK

RISK FRAMEWORK STRATEGY
+ The Health Board endeavours to establish a positive risk and safety culture in
the organisation, where unsafe practice (clinical, managerial, etc.) is not
tolerated and where every member of staff is committed and empowered to
identify/correct/escalate system weaknesses.

» The Health Board is committed to ensuring a robust infrastructure to manage
risks ensuring an integrated approach, and where risks crystallise, to
evidence improvement.

+ The Health Board’s intention is to minimise the risk to the delivery of quality
services in the Health Board’s accountability and compliance frameworks,
maximise performance and is open to opportunity with considered risk
taking.

» To deliver safe, quality services, the Health Board will encourage staff to
work in collaborative partnership with each other and service users and carers
to minimise risk to the greatest extent possible and promote patient well-
being as a duty of care to the population.

The Board intends to demonstrate an ongoing commitment to improving the
management of risk throughout the organisation by:

» Ensuring a dynamic approach to strategic risk management to support
achievement of the Health Board’s vision, aims, and strategic objectives;

» Promoting considered risk taking, within authorised and defined limits in-line
with the Board'’s appetite for risk (see Appendix 1-Risk Appetite Statement);

» Adopting an integrated approach to risk management in order to facilitate a
cross-functional collaboration of system-wide risks that includes risks related
to: clinical care, health and safety, staff wellbeing, financial and business
planning, workforce planning, corporate and information governance,
performance management, project / programme management, research and
development;

« Embedding effective risk management systems and processes within the
organisation and promoting the ethos that risk management is everyone’s
business, with clearly defined roles and responsibilities;

* Creating an environment that is as safe as is reasonably practicable, by
ensuring that risks are continuously identified, assessed and well managed,
i.e. where possible eliminate, transfer or treat risks to an acceptable level,

* Fostering an organisational culture of openness and willingness to report
risks, incidents and near misses to ensure organisation wide learning;

« Establishing clear and effective communication mechanisms that enable a
comprehensive understanding of risks at all levels of the organisation by the
use of directorate, specialist and organisational-wide risk registers; and
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*Providing appropriate training to staff to ensure effective implementation of
risk management arrangement

1. PURPOSE OF THIS FRAMEWORK

The Framework seeks to ensure:

e that the Health Board’s risks in relation to the delivery of services (provided and
commissioned) and care to patients are minimised;

e that the wellbeing of patients, staff and visitors is optimised;

¢ that opportunities are maximised;

e that the assets, business systems and finances of the Health Board are
protected; and

e the implementation and ongoing management of a comprehensive, integrated
(clinical and non-clinical) approach to the management of risk across the
organisation.

2. SCOPE OF THE RISK MANAGEMENT FRAMEWORK

This framework applies to Board members; all staff of the Health Board; agency
staff; contractors brought in to undertake work on behalf of the Health Board, for
example capital and estates works; students; locums; volunteers; individuals
employed on honorary contracts; and, other third parties engaged in Health Board
business. It applies to all activities of the Health Board, including those related to the
commissioning of services. Managers at all levels within the Health Board must take
an active lead to ensure that risks are managed effectively and to support the
development of a risk aware culture within the Health Board.

This framework will:

e Outline the risk management philosophy through our risk statement,
identifying arrangements for embedding risk management;

e Explain the role, expectations and appetite of the Board in relation to risk and
risk management;

e Detail the high-level roles and responsibilities for implementing and complying
with this framework;

e Explain the arrangements for complying with all relevant legislation;

e Detail risk priorities for the present year;

e Detail the high-level Committee structure accountability in relation to risk,
internal reporting requirements, assurance arrangements and external
reporting controls;

e Signpost the specific policies, procedures and terms of reference and which
the Health Board will publish to ensure that all staff understand what is
required of them.
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3. THE BOARD’S APPETITE FOR RISK

The Board recognises that risk is inherent in the provision and commissioning of
healthcare services, and therefore a defined approach is necessary to articulate risk
context, ensuring that the organisation understands and is aware of the risks it is
prepared to accept in the pursuit of its aims and objectives.

Risks throughout the organisation will be managed within the Board’s risk appetite,
or where this is exceeded, action will be taken to reduce the risk. The Board is
prepared to accept some financial risk and regulatory challenges if appropriate
controls and defence strategies are in place. The Board support innovation despite
potential short-term quality impacts and reputational risks, as long as there is
potential for long-term rewards like improved outcomes for stakeholders and
opportunities for staff recruitment, retention and development. The Board takes a
holistic view of value for money, with price not being the sole determining factor.

The Health Board seeks to be innovative and will challenge current working practices
and financial risk in terms of its willingness to take opportunities where positive gains
can be anticipated. The Board's annual Risk Appetite, detailing acceptable levels of
risk across five risk types (financial, regulatory/compliance, innovation, quality and
reputational), is outlined in Appendix 1.

4. RISK MANAGEMENT PROCESS

Risk Management is the systematic application of management policies, practices
and procedures to identifying, analysing, assessing, treating and monitoring risk in a
way that will enable organisations to minimise losses and maximise opportunities.

The aim of risk management is not to remove risk altogether, but to manage risk to
an acceptable level, considering the cost of minimising the risk and reducing risk
exposure (the level of risk that the organisation is exposed to, either in regard to an
individual risk or the cumulative exposure to the risks faced by the organisation).

The Board has adopted a structured approach to risk management, whereby risks
are identified, assessed and controlled, and if appropriate, escalated or de-escalated
through the governance mechanisms of the organisation. The process is defined in
four key steps:
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Figure 1 - Risk Management Process

Monitoring Risk -
and Review Identification

Treatment, Risk
Recording Analysis and
and Risk

Reporting b Evaluation

1. RISK IDENTIFICATION

The Health Board cannot manage risk effectively unless it knows what the risks are.
Risk identification is therefore vital to the success of the organisation’s risk
management process, and ultimately the safe delivery of care. This should be done
within context.

2. RISK ANALYSIS AND RISK EVALUATION

Assessment and scoring of risk are used to determine the level of risk, using the
Health Board'’s risk matrix to ensure a consistent approach is adopted across the
organisation.

3. TREATMENT, RECORDING AND REPORTING

Treatment is how the risk will be managed, and what the required actions are to

achieve an acceptable level of risk. All risks are recorded on a Datix risk register,
which is a formal record of all risks raised, which makes up the Operational Risk
Register.

4. MONITORING AND REVIEW

Part of managing risk is to continually review and update, and to capture the
changes and progress of mitigation.
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5. RISK ARCHITECTURE

The current enterprise risk architecture within the Health Board is shown below in a
risk management model.

LEVELS OF RISK
The Risk Management Framework defines three levels of risk:

1. Strategic Risks — Risks that represent a threat to achieving the Health Board’s
strategic objectives or its continued existence. Strategic risks also include risks that
are widespread beyond the local area, and risks for which the cost of control is
significantly beyond the scope of the local budget holder.

2. Operational Risks — Risks that arise as a result of the day-to-day running of the
Health Board and include a broad spectrum of risks comprising clinical risk (e.g.,
arising from incidents and complaints), financial risk (including fraud); legal risks
(e.g., arising from employment law or health and safety regulation); regulatory risk;
risk of loss or damage to assets or system failures; etc.

3. Project Risks — Risks that may impact on the delivery of a programme of work or
project. All significant projects must be risk assessed before they are progressed,
with each project required to have a separate risk register.

RISK REGISTERS

Board Assurance Frameworks, Corporate Risk Registers and Operational Risk
Registers can work together in an integrated risk management model:

Board Assurance Framework (BAF)

e Focuses on the top <10 strategic risks that could impact achievement of the
Health Boards objectives and priorities.

Owned by the Board and tied directly to the strategic plan.

Risks reflect external and internal issues affecting strategy.

Regularly reviewed by Board and Executive leadership.

Held by the risk team.

