
Audit, Risk and Assurance Committee
(Annual Report & Accounts)
Tue 16 May 2023, 10:00 - 12:00

Agenda

1. PRELIMINARY MATTERS

 ARAC_Agenda_16May23_v5.pdf (3 pages)

1.1. Welcome and Apologies

1.2. Declarations of Interest

1.3. Minutes from the previous meeting held on 21 March 2023 for approval

Attached Chair

 ARAC_Item_1.3_Unconfirmed_Minutes_21Mar2023_PH_MT.pdf (9 pages)

1.4. Committee Action Log

Chair

 ARAC_Item_1.4_Action log.pdf (1 pages)

2. ITEMS FOR APPROVAL/RATIFICATIONS/DECISION

2.1. Application of Single Tender Waiver

Attached Director of Finance and IT

 ARAC_Item_2.1_Application for Single Tender Waiver May 23.pdf (3 pages)

2.2. Counter Fraud Work Plan 2023-24

Attached Head of Local Counter Fraud

 ARAC_Item_2.2_Counter Fraud Work Plan 2023-24.pdf (3 pages)
 ARAC_Item_2.2a_PTHB Counter Fraud Work Plan 2023-24.pdf (9 pages)

2.3. External Audit Plan 2023-24

Attached External Audit/Director of Corporate Governance

 ARAC_Item_2.3_3559A2023 Powys THB Detailed Audit Plan 2023.pdf (20 pages)

2.4. Committee Annual Report 2022-23

Attached Director of Corporate Governance

 ARAC_Item_2.4_Committee Annual Report_Apr23_v2.pdf (13 pages)

3. ITEMS FOR DISCUSSION

10:00 - 10:00
0 min

10:00 - 10:00
0 min

10:00 - 10:00
0 min



3.1. Annual Reporting: • Progress with the Annual Report, including the Financial Statements
2022-23 (Presentation)• Draft Accountability Report 2022-23

To Follow Director of Finance and IT/Director of Corporate Governance

 ARAC_Item_3.1a_06 POW Health Board 2022-23 template draft submitted 5-5-23.pdf (75 pages)
 ARAC_Item_3.1b_Draft Accountability Report 2022-23_Cover Paper.pdf (4 pages)
 ARAC_Item_3.1bi_MASTER_ACCOUNTABILITY REPORT_APR23_FOR DRAFT SUBMISSION 12-5-23.pdf (117 pages)

3.2. Internal Audit Progress Report 2022-23

Attached Head of Internal Audit

 ARAC_Item_3.2_Internal Audit Progress Report May 23 Cover.pdf (3 pages)
 ARAC_Item_3.2a_Powys ARAC Internal Audit Progress Report May 23.pdf (11 pages)

3.3. Internal Audit Reports: a) Temporary Staffing Unit (Reasonable Assurance)

Attached Head of Internal Audit

 ARAC_Item_3.3a_PTHB-2223-03 TSU Final Internal Audit Report.pdf (20 pages)

3.4. Draft Head of Internal Audit Opinion 2022-23

Attached Head of Internal Audit

 ARAC_Item_3.4_Powys THB Draft HIA Opinion & Annual Report 22-23 Cover.pdf (3 pages)
 ARAC_Item_3.4a_Powys THB Draft HIA Opinion and Annual Report 22-23.pdf (32 pages)

3.5. External Quality Assessment of Internal Audit

Attached Head of Internal Audit

 ARAC_Item_3.5_A&A EQA Report Cover.pdf (3 pages)
 ARAC_Item_3.5a_NWSSP - PSIAS EQA - March 2023.pdf (15 pages)

3.6. External Audit Progress Report 2022-23

Attached External Audit

 ARAC_Item_3.6_Audit Wales ARAC Update May 2023.pdf (12 pages)

3.7. Structured Assessment 2022-23

Attached External Audit/Director of Corporate Governance

 ARAC_Item_3.7_3560A2023 Powys THB 2022 Structured Assessment Report.pdf (38 pages)

3.8. Counter Fraud Annual Report 2022-23

Attached Head of Local Counter Fraud

 ARAC_Item_3.8_Counter Fraud Annual Report 2022-23.pdf (3 pages)
 ARAC_Item_3.8a_PTHB Counter Fraud Annual Report 2022-23.pdf (22 pages)

3.9. Audit Recommendation Tracking

Attached Director of Corporate Governance

 ARAC_Item_3.9_Audit Recommendations_Report_May2023.pdf (9 pages)
 ARAC_Item_3.9i_Appendix D - IA recommendations that remain OUTSTANDING.pdf (4 pages)
 ARAC_Item_3.9ii_Appendix E - IA recommendations COMPLETED.pdf (3 pages)
 ARAC_Item_3.9iii_Appendix F - IA recommendations NOT YET DUE for implementation.pdf (2 pages)
 ARAC_Item_3.9iv_Appendix G - EXT AR remain OUTSTANDING.pdf (1 pages)
 ARAC_Item_3.9v_Appendix H - EXT AR NOT YET DUE.pdf (1 pages)



4. ITEMS FOR INFORMATION

4.1. Draft Committee Work Programme 2023-24

Attached Director of Corporate Governance

 ARAC_Item_4.1_ARAC Work Prog 23-24.pdf (3 pages)

5. OTHER MATTERS

5.1. Items to be brought to the attention of the Board and other Committees

5.2. Any other urgent business

5.3. Date of next meeting: 11 July 2023

10:00 - 10:00
0 min

10:00 - 10:00
0 min



POWYS TEACHING HEALTH BOARD
AUDIT, RISK & ASSURANCE 
COMMITTEE
TUESDAY 16 May 2023
10:00 – 12:00
VIA MICROSOFT TEAMS

AGENDA

Time Item Title Attached
/Oral

Presenter

1 PRELIMINARY MATTERS 
10:00 1.1 Welcome and Apologies Oral Chair

1.2 Declarations of Interest Oral All

1.3 Minutes from the Previous Meeting 
held 21 March 2023

Attached Chair

1.4 Audit, Risk & Assurance 
Committee Action Log 

Attached Chair

2 ITEMS FOR APPROVAL/RATIFICATION/DECISION
10:10 2.1 Application of Single Tender 

Waiver 
Attached Director of 

Finance and IT
10:15 2.2 Counter Fraud Work Plan 2023-24 Attached Head of Local 

Counter Fraud 
10:20 2.3 External Audit Plan 2023-24 Attached External 

Audit/Director of 
Corporate 

Governance 
10:30 2.4 Committee Annual Report 2022-23 Attached Director of 

Corporate 
Governance

3 ITEMS FOR ASSURANCE
10:35 3.1 Annual Reporting: 

• Progress with the Annual 
Report, including the 
Financial Statements 2022-
23 (Presentation)

• Draft Accountability Report 
2022-23

Attached Director of 
Finance and 

IT/Director of 
Corporate 

Governance

11:15 3.2 Internal Audit Progress Report 
2022-23

Attached Head of Internal 
Audit



11:20 3.3 Internal Audit Reports:
 
a) Temporary Staffing Unit 

(Reasonable Assurance)

Head of Internal 
Audit

11:25 3.4 Draft Head of Internal Audit 
Opinion 2022-23

Attached Head of Internal 
Audit

11:30 3.5 External Quality Assessment of 
Internal Audit 

Attached Head of Internal 
Audit

11:35 3.6 External Audit Progress Report 
2022-23 

Attached External Audit

11:40 3.7 Structured Assessment 2022-23 Attached External 
Audit/Director of 

Corporate 
Governance 

11:50 3.8 Counter Fraud Annual Report 
2022-23

Attached Head of Local 
Counter Fraud

11:55 3.9 Audit Recommendation Tracking Attached Director of 
Corporate 

Governance
4 ITEMS FOR DISCUSSION

4.1 Draft Committee Work Programme 
2023-24

Attached Director of 
Corporate 

Governance
5 OTHER MATTERS 

5.1 Items to be Brought to the 
Attention of the Board and Other 
Committees

Oral Chair

12:00 5.2 Any Other Urgent Business Oral Chair

5.3 Date of the Next Meeting: Tuesday 11 July at 10.00, Microsoft Teams

Key:
Governance & Assurance
Internal & Capital Audit
External Audit
Anti-Fraud Culture

Powys Teaching Health Board is committed to openness and transparency and conducts as 
much of its business as possible in a session that members of the public are normally welcome 
to attend and observe. 

However, considering the current advice and guidance in relation to Coronavirus (COVID-19), 
the Board has agreed to run meetings virtually by electronic means as opposed to in a physical 
location, for the foreseeable future. This will unfortunately mean that members of the public 
will not be able attend in person. The Board has taken this decision in the best interests of 
protecting the public, our staff and Board members. 



The Board is considering plans to enable its committee meetings to be made available to the 
public via live streaming. In the meantime, should you wish to observe a virtual meeting of a 
committee, please contact the  Director of Corporate Governance/Board Secretary in advance 
of the meeting in order that your request can be considered on an individual basis (please 
contact Helen Bushell, Director of Corporate Governance/Board Secretary, 
helen.bushell2@nhs.wales.uk).

In addition, the Board will publish a summary of meetings held on the Health Board’s website 
within ten days of the meeting to promote openness and transparency.

mailto:helen.bushell2@nhs.wales.uk
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AUDIT, RISK & ASSURANCE COMMITTEE

UNCONFIRMED

MINUTES OF THE MEETING HELD ON TUESDAY 21 MARCH 2023 
VIA MICROSOFT TEAMS

Present:
Mark Taylor Independent Member – Capital and Estates 

(Committee Chair)
Rhobert Lewis
Ronnie Alexander
Tony Thomas 

Independent Member – General
Independent Member – General
Independent Member – Finance 

In Attendance:
Pete Hopgood 
Ian Virgil

Director of Finance and IT
Head of Internal Audit

Sarah Pritchard
Hywel Pullen  
Mike Jones
Bethan Hopkins
Alice King
Jayne Gibbon
Melanie Goodman
Helen Bushell

Amanda Legge 
Sue Tilman

Head of Financial services 
Deputy Director of Finance 
External Audit
External Audit 
External Audit
Internal Audit 
Interna Audit
Director of Corporate Governance and Board 
Secretary 
All Wales Post Payment Verification Manager*
Post Payment Verification Location Manager*
*Agenda Item 3.5 only

Observers 
Carl Cooper

Committee Support

PTHB Chair

Stella Parry Interim Corporate Governance Manager 

Apologies 
Carol Shillabeer  Chief Executive 
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ARA/22/114 WELCOME AND APOLOGIES
The Committee Chair welcomed everyone to the meeting and confirmed that 
a quorum was present. Apologies for absence were noted and recorded as 
above.

ARA/22/115 DECLARATIONS OF INTEREST
The Committee Chair INVITED Members to declare any interests in relation 
to the items on the Committee agenda.

None were declared.

ARA/22/116 MINUTES OF THE MEETINGS HELD 31 JANUARY 2023 
The minutes of the meetings held on 31 January 2023 were RECEIVED and 
AGREED as being a true and accurate record.

ARA/22/117 MATTERS ARISING FROM PREVIOUS MEETINGS 
No matters arising were discussed. 

ARA/22/118 COMMITTEE ACTION LOG 
The Committee received the Action Log and noted that a number of actions 
had been completed or transferred to other Committees. The following 
actions were discussed: 

• ARA/22/104a (Machynlleth Hospital Development): It was suggested 
that the wording of the action be reviewed to ensure consistency with 
the minutes of the meeting. The Director of Finance and IT agreed that 
the action would be reviewed and updated in readiness for the next 
meeting of the Committee. 

• ARA/22/104a (Accelerated Sustainable Model): It was noted that the 
Accelerated Sustainable Model had been deferred from the March 
Board agenda, therefore the action had been updated to reflect the 
item would be considered by the relevant Board. It was anticipated 
that this would be the meeting of the Board due to be held on 24 May 
2023. 

ARA/22/119 APPLICATION OF SINGLE TENDER WAIVER 
The Head of Financial Services presented the following application for single 
tender waiver received during the period of 1 January to 28 February 2023: 
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Single 
Tender 
Reference

Request 
to waive 
QUOTE 
or 
TENDER 
threshold

Name of 
Supplier Item

Reason 
for 
Waiver

Date of 
Approval

 Value 
£

Length 
of 
Contract

Prospective/   
Retrospective 

Appendix 
Ref 

POW2223044 QUOTE Cyted UK 
Ltd

Analysis and 
reporting of 
Cytosponge 
diagnostic 
tests

Sole 
Supplier 17/02/2023 £9,900 6 

months Prospective A1

The Committee RATIFIED the use of Single Tender Waiver in respect of the 
single item during the period of 1 January to 28 February 2023.

ARA/22/120 APPROACH TO 2022-23 ANNUAL REPORT AND ANNUAL ACCOUNTS 
The Director of Finance and IT presented the item which provided an outline 
of the approach and principles to be adopted for completion of the 2022/23 
Annual Accounts together with the planned approach to key financial areas.
It was noted that the development and presentation of the approach was 
good practice which had been implemented for the previous few years and 
was supported by Audit Wales. 
The Committee NOTED that timescales were due to be extended in 
comparison to 2021/22 due to an extended audit timeline that has been 
communicated to all NHS Wales bodies, details of this were due to be 
considered in more detail under agenda item 2.4 (ARA/22/122). The 
approach in respect of the following matters was also highlighted to the 
Committee: 

• Revaluations and De Recognitions
• IFRS 16 
• Primary Care Accruals 
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• Retrospective Continuing Health Care Claims 
• 6.3% Pension Increase 
• Scheme Pays 
• Early Retirement Pension Provision/Permanent Injury

Independent Members sought assurance by asking the following questions: 
 Is there an increased risk of qualifications due to the extension to the 
timeframe of the Audit Wales audit of the accounts? 
The Director of Finance and IT recognised the increased potential for 
variability in actuals as a result of the extended timeframe however assured 
the Committee that the methodology and detail behind the production of 
estimates had been carefully considered. It was also highlighted that the 
slight increase in risk would be present for all Welsh health boards. 

The Committee discussed and APPROVED the approach to the Annual Report 
and Accounts 2023-24. 

ARA/22/121 INTERNAL AUDIT PLAN 2023-24
The Director of Corporate Governance and Board Secretary introduced the 
item and highlighted that plan had been developed alongside Executive 
colleagues to ensure a risk based approach. The Head of Internal Audit 
presented the plan which provided a detailed overview of the proposed 
audits due to take place in 2023-24 and analysis of the corresponding 
resource for delivery, appended to the plan was Internal Audit Charter. 
Appendix A of the plan provided details of the plan, including outline scope 
for each audit, it was noted that there was a slight reduction in the number 
of audits since the previous year, from 26 (2022-23) to 24 (2023-24) it was 
anticipated that this would improve the ability to widen coverage as 
necessary.  Under the approach adopted by Internal Audit for a number of 
years, the top slice provided to undertake the internal audit programme is 
supplemented by an additional charge for work over and above the top slice. 
To this end the health board would need to pay an additional £64,325 
(£57,614 in 22/23) to cover this additional audit work, it was noted that any 
additional audit work required in relation to capital would be incorporated 
into business cases. 

Independent Members sought assurance by asking the following questions: 

Recognising the iterative nature of the Internal Audit scopes included within 
the plan, would the Committee be informed of any changes? 
It was confirmed that any amendments will be reported via the Internal 
Audit Progress Report which is a standing item on the Committee’s agenda. 
The Director of Corporate Governance and Board Secretary also highlighted 
that she would review each scope in an independent capacity which would 
provide additional corporate assurance. The final scope is also received by 
the Committee within the final internal audit report. 



Audit, Risk & Assurance Committee
Meeting held on 21 March 2023
Status: Unconfirmed

Page 5 of 9 Audit, Risk and Assurance Committee
16 May 2023

Agenda item 1.3

The Committee APPROVED the Internal Audit Plan for 2023-24 and the 
Internal Audit Charter as at March 2023. 

ARA/22/122 EXTERNAL AUDIT PLAN 2023-24
The External Audit, Financial Audit Manager presented the item which set 
out  an outline plan which provided an overview of the external audit team 
and key dates. It was anticipated that further detail would be presented to 
the Committee in May. 
It was highlighted to the Committee that appended to the plan was two 
letters dated 1 March 2023, the letters detailed the intention for both an 
increase in fees for the provision of external audit as well as an increase in 
the length of time required to undertake the audit of the financial accounts. 
Audit fees were due to increase by 10.2% as a result of ISA 315, in addition 
to the 4.8% inflationary increase set out in the Audit Wales 2023-24 Fee 
Scheme and an audit certification deadline of 31 July 2023 was proposed for 
NHS Wales. It was highlighted that over the coming three years there was a 
plan established to revert to the 15 June deadline as below: 

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

Independent Members sought assurance by asking the following questions: 

Was there any indication that Welsh Government would fund the additional 
audit costs? 
The Director of Finance and IT confirmed that there were no plans for any 
additional funding at the time of the meeting, therefore the increase in fees 
would present a cost pressure for the health board. 

The increase in fees presented is substantial, is it felt that this is 
proportionate? 
The Director of Finance and IT recognised the reasons presented for the 
increase in fees, such as the implementation of ISA 315 and acknowledged  
the broader extent of financial challenge throughout the public sector in 
Wales and the wider UK. It was highlighted that the health board would need 
to work closely with audit colleagues throughout the period to ensure a 
collaborative approach to the pressures within the system. The Director of 
Corporate Governance agreed that the circumstances presented significant 
challenge for both organisations and highlighted the plan for a return to 
business as usual as a positive development.

The Committee DISCUSSED and APPROVED the Draft External Audit Plan 
2023-24.
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ARA/22/123 INTERNAL AUDIT PROGRESS REPORT 2022-23

The Head of Internal Audit presented the report which provided an overview 
of the progress against the 2022-23 Internal Audit Plan. The following 
matters were highlighted for the Committee’s attention: 

• 3 audits had been finalised since the previous meeting of the 
Committee; 

• At the time of reporting 2 reports were in draft, 2 audits were work in 
progress and 4 were at the planning stage; 

• It was proposed that the COVID-19 Outbreak Control Plan and Contact 
Tracing audit was removed from the plan as following discussions with 
Director of Public Health it was felt that the audit was no longer 
appropriate due to the change in the situation in relation to COVID-19, 
assurance in relation to the area would be provided as part of the 
COVID-19/Vaccination audit planned for 2023-24.

The Committee DISCUSSED and NOTED the update and APPROVED the 
removal of the COVID-19 Outbreak Control Plan audit.  