Corporate Risk Register (CRR)

e Consolidates key risks escalated up from the operational level based on the
possible impact on Boards objectives and priorities. May include 10-40 major
corporate-wide risks.

e Provides Executives with enterprise view of significant operational and
strategic risks.

e Enables corporate risk reporting, monitoring and oversight.

e Risk flows to BAF as appropriate.

e Overseen by the corporate risk team, maintained on Datix.

RMO01 - Risk Management Framework — V1.0
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Operational Risk Registers

e Day to day operational risks which impact on service delivery. Includes
clinical, financial, compliance, IT risks etc.

e Mandatory for all services to have a register on Datix.

e Service Risk Leads or Risk Champions responsible for maintaining and
managing service risk register and escalates higher risks through Executives
and Corporate Risk Team for awareness and where appropriate consideration
on the CRR.

Project Risks

e Project lead responsible for ensuring risks are captured and maintained.

e Acceptable for the project risk register to be held locally (not on Datix) but
significant risks which could impact on day to day operations or have a wider
impact on the Health Board should be escalated to a Datix risk register to
allow for overview and consistency of reporting.

e Project team escalate higher risks through Executives and Corporate Risk
Team for review.

This model provides top-down and bottom-up connectivity to enable robust risk
management at all levels and alignment to strategy.

All staff should be aware of the potential for risks to emerge which may affect the
business of the Health Board and all staff should be prepared to identify and report
risks as appropriate. When a possible risk is identified, staff should aim to discuss it
first with their line manager, or for pan BCU risks which have been identified this
should also be escalated to the Corporate Risk Team and Executives. This is to
avoid duplication of effort, as sometimes risks are identified which are already being
managed but have perhaps been articulated differently. Once it is confirmed that a
new risk has been identified, the details should be entered onto the Datix system.
This will normally be achieved through a service risk lead/champion.

Once correctly identified and assessed, the risk should be logged on a risk register,
depending on the seriousness of the risk. Where possible risks should be managed
at the lowest level possible, proportionate to the level of exposure to which the risk.

Risks scored 215 should be sent to the Executive Director for awareness and
consideration on the CRR, if critical/strategic in nature.

Risks scored 9>12, Risk owners are expected to ensure that there are appropriate
processes, systems and governance arrangements in place to regularly review,
scrutinise and effectively manage all risks within their areas. They will be required to
periodically present their Divisional risk register reports and assurance of robust risk
arrangements to the Risk Scrutiny Group.

RMO01 - Risk Management Framework — V1.0
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Risks scored 1-8 should be regularly reviewed, scrutinised, approved, reduced and
managed at the service or departmental levels while those which score above 8
should be escalated in accordance with guidance and the approval of either the
relevant quality and safety meeting and/or the triumvirate.

ESCALATION/DE-ESCALATION

Risks should be regularly reviewed and escalated or de-escalated to the appropriate
risk register within the Committee or divisional meeting which reviews the risk.
Before a risk is presented to an Executive for approval, it should be quality assured
by the Corporate Risk Team and take the assurance that robust action plans are in
place.

For escalation of a risk on to the CRR the service risk lead should contact their
Executive Director through the appropriate channels and the corporate risk team via
their regional risk manager.

Figure 2 - Risk Management Meeting & Escalation/De-escalation

Executive Team
......................................... Grrrmrraninrrana -
Committees

EEEOICT ..................... Risk Management
Forum

Escalation Report

IHCs/Directorates/
Divisions

Local Quality, Safety
& Governance
Meeting

Services
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Figure 3 - Risk Management Register
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Provides a structure and process that enables the health board to focus on
the key control gaps, assurance gaps and risks that may compromise the
delivery of its strategic and annual ohjectives

Includes any risk that affects the organisation’s ability to achieve its strategic
objectives. Includes any OPERATIONAL risks that exceed tolerance, and
where risk control is not within the gift of an individual Directorate; out of the
Health Board's gift; and/or requires additional corporate management.
The Executive Team is responsible for recommending the inclusion of
OPERATIONAL and STRATEGIC risks in the Corporate Risk Register for
Board approval

Includes any OPERATIONAL
risks that affect the
Directorate and its objectives
The Executive Director is
responsible for approving the

inclusion of OPERATIONAL
Jrisks onto the Directorate Risk

Register

Includes any PROJECT risks
that affect the Programme

STRATEGIC
PROGRAMME RISK
REGISTER

and its objectives. The
Programme Director is
responsible for approving the
inclusion of PROJECT risks

INTEGRATED
PERFORMANCE
FRAMEWORK

onto the Directorate Risk
Register

Helps to identify and escalate
emerging patterns of poor
performance and risk in
health services used by BCU
patients that are
commissioned and provided

by the health board

LOCAL (SERVICE/
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and above are considered for escalation to the Directorate Risk Registers.
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Project Risk Registers. Scores 1 2 and above are considered for escalation to the
Directorate Risk Register
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6. RISK STRATEGY

To effectively manage risks, our organisation will take a comprehensive approach
across several areas. This will include robust reporting mechanisms to keep
leadership and the Board apprised of risks, using systems like risk registers to log
and track risks, ensuring staff have adequate training and clear responsibilities,
implementing standardised risk management processes, fostering a culture of
openness around risks, and continuously monitoring and improving through quality
assurance. Together these initiatives across reporting, systems, people, processes,
culture and improvement will enable us to better anticipate, manage and mitigate the
risks we face in alignment with our values and strategic objectives.

Reporting

e Services to provide their directorates on assurances over the management of
the local service risk register.

e Risk Scrutiny Group and Risk Management Forum to oversee risk processes
in line with procedures to supports continuous improvement and monitoring of
trends in relation to KPIs (outlined in RM02).

e Corporate risk report to Executive team and Committees on risk actions plans
and updates. Terms of reference and cycle of businesses for all support risk
as a standing agenda item.

e Board Assurance Framework (BAF) risk report to Board.

Figure 4 — Strategic Register Reporting Cycle

Formal Approval Committee
Review Escalation/ Oversight
De-

Reviewed Risk Executive |Quarterly Bi-Annually

eI Bi-Monthly Scrutiny Team Quarterly
Group Meeting

Bi-Monthly Quarterly
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Systems

e Datix to be used to log risks.
e Risk priorities will influence integrated planning.
Processes

e Process in relation to risk management procedures are detailed in RM02 ‘Risk
Management Procedures’ and throughout this framework as well as RM03
outlines ‘Risk Management Training Procedures’ and plans. Risk
identification, assessment and treatment processes as detailed in section 4.

¢ Risk monitoring and review processes, risk reporting and escalation
processes.

Culture

e The cultural tone is detailed in the statement and approach to risk as well as
supported by the way in which processes are carried out, dynamic and
diligence. Risk clearly noted as everyone’s business and supported by
detailing responsibilities.

People

e Risk management responsibilities are clear for all staff and have been further
detailed in section 7.

e The Health Board is committed to continuous learning which applies across
risks management. Training as a part of ensuring continuous improvement is
crucial. Knowledge of good identification processes and how to manage risk is
essential to the successful embedding and maintenance of effective risk
management. To support this, a programme of training will be delivered as

follows:

Board Members & Strategic Risk Management Every 2 years

Directors & Deputies  Training

Service Mandatory Operational Risk Every 2 years

managers/Risk Management Training

owners/Service Risk

Leads

All staff Basic awareness on corporate On starting and ad
induction as well as a bespoke hoc offer as
offer of face to face or virtual risk required
training

Three Linesof Defence-and-Assurance

RMO01 - Risk Management Framework — V1.0
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The ‘three lines of assurance’ have been outlined in relation to independent and
objective audits and reviews of risk management practices ‘The three lines of
assurance’ includes internal/external audit, regulators, professional body reviews
and scrutiny. Provides assurance to senior management and Board on effectiveness
of risk management.

The three lines of assurance also clarify roles for review and oversight:

First line of assurance: Reviews by operational management

Second line of assurance: Oversight by risk management/compliance functions
Third line of assurance: Independent assurance from audit/regulators

This model structures risk management oversight at the Risk Scrutiny Group
Executive Team, Committees and Board levels for the Health Board.

RMO01 - Risk Management Framework — V1.0
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7. ROLES AND RESPONSIBILITIES

Effective risk management requires clear definition of the roles, responsibilities, and
accountabilities across the organisation. This section outlines the duties and
obligations relating to risk for the Board, relevant Committees, key groups and
individuals within the Health Board.

THE BOARD:

The Board (Executive Directors and Independent Members) being the governing
body responsible for strategy, performance, governance, risk management, and
ensuring statutory duties are met. The Board is accountable for effective oversight
per NHS (Wales) Act and other healthcare regulations.

The cycle of business for the Board is set to receive the CRR and BAF on a
quarterly/bi-annual basis. It is the duty of the Board to discuss and advise on the
content and progress of action plans in the BAF. It is also the duty of the Board to
appropriately monitor BCUHB’s significant risks noted in the CRR, associated
controls and assurances outline as well taking a view on the overall decision of
tolerating a risk or challenging the possible lack of progression.

The Board is responsible for ensuring that the Health Board consistently follows the
principles of good governance; ensuring that the systems, policies and people are in
place to manage risks and its effectiveness. The Board will be focused on key risks
and driving the delivery of the Health Board'’s strategic objectives. Gaining assurance
demonstrates good oversight of effective risk identification and management; risk
architecture as well as due diligence including robust governance. It is a key
principle of accountability.

The workplans for the Board and each of its Committees will be aligned to the BAF
and CRR, ensuring appropriate focus on areas of risk. In the context of this
Framework the Board will:

1. demonstrate its continuing commitment to risk management through the
application and interest in the overall compliance with this Framework;

2. ensure, through the Chief Executive, that the responsibilities for risk
management outlined in this document are communicated, understood and
maintained,;

3. take a proactive role in ‘horizon scanning’ for emerging threats/risks to the
delivery of the Health Board’s strategic objectives, and ensuring that controls
put in place in response, manage risks to an acceptable level,

4. commit financial, managerial, technological and educational resources
necessary to adequately control identified risks;

5. ensure that lessons are learned and disseminated into practice from
complaints, claims and incidents, and other patient experience data;

6. oversee and participate in the risk assurance process;

7. allocate strategic risks to Committees for oversight;

RMO01 - Risk Management Framework — V1.0
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8. ensure communication with partner organisations on problems of mutual
concern including risks;

9. ensure that appropriate structures are in place to implement effective risk
management; and

10. receive reports from the Committees of the Board in line with terms of
reference and workplans of those committees.

AUDIT COMMITTEE (AC):

Provides assurance on governance, risk management, internal controls, financial
reporting and internal/external audits. The Committee is responsible for points 1-5 as
noted above.

The cycle of business for the Committee is set to receive the CRR and BAF in its
entirety on a bi-monthly guarterly basis. The Audit Committee, on behalf of the
Board, will be responsible for providing oversight of the adequacy and management
of the CRR and BAF arrangements.

PERFORMANCE, FINANCE AND INFORMATION GOVERNANCE COMMITTEE
(PFIG):

Oversees financial and operational performance, information governance, and
delivery of plans/targets. The Committee is also responsible for points 1-5 as noted
above. The cycle of business for the Committee is set to receive the section of the
CRR and BAF to which it is accountable for on a bi-monthly basis.

Quality Safety and Experience Committee (QSE):

Reviews quality of care, patient safety issues, clinical effectiveness and outcomes,
patient experience. The Committee is also responsible for points 1-5 as noted above.
The cycle of business for the Committee is set to receive the section of the CRR and
BAF to which it is accountable for on a bi-monthly basis.

Risk Management Forum:

The Risk Management Forum reports to the Risk Scrutiny Group and advises on any
risk documentation ensuring the Framework and any other relevant policies and
procedures are in place. The Forum will review the processes and report on any
weaknesses identified to ensure that the Board has in place effective systems for the
reporting of risk, and the management of risk registers (local, directorate and
corporate) and the Board’s Assurance Framework.

Specifically, the Forum is responsible for:

+ Coordinating the achievement of the objectives of the Risk Management
Framework through the organisation’s directorates, by embedding risk management
and establishing local risk reporting procedures to ensure the effective integrated
management of risk and assurance;

RMO01 - Risk Management Framework — V1.0
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» Reviewing high risk recommendations made by the Internal Audit Service, ensuring
that where appropriate they are acted upon and recorded through risk registers and
the BAF appropriately.

Risk Scrutiny Group:

The Risk Scrutiny Group reports to the Executive Team and advises on any risk
management issues, including all significant risks arising from activities within the
organisation. The Group is responsible for scrutinising the CRR and BAF ensuring
appropriate escalation of operational risks. The Group will report on any weaknesses
identified to ensure that the Board has in place effective systems for the reporting of
risk, and the management of risk registers (local, directorate and corporate) and the
Board’s Assurance Framework.

Specifically, the Group is responsible for:

 Operationalising the objectives of the Risk Management Framework through the
organisation’s directorates, by embedding risk management and establishing local
risk reporting procedures to ensure the effective integrated management of risk and
assurance;

+ Coordinating the escalation of all clinical and non-clinical risks, making
recommendations to, and advising the Executive Team and Board accordingly;

» Reviewing and monitoring the CRR and BAF;

EXECUTIVE TEAM MEETING

The Executive team are the accountable leads on individual BAF and CRR risks and
support the regular review of the register, noting any risks for escalation and de-
escalation. Executives will provide updates on action plans associated with
mitigating and controlling the risks they are accountable for.

7.1 INDIVIDUAL RESPONSIBILITIES

All members of staff, and those working on behalf of the Health Board, have an
individual responsibility for managing risk. They must understand and adhere to this
Risk Management Framework. The following individuals have specific responsibility,
accountability and authority for risk management, as part of their existing roles:

CHIEF EXECUTIVE

The CEO is the Accountable Officer of the Health Board and has overall

accountability and responsibility for ensuring it meets its statutory and legal
RMO01 - Risk Management Framework — V1.0
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requirements, and adheres to guidance issued by the Welsh Government in respect
of Governance. This responsibility encompasses risk management; health and
safety; financial and organisational controls; and, governance. The CEO has overall
accountability and responsibility for:

= ensuring the Health Board maintains an up-to-date Risk Management Framework
endorsed by the Board;

= promoting a risk management culture throughout the Health Board;

= ensuring that there is a framework in place, which provides assurance to the Board
in relation to the management of risk and internal control;

= ensuring that risk issues are considered at each level of business planning, from
the corporate process to the setting of staff objectives;

= setting out their commitment to the risk management principles, which is a legal
requirement under the Health and Safety at Work Act 1974. The Welsh Government
requires the Chief Executive to sign a Governance Statement annually on behalf of
the Board. This outlines how risks are identified, evaluated and controlled, together
with confirmation that the effectiveness of the system of internal control has been
reviewed.

EXECUTIVE DIRECTORS

Executive Directors have overall responsibility for the operational management of
risks within their Directorates and are the named senior responsible officer for
individual risks on the CRR and BAF.

They are also responsible for the effective allocation of resources to timely reduce
risks within their remit, while ensuring prompt escalation and de-escalation of risks
where appropriate. They shall also be responsible for ensuring that senior managers
under their portfolio have effective risk management systems and processes in place
in their directorates, divisions, sites, and services to demonstrate robust
identification, assessment, mitigation and management of all risks.

They are responsible for ensuring that best practice in risk management and a
positive risk-aware culture are fully embedded in their portfolio. Executives will work
with the risk management team to ensure the appropriate use of the BAF and CRR.

Executives play a pivotal role in setting the expected cultural tone, one which is
positive and encourages identification, risk is not to be considered as negative or to
be avoided. The Executives Directors will do so by ensuring communication is open,
and transparent where all staff have the confidence to raise a risk. Executives will
seek assurances that risk training is well attended for their regions and departments.
Good risk awareness, awareness of roles and responsibilities, timely management of
action plans, and a sense of accountability. Executives will seek assurances
respective risk registers are maintained regularly, action plans are well managed,
well communicated and actions which have blocks are escalated in a timely manner.
Registers are expected to be agile and reflective of the service. Executives will foster
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a culture of continuous improvement supporting teams to engage with Better by
Betsi, a community of continuous improvement, enhancing innovation with risk
identification, mitigations strategies for their service. Executives will take a proactive
identification approach to counter fraud risks.