ARA/22/124 INTERNAL AUDIT REPORTS
a) Therapies and Health Sciences Professional Governance Structure 

(Reasonable Assurance)
The Head of Internal Audit presented the report which sought to 
review the controls and processes in place in respect of the 
implementation of the Therapies and Health Sciences Professional 
Governance Structure. It was found that The Therapies and Health 
Sciences Directorate has structures in place within the areas sampled 
which allows for scientific and therapy staff, professional registrants 
and practitioners to work within clearly defined professional and 
clinical governance arrangements.

b) Incident Management (Reasonable Assurance) 
The Head of Internal Audit presented the report which sought to 
review the arrangements in place within the Health Board for the 
identification, recording, investigation and management of incidents.

The Committee received the Internal Audit Reports and took ASSURANCE 
from their content.

ARA/22/125 EXTERNAL AUDIT STRUCTURED ASSESSMENT 
External Audit provided a verbal update and confirmed that there had been 
delays with the production of the Structured Assessment, the report had 
been submitted to health board in draft for checking and was due to be 
presented to the meeting of the Committee in May. The Director of 
Corporate Governance reported it was felt that the report was balanced with 
no areas of concern for the Committee’s attention.
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The Committee RECEIVED and NOTED the update.

ARA/22/126 EXTERNAL AUDIT PROGRESS REPORT 2022-23
External Audit presented the item which provided an update on current and 
planned Audit Wales work. The Committee NOTED the update: 

• Orthopaedic services – Follow-up (Published 2 March 2023)
• Audit of the 2022-23 Accountability Report and Financial Statements 

(Planning)
• Review of Unscheduled Care (Fieldwork underway)
• Workforce Planning (Fieldwork underway)
• Structured Assessment (Report in Draft)
• Primary Care Services – Follow-up Review (Scoping)

Independent Members sought assurance by asking the following questions: 

Was it anticipated that there would be a change in scope of the \Primary 
Care Services Follow-up?
It was confirmed that there were no plans to change the scope of the follow-
up from the original review however consideration was due to be given to 
the wider context e.g. recruitment issues whilst undertaking the follow-up 
review.

The Committee DISCUSSED and NOTED the Report. 

ARA/22/127 POST PAYMENT VERIFICATION (PPV) UPDATE AND WORKPLAN 
2023-24
The All Wales Post Payment Verification Manager and Post Payment 
Verification Location Manager joined the meeting and provided an overview of 
the overall performance of the health board against the national averages. PPV 
claims from General Medical Services (GMS), General Ophthalmic Services 
(GOS) and General Pharmaceutical Services (GPS) are undertaken as a part 
of an annual plan by NHS Wales Shared Services Partnership (NWSSP), it was 
highlighted that assurance is not provided in relation to General  Dental 
Service (GDS).

Independent Members sought assurance by asking the following questions: 

The All Wales average claim error rate had increased year on year since 
2020/21, was there any concern in relation to this trend? 
The All Wales Post Payment Verification Manager highlighted that a higher 
rate of claim error was expected during revisits as these were focused in 
areas of concern. The Committee was assured that there was no concern in 
relation to this trend, which indicated that the revisits were operating as 
anticipated. 

The Committee DISCUSSED and NOTED the Report.
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ARA/22/128 AUDIT RECOMMENDATION TRACKING 
The Director of Corporate Governance presented the item which provided 
the Committee with an overview of the position relating to the 
implementation of Audit Recommendations, arising from reviews undertaken 
by Internal Audit, External Audit (Audit Wales) and Local Counter Fraud 
Services as of 31st January 2023. It was reported that significant progress 
had been made in relation to implementation of recommendations to date 
with an increased focus on high priority overdue recommendations and 
impact analysis going forward. 

Members noted that an increased focus on prioritisation and associated risks 
would be helpful for the purposes of providing assurance to the Committee. 
The Head of Internal Audit noted that am internal audit review of the 
process for manging audit recommendations, including a sample of evidence 
for closed recommendations was due to be undertaken imminently which 
would provide the next step in assurance. The Director of Corporate 
Governance noted that a protocol that outlined the roles of this Committee, 
the Executive Committee, the Director of Corporate Governance etc. would 
be included within the update report to the Committee. 

The Committee CONSIDERED the position and took ASSURANCE that the 
organisation has an appropriate system for tracking and responding to audit 
recommendations. 

ARA/22/129 ANNUAL GOVERNANCE PROGRAMME REPORTING 
The Director of Corporate Governance presented the item which provided an 
update on progress against the Annual Governance Programme as of Q3 
2022-23. It was noted that the Annual Governance Programme would be 
reviewed for 2023-24 in line with the Integrated Medium Term Plan 2023-26 
and the outcome of the Structured Assessment. 

The Committee took ASSURANCE from the position reported. 

ARA/22/130 WELSH HEALTH CIRCULAR TRACKING 
The Director of Corporate Governance presented the item which provided the 
Committee with an overview of the current position relating to the 
implementation of Welsh Health Circulars (WHCs) and Ministerial Directions.

It was highlighted that the single No Progress reported was in relation to 
recommendations from a WHC in response to a rare disease, for which Powys 
did not have the necessary speciality clinicians. Work was underway to identify 
a proportionate and appropriate course of action for Powys. Members 
suggested that they would be keen to see progress against this item in the 
next report and it was confirmed that should no progress be reported, the 
Medical Director would be invited to the Committee to provide an update. 
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The Committee DISCUSSED the current position, considering those WHCs 
where no progress has been made and took ASSURANCE that the 
organisation is managing Welsh Health Circulars appropriately.

ARA/22/131 REGISTER OF INTERESTS 
The Director of Corporate Governance presented the item which provided 
the Register of Interests for Board and Executive Members as of 1st March 
2023, which would be published to the health Board’s website following the 
Committee. It was noted that further work was underway to include 
professional registration and extend reporting to Deputy/Assistant Directors 
and Professional Heads of service. 

The Committee NOTED the contents of the Register and took ASSURANCE 
that the organisational policy was being implemented.

ARA/22/132 REVIEW OF COMMITTEE PROGRAMME OF BUSINESS 
The Committee RECEIVED and NOTED the Committee programme of 
business. 

ARA/22/133 ITEMS TO BE BROUGHT TO THE ATTENTION OF THE BOARD AND 
OTHER COMMITTEES 
The Director of Corporate Governance and Board Secretary wished to 
highlight to the Board that the Cyber Security Internal Audit Report was to 
be considered by the Committee in an In-Committee session at the close of 
the meeting. 

ARA/22/134 ANY OTHER URGENT BUSINESS
No other urgent business was declared. 

ARA/22/135 DATE OF NEXT MEETING
16 May 2023, 10:00, Microsoft Teams





Single Tender Waivers Page 1 of 3 Audit, Risk & Assurance Committee 
16th May 2023

Agenda Item 2.1

Agenda item: 2.1

Audit, Risk and Assurance 
Committee

Date of Meeting: 
16th May 2023

Subject: SINGLE TENDER WAIVERS

Approved and 
presented by:

Director of Finance, Information and IT

Prepared by: Head of Financial Services
Other Committees 
and meetings 
considered at:

N/A

PURPOSE:

To seek the Audit, Risk and Assurance Committee’s RATIFICATION of Single 
Tender Waiver requests made between 1 March 2023 and 31 March 2023. 

RECOMMENDATION(S): 

It is recommended that the Audit, Risk and Assurance Committee RATIFIES 
the use of Single Tender Waiver in respect of three items during the period of 
1 March 2023 and 31 March 2023 and consider additional information 
provided regarding the individual single tender document.

Ratification Discussion Information

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THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING 
STRATEGIC OBJECTIVE(S) AND HEALTH AND CARE STANDARD(S): 

1. Focus on Wellbeing 
2. Provide Early Help and Support 
3. Tackle the Big Four 
4. Enable Joined up Care 
5. Develop Workforce Futures 
6. Promote Innovative Environments 
7. Put Digital First 

Strategic 
Objectives:

8. Transforming in Partnership 

1. Staying Healthy 
2. Safe Care 
3. Effective Care 
4. Dignified Care 
5. Timely Care 
6. Individual Care 
7. Staff and Resources 

Health and 
Care 
Standards:

8. Governance, Leadership & Accountability 

EXECUTIVE SUMMARY:

In-line with the organisation’s Standing Orders, there is a requirement for all single 
tender waiver and extension of contracts to be reported to the Audit Risk and 
Assurance Committee. Single tender waiver shall only be permitted when a single 
firm or contractor or a proprietary item or service of a special character is required 
and as set out in law. Single tender waiver shall only be employed following a 
formal submission and with the express written authority of the Chief Executive, or 
designated deputy having taken into consideration due regard of procurement 
requirements.

DETAILED BACKGROUND AND ASSESSMENT:

The previous report on single tender waiver use was received by the Audit Risk and 
Assurance Committee at its March 2023 meeting which covered the period from 1 
January 2023 and 28 February 2023. 

A summary of the use of Single Tender Action from 1 March 2023 and 31 March 
2023 is as follows:
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Single 
Tender 
Reference

Request 
to waive 
QUOTE 
or 
TENDER 
threshold

Name of 
Supplier Item Reason for 

Waiver
Date of 
Approval  Value £ Length of 

Contract
Prospective/   
Retrospective 

Appendix 
Ref 

POW2223039 Tender
Arc 
Orthodontics 
Ltd

Provision of 
Orthodontic 
Treatment

Extension of 
previous 
contract as 
interim 
measure while 
formal 
procurement is 
undertaken 
due to clinical 
need

16/03/2023 £96,451 12 months Prospective A1

POW2223040 Tender
Exclusive 
Orthodontics 
Ltd

Provision of 
Orthodontic 
Treatment

Extension of 
previous 
contract as 
interim 
measure while 
formal 
procurement is 
undertaken 
due to clinical 
need

16/03/2023 £115,125 12 months Prospective A2

POW2223040 Tender Kingsbridge 
Medical Ltd

Provision of 
Orthodontic 
Treatment

Extension of 
previous 
contract as 
interim 
measure while 
formal 
procurement is 
undertaken 
due to clinical 
need

16/03/2023 £200,810 12 months Prospective A3

Please note due to an administrative error the STW register log for 
2022/23 commenced on STW 2223029 

Full details including supporting documentation has been shared with Committee 
members under confidential cover, given the potential for commercially sensitive 
information to be included.

From 1st January 2019 a Dun and Bradstreet Report is being undertaken by NWSSP 
Procurement Services to provide a report on financial standing of the proposed 
supplier including Director details and associated companies. This has been 
introduced to further strengthen governance of the Single Tender Waiver process. 
This is referenced in the procurement section of the form and the full report is 
reviewed by the Head of Financial Services and provided to the Chief Executive with 
the Single Tender Waiver Form to aid the decision-making process
 
NEXT STEPS:

A report on use of Single Tender Waivers will be submitted to each Audit, Risk and 
Assurance Committee meeting. A nil report will also be reported if applicable.
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Agenda item: 2.2

Audit Risk and Assurance 
Committee

Date of Meeting: 
16th May 2023

Subject: Counter Fraud Work Plan 2023/24

Approved and 
Presented by:

Director of Finance and IT / Matthew Evans Head of 
Counter Fraud

Prepared by: Head of Counter Fraud 

Other Committees 
and meetings 
considered at:

PURPOSE:

The Counter Fraud Work Plan 2023/24 is presented to the Audit Risk & 
Assurance Committee to seek approval. Planned activity is set out around 
key areas of work intended to be undertaken by the Local Counter Fraud 
Specialists during 2023/24 and takes account of the requirements of the NHS 
Counter Fraud Standards and Welsh Government Directions to NHS Bodies 
on Counter Fraud Arrangements. 

RECOMMENDATION(S): 

It is recommended that the Audit Risk & Assurance Committee APPROVE the 
Counter Fraud Work Plan 2023/24 as presented. 

Ratification Discussion Information
X
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THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING 
STRATEGIC OBJECTIVE(S) AND HEALTH AND CARE STANDARD(S): 

1. Focus on Wellbeing 
2. Provide Early Help and Support 
3. Tackle the Big Four 
4. Enable Joined up Care 
5. Develop Workforce Futures 
6. Promote Innovative Environments 
7. Put Digital First 

Strategic 
Objectives:

8. Transforming in Partnership 

1. Staying Healthy 
2. Safe Care 
3. Effective Care 
4. Dignified Care 
5. Timely Care 
6. Individual Care 
7. Staff and Resources 

Health and 
Care 
Standards:

8. Governance, Leadership & Accountability 

The following Impact Assessment must be completed for all reports requesting 
Approval, Ratification or Decision, in-line with the Health Board’s Equality Impact 
Assessment Policy (HR075): 

IMPACT ASSESSMENT 

Equality Act 2010, Protected Characteristics:

N
o 

im
p

ac
t

A
d

ve
rs

e

D
if

fe
re

n
ti

al

P
os

it
iv

e

Age 
Disability 
Gender 
reassignment 
Pregnancy and 
maternity 
Race 
Religion/ Belief 
Sex 



Counter Fraud Work Plan 
2023/24

Page 3 of 3 Audit, Risk & Assurance Committee 
16th May 2023

Agenda Item 2.2 

Sexual 
Orientation 
Marriage and 
civil partnership 
Welsh Language 

Risk Assessment: 
Level of risk 
identified 

N
on

e

Lo
w

M
od

er
at

e

H
ig

h
Clinical 
Financial 
Corporate 
Operational 
Reputational 
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Introduction
Following introduction of new Government Functional Standards on Counter Fraud, which replaced NHS Counter Fraud 
Authority’s (NHS CFA) ‘NHS Counter Fraud Standards (Wales)’ from 2021/22, the Health Board’s Counter Fraud Workplans 
have been aimed at ensuring compliance for the first enforcement year of the new standards in 2023/24.

Good progress has been made and this is reflected in continuing improvements to RAG ratings for each Standard in self 
assessed Functional Standard Returns throughout the last two financial years. There are two Standards Components that are 
still not Green rated however; 

• Component 1B - Accountable individual - rated Amber
• Component 3 - Fraud bribery and corruption risk assessment - rated Amber  

Work Plan action number 30 sets out proposed activity to uplift Competent 1B and Work Plan action numbers 11 & 12 set out 
activity to uplift Component 3. 

The Health Board contracts Swansea Bay UHB via Service Level Agreement for the provision of Counter Fraud Resource. 
This results in 1.2 FTE of accredited counter fraud specialist resource supplemented by 0.2 FTE admin support which translate 
to 308 days deliverable for counter fraud activity. 

The Work Plan is set around proactive activity covering Inform & Involve, Prevent & Deter and Strategic Governance as well 
as reactive activity covered by Hold to Account. The planned days are split as proactive days – 208 and reactive days - 100 
days. This is in line with delivery of previous years and takes in to account the commitments made within this Work Plan. 
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INFORM AND INVOLVE

TASK/OBJECTIVE PROPOSED
DELIVERY

1

Design and deliver a programme of counter fraud awareness presentations to staff at all levels within 
the Health Board, including participation in the Health Board induction programme, with the aim of 
ensuring that the organisation is proactive in raising fraud awareness and building an anti-fraud 
culture in line with GovS 013 component 11.
Review and maintain materials and media used.
Evaluate presentations, collate results, and amend presentations as a result of the feedback 
received. Report outcomes to the Director of Finance. 

Throughout the Year

2 Undertake awareness work to highlight the availability of counter fraud awareness training aiming to 
increase attendance numbers. Throughout the Year

3 To develop and maintain the counter fraud information contained on the Health Board intranet site, 
to include details of successfully prosecuted cases – both local and national Q2 and Q4

4 Ensure that Fraud and Corruption Reporting Line advertising posters are displayed throughout the 
organisation, publicising the free-phone reporting line number. Throughout the Year

5 Actively promote and encourage staff awareness and completion of the Counter Fraud E-learning 
package. Throughout the Year

6 Arrange for pay-slip messages to be utilised during the year as appropriate. As Appropriate

7 Design, produce and distribute two counter fraud newsletters annually, containing articles on proven 
fraud cases (both local and national) and other “beware” notices and relevant messages. Q2 and Q4
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INFORM AND INVOLVE

TASK/OBJECTIVE PROPOSED
DELIVERY

8

In conjunction with the Health Board Communications Team, review the strategy in place for 
raising awareness of economic crime risks and publicise the work of the LCFS, to ensure that it 
remains fit for purpose and that all appropriate awareness-raising mechanisms are being fully 
exploited. 

Q2

9

In line with GovS 013 Components 4, 7 and 12 undertake targeted surveys of staff to measure 
awareness of:
Counter Fraud, Bribery and Corruption Policy and Response Plan;
Fraud, Bribery and Corruption incident reporting routes; and
Policy and procedures relating to Conflicts of Interests, Gifts and Hospitality and Bribery Act.

Throughout the Year

10
Utilise the finding and results of the fraud risk assessment programme to inform delivery of counter 
fraud training to business areas of higher risk of exposure to fraud. Throughout the Year

TOTAL DAYS ALLOCATED 68
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PREVENT AND DETER

TASK/OBJECTIVE PROPOSED
DELIVERY

10

Review key organisational policies, procedures and documents, to ensure that they are adequately 
robust to counter fraud.
The communication of revised policies, procedures and documents as appropriate, emphasising the 
organisational commitment to countering fraud.

As Appropriate

11

Carry out risk analysis in line with Government Counter Fraud Profession (GCFP) fraud risk 
assessment methodology. Record and manage assessed risk in line with the Health Board’s Risk 
Management policy and include on the risk registers where appropriate in line with GovS 013 
component 3.

Throughout the Year

12

Utilise DATIX for recording of risk assessment work to effectively manage, evaluate, evidence and 
measure the effectiveness of counter fraud work in mitigating and reducing fraud risk or expenditure 
and influencing of policy and procedure aimed at reducing fraud in line with GovS 013 component 2, 
GovS 013 component 3 and GovS 013 component 5.

Throughout the Year

13

Liaise with Corporate Governance colleagues around measuring effectiveness and staff awareness 
of conflicts of interest policy and registers that include gifts and hospitality with reference to fraud, 
bribery and corruption, and the requirements of the Bribery Act 2010 in line with GovS 013 component 
12. 

Q1

14 Review and update information sharing protocols currently in place. Review and refresh protocols 
with key partners of Internal Audit and Workforce & Organisational Development Q4

15 Regular meetings with the Head of Internal Audit (NWSSP Audit & Assurance) Throughout the Year

16 Record and respond to ad-hoc requests for assistance received. Throughout the Year

17 Action Fraud Prevention Notices issued by NHS Counter Fraud Authority and/or Counter Fraud 
Services Wales as and where appropriate. As Appropriate



COUNTER FRAUD WORK PLAN 2023/24

6

PREVENT AND DETER

TASK/OBJECTIVE PROPOSED
DELIVERY

18 Issue of fraud alerts to all appropriate staff. As Appropriate

19
Regular liaison with the Post Payment Verification Location Manager (NWSSP Primary Care) and 
Primary Care leads to ensure that any contractor visits which result in the identification of anomalies 
are reported to the LCFS.