In addition, Clinical Executive Directors (Executive Medical Director, Executive
Director of Nursing & Midwifery, Executive Director of Therapies & Health Sciences,
and the Executive Director of Public Health) have collective responsibility for clinical
quality governance, which will include patient safety, incident management and
patient experience, and will therefore have a responsibility to ensure that clinical
risks are appropriately managed in-line with this Framework.

BOARD-SECRETARY-/ DIRECTOR OF CORPORATE GOVERNANCE

The Director of Corporate Governance is the delegated lead for risk management in
the Health Board, and is accountable for leading on the design, development and
implementation of the integrated BAF and Risk Management Framework.

The Director of Corporate Governance will:

* lead the embedding of an effective risk management culture throughout the Health
Board,;

= work closely with the Chair; Chief Executive; Chair of the Audit Committee; and,
Executive Directors, to implement and maintain an appropriate Risk Management
Framework and related processes, ensuring that effective governance systems are
in place;

= develop and communicate the Board’s risk awareness, appetite and tolerance;

= lead and participate in risk management oversight at the highest level, covering all
risks across the organisation on a Health Board basis;

= lead the ongoing development of the Risk Management Forum & Risk Scrutiny
Group (established by the Executive Team).

HEAD OF RISK MANAGEMENT AND ASSURANCE

The Head of Risk and Assurance is accountable to the Director of Corporate
Governance, and in relation to risk management will specifically:

= provide specialist advice in relation to controls and assurances for a range of
functions at all levels in the organisation to support the effective management of
clinical and non-clinical risk and governance;

= ensure a central system is in place to collate risk registers across the Health Board,
which link to the BAF;

= support the management and development of the BAF and Risk Management
Framework;
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= work with directorates and Heads of Service to ensure risks are escalated in
accordance with the Risk Management Framework;

= compile the CRR and BAF, for Board;

= support the development and functioning of the Risk Forum and Risk Scrutiny
Group; and

= provide training, information and advice to operational staff and corporate functions
on risk management and risk registers, ensuring linkage to the BAF.

CORPORATE RISK TEAM

The corporate risk management team will facilitate and ensure effective risk
management practices are in place throughout the organisation. The team will
support the escalation of risks the CRR and BAF. The risk management team will
support services by validating risk registers, including the adequacy of the risk
descriptions, controls, and assurances and justification of the risk scoring and take a
lead on assurances of compliance pan BCU.

They will advise all colleagues and Executive Directors in managing their risks. The
risk team will lead the development of procedures as required under this framework.
They will ensure the delivery of training to staff who have responsibilities under this
policy. They will be responsible for the overall management of the risk module in
Datix.

SENIOR MANAGERS

Senior managers will take the lead on risk management within their divisions, sites
and areas and set the example through visible and exemplary leadership.

They are also responsible for supporting the effective allocation of resources in
managing, escalating and de-escalating operational and strategic risks within their
remit. The risk service lead and risk team will work with senior managers to ensure
risks are articulated appropriately and described in line with procedures and will
further support organisational wide learning.

The risk management team will provide healthy challenge and support to those risks
that do not have adequate actions or action plans and have not progressed in a
timely manner with a route to escalation to Executives. Senior manager will provide
Executives with regular assurances around effective management of risk registers.

SERVICE RISK LEADS

Services are required to nominate a risk lead/champion on behalf of the service to
ensure the risk register is well maintained and risk is championed throughout the
service facilitating good identification processes. Service risk leads will support the
operational management of their respective service risk register and will liaise with
the risk management team around escalation or de-escalations of risks and will work
on any feedback around the quality assurance of the risk register. Service managers
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and service risk leads will be responsible for ensuring activities and action plans
within risks are regularly maintained. All leads and champions will have regular risk
management training.

ALL STAFF

All staff including, Trade Union colleagues and contractors are required to comply
with this Risk Management Framework, raise any issues of concern to the attention
of their line manager and to appropriately minimise and manage risks to the best of
their knowledge and ability. Controls and actions implemented in mitigating risks
must be timely disseminated to all staff involved with the management of the risk. All
staff are expected to share intelligence around any potential risks with contractors
providing services within and on behalf of the Health Board. Risk is the responsibility
of all staff of the Health Board; agency staff; contractors brought in to undertake work
on behalf of the Health Board, for example capital and estates works; students;
locums; volunteers; individuals employed on honorary contracts; and, other third
parties engaged in Health Board business.

INDEPENDENT MEMBERS (IMs)

Independent Members have an important role in risk management in seeking
assurance on the robustness of processes and the effectiveness of controls through
constructive, robust, positive and effective challenge to the Executive Directors and
senior management. IMs are expected to satisfy themselves that the Health Board's
risk management arrangements are effective, efficient and fit-for-purpose. IMs will
provide healthy challenge on those risks that are not treated in a timely manner; the
overall decision to tolerate the risk and/or the risks alliance to Health Board
objectives.

IMs will challenge overall Board decision-making ensuring this is within the Boards
risk appetite. In addition, IMs chair Board Committees and in line with the relevant
Committee’s terms of reference, should gain and provide assurance to the Board
that risks within its remit are being managed effectively by the risk owners and report
any areas of concern to the Board. IMs should seek assurance in ensuring a
measured risk culture.

INTERNAL AUDIT

The relationship between risk management and Internal Audit is critical. Risk
management is concerned with the assessment of risk and the identification of
existing and additional controls, whereas Internal Audit’s role is to evaluate these
controls and test their efficiency and effectiveness. This is undertaken through the
Internal Audit programme of work. Accordingly, the Head of Internal Audit will:

a. Provide an overall opinion each year to the Accountable Officer of the
organisation’s risk management, control and governance; to support the preparation
of the Annual Governance Statement;
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b. Focus the internal audit work on the significant risks as identified by management,
and audit the risk management processes across the organisation;

c. Audit the organisation’s risk management, control and governance through
operational audit plans, in a way that affords suitable priority to the organisation’s
objectives and risks;

d. Provide assurance on the management of risk and improvement of the
organisation’s risk management, control and governance; by providing line
management with recommendations arising from audit work.

LOCAL COUNTER FRAUD SERVICES

The Health Board’s nominated Local Counter Fraud Specialist (LCFS) provides
assurance to the Board regarding risks relating to fraud and/or corruption. The
Health Board’s Annual Counter Fraud Work Plan, as agreed by the AuditCommittee
identifies the arrangements for managing and mitigating risks as a result of fraud
and/or corruption. Where such issues are identified they are investigated by the
LCFS, and then reported to the Audit Committee as appropriate. The LCFS works
with the Chief Executive, Executive Directors and Director of Corporate Governance
to review any fraud or corruption risks. Such risks are referred to the relevant risk
register for the Directorate concerned, and are then escalated through the Health
Board’s escalation process. The Executive team recognises that fraud, bribery, and
corruption pose significant risks that require proactive management. To protect the
interests of our stakeholders, act ethically, and comply with counter fraud laws and
regulations, we commit to proactively identify fraud risks and vulnerabilities across
the Health Boards operations through audits, reviews of complaints and allegations,
and risk assessments. Routinely assess changes that may impact exposure to fraud,
bribery and corruption. This also includes effective controls tailored to the highest
risk areas identified. This includes clear financial controls, investigation and
response diligence, training, and ensuring robust channels for reporting concerns.

SENIOR INFORMATION RISK OFFICER

The Board will nominate an Executive Director as the Senior Information Risk Officer
(SIRO) with delegated responsibility by the Chief Executive for ensuring that
information risks are treated as a priority for business outcomes.

8. MONITORING THE EFFECTIVENESS OF THE RISK MANAGEMENT
FRAMEWORK

Compliance with this Framework is monitored by the Executive Committee and the
Audit Committee. The Annual Governance Statement is signed by the CEO and sets
out the organisational approach to internal control. This is produced at the end of the
financial year and is scrutinised as part of the annual accounts process and
presented to the Board with the accounts, as part of the Annual Accountability
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Report. The Corporate Risk Team and Risk Scrutiny Group will take a lead on
seeking assurances and providing Committees and Board with an overview of the
Health Board’s effectiveness and compliance. The Head of Internal Audit will also
provide an opinion together with the summarised results of the internal audit work
performed during the year.

The Health Board’s risk management arrangements are also subject to review
annually, as part of the Audit Wales Structured Assessment process. The risk
management framework draws from best practice standards 1ISO31000, policy, and
legislative instruction such as the National Health Service (Wales) Act 2006, the
Health and Safety at Work Act 1974 and the Management of Health and Safety at
Work Regulations 1999. The Health Board understands that risk is inherent in every
business and is committed to ensuring full compliance.

This document should be read in conjunction with the ‘Risk Management Procedures’
(RM02) and ‘Risk Training Procedures’ (RM03) which are supportive of this
Framework and outline all the procedural requirements for managing a risk
operationally through to escalation.
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Appendix 1

RISK APPETITE

The Board set their risk appetite in a developmental session on the 27 June 2024
and is subject to annual review. The appetite session referenced the Good
Governance Institute Appetite Risk Matrix for Sensitive Decision Making, for risk
types in order to score appetite.

The output of the session detailed appetite across five risk types:

Quality Risk: There was willingness to be ‘open’ and accept the possibility of a short-
term impact on quality outcomes with potential for longer-term rewards, supporting
innovation. Broad learning from events influence improvement. Efforts to promote
openness and transparency are on a risk basis by repercussion.

Financial Risk: There was an agreed consensus on an ‘open’ appetite to be
prepared to invest for return but minimise the possibility of financial loss by
managing the risks to a tolerable level. Value and benefits considered (not just
cheapest price). Resources allocated in order to capitalise on opportunities.

Compliance/Regulatory: There was an agreed consensus supporting an ‘open’ risk
appetite to accept the possibility of some regulatory challenge as long as we can be
reasonably confident we would be able to challenge this successfully.

Innovation Risk: There was an agreed consensus to ‘seek’ and innovation is to be
pursued with the desire to ‘break the mold’ and challenge current working practices.
New technologies viewed as a key enabler of operational delivery. High levels of
devolved authority — management by trust rather than tight control.

Reputational Risk: There was an agreed consensus to ‘seek’ with a willingness to
take decisions that may bring scrutiny of BCUHB but where potential benefits
outweigh the risks. New ideas seen as potentially enhancing reputation of
organisation.

EQUALITY IMPACT ASSESSMENT

The Health Board has undertaken an Equality Impact Assessment on the
implementation of the Risk Management Framework and procedures to ensure that
it is inclusive and does not discriminate against any protected characteristics. The
assessment has highlighted an equality impact concern regarding the availability of
the documentation in a format to address any visual impairment disabilities. Any
RAG ratings in Datix and other documents will have descriptors for those with
colour blindness and RM01-03 will be available in Welsh as well as all risk training.
Further support to understand the document is also available through bespoke
support and training through the corporate risk team. Any other challenges to
implement or apply these Risk Management documents can be communicated to
the corporate risk team in order to ensure the Health Board to positively meet its
responsibilities under the equalities and human rights legislation.
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GLOSSARY OF TERMS

Risk: A risk is the uncertainty that something could or may happen that will have an
impact on the achievement of the Health Board’s objectives and priority areas. Risk
is expressed in terms of likelihood (probability of the risk occurring) and
consequence (impact if the risks were to occur).

Distinguishing between a risk and an issue: A risk is an event that might occur

and that could have an effect (can be positive but usually negative) upon the
organisation and/or its stakeholders. A risk is characterised by uncertainty. An issue
is something that has already happened or will definitely happen. An issue is a
certainty. For example, ‘we are short staffed’ or ‘lack funding to deliver a service’ are
issues (as these are already happening) and the risk will be the implications of staff
shortage or the lack of funding to the successful delivery of our operational and
strategic objectives. What these uncertainties (doubt) may cause, is what will
constitute (give rise) to risks in both cases.

Assurance: This is a process to provide evidence that the controls in place are
effective and working and that the Health Board is doing its best to appropriately
reduce and manage risks to the achievement of its operational and strategic
objectives.

Actions: Actions are the subsequent steps required following the application of
controls to address or further mitigate residual (current) risk to as low as reasonably
possible (target) level.

Board Assurance Framework: comprises of strategic risks developed by
Executives from the Anrrual-Plan Strategic Plans and Objectives that could prevent
the Health Board'’s from fulfilling its strategic objectives/priorities.

Business Continuity: Business continuity is the capability of the Health Board to
continue the delivery of products and services within acceptable timeframes at
predefined capacity during a disruption. Business continuity is a temporary and
alternative measure initiated during a disruption that ensures continuity of service
provision whilst a permanent solution is found, or usual services/operations are
resumed. The holistic process of business continuity management is an essential
tool in ensuring an organisation’s resilience.

Controls: These are measures or interventions implemented by the Health Board
that reduce the likelihood of a risk and/or the impact/severity of a risk. The types of
controls used in reducing risks include preventive, corrective, detective and directive
controls. Gaps in control describe the weaknesses identified having put mitigation
controls in place.

Corporate Risk Register: A corporate risk register is a repository used to record
significant risks that could impact the strategic objectives and operations of the
Health Board. Developed by services and corporate functions, The register provides
a comprehensive overview of the key risks facing the organisation. It is a pivotal tool
to help proactively strengthen risk oversight and management.

Risk Assessment: This is the overall process of risk identification, analysis and risk
evaluation. This is achieved by identifying risks, examining the characteristics of

each risk and comparing individual risks against the Health Board'’s risk appetite.
RMO02 - Risk Management Procedures — V4.0
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Risk assessment techniques include questionnaires and checklists, workshops and
brain storming sessions, and inspections and audits.

Risk Appetite: The amount and type of risk that an organisation is willing to seek or
retain in its pursuit of its objectives.

Risk Framework: Set of activities that support the risk management process, i.e.,
the risk architecture, strategy and protocols.

Risk Management: Coordinated activities to direct or control risks within an
organisation. These are management activities that deliver the most favourable
outcome and reduce the volatility and variability of that outcome.

Risk Mitigation: This refers to the process of reducing risk exposure through
minimising its likelihood and/or lessening the severity of its impact were it to
materialise. Types of risk mitigations include the 5Ts (treat, tolerate, terminate,
transfer or take opportunity).

Take Opportunity: The type of risk with potential to enhance the achievement of the
organisation’s objectives. Opportunity risk management is the approach that seeks
to maximise on benefits of taking risks i.e., innovation, new systems, processes and
procedures, services etc.

Terminate: Risk response that is appropriate when certain activities that give rise to
risks are not necessary or worth doing and should be stopped. Also known as
avoidance or elimination.

Tolerating: The decision to accept the risk and the impact should the following risk
occur without taking any further steps to mitigate it. This is often to avoid significant
investment or resources as the response would be disproportionate to the potential
harm or gain. Also referred to acceptance or retention. Decision to tolerate any risks
that are outside the risk appetite threshold for a particular domain of risk should be
made at senior level proportionate to the level of risk.

Transfer: Risk response for risks outside the Health Board’s appetite that the
organisation wishes to transfer or share with other providers by way of contracts
(outsourcing), insurance, joint venture etc. This option is particularly suited to
mitigating financial risks or risks to assets.

Treat: Risk response by way of introducing cost effective controls to alter or reduce
risk.

Target Risk: Ultimate level of risk that is desired by the Health Board when planned
additional controls (see actions) have been implemented to address residual risk to
as low as reasonably possible and/or within the Health Board's risk appetite.
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RISK MANAGEMENT PROCEDURES

1. INTRODUCTION

Robust risk management practices are critical in order to identify risks before they
could materialise into problems and therefore allow us to deliver on our strategic
objectives and build an organisation resilient to risks and uncertainties.