Throughout the Year

20 Participate in mandatory national proactive exercises, as instructed by NHS Counter Fraud Authority, 
Auditor General for Wales and/or the Cabinet Office (e.g. NFI). Throughout the Year

21 Participate in thematic fraud risk evaluation exercises as instructed by the NHS Counter Fraud 
Authority. As Required

22

Conduct proactive work to detect fraud using relevant information and intelligence to identify 
anomalies that may be indicative of fraud, bribery and corruption. Results of this work are evaluated 
and where appropriate feed into improvements to prevent and deter fraud, bribery and corruption in 
line with GovS 013 component 10.

Throughout the Year

23 Membership of Local Intelligence Network and attendance at meetings. As Required

TOTAL DAYS ALLOCATED 100
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HOLD TO ACCOUNT

TASK/OBJECTIVE PROPOSED
DELIVERY

24 Conduct investigations into all allegations of economic crime as required, in line with the requirements 
of the NHS Counter Fraud Authority Counter Fraud Manual, and all relevant guidance and legislation. As Required

25 Appropriate use of the prescribed case management system, in line with NHS Counter Fraud Authority 
and NHS CFS Wales requirements. As Required

26 Assist NHS Counter Fraud Authority and/or NHS CFS Wales as required in respect of any regional or 
national investigations. As Required

27 Ensure the application of sanctions in line with legislation and the policy document ‘Applying 
Appropriate Sanctions Consistently’. As Required

28
Identify and maintain appropriate records and, wherever possible, seek financial redress/recovery in 
respect of any proven loss to the Health Board, having due regard to the particular circumstances of 
each case.

As Required

29
Review professional competencies and capabilities of accredited staff nominated to undertake the full 
range of counter fraud work to assess requirements for professional development opportunities in 
line with GovS 013 Component 9.

Q1

30 Explore Memorandum of Understanding between South Wales Police and the Health Board to cover 
matters of joint interest when undertaking investigation. This will look at joint approach to 

TOTAL DAYS ALLOCATED 100
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STRATEGIC GOVERNANCE

TASK/OBJECTIVE PROPOSED
DELIVERY 

29 Attendance at all Fraud Forum meetings held by CFS Wales. As Required

30 Nominate a Fraud Champion for the Health Board in line with GovS 013 component 1. Q1

31 Completion and agreement of the annual work plan with Director of Finance in line with GovS 013 
component 2. Q4

32 Completion and agreement of the annual report with Director of Finance Q1

33 Regular meetings/liaison with Director and/or Assistant Director of Finance Throughout the Year

34 Preparation for and attendance at Audit Committee meetings. As Required

35 Full participation in the quality assurance process as directed by NHS Counter Fraud Authority   Q4 and As Required

36 Undertake additional training as required by the Health Board or NHS Counter Fraud Authority. As Required

37

Continuing use of CLUE3 case management system, as mandated by the NHS Counter Fraud 
Authority. Utilise system to record all fraud, bribery and corruption investigative activity, including all 
outcomes, recoveries and system weaknesses identified during the course of investigations and/or 
proactive prevention and detection exercise in line with GovS 013 component 8.

Throughout the Year

38 Provide regular reports and ad hoc information to NHS Counter Fraud Authority and Welsh 
Government as required Throughout the Year

39
Review the Health Board’s Counter Fraud Policy and Response Plan to ensure up to date and 
relevant contents as well as alignment to Government Functional Standards in line with GovS 013 
component 4 and GovS 013 component 7.

Q2

TOTAL DAYS ALLOCATED 40
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SUMMARY TOTALS

STRATEGIC AREA OF ACTIVITY RESOURCE ALLOCATED (in days)

A INFORM AND INVOLVE 68

B PREVENT AND DETER 100

C HOLD TO ACCOUNT 100

D STRATEGIC GOVERNANCE 40

TOTAL 308





 

 

This document has been prepared as part of work performed in accordance with statutory functions. Further 

information can be found in our Statement of Responsibilities. 

Audit Wales is the non-statutory collective name for the Auditor General for Wales and the Wales Audit 

Office, which are separate legal entities each with their own legal functions as described above. Audit Wales 

is not a legal entity and itself does not have any functions. 

No responsibility is taken by the Auditor General, the staff of the Wales Audit Office or, where applicable, the 

appointed auditor in relation to any member, director, officer or other employee in their individual capacity, or 

to any third party. 

In the event of receiving a request for information to which this document may be relevant, attention is 

drawn to the Code of Practice issued under section 45 of the Freedom of Information Act 2000. The section 

45 Code sets out the practice in the handling of requests that is expected of public authorities, including 

consultation with relevant third parties. In relation to this document, the Auditor General for Wales, the 

Wales Audit Office and, where applicable, the appointed auditor are relevant third parties. Any enquiries 

regarding disclosure or re-use of this document should be sent to the Wales Audit Office at 

infoofficer@audit.wales. 

We welcome correspondence and telephone calls in Welsh and English. Corresponding in Welsh will not 

lead to delay. Rydym yn croesawu gohebiaeth a galwadau ffôn yn Gymraeg a Saesneg. Ni fydd gohebu yn 

Gymraeg yn arwain at oedi. 
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Through our Good Practice work we share emerging practice and insights from 

our audit work in support of our objectives to assure, to explain and to inspire.  

Our newsletter provides you with regular updates on our public service audit work, 

good practice, and events, which can be tailored to your preferences. 

For more information about our Good Practice work click here. 

Sign up to our newsletter here. 

 Audit Wales 

1 Capital Quarter  

Tyndall Street 

Cardiff CF10 4BZ 

Tel: 029 2032 0500 

Fax: 029 2032 0600 

Textphone: 029 2032 0660 

E-mail: info@audit.wales 

Website: www.audit.wales 

We welcome correspondence and 
telephone calls in Welsh and English. 
Rydym yn croesawu gohebiaeth a 

galwadau ffôn yn Gymraeg a Saesneg. 

https://www.wao.gov.uk/our-work/good-practice
https://www.wao.gov.uk/news/launch-audit-wales-newsletter
mailto:info@audit.wales
http://www.audit.wales/
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Agenda item 2.4

AUDIT, RISK AND ASSURANCE  
COMMITTEE

Date of Meeting: 
16 May 2023

Subject: AUDIT, RISK AND ASSURANCE COMMITTEE 
ANNUAL REPORT TO THE BOARD  

Approved and 
Presented by:

Director of Corporate Governance / Board Secretary

Prepared by: Director of Corporate Governance / Board Secretary
Interim Corporate Governance Manager 

Other Committees 
and meetings 
considered at:

N/A

PURPOSE:

The purpose of this report is to provide the Audit, Risk and Assurance 
Committee Annual Report for 2022/23.

RECOMMENDATION(S): 

It is recommended that the Audit, Risk and Assurance Committee:
• CONSIDER the Audit and Risk Assurance Committee Annual Report for 

2022/23 summarising the key areas of business activity undertaken;
• Take ASSURANCE that the Audit and Risk Assurance Committee is fit 

for purpose and operating effectively in fulfilling its terms of reference; 
• RECOMMEND the report to the Board for the 24 May 2023 meeting.

Approval/Ratification/Decision Discussion Information
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1. Introduction 
The Audit, Risk and Assurance Committee has been established by the 
Board in order to enable the scrutiny and review of matters related to 
audit, financial accounting, assurance and risk management, to a level of 
depth and detail not possible in Board meetings. 

This report summarises the key areas of business activity undertaken by 
the Audit and Risk Assurance Committee (‘the Committee’) over the past 
year and highlights some of the key issues which the Committee intend to 
give further consideration to over the next 12 months.

2. Roles and Responsibilities 
The Terms of Reference for the Audit and Risk Assurance Committee were 
reviewed and agreed by the Board in September 2021. The purpose of 
the Audit and Risk Assurance Committee (“the Committee”) is to:

• independently monitor, review and report to the Board on the 
processes of governance, risk management and internal control in 
accordance with the standards of good governance determined for 
the NHS in Wales;

 
• advise the Board and the Accountable Officer on where, and how, 

its system of assurance may be strengthened and developed 
further;

 
• Maintain an appropriate financial focus demonstrated through 

robust financial reporting and maintenance of sound systems of 
internal control; and 

• Work with the other committees of the Board to provide assurance 
that governance and risk managements arrangements are adequate 
and part of an embedded Board Assurance Framework that is ‘fit for 
purpose’. 

The Committee is responsible for providing advice to the Board and 
Accountable Officer on: 

• the design, operation and effectiveness of strategic processes for 
risk management, internal control and corporate governance across 
the whole of the organisations activities;
  

• the Annual Accountability Report, which includes the Annual 
Governance Statement;   
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• the accounting policies, the accounts, and the annual report of the 
organisation, including the process for review of the accounts prior 
to submission for audit, levels of error identified, and management’s 
letter of representation to the external auditors; 

•  the planned activity and results of internal and external audit; 

• adequacy of management response to issues identified by audit 
activity, including external audit’s management letter; 

• assurances relating to the management of risk and corporate 
governance requirements for the organisation; 

• systems for financial reporting to the Board (including those of 
budgetary control);  

• proposals for tendering for the purchase of audit and non-audit 
services from contractors who provide audit services; and

• anti-fraud policies, whistle-blowing processes, and arrangements for 
special investigations.

It is expected that the Committee will also periodically review its own 
effectiveness and report the results of that review to the Board. 

2.1 Membership of the Committee 
The membership of the Committee during 2022/23 was:

Name Role Attendance
Tony Thomas Independent Members 

(Finance) and Chair of the 
Committee (March 2022-
July 2022)

6/8

Mark Taylor Independent Members 
(Finance) and Committee 
Vice Chair (March 2023-
July 2023)/
Chair of the Committee 
(August 2022 – March 
2024)

8/8

Matthew 
Dorrance

Independent Member 
(Local Authority) 

2/8
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(April 2022 – June 2022)
Rhobert Lewis Independent Member 

(General)
7/8

Ronnie Alexander Independent Member 
(General)

6/8

Ian Phillips Independent Member (ICT) 1/8 
(Provided cover for 

quoracy)

2.2 Others in Attendance 
During 2022/23, the following staff attended the Committee: 

Name Role Attendance
Pete Hopgood Director of Finance, 

Information and IT (Joint 
Executive Lead)

8/8

James Quance Interim Board Secretary 
(Joint Executive Lead) 
(March 2022 – December 
2022)

5/8

Helen Bushell Director of Corporate 
Governance / Board 
Secretary (Joint Executive 
Lead) 
(January 2023-March 2023)

2/8

Other Directors and officers attended during the year to present reports 
which related to their areas of responsibility as required.

The Chief Executive, Carol Shillabeer, was also invited to attend every 
meeting, and attends at least annually, to discuss with the Committee the 
process for assurance that supports the Annual Governance Statement. 
The Chief Executive attended five meetings during the year. 

The Chair of the Board, Carl Cooper, attended four meetings. The Chair 
has a standing invited to attend Board Committees.  

Representatives of the Audit Wales, and the Internal Audit Service also 
attended each meeting. 

Representatives of the Counter Fraud Service attended Committee 
meetings in April 2022, July 2022 and January 2023 to present their 
reports.
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2.3 Meeting frequency
During 2021/22 the Committee met eight times and was quorate on all 
occasions. 

The terms of reference for the Committee require meetings to be held 
no less than quarterly and otherwise, as the Chair of the Committee 
deems necessary, consistent with the annual plan of Board and 
Committee Business.

One of the eight total meetings is held on an annual basis to receive and 
Recommend, for Board approval, the Accountability Report and Annual 
Financial Statements and Accounts.
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3. Activity in 2022/23

3.1 Main Areas of Committee Activity 2022/23 

Internal Audit 
Internal Audit Reports Presentation of all Internal Audit Reports, see item 3.2 for more details. 
Progress Reports Internal Audit provided the Committee with regular progress reports against the 

Internal Audit Plan and monitored progress against recommendations.
Head of Internal Audit 
Opinion 2021/22

For assurance of the overall assessment and Opinion from the Head of Internal Audit 
for the 2021/22 year.

Internal Audit Plan 
2023-24

Internal Audit presented the Draft Internal Audit Plan for 2023/24 for review, 
comment and approval.

External Audit 
Progress Reports Audit Wales provided the Committee with regular progress reports on any external 

audits and monitored progress against recommendations.
External Audit Reports Presentation of External Audit Reports, both local and national.
Structured Assessment 
2022-23 (Update)

Regular updates reports were provided which reported progress against the 
development of the Structured Assessment 2022-23. 

External Audit Plan 
2023-24

External Audit presented Draft External Audit Plan for 2023/24  for review, comment 
and approval.

Counter Fraud 
Counter Fraud Annual 
Report 2021-22

Annual Report outlining counter fraud activity in 2021/22 for assurance.
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Counter Fraud Updates Regular updates reporting progress against the workplan and key areas of work 
undertaken by the Local Counter Fraud Specialists during 2022/23 were provided for 
assurance.

Corporate Governance 
Audit Recommendation 
Tracking

An overview of the position relating to the implementation of Audit 
Recommendations, arising from reviews undertaken by Internal Audit, External Audit 
(Audit Wales) and Local Counter Fraud Services was provided to each meeting of the 
Committee for discussion, except for 21 January 2023, and to provide assurance that 
the organisation has an appropriate system for tracking and responding to audit 
recommendations.

Welsh Health Circular 
Tracking 

An overview of the position relating to the implementation of Welsh Health Circulars 
(WHCs) and Ministerial Directions was provided on a quarterly basis for discussion 
and to provide assurance that the organisation has an appropriate system for tracking 
and responding to WHCs and Ministerial Directions.

Annual Governance 
Programme Reporting

Quarterly update regarding progress with the Annual Governance Programme for 
assurance.

Register of Interests Register of Interests for Board and Executive Members for discussion and to provide 
assurance that organisational policy is being implemented..

Committee Work 
Programme 2022-23

Presented to each Committee for discussion and information. 

Local Public Health Team 
Transfer

An overview of the arrangements that had been put in place to transfer the local 
public health team function, staff and resources to the Health Board from Public 
Health Wales, for assurance.
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Finance and procurement 
Application of Single 
Tender Waivers 

In-line with the organisation’s Standing Orders, there is a requirement for all single 
tender waiver and extension of contracts to be reported to the Audit, Risk and 
Assurance Committee for ratification.

Charitable Funds Annual 
Report and Accounts 
2021-22

Charitable Funds Annual Report and Accounts for the period to 31 March 2021 for the 
Committee to review, and subsequently consider making the recommendation that 
the Charitable Funds Committee requests Board approval as Corporate Trustee.

Losses and Special 
Payments Annual Report 
2021-22

Annual Report of Losses and Special Payments for the period 1st April 2021 to 31st 
March 2022 for assurance.

Losses and Special 
Payments Interim 
Report 2022-23

The interim report of Losses and Special Payments for the period 1st April 2022 to 31st 
October 2022 for assurance.

Post Payment 
Verification Update and 
Workplan 2023-24

Update on progress and forward work plan to provide assurance Post Payment 
Verification cycle is being managed appropriately.

Annual Reporting 
Draft Accountability 
Report

Draft Annual Accountability Report for 2021-22 for review and comments to inform 
the final draft.

Draft Financial Accounts Draft Financial Accounts for 2021-22 for discussion and assurance.
Annual Report and 
Accounts, 2021-22 
including Letter of 
Representation

Final Draft of the Annual Report and Accounts 2021-22 or consideration prior to being 
submitted for formal approval at PTHB Board.

Enquiries of 
Management and Those 

Audit Wales Letter formally seeking documented consideration and understanding on 
a number of governance areas that impact on the audit of financial statements for 
information.
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Charged with 
Governance
Approach to the 2022-23 
Annual Report and 
Annual Accounts 

Outline of the approach and principles to be adopted for completion of the 2022/23 
Annual Accounts together with the planned approach to key financial areas for 
approval.

Risk Management 
Risk Management 
Framework

Revised Risk Management Framework for review to ensure that it remains an effective 
Framework supporting the organisation’s risk management arrangements ahead of 
presentation to the Board for approval.

Risk Appetite Statement Revised Risk Appetite Statement for review and feedback as part of consultation on 
the amended approach ahead of presentation to the Board for approval.
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3.2 Internal Audit 
Summary audits completed 2022/23: 

3.3 Work programme and action log 
The Committee Work Plan ensures that the Committee discharges its 
responsibilities in a planned manner. It assists with agenda planning and 
is updated during the year to ensure that the Committee considers any 
additional items which may arise during the year.

In order to monitor progress and any necessary follow up action, the 
Committee has an Action Log that captures all agreed actions. This 
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provides an essential element of assurance to the Committee and from 
the Committee to the Board. 

The Committee reported to the Board through a Committee Chair’s 
report, providing an overview of items considered by the Committee and 
highlighting any cross-committee issues / themes or items needing to be 
brought to the Board’s attention. The Committee Chair’s report and 
confirmed minutes are published on the website. 

4. Assurance to the Board 
The Committee wishes to assure the Board that on the basis of the work 
completed by the Committee during 2022/23, there are effective 
measures in place and there are no outstanding issues that the 
Committee wishes to bring to the attention of the Board over and above 
the risks and issues already raised in the Committee Chairs report or that 
are already visible in the corporate risk register. The Chair of the 
Committee reports into the Board via a report from Committee Chairs, 
where any significant issues are brought to the attention of the Board.

5. Committee Effectiveness 
During the year the Committee has continued to review and revise its 
ways of working to optimise the need for a robust governance approach 
and balance the need reduce pressure on staff during this time. 

The Committee continued to review its effectiveness thorough the year, to 
ensure effective use of time and ensure it fulfilled its role to provide 
assurance to the Board. 

The key adaptations made this year included: 

• The construct of the Committee meeting agendas remained flexible, 
and the application of a risk based approach to the selection of 
agenda items. 

• The use of verbal updates and presentations where appropriate to 
ensure the timeliness of information to the Committee given the 
fast moving pace of some agenda areas. 

• The circulation of relevant material outside meetings where 
appropriate. 