This document provides guidance on the operational application of the Risk
Management Framework. It sets out the procedures for the management of risk
registers using the online Datix risk module, escalation of risk onto the Corporate
Risk Register and Board Assurance Framework

Effective risk management is essential for our Health Board to deliver excellent care
and achieve strategic objectives, and thus everyone’s responsibility. Risks can be
identified by anyone, regardless of role and should be escalated as appropriate. The
risk identifier holds the responsibility to ensure the risk is escalated to a senior
member of staff for the service, a service risk lead or as appropriate, director of the
service.

The Health Board cannot manage risk effectively unless it knows what the risks are,
therefore, the online risk management software, Datix, should be utilised to capture
risks.

The model utilised by the Health Board is based on the Enterprise Risk Management
model, which integrates risk awareness into all aspects of our operations. With the
Enterprise model, risk management becomes a shared responsibility across the
organisation, empowering all staff to flag potential threats or opportunities. This
allows for the anticipation of challenges and to respond dynamically to protect our
services. By embedding risk management into planning, budgeting, and performance
monitoring, we enhance productivity, quality of care, and value for patients and
partners. The utilisation of the online Datix system enables real-time risk reporting
from the frontline to the Executive level as well as a whole system overview
approach. This supports data-driven decision making and targeted mitigation
strategies. Standardised risk register procedures are outlined in Appendix 1 as well
as a standardised approach to escalating priority risks to the Corporate Risk Register
and Board Assurance Framework.
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2. SCOPE OF THE RISK MANAGEMENT PROCEDURES

This procedural document applies to all staff of the Health Board; agency staff;
contractors brought in to undertake work on behalf of the Health Board, for example
capital and estates works; students; locums; volunteers; individuals employed on
honorary contracts; and, other third parties engaged in Health Board business. It
applies to all activities of the Health Board, including those related to the
commissioning of services. Managers at all levels within the Health Board must take
an active lead to ensure that risks are managed effectively and to support the
development of a risk aware culture within the Health Board.

3. RISK MANAGEMENT PROCESS

Risk management is the systematic application of management policies, practices
and procedures to identify, analyse, assess, treat and monitor risks in a way that will
enable organisations to minimise losses and maximise opportunities.

The aim of risk management is not to remove risk altogether, but to manage risks to
an acceptable level, considering the cost of minimising the risk and reducing risk
exposure (the level of risk that the organisation is exposed too, either in regard to an
individual risk or the cumulative exposure to the risks faced by the organisation).

The Health Board has adopted a structured approach to risk management, whereby
risks are identified, assessed and controlled, and if appropriate, escalated or de-
escalated through the governance mechanisms of the organisation. The process is
defined in the following key steps:

Figure 1 - Risk Management Process
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RISK MANAGEMENT
PROCESS GUIDE

1.ESTABLISHING CONTEXT

‘What are we trying to achieve?

Risks do not exist in isolation; they exist in the
context of organisational objectives. Therefore, to
identify risks and opportunities that an organisation
faces, there must first be an understanding of the
organisation's objectives (what are we trying to
achieve).

2. RISK IDENTIFICATION

3. RISK ANALYSIS

Which of the identified risks are most important?
Mot all risks are equally important, so we have to look at
the characteristics, filter and prioritise them. Using the
5x5 matrix for likelihood vs consequence will help plot
and visualise your priority risks. This is called risk rating.

4. RISK EVALUATION

What shall we do about them?
(41 i

5. RISK RESPONSE

Have we taken action? (re
han

must be imp
,and the re

6. RISK RECORDING & REPORTING

‘Who needs to know?

7. MONITORING & REVIEW

Having taken action, what has changed?

‘We have to come back and take a look again at our
risks on a regular basis to see whether our planned
actions have worked as expected, and to discover new
and changed risks that now require our attention.

8. COMMUNICATION & CONSULATION

What we learn?
t th
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3.1 CONTEXT

Risks do not exist in isolation; they exist in the context of organisational objectives.
Therefore, to identify risks and opportunities that an organisation faces, there must
first be an understanding of the organisation's objectives (what are we trying to
achieve). That way, the events that may hinder (threats) the achievement of those
objectives or enhance them (opportunities) can be identified. Establishing context
(objectives) enables the customisation of the risk management process for effective
risk assessment and appropriate risk treatment.

3.2 RISK IDENTIFICATION

The Health Board cannot manage risk effectively unless it knows what the risks are.
Risk identification is the process of recognition that a threat or opportunity could
occur which might help or prevent the Health Board from achieving its objectives.

Risks can be identified from a number of sources, proactively and reactively.
Proactive meaning to be actively seeking to identify any risks so it can be managed
before it materialises into a problem. Reactive identification often being an external
source or unexpected event which has presented risks.

For services to have robust risk management practices in place they should have a
number of strategies to proactively identify risks on a consistent basis. This allows
services to actively seek potential threats or opportunities so they can be managed
before they materialise into a problem.

It is important to note that risk identification is the most critical point of the risk
management process, if we identify issues (causes) or impacts (consequences) as
risks; we are no longer doing risk management, but rather problem solving, crisis
management or managing impacts that have not happened yet.

Figure 2 - Risk Identification

Risks can arise from many sources, for example:
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Risk Identification

Internal Sources External Sources

Risk Assessments Incidents Coroner Reports
Deep-Dives neiaen External Agency Visits

Service Transformation & 002112:::215 Inspectorate Visits &
Improvement Projects Clinical Audit Recommendations
Internal Peer Reviews . Health & Safety Executive Visits

Internal Audit . .
Self-Assessments . Patient Safety Solutions Wales
Walkabouts = Safety Notices i.e. MHRA
Patient Experience Surveys National Enquiry Reports
Key Performance National Clinical Audit Reports
Indicators (KPls) Benchmarking
Performance Reports National Performance Reports

Services are encouraged to apply internal proactive methods to strengthen the risk
identification and preparation in anticipation of risks, prior to reactive and external
sources identifying risks. This allows the Health Board to prepare for any potential
threats, giving more time to implement mitigation strategies before problems
materialise or are highlighted externally. Being proactive protects the reputation of
the Health Board and builds public trust by showing that potential problems are being
addressed responsibly.

Where risks are identified outside the service or function, the site leadership team
should identify and assign the risk and management responsibility to an appropriate
handler.

Where the Board, Independent Members or external partners identify risks, these
should be escalated to a member of the Health Board such as an Executive or to the
Head of Risk Management to ensure the risk is captured and managed
appropriately.

3.3 RISK ANALYSIS AND RISK EVALUATION

Risk analysis is about understanding the nature and characteristics of each identified
risk. At this stage, risks are scored utilising a set risk matrix (Appendix 2) to assess
the likelihood of occurrence and the impact if materialised. Often described as a risk
rating, it is a systematic approach to quantify the significance of the risks
numerically.

Risk evaluation is the subsequent step of looking at which risks should be prioritised
and comparing them against the Health Board’s risk appetite to understand what
RMO02 - Risk Management Procedures — V4.0
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needs to be done, or to what extent for that type of risk. Where there are finite
resources, we need to ensure that we are dedicating appropriate and proportionate
level of management for each risk. This is called risk ranking (what to tackle first).
This means we may opt to focus on our most significant risks first, and might decide
to embed our low-level risks as part of business as usual, often described as risk
tolerance.

3.4 TREATMENT, RECORDING AND REPORTING

Once arisk has been identified there are four response options: Treat, Transfer,
Tolerate, and Terminate, as known as the 4Ts. The most common being to ‘Treat’
the risk, which is to determine and implement the most appropriate options for
addressing a risk.

Recording and reporting is part of the process where risks are documented on Datix
through the risk module on a risk register pertaining to the service that has identified
the risk.

Reporting is an integral part of the Health Board’s governance and mandated in the
Risk Management Framework in order to facilitate oversight and assurance.

When risks are logged on Datix the corporate risk team are notified whenever risks
are submitted onto the risk register module for the purpose of oversight, support and
guality assurance.

See Appendix 1 A step by step guide for documenting a risk on Datix.

3.5 MONITORING AND REVIEW

An effective risk management process must include the monitoring, reviewing and
updating of risks to ensure the changes and progress of mitigation are captured.
Monitoring should always involve reviewing the controls put in place to assess
whether they are working effectively. Where identified, that controls have failed or
are not robust enough, these should be reconsidered and alternatives control
measures sought. Reviewing a risk is a crucial aspect of the risk management
process because if controls fail, it alters the significance of the risk.

Risks can morph over a period of time due to the impact of other events or changes
to context, uncertainty and complexity. If the original risk changes significantly the
risk should be closed and a new risk opened which is more relevant. Risks and risk
registers should reflect the current position and be amended as appropriate. This
allows services to have a robust and dynamic approach to risk.

When a service reviews its entire risk register it is pertinent to ask if all the risks are
still relevant, described accurately, scored accurately, being well controlled and also
a general analysis of any gap where risks have not yet been reflected on the
register.

The risk management process is iterative, and this review process should be
engrained as a standard item of business for all services.

RMO02 - Risk Management Procedures — V4.0
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Services should consider how they communicate their findings and share lessons
learnt with relevant services pan BCUHB, stakeholders, general staff awareness and
assurances to senior managers. This helps to strengthen and inform future practice.

4. ROLES AND RESPONSIBILITIES

High-level roles and responsibilities have been outlined in RMO1 (section 7),
however, the responsibility of all staff, senior managers, service risk leads and the
corporate risk team have been highlighted further below with supplementary
operational detalils.

4.1 ALL STAFF

All staff including, Trade Union colleagues and contractors are required to comply
with the Risk Management Framework (RM01) and this document (RM02), raise any
potential risks to the attention of their line manager or service risk lead. All staff have
a duty to appropriately minimise and manage risks to the best of their knowledge and
ability. Controls and actions implemented in mitigating risks must be timely
disseminated to all staff involved with the management of the risk. All staff are
expected to share intelligence around any potential risks with contractors providing
services within and on behalf of the Health Board in order to protect contractors on
site. Contractors should be provided with a risk register, relevant to their activities, to
ensure their safety while on site.

All members of staff must ensure they undertake the relevant level of risk
management training.

N.B. Not all staff will have access to the risk module within Datix, unlike incident
reporting. This is to ensure tighter controls of service risk registers and avoid
duplication of risks. Risk register access requests should be directed to the corporate
risk team requesting a ‘risk register access request form’.

4.2 SENIOR MANAGERS

Senior managers will take a lead on risk management within their divisions, sites and
areas and set the example through visible and exemplary leadership.

Senior managers are responsible for ensuring risk is discussed at the appropriate
meetings for their service. Senior managers will be expected to provide bi-monthly
updates to the corporate team for risks, which link to corporate risks. This can be
achieved through maintaining Tier 1 risks action plans and 1-1 meetings between the
Risk Assurance Manager and Corporate Risk Register or Board Assurance
Framework leads.

Senior managers will be responsible for providing Executives and the Risk Scrutiny
Group with regular assurances around effective management of risk registers. They

RMO02 - Risk Management Procedures — V4.0
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will work with the corporate risk team around overseeing any implementation of
feedback on KPI compliance with risk registers.

Senior managers will have both strategic and operational risk management training
and will be familiar with utilising Datix to report, manage and oversee risks.

4.3 SERVICE MANAGERS

Service managers such as ward managers, are responsible for ensuring that their
service risks are clearly and accurately described, regularly reviewed and updated.
This will support ongoing reporting, Health Board oversight, and prompt collaborative
action.

Service managers will be responsible for ensuring all staff within the service know
who their service risk lead is, in order to escalate newly identified risks for
considered reporting on the service risk register. Service managers will be
responsible for ensuring activities and action plans within risk registers are regularly
maintained.

Service managers are also responsible for supporting the effective allocation of
resources in managing, escalating and de-escalating operational and strategic risks
within their remit. Service managers will be supported by the risk service lead and
corporate risk team to ensure risks are articulated appropriately and described in line
with these procedures. They will support continuous learning within the service in
relation to risk management and further support organisational wide learning.

Service managers will have operational risk management training and will be familiar
with utilising Datix to report, manage and oversee risks.

4.4 SERVICE RISK LEADS

Each service is expected to nominate a risk lead/champion on behalf of the service
to ensure the risk register is well maintained and risk is championed throughout the
service facilitating good identification processes. A service risk lead/champion should
be someone from within the service whom staff can escalate newly identified risks
too. However, a service manager should also be familiar with the risk register and be
able to maintain the work of the service risk lead, in the event the risk lead is not
available or on duty.

Service risk leads will support the operational management of their respective
service risk register and will take responsibility for any feedback around the quality
assurance of the risk register. Service risk leads will take delegated responsibility for
ensuring activities and action plans within risk registers are regularly maintained.

The service risk lead will take the responsibility to ensure good communication of
risks with all staff. This aims to ensure staff are regularly informed of risks relevant to
them in order to safely carry out their work, how risks are being controlled and
mitigated and any action plans in place.

Service risk leads will have operational risk management training and will be familiar
with utilising Datix to report, manage and oversee risks.

RMO02 - Risk Management Procedures — V4.0
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4.5 CORPORATE RISK MANAGEMENT TEAM

The corporate risk management team will facilitate and ensure effective risk
management practices are in place throughout the organisation.

The corporate risk management team will take a lead on assurances of compliance
pan BCUHB with a route to escalation to Executives via the Risk Scrutiny Group.

The risk management team will support services by validating risk registers,
including the adequacy of the risk descriptions, controls, and assurances and
justification of the risk scoring. The team will support Executives with the escalation
of risks on to the Corporate Risk Register and Board Assurance Framework via the
Risk Scrutiny Group.

The corporate risk management team will support with advice on risks that do not
have adequate controls or action plans or have not progressed in a timely manner.
This is to ensure the robustness and effectiveness of all risk registers BCUHB wide.
Where services are not compliant with KPIs set out in this procedure (section 7), the
corporate risk team will escalate formally to the Head of Risk Management relevant
Executive(s) and Risk Scrutiny Group.

The team will ensure the delivery of training to staff who have responsibilities under
this procedure and report on compliance. They will be responsible for the overall
management of the risk module in Datix.

5. LEVELS OF RISK
The Risk Management Framework defines three levels of risk and is further
highlighted here:

1. Strategic Risks: These are risks that represent a threat to achieving the Health
Board’s strategic objectives or its continued existence. Strategic risks also include
risks that are widespread beyond the local area, and risks for which the cost of
control is significantly beyond the scope of the local budget holder.

2. Operational Risks: These are risks that arise as a result of the day-to-day running
of the Health Board. They may include a broad spectrum of risks comprising of
clinical risks, financial risk (i.e., fraud); legal and regulatory risks (i.e., health and
safety) and risk of loss or damage to assets or system failures etc.

3. Project Risks: these are risks that may affect the delivery of a programme of work
or project. All significant projects must be risk assessed before they are progressed,
with each project required to have a separate risk register.

5.1 RISK REGISTERS

A risk register is a repository for risks, prioritised by current score, with associated
action plans to reduce current (residual) risk. The purpose of a risk register is to
document, review and manage unmitigated risks. Risks that have been mitigated to
a reasonably practical level should be managed as part of business-as-usual
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management (see risk appetite and tolerance). Board Assurance Frameworks,
Corporate Risk Registers and Operational Risk Registers work together in an
integrated risk management model. (Figure 3- Risk Management Register)

5.2 BOARD ASSURANCE FRAMEWORK

The Board Assurance Framework focuses on strategic risks that could impact
achievement of the Health Board's objectives and priorities as outlined in the
strategic and annual plan and will be refreshed with Executives as the plan is
updated. Board Assurance Framework risks will reflect both external issues (e.g.,
political, economic, social, technological, environmental, legal) and internal issues
(e.q., culture, resources, capabilities) that could affect the Health Boards ability to
achieve its strategic goals.