The Committee is in the process of undertaking its annual  effectiveness 
review process.. The outcome and recommendations following this review 
will be reported to the Board in Quarter 2 of 2023/24.
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6. Planned Activity in 2023/24 
The Committee has developed its annual work programme and is 
committed to continuing to develop its function and effectiveness as per 
its terms of reference. The Committee welcomes any feedback from the 
Board in relation to its annual work programme. 
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Statement of Comprehensive Net Expenditure 

for the year ended 31 March 2023

2022-23 2021-22

Note £000 £000

Expenditure on Primary Healthcare Services 3.1 74,960 72,389

Expenditure on healthcare from other providers 3.2 201,541 194,502

Expenditure on Hospital and Community Health Services 3.3 135,289 132,034

411,790 398,925

Less: Miscellaneous Income 4 (16,094) (15,825)

LHB net operating costs before interest and other gains and losses 395,696 383,100

Investment Revenue 5 0 0

Other (Gains) / Losses 6 0 (19)

Finance costs 7 1 (60)

Net operating costs for the financial year 395,697 383,021

See note 2 on page 26 for details of performance against Revenue and Capital allocations.

The notes on pages 8 to 74 form part of these accounts.
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Other Comprehensive Net Expenditure

2022-23 2021-22

£000 £000

Net (gain) / loss on revaluation of property, plant and equipment (2,260) (3,331)

Net gain/(loss) on revaluation of right of use assets 0 0

Net (gain) / loss on revaluation of intangibles 0 0

(Gain) / loss on other reserves 0 0

Net (gain)/ loss on revaluation of PPE & Intangible assets held for sale 0 0

Net (gain)/loss on revaluation of financial assets held for sale 0 0

Impairment and reversals 0 0

Transfers between reserves 0 0

Transfers to / (from) other bodies within the Resource Accounting Boundary 0 0

Reclassification adjustment on disposal of available for sale financial assets 0 0

Other comprehensive net expenditure for the year (2,260) (3,331)

Total comprehensive net expenditure for the year 393,437 379,690

The notes on pages 8 to 74 form part of these accounts.
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Statement of Changes in Taxpayers' Equity

For the year ended 31 March 2023

General Revaluation  Total 

Fund Reserve Reserves

£000 £000 £000

Changes in taxpayers' equity for 2022-23

Balance as at 31 March 2022 2,153 44,381 46,534

NHS Wales Transfer 0 0 0

RoU Asset Transitioning Adjustment 614 0 614

Balance at 1 April 2022 2,767 44,381 47,148

Net operating cost for the year (395,697) (395,697)

Net gain/(loss) on revaluation of property, plant and equipment 0 2,260 2,260

Net gain/(loss) on revaluation of right of use assets 0 0 0

Net gain/(loss) on revaluation of intangible assets 0 0 0

Net gain/(loss) on revaluation of financial assets 0 0 0

Net gain/(loss) on revaluation of assets held for sale 0 0 0

Impairments and reversals 0 0 0

Other Reserve Movement 0 0 0

Transfers between reserves 16 (16) 0

Release of reserves to SoCNE 0 0 0

Transfers to/from LHBs (32) 0 (32)

Total recognised income and expense for 2022-23 (395,713) 2,244 (393,469)

Net Welsh Government funding 400,275 400,275

Notional Welsh Government Funding 4,275 4,275

Balance at 31 March 2023 11,604 46,625 58,229

The notes on pages 8 to 74 form part of these accounts.

5
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Agenda Item: 3.1b 

Agenda item: 3.1b

Audit, Risk and Assurance 
Committee 

Date of Meeting: 16 May 2023 

Subject : Draft Accountability Report Section of the 
Annual Report 2022/23

Approved and 
Presented by:

Director of Corporate Governance / Board Secretary 

Prepared by: Interim Head of Corporate Governance 
Other Committees 
and meetings 
considered at:

None 

PURPOSE:

The purpose of this paper is to present the Draft Annual Accountability 
Report for 2022/23 to the Audit, Risk and Assurance Committee for 
assurance and to provide an opportunity for feedback. 

This report constitutes one component of the larger document that makes up 
the statutory Annual Report, comprising the Performance Report, 
Accountability Report and Financial Statements. (The Draft Performance 
Report is being considered via a separate process, outlined in more detail 
below).   

RECOMMENDATION(S): 

The Audit, Risk and Assurance Committee is asked to consider the draft 
Annual Accountability Report 2022-23 and provide any significant feedback 
to inform the development of the final draft (noting a final proof read will be 
undertaken for accuracy and consistency). 

Approval/Ratification/Decision1 Discussion Information
 

1 Equality Impact Assessment (EiA) must be undertaken to support all organisational 
decision making at a strategic level
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SIGNED BY:                               DATE: 26 JULY 2023

               HAYLEY THOMAS
              [INTERIM CHIEF EXECUTIVE]

PATE GOVERN

THE ACCOUNTABILITY REPORT 2022/2023



https://pthb.nhs.wales/about-us/key-documents/annual-reports-annual-accounts-and-annual-quality-statements/
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Chris Walsh IM (Local Authority) From 01/11/2022
Jennifer Owen Adams IM (Third Sector) From 30/08/2022
Frances Gerrard IM (University) To 30/06/2022
Simon Wright IM (University) From 08/08/2022
Ian Phillips IM (ICT) Full Year
Cathie Poynton IM (Trade Union) Full Year
Mark Taylor IM (Capital & Estates) Full Year
Rhobert Lewis IM (General) Full Year
Ronnie Alexander IM (General) Full Year
Executive Directors 
Carol Shillabeer Chief Executive Full Year
Julie Rowles Executive Director of 

Workforce and OD 
To 03/02/2023 (in 
post but absent from 
work resulting in 
interim cover 
arrangements as 
outlined below)

Debra Wood-Lawson Interim Executive 
Director of Workforce 
and Organisational 
Development

From 03/10/2022

Pete Hopgood Executive Director of 
Finance, Information 
and IT Services

Full Year

Hayley Thomas Deputy Chief 
Executive and Interim 
Executive Director of 
Primary, Community 
Care and Mental 
Health 

Full Year

Kate Wright Executive Medical 
Director

Full Year

Claire Roche Executive Director of 
Nursing and Midwifery

Full Year

Claire Madsen Executive Director of 
Therapies and Health 
Sciences

Full Year

Mererid Bowley Interim Executive 
Director of Public 
Health

From 27/06/2022

Stephen Powell Interim Executive 
Director of Planning 
and Performance

Full Year
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AUDIT, RISK AND ASSURANCE COMMITTEE

During 2022/2023, the following individuals were members of the Audit, 
Risk and Assurance Committee:

Independent Members (IM)

Anthony Thomas Committee Chair – IM (Finance)

Vice Chair – IM (Finance)

From 
01/04/2022 to 
18/07/2022

From 
19/07/2022 

Mark Taylor Committee Vice-Chair – IM (Capital 
& Estates)

Committee Chair – IM (Capital & 
Estates) 

From 
01/04/2022 to 
18/07/2022

From 
19/07/2022 

Matthew 
Dorrance

IM (Local Authority) From 
01/04/2022 to 
30/06/2022

Rhobert Lewis IM (General) Full Year

Ronnie 
Alexander

IM (General) Full Year

Executive Team Officers by Attendance Only

Carol Shillabeer Chief Executive Full Year

Pete Hopgood Executive Director of Finance and IT Full Year

James Quance Interim Board Secretary From 
01/04/2022 to 
31/12/2022

Helen Bushell Director of Corporate Governance / 
Board Secretary 

From 
09/01/2023 
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DECLARATION OF INTERESTS 

Details of company Directorships and other significant interests held by 
members and attendees of the Board which may conflict with their 
responsibilities are maintained and updated on a regular basis. A register 
of Interests is available on the Health Board’s website, or a hard copy can 
be obtained from the Director of Corporate Governance / Board Secretary 
on request. 

PERSONAL DATA RELATED INCIDENTS

Information on personal data related incidents formally reported to the 
Information Commissioner’s office and “serious untoward incidents” 
involving data loss or confidentiality breaches are detailed within the Annual 
Governance Statement on page 19.

ENVIRONMENTAL, SOCIAL AND COMMUNITY ISSUES

A statement regarding the Health Board’s actions in relation to 
environmental issues is provided on page 75 of the Accountability Report. 
Reference to social and community issues can be found on page 7 of the 
Performance Report in relation to the North Powys Wellbeing Programme.

STATEMENT OF PUBLIC SECTOR INFORMATION HOLDERS

As the Accountable Officer of Powys Teaching Health Board and in line with 
the disclosure requirements set out by the Welsh Government and HM 
Treasury, I confirm that the Health Board has complied with the cost 
allocation and charging requirements set out in HM Treasury guidance 
during the year.

Please note Carol Shillabeer was seconded to Betsi Cadwaladr University 
Health Board from the 3 May 2023 so whilst the Chief Executive Officer 
(and Accountable Officer) for the 2022/2023 year, at the time of submitting 
and then signing these statements, Hayley Thomas was the Chief Executive 
Officer. 

SIGNED BY:                                              DATE: 26 JULY 2023

HAYLEY THOMAS 

[INTERIM CHIEF EXECUTIVE]

https://pthb.nhs.wales/about-us/the-board/board-governance/
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2. STATEMENT OF ACCOUNTABLE OFFICER 
RESPONSIBILITIES: 2022/2023
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3. STATEMENT OF EXECUTIVE DIRECTORS' 
RESPONSIBILITIES IN RESPECT OF THE ACCOUNTS 

FOR 2022/2023
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SIGNED BY:                                             DATE: 26 JULY 2023

HAYLEY THOMAS [INTERIM CHIEF EXECUTIVE]

SIGNED BY:                                             DATE: 26 JULY 2023

PETE HOPGOOD [INTERIM DEPUTY CHIEF EXECUTIVE, EXECUTIVE 
DIRECTOR OF FINANCE, IT AND INFORMATION SERVICES]
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4. ANNUAL GOVERNANCE STATEMENT
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Scope of Responsibility

The Board is accountable for Governance, Risk Management, and Internal 
Control. As Chief Executive of the Health Board, I have responsibility for 
maintaining appropriate governance structures and procedures as well as 
a sound system of internal control that supports the achievement of the 
organisation's policies, aims and objectives, whilst safeguarding the public 
funds and the organisation's assets for which I am personally responsible. 
These are carried out in accordance with the responsibilities assigned by 
the Accountable Officer of NHS Wales.

The annual report outlines the different ways the organisation has had to 
work both internally and with partners in response to the unprecedented 
pressure in planning and providing services. It explains arrangements for 
ensuring standards of governance are maintained, risks are identified and 
mitigated, and assurance has been sought and provided. Additional 
information is provided in the Governance Statement where necessary. 
However, the intention has been to reduce duplication where possible. It is 
therefore necessary to review other sections in the Annual Report alongside 
this Governance Statement.

I am held to account for my performance by the Chair of the Board and the 
Chief Executive and Accounting Officer for the NHS in Wales. I have formal 
performance meetings with both the Chair and the Chief Executive of NHS 
Wales. Further, the Executive Team of the Health Board meet with the 
senior leaders of the Department of Health and Social Services on a regular 
basis.

During 2022/2023, the Health Board and the NHS in Wales continued to 
face substantial pressure in planning and responding to COVID-19 as well 
as recovering from the impacts of the pandemic. 2022/2023 was seen as a 
period to transition from COVID-19 arrangements to business as usual. 
Internal escalated governance arrangements were put in place between 7 
December 2022 and 1 March 2023 in response to winter system resilience 
including industrial workforce action. Outside formal meetings Board 
Members remained fully informed receiving briefings at Board Development 
or Board briefing sessions. Further detail on maintaining good governance 
during 2022/2023 is provided within this Annual Governance Statement.

FUNCTIONS HOSTED BY POWYS TEACHING HEALTH 
BOARD

In compliance with requests made by the Welsh Ministers, the Health 
Board hosts the following functions:
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During 2022/2023 we continued to work with Welsh Government to 
strengthen the governance and accountability arrangements for the 
functions that we host, and on the transfer of the CHC to the Citizens Voice 
Body.

OUR GOVERNANCE AND ASSURANCE FRAMEWORKS 

Powys Teaching Health Board has a clear purpose from which its strategic 
aims and objectives have been developed. Our vision is to enable a ‘Healthy 
Caring Powys’. The Board is accountable for setting the organisation’s 
strategic direction, ensuring that effective governance and risk 
management arrangements are in place and holding Executive Directors to 
account for the effective delivery of its three year Integrated Medium Term 
Plan (IMTP) and related Annual Delivery Plan. A copy of our Integrated 
Medium-Term Plan for 2022-2025 can be found on the Health Board 
website. 

The Board keeps its governance and assurance frameworks under review. 
Current arrangements have been in place since July 2021. 

Figure 1 on the page that follows provides an overview of the governance 
frameworks that were in operation during 2022/2023:

https://pthb.nhs.wales/about-us/key-documents/strategies-and-plans/
https://pthb.nhs.wales/about-us/key-documents/strategies-and-plans/
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https://pthb.nhs.wales/about-us/the-board/board-members/
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The Standards of Behaviour Policy re-states and builds on the provisions of 
Section 7, Values and Standards of Behaviour, of the Health Board’s 
Standing Orders. It re-emphasises the commitment of the Health Board to 
ensure that it operates to the highest standards, the roles, and 
responsibilities of those employed by the Health Board, and the 
arrangements for ensuring that declarations of interests, gifts, hospitality 
and sponsorship can be made. The policy also aims to capture public 
acceptability of behaviours of those working in the public sector in order 
that the Health Board can be seen to have exemplary practice in this 
regard. 

Details of the Board’s Standards of Behaviour Policy incorporating 
Declarations of Interest, Gifts, Hospitality and Sponsorship, is available on 
the Health Board’s website. 

STANDING ORDERS AND SCHEME OF RESERVATION AND 
DELEGATION

The Health Board’s governance and assurance arrangements have been 
aligned to the requirements set out in the Welsh Government’s Governance 
e-manual and the Citizen Centred Governance Principles. Care has been 
taken to ensure that governance arrangements also reflect the 
requirements set out in HM Treasury’s ‘Corporate Governance in Central 
Government Departments: Code of Good Practice 2017.

The Board has approved Standing Orders for the regulation of proceedings 
and business. They are designed to translate the statutory requirements 
set out in the Local Health Board (Constitution, Membership and 
Procedures) (Wales) Regulations 2009 into day-to-day operating practice. 
Together with the adoption of a scheme of matters reserved for the Board, 
a detailed scheme of delegation to officers and Standing Financial conduct 
of the Health Board and define “its ways of working”. The Standing Orders 
in place during 2022-2023 were adopted by the Board on 27 November 
2019, with minor amendments adopted at Board on 28 July 2021 and 25 
May 2022, and are available on the Health Board’s website. 

The Board, subject to any directions that may be made by the Welsh 
Ministers, is required to make appropriate arrangements for certain 
functions to be carried out on its behalf so that the day-to-day business of 
the Health Board may be carried out effectively, and in a manner that 
secures the achievement of the organisation’s aims and objectives. The 
Committee structure is outlined in the following section and the Terms of 
Reference are available on the Health Board’s website.

https://pthb.nhs.wales/about-us/the-board/board-governance/
https://pthb.nhs.wales/about-us/the-board/board-governance/
https://pthb.nhs.wales/about-us/the-board/board-governance/
https://pthb.nhs.wales/about-us/the-board/1/


https://pthb.nhs.wales/about-us/the-board/committees-partnerships-and-advisory-groups/powys-teaching-health-board-committees/
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The Board and Committee Effectiveness review was undertaken in a Board 
Development session. The review involved a survey of all Board members 
and the Board considered arrangements to be appropriate. Decision logs 
for Board and committees are maintained and used to inform the summary 
of Board and committee business. Decisions are recorded within minutes 
which are reported at the following Board or committee meeting.

With the limitations on public gatherings introduced early in the pandemic 
the Health Board moved to holding Board and Committee meetings 
virtually, via electronic means. This is not in accordance with the Public 
Bodies (Admissions to Meetings) Act 1960 whereby the organisation is 
required to hold its meetings in public. The Health Board is committed to 
openness and transparency and conducts as much of its Board and 
Committee business as possible in a session that members of the public are 
normally welcome to attend and observe, either via a livestream (Board 
meetings), or by inviting members of the public to contact the Director of 
Corporate Governance to request arrangements be made for an opportunity 
to observe Committee meetings which are not livestreamed. The following 
notice is included in each Committee agenda: 

Powys Teaching Health Board is committed to openness and transparency 
and conducts as much of its business as possible in a session that members 
of the public are normally welcome to attend and observe. 

However, considering the current advice and guidance in relation to 
Coronavirus (COVID-19), the Board has agreed to run meetings virtually 
by electronic means as opposed to in a physical location, for the foreseeable 
future. This will unfortunately mean that members of the public will not be 
able attend in person. The Board has taken this decision in the best 
interests of protecting the public, our staff and Board members. 

The Board is considering plans to enable its committee meetings to be made 
available to the public via live streaming. In the meantime, should you wish 
to observe a virtual meeting of a committee, please contact the  Director 
of Corporate Governance/Board Secretary in advance of the meeting in 
order that your request can be considered on an individual basis (please 
contact Helen Bushell, Director of Corporate Governance/Board Secretary, 
helen.bushell2@nhs.wales.uk).

These arrangements have continued in relation to Health Board committee 
meetings throughout the year. It is acknowledged that Standing Orders 
have not been fully complied with in terms of access to Board Committee 
meetings. However, the arrangements outlined above have been put in 
place to mitigate for this and are in the public interest. 

The format and method of holding Board meetings continues to be under 
frequent review. 

mailto:helen.bushell2@nhs.wales.uk


Page 27 of 116

Figures 2 below provide an overview of the role and responsibilities of the 
Board’s Committees, as set out within respective Terms of Reference. 

Figure 3 below provides an overview of Board and Committee meetings 
held during 2022/2023.
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FIGURE 3: BOARD AND COMMITTEE MEETINGS HELD 
DURING 2022/2023

Dates

Board/ 
Committee

Apr

M
ay

Jun Jul

Aug

Sep

O
ct

N
ov

Dec

Jan

Feb

M
ar

Board 28 25 & 31 14 27 28 30 25 29

Audit Risk

and Assurance

26 17 13 18 27 15 31 21

Charitable 
Funds

26 14 23 07 16 01

Delivery and 
Performance

03 23 12 11 28

Patient 
Experience 
Quality and 
Safety

12 07 13 24 23

Planning, 
Partnerships 
and Population 
Health

07  14 20 19

Remuneration

and Terms of 
service

12 28 26 05 31 06 & 29

Workforce and 
Culture

31 20 13 14*

*It should be noted that it was necessary to cancel the March meeting of 
Workforce and Culture Committee in 2022/2023 at short notice and it was 
not possible to rearrange the meeting before the end of the corporate year. 
The Workforce and Culture Committee have thus not complied with the 
requirement to meet quarterly during this period. To avoid a long gap 
between meetings of the Committee, the first meeting of the Committee in 
2023/2024 has been brought forward by a month whereafter the normal 
quarterly cycle will resume.
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o General Medical Services Out of Hours 
o Population Needs Assessment
o Scheme of Delegation and Reservation of Powers 
o Annual Accountability Report 
o Letter of Representation
o Welsh Language Standards Annual Monitoring Report 2021/2022
o Equality, Diversity and Inclusion Annual Report 2021/2022
o Annual Report on Civil Contingencies
o Integrated Performance Framework
o Section 28A agreements
o Covid-19 Public Inquiry (module roles)
o Charitable Funds Strategy
o Management of Policies, Procedures and Written Control Documents
o Risk Management Framework and Risk Appetite Statement
o Winter Resilience Report
o Charitable Funds Annual Report and Annual Accounts 2022/2023
o Integrated Plan 2023-2026
o New Velindre Cancer Centre Full Business Case

Board noted the following items:

o Wellbeing Assessments;
o Report of sealed documents;
o Annual Financial Statements
o Winter Planning

Board considered the following items:

o Renewal Priority – Breathe Well
o Health Wales Whole System Approach to Obesity Prevention
o Renewal Priority – Cancer Programme
o Health Inequalities Report
o Digital First Overview Report

ITEMS CONSIDERED BY COMMITTEES OF THE BOARD 

During 2022/2023, Board Committees considered and scrutinised a range 
of reports and issues relevant to the matters delegated to them by the 
Board. Reports considered by the Committees included a range of internal 
audit reports, external audit reports and reports from other review and 
regulatory bodies, such as Healthcare Inspectorate Wales and the Health 
and Safety Executive.

As was the case in previous years, the Committees’ consideration and 
analysis of such information has played a key role in my assessment of the 
effectiveness of internal controls, risk management arrangements and 
assurance mechanisms.
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The Committees also considered and advised on areas of local and national 
strategic developments and new policy areas. Board Members are also 
involved in a range of other activities on behalf of the Board, such as Board 
Development sessions, attending partnership meetings, shadowing and a 
range of other internal and external meetings.

An overview of the key areas of business of the Board committees is set 
out in Figure 4:











https://pthb.nhs.wales/about-us/the-board/board-governance/
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In the absence of the Healthcare Professionals Forum, the Board engages 
clinical professionals through its clinical Executive Directors (Executive 
Medical Director, Executive Director of Nursing and Midwifery, Executive 
Director of Therapies and Health Sciences and Executive Director of Public 
Health) and existing management groups such as the Heads of Nursing and 
Midwifery Group and the Heads of Therapies. The Health Board also 
engages with GPs through its cluster arrangements, other primary care 
contractors through established forums and with many representative and 
regulatory bodies. 

In the absence of the Stakeholder Reference Group the Board engages with 
partners and stakeholders through robust local partnership arrangements 
which make best use of the coterminous relationship between the Health 
Board, Local Authority and third sector umbrella body, PAVO. This includes 
the Powys Public Service Board, Powys Joint Partnership Board (Health 
Board and Local Authority) and Powys Regional Partnership Board. 

The Regional Partnership Board has well established engagement 
mechanisms to inform an integrated health and care agenda, with user 
voice and stakeholder engagement networks in place. The RPB’s 
Engagement and Insight Network also brings together engagement officers 
from across partner organisations to ensure a co-ordinated and 
collaborative approach to community engagement that puts the citizen at 
its heart, as evidence through a joined-up engagement approach to inform 
the develop of well-being and population assessments, and the area plan 
and well-being plan. Constructive relationships have also been in place 
during the year with the Powys Community Health Council at both County 
and Local Committee level, and work is under way to transition these 
relationships into Llais, the new Citizen Voice Body for health and care, so 
that we can work together on co-productive community engagement to 
shape the future of health and care. 

Given the complex geography of Powys and our dependence on care 
pathways to multiple acute and tertiary providers outside our borders, we 
also need to take a bespoke and localised approach to service engagement 
that works closely with the most relevant stakeholders – for example, 
focused activity across North Powys as part of our North Powys Wellbeing 
partnership programme, hyperlocal activity on the Monmouthshire border 
following an application to close a cross-border branch surgery, and 
localised activity in mid-west Powys relation to hospital reconfiguration in 
Hywel Dda. 

It is intended to make arrangements to convene the Healthcare 
Professional’s Forum in 2023/2024.
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JOINT COMMITTEES

Regular reports on the work of the Joint Committees are provided by the 
Chief Executive to the Board at each meeting and can be viewed on the 
Health Board’s website.

WELSH HEALTH SPECIALISED SERVICES COMMITTEE 
(WHSSC) & EMERGENCY AMBULANCE SERVICES 
COMMITTEE (EASC)

The Welsh Health Specialised Services Committee and the Emergency 
Ambulance Services Committee are joint committees of Welsh Health 
Boards, established under the Welsh Health Specialised Services 
Committee (Wales) Directions 2009 (2009/35) and 2014 (2014/9 (w.9)) 
(the WHSSC Directions) and the Emergency Ambulance Services 
Committees (Wales) Directions 2014 (2014/8 (W.8)) (the EASC 
Directions). 

Update and assurance reports from WHSSC and EASC meetings are 
reported to the Board; relevant decisions required from WHSSC and EASC 
that are owned by the Health Board are referred to the Board.

PARTNERSHIP AND COLLECTIVE WORKING

Regular reports on the work of the Partnership Boards are provided by the 
Chief Executive to the Board at each meeting and can be viewed on the 
Board and Committee pages of the Health Board website. The Planning, 
Partnerships and Population Health Committee also has a key role in 
ensuring that the Health Board is working effectively with partners.

NHS WALES SHARED SERVICES PARTNERSHIP 
COMMITTEE (NWSSPC) 

An NHS Wales Shared Services Partnership Committee (NWSSPC) has been 
established under Velindre NHS Trust which is responsible for exercising 
shared services functions including the management and provision of 
Shared Services to the NHS in Wales. 

More information on the governance and hosting arrangement of these 
committees can be found in the Health Board’s Standing Orders on the 
Health Board website. 

POWYS COUNTY COUNCIL

Powys Teaching Health Board and Powys County Council have a series of 
overarching Section 33 agreements through which the organisations 
manage joint arrangements for Care Homes, the Community Equipment 
Service, Glan Irfon, Information Communication Technology (ICT) services, 

https://pthb.nhs.wales/about-us/the-board/committees-partnerships-and-advisory-groups/joint-committees/
https://pthb.nhs.wales/about-us/the-board/committees-partnerships-and-advisory-groups/partnership-boards/
https://pthb.nhs.wales/about-us/the-board/board-governance/
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Reablement Services and Substance Misuse. In addition to Section 33 
agreements, a Memorandum of Understanding is in place regarding 
services for Carers and there are a number of key areas where there is 
integrated working, including: Mental Health services, services for people 
with learning disabilities, older people, and children. Section 33 
arrangements are overseen by a Joint Partnership Board which is outlined 
in the next section.  

JOINT PARTNERSHIP BOARD 

Powys has been made a region in its own right under Part 9 of the Social 
Services Wellbeing (Wales) Act 2014. In light of this and combined with the 
requirements of the Well-being of Future Generations Act (Wales) 2015 and 
the Social Services Wellbeing (Wales) Act 2014, together with the collective 
drive towards increased integration between the two organisations, in 
February 2016, PTHB and Powys County Council established a Joint 
Partnership Board (JPB). The JPB brings together nominated strategic 
leaders from both organisations to support  effective partnership working 
across organisations within the county for the benefit of the people of 
Powys. The Joint Partnership Board is responsible for oversight of the 
integration agenda. Formal Terms of Reference are in place and a 
collaborative agreement between the Health Board and Powys County 
Council has been signed.  

In 2022/2023, Powys County Council were responsible for the governance 
arrangements and administration of the JPB, in 2023/2024 this transfer to 
the Health Board. 

POWYS PUBLIC SERVICE BOARD 

The Public Service Board (PSB) is the statutory body established by the 
Well-being of Future Generations (Wales) Act 2015 which brings together 
the public bodies in Powys to meet the needs of Powys citizens present and 
future. The aim of the group is to improve the economic, social, 
environmental, and cultural well-being of Powys. Working in accordance 
with the five ways of working, the Board has published its Well-being 
Assessment and Well-being Plan. The Well-being Plan which has been 
developed through extensive engagement sets out four local objectives for 
the Powys we want by 2040. 

The Health Board contributes to achieving these objectives through the 
delivery of ‘A Healthy Caring Powys’  and the Integrated Medium-Term Plan. 
The PSB has set out its Well-being Plan 12 well-being steps that we will 
concentrate on to contribute achieving the four local objectives. These 
steps are those where the biggest difference can be made by developing 
solutions together.
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The PSB reports annually outlining progress and next steps.  The PSB 
annual reports can be found here: Powys Public Service Board – Our Annual 
Progress Report – Powys County Council

POWYS PUBLIC SERVICE BOARD SCRUTINY COMMITTEE

The PSB Scrutiny Committee was set up in September 2018 as a joint 
committee with representatives of the organisations which sit on the Powys 
Public Service Board. This Committee last met in November 2021 and is 
being reformed with membership limited to elected members of the Local 
Authority.

POWYS REGIONAL PARTNERSHIP BOARD 

The Powys Regional Partnership Board (RPB) was established under the 
Social Services and Well-being (SSWB) (Wales) Act 2014 in April 2016. 

The RPB brings together a range of public service representatives including 
Powys County Council, the  Health Board, third sector, citizens and other 
key partners, to promote effective working together better to improve 
health and wellbeing in Powys. 

The RPB identifies key areas of improvement for care and support services 
in Powys. The RPB has also been legally tasked with identifying integration 
opportunities between social care and health. This has been achieved 
through building on years of joint working and through the development of 
‘A Healthy Caring Powys’  which has identified key priorities. The key 
opportunities for integrated working identified and the actions to be taken 
in support of them are outlined in the Area Plan and focuses on ‘Delivering 
the Vision’. Priorities have been identified as a Focus on Well-being, 
Tackling the Big 4 (Cancer, Cardio-vascular diseases, respiratory diseases 
and mental health), Early Help and Support and Joined up Care. The 
Regional Partnership Board is currently overseeing a major integrated 
project in North Powys providing a new model of care jointly for health and 
social care and extending to include supported accommodation and primary 
education. 

Putting people and what matters to them at the centre of health and care 
services is core to the RPB. The RPB oversees the delivery of this in Powys, 
which is done through its programmes: Start Well, Live Well, Age Well as 
well as some other work which cuts across all of these.

The Board's priorities are set out in the Powys Area Plan – ‘A Healthy Caring 
Powys’ . Some of the Board’s responsibilities include making sure resources 
are available, that people remain independent for as long as possible, and 
that health and care services are fully joined up.

https://en.powys.gov.uk/article/7509/Powys-Public-Service-Board---Our-Annual-Progress-Report
https://en.powys.gov.uk/article/7509/Powys-Public-Service-Board---Our-Annual-Progress-Report
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To help make this happen, the RPB also has responsibility for allocating 
funds from Welsh Government’s Regional Integration Fund (RIF), which it 
uses to support key priorities.

MID WALES JOINT COMMITTEE FOR HEALTH AND CARE 

Following the Welsh Government’s formal recognition of mid Wales as a 
designated planning area, the Mid Wales Healthcare Collaborative 
transitioned to the Mid Wales Joint Committee for Health and Care in March 
2018. The Welsh Government’s long-term plan for the future of health and 
social care in Wales, ‘A Healthier Wales: Our Plan for Health and Social 
Care’, sets out the long-term future vision of a ‘whole system approach to 
a health and social care’ which focuses on health, wellbeing and prevention 
of illness. 

The Mid Wales Joint Committee supports this direction of travel, and its 
Strategic Intent sets out what we will do to ensure there is a joined-up 
approach to the planning and delivery of regional solutions across 
organisational boundaries.

The Board receives reports from the Mid Wales Joint Committee as part of 
the partnership assurance arrangements.

Further detail on the Mid Wales Joint Committee can be found here.

THE CORPORATE GOVERNANCE CODE

The Corporate Governance Code currently relevant to NHS bodies is ‘The 
corporate governance in central government departments: code of good 
practice’ (published 21 April 2017).

The Health Board, like other NHS Wales organisations, is not required to 
comply with all elements of the Code, however, the main principles of the 
Code stand as they are relevant to all public sector bodies.

The Corporate Governance code is reflected within key policies and 
procedures. Further, within our system of internal control, there are a range 
of mechanisms in place that are designed to monitor our compliance with 
the Code. These include self-assessment, internal and external Audit and 
independent reviews.

The Board complies with the relevant principles of the Code and is 
conducting its business openly and in line with the Code, and that there 
were no departures from the Code as it applies to NHS bodies in Wales. 

https://mwjc.nhs.wales/






https://pthb.nhs.wales/about-us/the-board/1/risk-management-framework/
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responsibilities for risk management, the organisational risk management 
structure, Corporate and Directorate monitoring and reporting lines, the 
Board’s approach to risk appetite and risk management processes including 
the escalation, consolidation and aggregation of risks. The Framework and 
Toolkit (alongside the Risk Appetite Statement) are reviewed on an annual 
basis by the Board. This was undertaken in Quarter 3 of 2022/2023 and a 
revised version was approved by the Board in November 2022 with no 
material changes made. 

As a result of the pandemic the review of the Board Assurance Framework 
(BAF) was paused in 2020/2021. In the first quarter of 2023/2024 work 
will begin to refresh the Assurance Framework Principles and Board’s 
Assurance Framework (BAF) to ensure robust assurance is provided to the 
Board and Board Committees and inform focus and decision making at 
Board, Executive and Directorate level. 

Further work will also be undertaken in 2023/2024 to strengthen the 
arrangements in relation to the Risk and Assurance Group to enable 
coordination of the achievement of the Risk Management Framework’s 
objectives through the organization’s directorates, by embedding risk 
management and establishing local risk reporting procedures. This will 
enable the effective integrated management of risk and assurance. The 
Group will also seek 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 (BAF).

RISK APPETITE

The Board’s Risk Appetite Statement sets out the Boards strategic approach 
to risk-taking by defining its risk appetite thresholds. It is a ‘live’ document 
that is regularly revised and modified, so that any changes to the 
organisation’s strategies, objectives, or its capacity to manage risk are 
properly reflected. The Risk Appetite Statement is composed of two parts: 
a general written statement, supported by the cumulative risk appetite 
categories.

In updating and approving its Risk Appetite Statement, the Board 
considered the Health Board’s capacity and capability to manage 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.

In 2021/2022 the Risk Appetite Statement was developed to reflect an 
increased appetite in relation to innovative and financial risks, which may 
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be necessary to support achievement of the Board’s ten-year strategy ‘A 
Health, Caring Powys’. In recognising the risks inherent in healthcare 
services, the risk appetite statement starts at the basis of a low appetite. 
The underlying principles of the 2021/2022 Risk Appetite Statement were 
maintained in 2022/2023.

All Board Members were involved in preparing the statement and the 
complexities in relation to the establishment of the Board’s appetite in 
respect of quality in the context of current and future system pressures and 
financial outlook was recognised. The Risk Appetite Statement for 
2022/2023 sought therefore to further consider the nature of the external 
environment within which the Health Board operates and the need for 
greater clarity and granularity to aid decision making and the treatment of 
risk.

The following risk appetite levels, have been included and have been used 
as the basis in determining the appetite levels set out in the Statement:

Risk Appetite Description
Averse Avoidance of risk and uncertainty in achievement of key 

deliverables or initiatives is key objective. Activities 
undertaken will only be those considered to carry virtually no 
inherent risk.

Minimal Preference for very safe business delivery options that have 
a low degree of inherent risk with the potential for 
benefit/return not a key driver. Activities will only be 
undertaken where they have a low degree of inherent risk.

Cautious Preference for safe options that have low degree of inherent 
risk and only limited potential for benefit. Willing to tolerate 
a degree of risk in selecting which activities to undertake to 
achieve key deliverables or initiatives, where we have 
identified scope to achieve significant benefit and/or realise 
an opportunity. Activities undertaken may carry a high 
degree of inherent risk that is deemed controllable to a large 
extent.

Open Willing to consider all options and choose one most likely to 
result in successful delivery while providing an acceptable 
level of benefit. Seek to achieve a balance between a high 
likelihood of successful delivery and a high degree of benefit 
and value for money. Activities themselves may potentially 
carry, or contribute to, a high degree of residual risk.

Eager Eager to be innovative and to choose options based on 
maximising opportunities and potential higher benefit even if 
those activities carry a very high residual risk.

The thresholds provided with the Risk Appetite Statement are 
provided below:
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Risk Category Description
APPETITE FOR RISK: Averse
Safety We consider the safety of patients and staff to be paramount 

and core to our ability to operate and carry out the day-to-
day activities of the organisation. We have a low appetite to 
risks that result in, or are the cause of, incidents of avoidable 
harm to our patients or staff.

We will not accept risks, nor any incidents or circumstances 
which may compromise the safety of any staff members and 
patients or contradict our values i.e., unprofessional conduct, 
underperformance, bullying or an individual’s competence to 
perform roles or tasks safely nor any incident or 
circumstances which may compromise the safety of any staff 
members or group.

APPETITE FOR RISK: Minimal
Quality The provision of high-quality services is of the utmost 

importance for the Health Board. The Board acknowledges 
that in order to achieve individual patient care, treatment and 
therapeutic goals there may be occasions when a low level of 
risk must be accepted. Where such occasions arise, we will 
support our staff to work in collaboration with those who use 
our services, to develop appropriate and safe care plans. We 
therefore have a low appetite for risks which my compromise 
the quality of the care we deliver / could result in poor quality 
care, non-compliance with standards of clinical or professional 
practice or poor clinical interventions. Our service is 
underpinned by clinical and professional excellence and any 
risks which impact on quality could adversely affect outcomes 
and experiences of our patients, service users and 
communities.

APPETITE FOR RISK: Cautious
Regulation & 
Compliance

We are cautious when it comes to compliance and regulatory 
requirements. Where the laws, regulations and standards are 
about the delivery of safe, high-quality care, or the health and 
safety of the staff and public, we will make every effort to 
meet regulator expectations and comply with laws, 
regulations, and standards that those regulators have set, 
unless there is strong evidence or argument to challenge 
them. 

Reputation & 
Public 
Confidence

We will maintain high standards of conduct, ethics and 
professionalism at all times, espousing our Values and 
Behaviours Framework, and will not accept risks or 
circumstances that could damage the public’s confidence in 
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Risk Category Description
the organisation.

Our reputation for integrity and competence should not be 
compromised with the people of Powys, Partners, 
Stakeholders and Welsh Government.
 