Ownership of the Board Assurance Framework resides with the Board. The Board
will receive the Board Assurance Framework quarterly to scrutinise and challenge if
risks are being effectively managed and will aim to seek assurances.

The corporate risk management team will facilitate the maintenance of the Board
Assurance Framework with the support of the accountable Executive for the risk.
The Board Assurance Framework will be updated bi-monthly by nominated
representatives of Executives and overseen by the Risk Assurance Manager. This
will be quality assured by the Head of Risk Management and the Executive prior to
Committees and Board with the support of the Executive Team and Risk Scrutiny
Group.

For each strategic risk, the Board Assurance Framework will outline key controls and
actions (Figure 7) being taken to mitigate the risk, as well as risk ratings, targets and
relate to the Boards risk appetite statements as well as the Corporate Risk Register.
See Appendix 1 10.4 for a guidance on completing a strategic risk.

The Board Assurance Framework is not held within Datix but Board Assurance
Framework risks are referenced within the Datix assurance section, to facilitate links
with corporate and operational risks within the system.

5.3 CORPORATE RISK REGISTER

A corporate risk register is a repository used to record significant risks that have
been escalated and approved by the Executive team. These are significant risk
which are cross-functional in scope and could have an impact on strategic objectives
and operations of the Health Board. The Corporate Risk Register provides the
Executive team with an enterprise view of the most significant operational and
strategic risks in one place. The Corporate Risk Register will take a consolidated
view of Tier 1 (current score of 15-25 risks) operational risks. As noted above the
Corporate Risk Register will align to the Board Assurance Framework but also align
to operational risks.

The Corporate Risk Register is a pivotal tool to help proactively strengthen risk

oversight and management.
RMO02 - Risk Management Procedures — V4.0
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The Corporate Risk Register will be received at the Risk Scrutiny Group, Executive

Team and relevant Committee bi-monthly and by the Board quarterly. The Corporate
Risk Register enables corporate risk reporting, monitoring and oversight. Trends and

risk indicators will be tracked at the corporate level by the corporate risk team. The
Corporate Risk Register will be maintained in Datix which will also facilitate the

linking to Board Assurance Framework risks as well as operational risks overseen by

the Risk and Assurance Manager.

5.4 OPERATIONAL RISK REGISTERS (TIER 1-3)

Each service is mandated to maintain their own risk register within Datix. This will
allow the corporate risk team to maintain oversight, ensure a positive risk culture of
identification, monitoring of risk KPIs as identified in section 7.

The operational risk register or the services risk register will comprise of the day-to-
day operational risks, which could impact on service delivery for example clinical,
financial, compliance, IT risks etc.

5.5 PROJECT RISKS

The Health Board recognises that Projects/Programmes maintain workbooks which
include identified risks. To alleviate duplication, it is acceptable in this instance for
risks to be held outside of the Datix risk register module. However, significant risks
that require escalation to Corporate Risk Register or Board Assurance Framework
must be recorded onto Datix risk register module for quality assurance, oversight,
management and reporting.

Project teams should establish protocols and thresholds for escalating high priority
risks from the local project risk register/workbook to the appropriate Executive and
corporate risk team for awareness. This may include risks with ratings above a
certain threshold or with organisational wide impacts.

RMO02 - Risk Management Procedures — V4.0
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Figure 3 - Risk Management Register
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6. ESCALATION/DE-ESCALATION AND MEETINGS

The Health Board operates a three-tier classification system for risks, as well as a
separate register for the Corporate Risk Register and Board Assurance Framework.

Figure 4-Escalation/Consolidation/De-escalation and Meetings Structure

i Executive Team
- S Grornnannnnnnaa e
Committees

Risk Scrutiny Group PSR Risk Management
Forum

Escalation Report

IHCs/Directorates/
Divisions

Local Quality, Safety
& Governance
Meeting

Services

6.1 REGISTERS

Board Assurance Framework risks will be identified and managed at Board Level
and risks assigned to accountable Committees and Executives. Review of Board
Assurance Framework risks are done on a bi-monthly basis with the Risk Assurance
Manager and nominated representative of the Executive.

Corporate Risk Register risks that have been escalated, approved and accepted
onto the corporate risk register by the Executive Team. Review of Corporate Risk
Register risks is done on a bi-monthly basis with the Risk Assurance Manager and
nominated representative of the Executive.

Tier 1 (score of 15-25) high to extreme risks will be reviewed by the service on a
monthly basis and escalated by services to Directorate/ IHC level. All Tier 1 risks will
be considered for consolidation on to the Corporate Risk Register. Critical or
uncontrolled high risks should be escalated individually to the Risk Scrutiny

Group via Director and Executive Director. Critical risks will still be required to

be managed and updated locally within the ability of the IHC/Directorate.
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Tier 2 (score of 9-12) medium to high risks to be managed locally by services and
reviewed by the service on a bi-monthly basis, escalated by services to
directorate/divisional/IHC level for support and oversight.

Tier 3 (score of <8) low level risks to be managed locally by services and mitigated.
Risks within/below the Health Board’s appetite should be assessed on whether more
can be done cost effectively. If no more can be done, the service should consider the
management of residual risk as part of business as usual. Tier 3 risks must be
reviewed on a quarterly basis.

Any decision to escalate or de-escalate risks should be recorded in the progress
notes in Datix and also in governance groups/meetings.

7. MEETINGS & ESCALTION

IHC/ DIRECTORATE/DIVISIONAL MEETINGS

IHC/Directorate/Divisional meetings will take assurance on all Tier 1 risks in
particular, advising and supporting on action plans for services, this should be
reflected on the meeting agenda. Linked and/or relevant corporate risks should also
be reviewed for the progression of action plans and controls to reduce the risk.
Handlers for service risks should be identifiable and should be able to update on
issues where IHCs/ Directorates/Divisions have the ability to further support the
progression of action plans. Where the budget and level of control is beyond the
scope of an IHC should be escalated to the Executive and awareness to the
supporting corporate regional risk manager. Assurances on managing high risks
should be communicated up to the overall responsible Executive for the risk.

7.1 SERVICE MEETINGS & ESCALATION

Services will hold a monthly meeting where risk is on the meeting agenda. The
meeting will scrutinise all the risks on the risk register for all Tiers. They should
assure themselves that these are regularly reviewed, descriptions comply with this
document as outlined below and the risk register remains dynamic, robust and
relevant to the service’s risks.

Assurances or points of escalation should be up to the IHC, Division or Directorate.
For risks being escalated this should be via an escalation report to the Risk Scrutiny
Group for consideration on to the corporate risk register. The highlights the need for
Executive review of the risk to ensure the Executive can initially advise on actions or
further controls.

Risk escalation reports should be sent to the corporate risk team, Risk and
Assurance manager for inclusion on the Risk Scrutiny Group Agenda.

See Table below ‘Review Cycle of Risk’ for the frequency of reviews required by
score to support meeting cycles of business.
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7.2 RISK SCRUITINY GROUP:

The Risk Scrutiny Group reports to the Executive Team. Ensuring that the Health
Board is actively identifying and documenting risks in all directorates of the
organisation. It oversees work to mitigate risks, supporting leaders to do so, where
necessary by bringing together expertise across the organisation. It takes
responsibility for resolving pan BCU risks that are thematic or escalating such
concerns for resolution through the Executive and, or within performance reviews. It
ensures the risk management framework is being implemented effectively and to
advises the Executive/Executive Team where this is not the case. It ensures that
risks to delivery of the Health Board strategy are reflected within the risk register or,
where relevant, the board assurance framework.

7.3 RISK MANAGEMENT FORUM

The Risk Management Forum will review risk governance arrangements and report
on any weaknesses identified to ensure that the Board has in place effective systems
for the reporting of risk, and the management of risk registers (local, directorate and
corporate) and approval of and risk documents such as policies/procedures (further
detailed in RMO1 section 7). The Risk Management Forum will report into the Risk
Scrutiny Group.

7.4 EXECUTIVE TEAM MEETING

The Executive team will take responsibility for the Board Assurance Framework and
Corporate Risk Register and support the regular r