We have a moderate appetite for risks that may impact on 
the reputation of the Health Board when these arise as a 
result of the Health Board taking opportunities to improve the 
quality and safety of services, within the constraints of the 
regulatory environment.

Performance 
and Service 
Sustainability

We have a low-moderate risk appetite for risks which may 
affect our performance and service sustainability. We are 
prepared to accept managed risks to our portfolio of services 
if they are consistent with the achievement of patient/donor 
safety and quality improvements as long as patient/donor 
safety, quality care and effective outcomes are maintained. 
Whilst these will both be at the fore of our operations; we 
recognise there may be unprecedented challenges (such as 
Covid-19, workforce availability and limited resources) which 
may result in lower performance levels and unsustainable 
service delivery for a short period of time.

Financial 
Sustainability

We have been entrusted with public funds and must remain 
financially viable. We will make the best use of our resources 
for patients and staff. Risks associated with investment or 
increased expenditure will only be considered when linked to 
supporting innovation and strategic change.

We will not accept risks that leave us open to fraud or 
breaches of our Standing Financial Instructions.

Workforce The Health Board is committed to recruit and retain staff that 
meet the high-quality standards of the organisation and will 
provide on-going development to ensure all staff reach their 
full potential. This key driver supports our values and 
objectives to maximize the potential of our staff to implement 
initiatives and procedures that seek to inspire staff and 
support transformational change whilst ensuring it remains a 
safe place to work.

APPETITE FOR RISK: Open 
Partnerships The Health Board is committed to working with its stakeholder 

organisations to bring value and opportunity across current 
and future services through system-wide partnership. We are 
open to developing partnerships with organisations that are 
responsible and have the right set of values, maintaining the 
required level of compliance with our statutory duties. We 
therefore have a high-risk appetite for partnerships which 
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Risk Category Description
may support and benefit the patients in our care. For 
example, the Health Board has a high appetite for risks 
associated with innovation and partnership with the third 
sector, industry, and academia in order to realise the 
provision of new models of care, new service delivery options, 
new technologies, efficiency gains and improvements in 
clinical practice. However, the Health Board will balance the 
opportunities with the capacity and capability to deliver such 
opportunities and is confident that there will be no adverse 
impact on the safety and quality of the services provided.

Innovation & 
Strategic 
Change

We wish to maximise opportunities for developing and 
growing our services by encouraging entrepreneurial activity 
and by being creative and pro-active in seeking new 
initiatives, consistent with the strategic direction set out in 
the Integrated Medium-Term Plan, whilst respecting and 
abiding by our statutory obligations.

We will consider risks associated with innovation, research, 
and development to enable the integration of care, 
development of new models of care and improvements in 
clinical practice that could support the delivery of our person 
and patient centered values and approach.

We will only take risks when we have the capacity and 
capability to manage them and are confident that there will 
be no adverse impact on the safety and quality of the services 
we provide or commission.

THE HEALTH BOARD'S RISK PROFILE

As can be seen from the Heat Map at Figure 7, at the end of March 2023 a 
number of key risks to the delivery of the Health Board’s strategic 
objectives had been identified. Full details of the controls in place and 
actions taken to address these risks can be found in the Corporate Risk 
Register on the Health Board’s website here.

https://pthb.nhs.wales/about-us/the-board/1/corporate-risk-register-march-2022/
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Figure 7: Strategic Risk Heat Map
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An overview of the key risks (i.e., those in the red section of the Heat 
Map) and actions taken to manage the risks are provided in Figure 8.
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The Board received and reviewed the Corporate Risk register at each 
meeting of the Board during 2022/2023. As a result of the reviews 
undertaken by the Executive Committee and the Board, the risk scores for 
a number of risks changed during the year in the context of the external 
environment, and other developments such as improvements made to the 
control process. 

As undertaken in 2022/2023, following Board approval of the Integrated 
Medium-Term Plan for 2023-2026 a full review of the Corporate Risk 
Register will take place to ensure priorities are identified, assessed and 
mitigating actions established, as well as assurance levels assessed. 

EMERGENCY PREPAREDNESS

The Civil Contingencies Act 2004 and Emergency Planning Guidance issued 
by Welsh Government, places statutory duties on the Health Board to 
ensure arrangements are in place to respond to emergencies and major 
incidents.   To meet this duty,  the Health Board has a range of emergency 
response and business continuity plans in place to respond to emergencies 
and disruption to services.  This includes the provision of training and 
participation in other emergency preparedness events.  

Over the last twelve-month period,  the Health Board has used the 
arrangements outlined in our plans to respond to a wide range of business 
continuity events that have impacted on the Health Board’s services.

In addition,  the Health Board continues to regularly engage and work 
collaboratively with our multi-agency partners on a wide range of 
preparedness activities and also in response to incidents.  This collaboration 
is achieved through the Dyfed Powys multi-agency Local Resilience Forum 
and with other NHS Wales organisations through a variety of groups.  

To demonstrate compliance with the Civil Contingencies Act, the Health 
Board is required to submit an assessment on the Health Board’s 
emergency preparedness activities to Welsh Government on an annual 
basis, and also produces an Annual Report on Civil Contingencies Planning 
for the Board. 

address limited establishment staff numbers in Works Team and 
recruitment challenges.
Initial resource review undertaken by IEG in June 2022 with 
financial constraints necessitating more detailed analysis. This has 
been further discussed in IEG in October and a more detailed 
paper will be brought to IEG in December including demand levels 
and performance around Planned and Preventative Maintenance 
(PPMs) this will be further discussed at IEG in March 2023











Page 64 of 116

These and further information on Putting Things Right can be found on the 
Health Board website.

Mortality Reviews

During the COVID-19 pandemic, the number of monthly deaths in Powys 
Community Hospitals has remained comparable with the period before the 
pandemic.  The average number of monthly deaths increased slightly from 
22 per month in calendar year 2019 to 23 per month in calendar year 2020, 
before falling to 18 per month, and 21 per month in 2021 and 2022 
respectively.

A mortality report was submitted to the November 2022 meeting of the 
Patient Experience, Quality and Safety Committee, which detailed the 
findings of the previous round of reviews. No major clinical concerns were 
identified, and feedback given to the medical staff encouraging the use of 
Treatment Escalation Plans had dramatically improved the adoption of this 
process. 

As part of part 2 mortality review discussion, themes were identified, 
including timing and documentation of treatment decisions. There was 
positive learning around visibility of Multi-Disciplinary Team notes and 
decision making on some sites. It was agreed that this would be fed through 
the learning group and work would be undertaken with the ward managers 
to encourage earlier discussion and more standardised documentation to 
improve visibility. 

During 2022, South Powys hospitals began to submit cases to the Medical 
Examiner service.  A total of 13 cases have been referred back to the Health 

https://pthb.nhs.wales/contact-us/feedback-and-complaints/
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Board by the Medical Examiner Service.  Seven cases were issues raised by 
family members concerning care provided by groups other than the Health 
Board, such as out of county DGHs, Welsh Ambulance or private carers. Six 
cases were requests from the Medical Examiner to review care where the 
examiner felt that whilst there was no obvious significant failing in care, 
the organisation might identify minor areas for improvement.  Of these 
cases, none have been found to have significant concerns in care. 

The medical examiner role is now rolling out across the remaining 
community hospitals. Formal Health Board Mortality reviews will cease but 
ward-based team Morbidity and Mortality meetings will continue. Learning 
from the Medical Examiner feedback will be considered by the Quality and 
Safety team and themes fed through the learning group. 

The final round of Health Board mortality reviews will include all of the cases 
prior to Medical Examiner roll out. There has been delay due to operational 
pressures but is in progress. 

Learning from Experience Group 

The Learning from Experience Group, comprising all Clinical Executive 
Directors, the Head of Medicine Management and invited Assistant Directors 
met in May, June, August, and December of 2022.

The group provides an opportunity for senior staff to informally discuss 
issues around quality and learning and use this discussion to guide the 
activity of other groups within the organisation. During 2022, the subjects 
of; Incident investigation, staff use of the Datix system, mortality reviews 
and the Medical Examiner Service, clinical audit, coroner’s cases, and 
organisational risk management were all discussed.  

Themes from concerns and incidents, Medical Examiner feedback, the 
cancer harm review process are  considered by the group. Agreement is 
made on mechanisms for cascading learning and suggestions are made 
around future clinical audits based on the themes discussed. 

Actions agreed by the group included the organisation of a Development 
Day to discuss the Quality and Engagement Act and the organisation’s 
response to the Welsh Risk Pool review of consent to treatment 
arrangements in Powys. The Terms of Reference for the Group are being 
refreshed to ensure alignment to the Quality and Engagement Act. 

EXECUTIVES PORTFOLIOS

In May 2022, the Board approved an updated Scheme of Delegation and 
Reservation of Powers. This document set out the delegation of 
responsibility to Executive Directors. The allocation of responsibilities is 



Page 66 of 116

based on ensuring an appropriate alignment of accountabilities and 
authority within each Executive Directorate and Executive Director 
portfolio, and to also ensure that Executive Directorates focus on their core 
responsibility. A small change was made in January 2023 with the addition 
of a second non-Executive (non-voting) Director, (Corporate Governance). 
An overview of Executive Director portfolios is set out in Figure 9.
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Figure 9: Executive Portfolios – April 2022 – March 2023
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Queen Elizabeth II so was sensitively refocused to ensure an engaging 
event for children and the wider community.

A wider programme of communication activity has been able to 
recommence as the requirements of the COVID-19 pandemic response 
reduced, but critical activities remained to retain awareness of protective 
behaviours and continued risk. 

Key areas of focus included our winter resilience communications plan. This 
involved regular engagement with key stakeholders including the 
Community Health Council, County Council, MSs and MPs, staff, public 
briefing sessions, PAVO and wider partners to help inform the Health 
Board’s plans and to support and encourage everyone to play a part in 
Keeping Powys Safe. This has included a focus on Help Us Help You and 
promotion of NHS 111 Wales services. Given the increasingly challenging 
financial context the messaging was also linked with Cost-of-Living advice 
including a new cost of living hub on the Health Board website.

With industrial action taking place during the year, the team was also 
central to the Health Board response, providing public messaging to help 
people access the right service at the right time – with the added 
complexity of different action affecting Powys, neighbouring Health Boards, 
and services in England in different ways at different times.

Key campaigns have included SilverCloud Online CBT, and the launch of a 
new ChatHealth service to help schoolchildren access advice from their 
school nursing team.

The new SharePoint intranet site went live in April 2022 and has expanded 
considerably during the year, joined by new internal communications 
platforms including Viva Engage (formerly Yammer). In support of wider 
staff engagement, the team has supported the re-establishment of a 
programme of staff health and wellbeing roadshows. Whilst a Diolch Powys 
staff engagement event was paused in September 2022 during the period 
of official mourning, Q4 saw planning under way for the NHS 75th birthday 
and the relaunch of the Staff Excellence Awards which will take place in 
2023/2024.

On the national stage, Health Board staff have led the national programme 
of communication and promotional work to enable the launch of the new 
statutory duties of candour and quality which came into force from 1 April 
2023. This has included working with partners across the NHS and beyond 
to develop and deliver a comprehensive suite of resources to help 
organisations implement the new statutory duties. 

Other key priorities for 2023/2024 include engagement and communication 
in support of the accelerated service model, and continued re-





https://pthb.nhs.wales/use-of-site/freedom-of-information/publication-scheme/
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Welsh Information Governance (IG) Toolkit

The Health Board is required to undertake the NHS Wales Information 
Governance Toolkit for Health Boards and Trusts and all NHS Wales 
organisations must complete this to provide assurance that they are 
practising good data security and that personal information is handled 
correctly.

As a result of progress made on the Records Management Improvement 
plan since February 2022, it is anticipated that the toolkit submission will 
demonstrate an improvement in our compliance levels.  

An information governance workplan is in place which the team will 
continue deliver during 2023/2024.

Information Security

Strengthening local processes whereby a group of digital experts review 
and approve the procurement of any local new or existing digital solution 
to ensure complies with relevant legislation and standards (UK GDPR and 
NIS Regulations) thus avoiding PTHB being put at un-necessary risk, such 
as from a Cyber Attack, loss of data, incident/breach of patient’s data, fine 
from the ICO or NCSU.

Information Sharing: National WASPI Code of Conduct: The Wales Accord 
of Sharing of Personal Information (WASPI) Code of Conduct (CoC) is a 
proposed annual assessment that the IG team will be required to complete 
to provide assurance against information sharing practices.  The WASPI 
CoC proposal and  consultation closes at the end of April 2023. The 
forecasted timeline proposes that the CoC will be live from Spring 2024, 
with planning being undertaken to ensure the IG team has provision to 
support this assessment going forward.  

Local Reviews and Newly Developed Agreements: Over the last 12 months, 
26 information sharing agreements have been completed.  The team has 
seen a positive increase in the number of services voluntarily contacting 
the IG department for support with updating existing, or drafting new, 
information sharing agreements to support patient care with our external 
partners. The team has worked closely with services to review existing 
agreements and confirm if still required to ensure we meet our legislated 
obligations.
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Data Protection Officer:

The Data Protection Officer (DPO) is responsible for ensuring that the 
application of data protection and confidentiality legislation is consistently 
observed, and any weaknesses in current practices are identified and 
remedied where possible. In 2018, the Health Board successfully 
implemented the General Data Protection Regulation and Data Protection 
Act (2018), alongside existing Confidentiality obligations. Since this time, 
the DPO has provided data protection advice across the Health Board. 
Common themes include clarity around internal and cross-organisational 
information sharing and assessing privacy risks.  Updates and issues are 
discussed regularly with the Health Board’s Medical Director/Caldicott 
Guardian and Senior Information Risk Owner (SIRO).

As Data Protection Officer the expectation is to see on-going maturity of 
the IG and Records Management Improvement Plans alongside clear IG and 
Records Strategy/obligations.

DISCLOSURE STATEMENTS

Pensions Scheme 

I can confirm that as an employer with staff entitled to membership of the 
NHS Pension Scheme, control measures are in place to ensure all employer 
obligations contained within the Scheme regulations are complied with.  
This includes ensuring that deductions from salary, employers’ 
contributions and payments into the Scheme are in accordance with 
Scheme rules and that the member Pension Scheme records are accurately 
updated in accordance with the timescales detailed in the Regulations. Note 
9.7 to the Annual Accounts provides details of the scheme, how it operates 
and the entitlement of employees.

Control Measures: Equality, Diversity and Inclusion 

The organisation’s approach to Equality, Diversity and Inclusion in 
2022/2023 forms a key part of the Performance Report section of the 
Annual Report. The Equalities, Diversity and Inclusion Annual Report 2022-
23 will be considered for approval at Board in July 2023.  

Sustainability Report 

Powys Teaching Health Board continues to support sustainability as a 
central organising principle. The importance of the environment agenda is 
reflected as a golden thread across the Integrated Medium-Term Plan 
(IMTP) for 2022-2025. The IMTP also supports the Health Board’s 
endeavours to embed the principles of the Wellbeing of Future Generations 
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Act and the five ways of working. During 2022/2023 the organisation was 
successful in gaining re-certification to ISO14001 (2015) environmental 
management system standard and has successfully demonstrated its 
continued methodology and approach to environment management.

As part of the public sector obligation to become net zero by 2030, the 
Health Board reports annual quantitative carbon emissions. The Health 
Board submitted operational data for the 2021/2022 reporting period which 
calculated the total emission for the organisation as 24.12kt CO2e, which is 
an increase over 2020/2021 data (17.02kt CO2e). The Health Board’s 
supply chain expenditure has increased from £39.9M in 2020/2021 to 
£63.3M in 2021/2022 (58.65% increase). This has correlated to a 41.66% 
equivalent carbon emission increase from 17,021 tCO2e in 2020/2021 to 
24,112 tCO2e in 2021/2022. 

Summary of carbon emissions

Units of tCO2e
Categories Scope 1 Scope 2 Scope 3 Total

Buildings, fleet & other assets 3,339.370 736.751 904.908 4,981.029

Business travel, commuting & 
homeworking 0 0 534.990 534.990

Waste 0 0 25.431 25.431

Land based emissions 0 0 -36.879 -36.879

Supply chain 0 0 18,539.810 18,539.810

24,118.139

This is based predominately on financial expenditure and not detailed life 
cycle analysis, with investment across our estate impacting our emission 
levels. Increased Continuing NHS Healthcare (also known as CHC) spending 
has led to an increase in human health services. Minor Works expenditure 
increased as a result of our major capital investment projects, most notably 
the extensive renovation of Bro Ddyfi Community Hospital, the replacement 
of the roof in Ystradgynlais, the construction of a new staff car park in 
Brecon, the renovation of Basil Webb, and programmes to minimise ligature 
harm. 

Expenditure Subsequent emissionsSIC 
Code SIC Description

2020-21 2021-22 2020-21 2021-22

81 Minor Works £3,171,918 £16,285,649 779 tCO2e 3,999 tCO2e

86 Human Health Services £19,086,758 £28,369,647 4,756 tCO2e 7,070 tCO2e
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While the Health Board continues to repatriate services and implement our 
COVID-19 recovery plan, it is possible that health care spending may rise 
even further. Additionally, the 10-year capital investment programme will 
continue to see increases in carbon emissions in consecutive periods. 
Assurance can be given from the steady trajectory of our non-supply chain 
emissions which highlight a continued positive trend towards minimising 
carbon emissions and contributing towards a net zero public sector by 
2030.

A major initiative is underway to engage with energy contractors to make 
energy efficiency savings across all buildings within our estate. The 
improvements are designed to cut carbon emissions, reduce energy usage 
and costs, improve building efficiency and control, introduce renewable 
energy generation and improve the quality of built environment for staff, 
patient and visitor wellbeing. The programme of construction works to 
introduce our innovative energy conservation measures will commence in 
2023.

In compliance with our section 6 duty within Environment (Wales) Act, the 
Health Board produced and published its first Biodiversity Report. The 
report highlights progress made over the past three years and 
communicates our future plans including the Health and Social Care Climate 
Emergency-funded Biodiversity Enhancement and Protection project, which 
will be pivotal in the short, mid, and long-term protection and enrichment 
of biodiversity across all the Health Board’s estate to ensure the Health 
Board responds accordingly to any identified biodiversity risks.

Data Security 

A summary in relation to personal data incidents which required formal 
reporting to the Information Commissioner’s Office (ICO) is provided on 
page 72 of this report. 

Quality of Data used by the Board

The Health Board continually reviews the quality of data that it is using 
within the organisation including for decision making and assurance at 
Board level. Each of the separate data quality strands within the 
organisation are reviewed frequently that span across the main domains 
including finance, operational, workforce, quality, and safety data. 
However, it is a continuous process spanning an array of data systems and 
datasets including new systems being implemented. The Performance 
Report includes a Statement on Data Quality on page 12.



https://gov.wales/health-social-care
https://gov.wales/health-circulars#:~:text=Health%20circulars%20Health%20guidance%20issued%20to%20health,boards%20and%20professionals%20as%20a%20circular.%20Part%20of%3A
https://gov.wales/health-circulars#:~:text=Health%20circulars%20Health%20guidance%20issued%20to%20health,boards%20and%20professionals%20as%20a%20circular.%20Part%20of%3A
https://pthb.nhs.wales/about-us/the-board/committees-partnerships-and-advisory-groups/powys-teaching-health-board-committees/audit-risk-and-assurance-committee/
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audit standards by the NHS Wales Shared Services Partnership. The scope 
of this work is agreed with the Audit, Risk and Assurance Committee and is 
focussed on significant risk areas and local improvement priorities. 

The Head of Internal Audit Annual Opinion provides assurance on 
governance, risk management and the system of internal control and is 
based on the risk-based audit programme. The opinion contributes to the 
picture of assurance available to the Board in reviewing effectiveness and 
supporting our drive for continuous improvement. A summary of the Head 
of Internal Opinion 2022/2023 is provided below.

Head of Internal Audit Opinion for 2022/2023

At the time this report was compiled the draft Head of Internal Audit 
Opinion for 2022/23 had been received with the following overall opinion:

The Head of Internal Audit to provide a statement for the final version of 
the Accountability Statement.

The summary of Internal Audits for 2022/23 received to date is as follows:

(Table to be replaced when final report received)
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the financial year. This was approved by the Audit, Risk and Assurance 
Committee in March 2022.

Following introduction of Government Functional Standards on Counter 
Fraud, which replaced NHS Counter Fraud Authority’s (NHS CFA) ‘NHS 
Counter Fraud Standards (Wales)’ from 2021/2022, the Health Board’s 
Counter Fraud Workplans have been aimed at ensuring compliance for the 
first enforcement year of the new standards in 2023/2024. To assess 
compliance, the Health Board is required to submit an annual self-
assessment Functional Standard Return on a RAG rated basis to NHS 
Counter Fraud Authority. 

Good progress has been made since the introduction of the new Standards 
and this is reflected in continuing improvements to RAG ratings for each 
Standard in self assessed Functional Standard Returns throughout the last 
two financial years. There are two Standards Components that are still not 
Green rated at the end of 2022/2023 however; 

Component 1B - Accountable individual - rated Amber

This Standard is currently rated Amber due to the Health Board only 
recently nominating a Fraud Champion to the role. The Health Board’s 
Director of Corporate Governance was identified as the most suitable Senior 
Officer to meet the requirements of the Fraud Champion role and a 
nomination was subsequently completed. An action plan has been set for 
Fraud Champion activity for 2023/2024 which includes support in enabling 
managing fraud risks via the existing Health Board mechanisms, providing 
strategic support around our reporting of counter fraud work, and 
communications around gifts and hospitality/declarations of interests. This 
activity will result in Green rating within the next review.

Component 3 - Fraud bribery and corruption risk assessment - rated 
Amber  

This Component is currently rated as Amber due to the requirements for 
maturity of this area of work to enable demonstration of continuous 
monitoring of fraud risk at a senior level, evidence of subsequent risk 
mitigation and that review of resources has been undertaken to ensure 
levels are suitable for this purpose.

Since introduction of this Component the Counter Fraud Team have sought 
to establish the fraud risk assessment processes aligned to the Health 
Board’s existing Risk Management procedures. 

The Team have then created a core fraud risk profile developed from 129 
NHS fraud risk descriptors. Alongside this, further scanning has been 
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undertaken to capture and manage emerging fraud risks such as arising 
from investigation, Fraud Prevention Notices, local intelligence, audit 
reports and findings, and NHS CFA IBURN releases. A tracker has been 
created to track and manage the actions around these known and emerging 
fraud risks. 

LCFSs have subsequently sought to undertake comprehensive risk 
assessments in liaison with local risk owners to establish a core foundation 
of assessments to work from. Arrangements have been made to record 
those risks on the DATIX system which will be utilised from 2023/2024 to 
manage, track and measure fraud risk within the Health Board. 

Use of the DATIX system, alongside the local tracker, will allow evidence to 
be developed to meet the remaining elements outstanding to uplift this 
Component to Green.

Improvement activity for these areas is included within the 2023/2024 
Counter Fraud Work Plan. Further detail can be found in the Counter Fraud 
Annual Report for 2022/2023, which will be presented to the Audit, Risk 
and Assurance Committee.

Audit Wales Structured Assessment

At the time this report was compiled the Audit Wales Structured 
Assessment  was yet to be finalised, this aspect of the report will be 
included in due course.
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citizens and stakeholders that the services we provide are efficient, 
effective, and appropriate, and are designed to meet patient needs and 
expectations.
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Appendix 2: Table of Quoracy

Board/Committee Dates: Quorate

Board 28 April 
2022

25 May 2022 14 June 2022 27 July 2022 28 September 
2022

30 November 
2022

25 January 
2023

20 
February 

2023

29 
March 
2023

Yes

Charitable Funds 14 June 
2022

23 
September 

2022

07 December 
2022

16 January 
2023

01 March 
2023

 Yes

Remuneration and Terms 
of Service

12 April 
2022

28 July 2022 26 September 
2022

05 
December 

2022

31 January 
2023

6 March 2023 29 March 
2023

 Yes

Planning, Partnerships 
and Population Health 
Committee

07 April 
2022

14 July 2022 20 October 
2022

19 January 
2023

 Yes

Patient Experience, 
Quality and Safety 
Committee

12 May 
2022

29 July 2022 13 September 
2022

24 
November 

2022

23 February 
2023

 Yes

Delivery and 
Performance Committee

03 May 
2022

23 June 
2022

12 September 
2022

11 
November 

2022

28 February 
2023

 Yes

Audit, Risk and 
Assurance Committee

26 April 
2022

17 May 2022 12 June 2022 18 July 2022 27 September 
2022

31 January 
2023

21 March 
2023

 Yes

Workforce and Culture 
Committee

31 April 
2022

20 
September 

2022

13 December 
2022

 Yes
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Appendix 3a: Welsh Health Circulars 2022/2023

Welsh Health 
Circular 

Date/Year 
of 
Adoption 

Action to Demonstrate 
Implementation/Response 

Status

2022-009 
Prioritisation of 
COVID-19 patient 
episodes by NHS 
Wales Clinical Coding 
Departments

April 2022 WHC actioned and implemented Complete

2022-015 Changes to 
the vaccine for the 
HPV Immunisation 
Programme

May 2022 This WHC has been superseded by WHC-
2022/2023

N/A

2022-016 The 
National Influenza 
Vaccination 
Programme 2022-23

June 2022 Regular PTHB Influenza Vaccination Oversight 
Group held, led by Consultant in Public Health, 
with GP Practice reps.  All GP Practices and 
Community Pharmacies participating in flu 
vaccination programme.  All GP Practices invited 
to participate in the Autumn covid-19 
vaccination programme.  12 out of 16 GP 
practices agreed to participate in covid-19 
campaign: 11 GP Practices offering covid-19 
vaccine to over 75s cohort and COPD cohort, 1 
GP Practice offering to all eligible groups (bar 
Health & social care staff/care home residents).  
Delivery of remaining Covid-19 to eligible groups 
via HB MVC/Mobile teams.  Co-administering flu 
and covid vaccination to Health board staff. 
Meetings held with individual GP Practices in late 
August 22/early September 22 to discuss 
COVID-19 programme delivery and confirmation 
letter sent to each individual practice outlining 
programme expectations and support available.

In 
Progress

2022-002 NHS Wales 
National Clinical Audit 
and Outcome Review 
Plan. Annual Rolling 
Programme for 2022-
2023

June 2022 Complete but with acknowledgement that 
participation in audits will be improved in 23/24: 
The Podiatry service is participating in the 
National Diabetes Foot Care audit and the 
collection of data for the audit is on-going. An 
action plan will be published following the 
release of the national report.

PTHB has re-established its pulmonary 
rehabilitation offer and intends to continue to 
participate in future audits. 

Complete

2022-019 Non-
Specialised Paediatric 
Orthopaedic Services

June 2022 Implementation not yet due as of April 2023 Not Yet 
Due

2022-012 Donation 
and Transplantation 
Plan for Wales 2022-
2026 

June 2022 Implementation not due until December 2026 Not Yet 
Due

2022-018 Guidelines 
for managing patients 

June 2022 PTHB provides limited diagnostic services for 
cancer and minimal treatments as the majority 

In 
Progress
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on the suspected 
cancer pathway 

of Powys residents with suspected cancer are 
managed by commissioned provider services in 
England and Wales. Referral to treatment times 
are the responsibility of the Director of Planning 
and Performance for Commissioned Services and 
the Director of Primary, Community Care and 
Mental Health for directly provided services. 
Performance is monitored through the 
Integrated Performance Framework for the 
Health Board and regularly reported to the Board 
and relevant committees. The Cancer Renewal 
Programme has established a Harm Review 
Panel to review harm reviews undertaken by 
other Health Boards and NHS trusts treating 
Powys patients.                                                                                             

2022-006 Direct 
Paramedic referral to 
same day emergency 
care 

April 2022 Emergency/acute care not commissioned within 
Powys. However, a range of actions being taken 
as defined in the Integrated Care Action Plan 
(ICAP), fully integrated with 6 Goals delivery, 
and reviewed in monthly monitoring 
arrangements.  Ongoing work with 
commissioned partners to ensure quality, safe 
and timely care in Emergency Departments – 
annual cycle, alongside daily engagement with 
operational flow across National urgent care 
system.

In 
Progress

2022-017 Wales Rare 
Diseases Action Plan 
2022-2026

June 2022 We plan to ensure representation via the 
specialised service lead, but this post is not yet 
appointed. PTHB does not provide any 
specialised services. It does not have the range 
of Clinical Directorates that would usually be 
involved in supporting and implementing this 
work in relation to Rare Diseases. The Planning 
and Performance Directorate attends the 
WHSSC Management Committee, and the CEO 
attends the WHSSC Joint Committee. Through 
participation in the WHSSC Management Group 
and Joint Committee PTHB works to ensure that 
its Integrated Medium-Term Plan reflects the 
approved WHSSC Integrated Commissioning 
Plan. The Health Board is working to create a 
Specialised Pathway Lead post.

In 
Progress

2022-022 Role of the 
Community Dental 
Service and Services 
for vulnerable people

August 
2022

Recruited 1 WTE salaried GDP to provide routine 
GDS services, o.6WTE vacancy for specialist in 
special care dentistry. Looking to use a cloud-
based service to improve IT record systems 
within the CDS. Recruitment of Paediatric 
specialist for 3 sessions per month to improve 
governance and service. Skill mixing using direct 
access therapists

In 
Progress

2022-021 National 
Optimal Pathways for 
Cancer

July 2022 PTHB provides limited diagnostic services for 
cancer and minimal treatment. The majority of 
Powys residents with suspected cancer are 
managed by commissioned NHS services. In the 
Powys context the optimal pathways apply 
across organisational boundaries involving 
services provided by other Health Boards in 

In 
Progress
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Wales and also services provided by NHS trusts 
in England. Executive leads for cancer need to 
use the optimal pathways to support planning 
and design of pathways. The Wales Cancer 
Network has appointed two posts managed 
centrally to work with PTHB on mapping the 
optimal pathways. However, the first stage 
produced highly generalised information which 
was of limited value. At present only the Welsh 
flows are included but to be meaningful for 
Powys this must also include its English flows so 
further work is being undertaken with the 
network. 

2022-020 Never 
Events Policy and 
Incident List 

July 2022 Never Events are reported to Patient 
Experience, Quality and Safety (PEQS) 
Committee on a quarterly basis; to note there 
have not been any Never Events in the last 
18months.

Complete

2022-023 Changes to 
the Vaccines for the 
HPV Immunisation 
Programme 

September 
2022

Confirmation received from Chief Pharmacist is 
aware for PGD changes.   No further action to 
take currently as the WHC states: 
'It is important to note that we do not expect the 
one dose schedule to commence before the 
2023/24 academic year'.

Complete

2022-003 Guidance 
for the provision of 
continence 
containment products 
for Adults in Wales

October 
2022 

We have Band 6 Continence Promotion 
Practitioners. Waiting list around 8 weeks.
They assess patients and from their assessment 
pads may or may not be provided.
We are an assessment/ treatment service and 
pads are provided on need and according to 
bladder and bowel dysfunction.
We have a triage system for referrals so end of 
life patients for example are assessed and pads 
provided if required within 48 /72 hours.
For children, the appropriate person assesses, 
e.g., children’s nurse, school nurse etc. and pads 
are then allocated again according to need.

Complete

2022-004 Guidance 
for the care of 
Children and young 
people with 
continence problems 

October 
2022

The service is completing the SOP which will 
incorporate the guidance – the deadline for 
completion has overrun but is expected for 
completion this quarter. 
The review of the list of the children in receipt of 
containment products against the guidance is 
outstanding this has been requested again as a 
priority for completion this quarter.

In 
Progress

2022-027 & 2022-029 
Urgent polio catch up 
programme for 
children under 5 
years old 

October 
2022

Director of Public Health has contacted the 
Primary care Team to ask them to send the letter 
to GP Practices to ask who wishes to participate 
in catch-up, with deadline of 09 Nov 22 for 
returns.  All GP Practices participating in catch-
up and underway.

In 
Progress

2022-026 Approach 
for respiratory 
viruses-Technical 
guidance for 
healthcare planning 

October 
2022

11 October 2022 letter from Director of Public 
Health to all GP Practices/Pharmacies (sent via 
pharmacy and Primary care leads). Agenda item 
on Executive Committee meeting on 19 October 
2022. Letter to all HB staff inviting for co-
administering Covid-19 & flu vaccinations 

In 
Progress
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commencing week of 10/10/22. Joint Message to 
all staff from four Executive clinical leads to 
encourage vaccination & how to access covid & 
flu vaccines (communicated via Powys News and 
carousel) (live on carousel from 26/10/22). 
Chief Executive to include message on 
vaccination in all staff briefing on 26 October 
2022. Pathway and triage processes in place, led 
by pharmacy, to access antivirals.  Pathway 
reviewed regularly jointly by Chief Pharmacist, 
Medical Director, Director of Public Health & 
Assistant Director of Community Services. 
Testing pathways in place.

2022-013 Monthly 
Financial monitoring 
return guidance 

April 2022 The Health Board is meeting WG guidance in 
respect of reporting its financial performance to 
Welsh Government.

Complete

2022-008 New 
records management 
code of practice for 
health and care 2022

April 2022 Implementation not yet due as of May 2023. Not Yet 
Due

2022-028 More than 
just words Welsh 
Language Awareness 
Course

November 
2022

The Welsh Awareness Training Course is now 
included within statutory and mandatory training 
through ESR. Compliance will be monitored 
through the workforce performance reporting 
alongside all other statutory and mandatory 
training, Compliance as at 17.2.23 is 60.93%.

Complete

2022-031 
Reimbursable 
vaccines and eligible 
cohorts for the 
2023/24 NHS 
seasonal Influenza 
(flu) Vaccination 
Programme 

December 
2022

Chief Pharmacist and Assistant Director of 
Primary Care circulated letter to GP Practices 
and Community pharmacy and for ordering of 
HB stocks. Further guidance received to 
community pharmacy & GPs.  Additional actions 
as per flu update.

In 
Progress

2022-035 Influenza 
(flu) Vaccination 
Programme 
deployment ‘mop up’ 
2022-2023

December 
2022

Walk ins in place from early January for all 
eligible residents at all 3 MVCs. Promoted at 
least weekly through Health Board comms 
channels. Proactive MECC approach to all eligible 
attendees attending for COVID-19 vaccination.

Complete

2023-001 Eliminating 
Hepatitis B and C as a 
Public Health threat in 
Wales – actions for 
2022-2023 and 2023-
2024

January 
2023

Implementation not yet due as of end of March 
2023

Not Yet 
Due

2023-002 New Lower 
Gastrointestinal ‘FIT’ 
National optimal 
Pathway 

January 
2023

All general practices now have access to 
symptomatic Faecal Immunochemical Test (FIT) 
services where there is a suspicion of colorectal 
cancer. The new Lower Gastrointestinal 'FIT' 
National Optimal Pathway documentation has 
been distributed to Powys General Practices. The 
PTHB Cancer Clinical Lead has worked closely 
with Cluster Leads and GP Collaboratives to 
ensure they are up to date with Faecal 
Immunochemical Test pathways and the 
National Optimal Pathway for FIT including 
highlighting the importance of ‘safety netting’. 

Complete
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An Internal Audit conducted in October 2022 
concluded there was substantial assurance with 
regard to the controls and processes in place and 
that the planned actions to allow improved 
access to symptomatic FIT are being effectively 
delivered. This is now ‘business as usual’ with no 
further action required.

2022-034 Health 
Board 2023-2024 
Allocations  

December 
2022

Implementation not yet due as of end of March 
2023

Not Yet 
Due

2023-004 Covid-19 
Spring Booster 
Vaccination 
Programme 2023

March 2023 Implementation not yet due as of June 2023 Not Yet 
Due

2022-032 Further 
extending the use of 
Blueteq in secondary 
care

March 2023 Implementation not yet due as of April 2023 Not Yet 
Due

2023-007 Patient 
Testing Framework-
Updated Guidance 

March 2023 Framework due to be reviewed in June 2023 
(depending on public health indicators)  

Not Yet 
Due

2023-003 Guidelines 
for the investigation 
of moderate or severe 
early developmental 
impairment or 
intellectual disability 
(EDI/ID)

April 2023 Guideline to be reviewed in May 2023 Not Yet 
Due 

2023-006 
Commencement of 
the Health and Social 
Care (Quality and 
Engagement (Wales) 
Act 2020

March 2023 To be reviewed in April 2023 Not Yet 
Due
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Appendix 3b: Ministerial Directions 2022-23

Ministerial Directions 
(MDs)

Date/Year 
of Adoption

Action to demonstrate 
implementation/response

Status

Ministerial Direction 1
Our Programme for 
transforming and 
modernising planned care 
and reducing waiting lists 
in Wales 

April 2022 Implementation not yet due as of April 
2026

Not Yet 
Due

Ministerial Direction 2
Financial Entitlements 
Amendments 

June 2022 Completed as per the date of 
issue/effective from and would have 
been discharged for us via Business 
Services Unit who  pay Primary Care 
contractors on all Health Board behalf. 

Complete

Ministerial Direction 3
The Primary care 
(contracted Services 
Immunisations)

August 2022 Implementation not yet due. Not Yet 
Due
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PART B: REMUNERATION AND STAFF REPORT

This report contains information about the remuneration of senior management, 
fair pay ratios, sickness absence rates etc and has been compiled by the 

Directorate of Finance, Information & IT and the Workforce and Organisational 
Development Directorate 
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Directors’ and Independent Members’ Remuneration

Details of Directors’ and Independent Members’ remuneration for the 2022/ 
23 financial year, together with comparators are given in Tables below. The 
norm is for Executive Directors and Senior Managers salaries to be uplifted in 
accordance with the Welsh Government identified normal pay inflation 
percentage. In 2022/23, Executive Directors received a pay inflation uplift, 
in-line with Welsh Government’s Framework. 

The Committee also seeks assurance from the Chief Executive in relation to 
Executive team objectives and performance when considering 
recommendations in respect of annual pay uplifts. It should be noted that 
Executive Directors are not on any form of performance related pay. All 
contracts are permanent with a three-month notice period. Conditions were 
set by Welsh Government as part of the NHS Reform Programme of 2009. 

For part of the year there were a number of interim Directors in post including; 
an Interim Director of Public Health, Interim Director of Workforce and 
Organisational Development, Interim Director of Planning and Performance, 
Interim Director of Primary, Community Care and Mental Health and Interim 
Board Secretary.
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Table 1: Salary and Pension Disclosure Table: Salaries and 
Allowances, single total figure of Remuneration 

2022 - 23 2021 - 22
Salary Bonus Benefits in Pension Single Total Other Salary Bonus Benefits in Pension Single Total Other 

Payments Kind Benefits Remuneration Remuneration Payments Kind Benefits Remuneration Remuneration

Name and title (bands of £5,000) (bands of £5,000) (to nearest £100) (to nearest £1000) (bands of £5,000) (bands of £5,000)
(bands of 

£5,000) (bands of £5,000) (to nearest £100) (to nearest £1000) (bands of £5,000) (bands of £5,000)
£000 £000 £00 £000 £000 £000 £000 £000 £00 £000 £000 £000

Executive directors

Carol Shillabeer -  Chief Executive 175 - 180 0 0 29 205 - 210 0 175 - 180 0 0 61 235 - 240 0

Hayley Thomas - Director of Planning and 
Performance and Deputy Chief Executive (to 31st 
March 2022) and  Director of Primary Care, 
Community and Mental Health (from 1st April 2022) ** 125 - 130 0 0 26 155 - 160 0 125 - 130 0 0 59 180 - 185 0

Stephen Powell - Interim Director of Planning and 
Performance )from 1st April 2022) 115 - 120 0 0 0 0 0 0 0 0 0

Pete Hopgood - Director of Finance, Information and 
IT Services * and ** 120 - 125 0 0 0 120 - 125 0 115 - 120 0 0 56 170 - 175 0

Julie Rowles - Director of Workforce and OD (To 3rd 
February 2023) and (Support Services until 1st 
December 2021) 130 - 135 0 0 45 175 - 180 0 120 - 125 0 19 58 175 - 180 0

Debra Wood Lawson - Interim Director of Workforce 
and OD (from 3rd October 2022) 70 - 75 0 0 7 75 - 80 0 0 0 0 0 0 0

Kate Wright - Medical Director 140 - 145 0 0 8 145 - 150 0 140 - 145 0 0 109 250 - 255 0

Claire Madsen - Director of Therapies and Health 
Science ** 105 - 110 0 0 33 140 - 145 0 100 - 105 0 0 34 135 - 140 0

Stuart Bourne - Director of Public Health  (To 11th 
March 2022)  ****             0 0 0 0 0 0 100 - 105 0 0 41 145 - 150 0

Mererid Bowley - Director of Public Health (from 27th 
June 2022) 115 - 120 0 0 46 160 - 165 0 0 0 0 0 0 0

Alison Davies - Director of Nursing and Midwifery (To 
14th March 2022) **** 0 0 0 0 0 0 110 - 115 0 0 41 155 - 160 0

Clare Roche - Director of Nursing and Midwifery 
(From 7th March 2022)* and **** 115 - 120 0 0 34 150 - 155 0 5 - 10 0 0 4 10 - 15 0

Jamie Marchant - Director of Primary, Community 
Care and Mental Health Services (To 1st December 
2021) - Director of Environment (From 1st December 
2021) * 110 - 115 0 0 0 120 - 125 0 115 - 120 0 0 9 120 - 125 0

Rani Mallison - Board Secretary (To 27th November 
2021) * & *** & **** 0 0 0 0 0 0 60 - 65 0 0 21 85 - 90 0

James Quance - Board Secretary (From 4th January 
2022 to 31st December 2022) * & **** 70 - 75 0 0 18 90 - 95 0 20 - 25 0 0 0 20 - 25 0

Helen Bushell - Director of Corporate Governance 
and Board Secretary (from 9th January 2023) 20 - 25 0 0 5 25 - 30 0 0 0 0 0 0 0

Associate Members

Nina Davies - Interim Director of Social Serices and 
Housing, Powys County Council (from 1st January 
2023) 0 0 0 0 0 0 0 0 0 0 0 0

Chair of Healthcare Professionals Forum (TBC) 0 0 0 0 0 0 0 0 0 0 0 0

Chair of Stakeholder Reference Group (TBC) 0 0 0 0 0 0 0 0 0 0 0 0
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* Please note that the salary for Jamie Marchant includes £9,000 sacrificed 
in relation to a leased car (in 2021-22 the figure was £10,000), the salary 
for Rani Mallison includes £0 sacrificed in relation to a leased car (in 
2021/22 the figure was £4,000), the salary for James Quance includes 
£1,000 in relation to a leased car (in 2021/22 the figure was £1,000)  the 
salary for Pete Hopgood includes £7,000 in relation to a leased car (in 
2021/22 the figure was £0) and the salary for Clare Roche includes £1,000 
in relation to a leased car (in 2021/22 the figure was £0).

** Please note that the portfolio of the Director of Primary, Community and 
Mental Health Services was split for a period and allocated to three 
Executive Directors from 1st December 2021 to 31st March 2022. The 
portfolio was split as follows; Pete Hopgood Primary Care; Hayley Thomas 
Community Care and Clare Madsen Mental Health Services'; no additional 
remuneration was paid to these Directors as a result of the additional 
responsibilities.

*** Please note that there was an agreement for Rani Mallison to work for 
Aneurin Bevan University Health Board for 1 day a week from 1st November 
2021. 

Information awaited to enable completion
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**** Please note that the full year equivalent salary banding, in bands of 
£5,000, for starters and leavers during 2022/23 was as follows; James 
Quance £90,000-£95,000, Julie Rowles £120,000 - £125,000, Debra 
Lawson Wood, Mererid Bowley, Helen Bushell £105,000 - £110,000

***** Please note that salary overpayments have been identified during 
2021/22 and these are still being recovered.

The value of pension benefits is calculated as follows: (real increase in 
pension* x20) + (real increase in any lump sum*) – (contributions made 
by member) * excluding increases due to inflation or any increase or 
decrease due to a transfer of pension rights.

The remuneration report now contains a Single Total Figure of 
remuneration, this is a different way of presenting the remuneration for 
each individual for the year. The table used is similar to that used 
previously, and the salary and benefits in kind elements are unchanged. 
The amount of pension benefits for the year which contributes to the single 
total figure is calculated using a similar method to that used to derive 
pension values for tax purposes and is based on information received from 
NHS BSA Pensions Agency. 

The Single Total Figure of remuneration is not an amount which has been 
paid to an individual by the THB during the year, it is a calculation which 
uses information from the pension benefit table. These figures can be 
influenced by many factors e.g., changes in a person’s salary, whether or 
not they choose to make additional contributions to the pension scheme 
from their pay and other valuation factors affecting the pension scheme as 
a whole.

Remuneration Relationship

Reporting bodies are required to disclose the relationship between the 
remuneration of the highest-paid director /employee in their organisation 
and the 25th percentile, median and 75th percentile remuneration of the 
organisation’s workforce. The 2022-23 financial year is the second-year 
disclosures in respect of the 25th percentile pay ratio and 75th percentile 
pay ratio are required
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In 2022-23, 2 (2020-21, 2) employees received remuneration in excess of 
the highest-paid director.

Remuneration for all staff ranged from £20,758 to £217,294 (2021-22, 
£18,576 to £188,839).

The all staff range includes directors (including the highest paid director) 
and excludes pension benefits of all employees.

Percentage Changes:

Table 2: Salary and Pension Disclosure 

The above calculations are provided by the NHS Pensions Agency and are 
based on the standard pensionable age of 60.

For Directors marked * the member is over retirement age in existing 
scheme therefore a CETV calculation is not applicable

2022-23 2022-23 2022-23 2021-22 2021-22 2021-22
£000 £000 £000 £000 £000 £000

Total pay and benefits Chief Executive Employee Ratio Chief Executive Employee Ratio
25th percentile pay ratio 177 25 7.1:1 177 22 8.0:1
Median pay 177 33 5.4:1 177 32 5.5:1
75th percentile 
pay ratio 177 43 4.1:1 177 41 4.3:1

Salary component of total pay and benefits
25th percentile pay ratio 177 25 177 22 8.0:1
Median pay 177 33 177 32 5.5:1
75th percentile 
pay ratio 177 43 177 41 4.3:1

Total pay and benefits
Highest Paid 

Director Employee Ratio
Highest Paid 

Director Employee Ratio
25th percentile pay ratio 177 25 7.1:1 177 22 8.0:1
Median pay 177 33 5.4:1 177 32 5.5:1
75th percentile 
pay ratio 177 43 4.1:1 177 41 4.3:1

Salary component of total pay and benefits
25th percentile pay ratio 177 25 177 22 8.0:1
Median pay 177 33 177 32 5.5:1
75th percentile 
pay ratio 177 43 177 41 4.3:1

9.6.2 Percentage Changes 2021-22 2020-21
to to

2022-23 2021-22
% Change from previous financial year in respect of Chief Executive % %

Salary and allowances 2 3
Performance pay and bonuses 0 0

% Change from previous financial year in respect of highest paid director
Salary and allowances 2 3
Performance pay and bonuses 0 0

Average % Change from previous financial year in respect of employees takes as a whole
Salary and allowances 5 5
Performance pay and bonuses 0 0

Real increase Real increase Total accrued Lump sum at Cash Cash Real increase Employer's
in pension in pension pension age 60 related Equivalent Equivalent in Cash contribution to
 at age 60 lump sum at  at age 60 at to accrued pension transfer transfer Equivalent stakeholder

age 60 31 Mar 2023 at 31st Mar 2023 value at value at transfer value pension
31 Mar 2023 31 Mar 2022

(bands of 
£2,500)

(bands of 
£2,500)

(bands of 
£5,000) (bands of £5,000) Restated 

Name and title £000 £000 £000 £000 £000 £000 £000 £000

Carol Shillabeer -  Chief Executive 2.5 - 5.0 (0.0) - (2.5) 70 - 75 150 - 155 1,353 1,253 36 0
Hayley Thomas - Director of Planning and Performance and Deputy Chief Executive (to 
31st March 2022) and  Director of Primary Care, Community and Mental Health (from 1st 
April 2022) 0.0 - 2.5 (0.0) - (2.5) 40 - 45 75 - 80 718 657 22 0
Pete Hopgood - Director of Finance, Information and IT Services 0.0 - 2.5 (5.0) - (7.5) 45 - 50 90 - 95 837 804 -7 0
Julie Rowles - Director of Workforce and OD (To 3rd February 2023) and (Support 
Services to 1st December 2021) 2.5 - 5.0 (2.5) - (5.0) 65 - 70 145 - 150 1,413 1,307 51 0
Kate Wright - Medical Director 0.0 - 2.5 (2.5) - (5.0) 35 - 40 50 - 55 665 622 5 0
Claire Madsen - Director of Therapies and Health Science 0.0 - 2.5 0.0 - 2.5 35 - 40 110 - 115 871 792 41 0
Clare Roche - Director of Nursing (From 7th March 2022) 0.0 - 2.5 0.0 - 2.5 45 - 50 115 - 120 974 890 41 0
Jamie Marchant - Director of Primary, Community Care and Mental Health Services (To 1st 
December 2021); Director of Environment (From 1st December 2021) 0.0 - 2.5 (2.5) - (5.0) 30 - 35 45 - 50 584 556 -3 0
James Quance - Board Secretary (From 4th January 2022 to 31st December 2022) 0.0 - 2.5 0 5 - 10 0 111 85 9 0
Stephen Powell - Interim Director of Planning and Performance (from 1st April 2022)
Debra Lawson Wood - Interim Director of Workforce and OD (from October 2022) 0.0 - 2.5 0 10 - 15 0 208 171 10 0
Mererid Bowley - Director of Public Health (from 27th June 2022) 2.5 - 5.0 0.0 - 2.5 40 - 45 70 - 75 763 673 46 0
Helen Bushell - Director of Corporate Governance and Board Secretary (from 9th January 
2023) 0.0 - 2.5 0 5 - 10 0 70 49 4 0
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As Non officer members do not receive pensionable remuneration, there 
will be no entries in respect of pensions for Non-Executive members.

Cash Equivalent Transfer Values 

A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital 
value of the pension scheme benefits accrued by a member at a particular 
point in time. The benefits valued are the member’s accrued benefits and 
any contingent spouse’s pension payable from the scheme. A CETV is a 
payment made by a pension scheme, or arrangement to secure pension 
benefits in another pension scheme or arrangement when the member 
leaves a scheme and chooses to transfer the benefits accrued in their 
former scheme. The pension figures shown relate to the benefits that the 
individual has accrued as a consequence of their total membership of the 
pension scheme, not just their service in a senior capacity to which the 
disclosure applies.  The CETV figures and the other pension details, include 
the value of any pension benefits in another scheme or arrangement which 
the individual has transferred to the NHS pension scheme. They also include 
any additional pension benefit accrued to the member as a result of their 
purchasing additional years of pension service in the scheme at their own 
cost.  CETVs are calculated within the guidelines and framework prescribed 
by the Institute and Faculty of Actuaries.

Real Increase in CETV
This reflects the increase in CETV effectively funded by the employer. It 
takes account of the increase in accrued pension due to inflation, 
contributions paid by the employee (including the value of any benefits 
transferred from another pension scheme or arrangement) and uses 
common market valuation factors for the start and end of the period.

Staff Numbers
Number of Employed Staff

As at 31 March 2023, the total number staff employed by the Health Board 
stood at 1,929.39 Whole Time Equivalents (WTE). The table below 
provides the average WTE of staff employed by the Health Board in 
2021/2022 and 2022/2023 broken down by staffing group. This excludes 
hosted services such as the Boards of Community Health Councils and 
Health and Care Research Wales.
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Overall, on average, the Health Board has seen an increase of 26.68 WTE 
in the number of staff employed in 2022/2023 when compared to 
2021/2022. Despite this success, recruiting to a number of clinical roles, in 
particular Registered Nurse and Medical roles, continues to be challenging. 
There is a decrease overall of 11.42 WTE in the number of Registered Nurse 
staff employed by the Health Board. Registered Nurse vacancy levels within 
the wards has increased, with an overall vacancy deficit (excluding 
absence) of 30% at March 2022, increasing to 33% as at March 2023. To 
mitigate this risk the Health Board has recruited 2 overseas nurses with a 
further 5 due to arrive in April 2023. The Health Board has also continued 
to develop the Aspiring Nurse programme, to grow our own internal pipeline 
to address the deficits.

Staffing Composition

As of 31 March 2023, the Health Board employed 2,369 substantive 
employees (excluding bank workers) which equated to 1,929.39 
WTE.  The number (headcount) of female and male employees of the 
Health Board are as follows:

Of this staffing composition, at 31 March 2023, the Executive Team 
consisted of 9 voting members of the Board (inclusive of the Chief Executive 
Officer). There was one additional Director and the Board Secretary (both 
non-voting members) who are members of the Executive Team and are 
included in the staffing composition below:

Staff Group 2021/22 2022/23

Add Prof Scientific and Technic 72.80 75.63
Additional Clinical Services 382.59 395.76
Administrative and Clerical 504.93 529.41
Allied Health Professionals 133.54 134.59
Estates and Ancillary 175.05 173.91
Healthcare Scientists 4.58 5.86
Medical and Dental 33.56 29.97
Nursing and Midwifery Registered 564.42 552.99
Grand Total 1,871.46 1898.13

Female Male
Headcount 2,028 341
Percentage 86% 14%
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Sickness Absence Data

Information on sickness absence for 2021/2022 and 2022/2023 is provided 
within the table below:

The Health Board’s overall rolling sickness absence rate for 2022/2023 is 
5.83%, compared to 5.76% in 2021/2022. The overall increase in staff 
absence is reflective of the difficult and challenging time, as the Health 
Board continue to respond to the impacts of the COVID-19 pandemic.   

Female Male
Headcount 8 3
% 73% 27%

Staff Group 2021/22 2022/23
WTE Days Lost Long Term 28,157.95 29,910.21
WTE Days Lost Short Term 11,158.48 13,291.37
Total Days Lost 39,316.43 43,201.58
Total Staff Years (avg WTE staff Absent) 107.72 118.36
Average Working Days Lost 16.38 18.24
Total Staff Employed in Period (Headcount) 2401 2369
Total Staff Employed in Period with no absence (Headcount) 1276 882
Percentage of Staff with no Sick Leave 53% 37%
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for between three and four years at time 
of reporting.

3

for four or more years at time of reporting.
7

 Number

Number. of new engagements, between 1 
April 2022 and 31 March 2023

2

Of which...

No. assessed as caught by IR 35 0

No. assessed as not caught by IR 35 2

No. engaged directly (via PSC contracted 
to department) and are on the 
departmental payroll.

0

No. of engagements reassessed for 
consistency / assurance purposes during 
the year

0

No. of engagements that saw a change to 
IR35 status following the consistency 
review 

0

Number of off-payroll engagements of 
board members, and/or, senior officials 
with significant financial responsibility, 
during the financial year.

0
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NOTE FOR FINAL REVIEW STAGE – consider how we reflect numbers above 
as generally less than 5 is deemed identifiable. 

There have been no-off payroll engagements of board members and/or 
senior officials with significant financial responsibility between 1 April 2022 
and 31 March 2023.

Exit Packages and Severance Payments

This disclosure reports the number and value of exit packages taken by 
staff leaving in the year. This disclosure is required to strengthen 
accountability in the light of public and Parliamentary concern about the 
incidence and cost of these payments.

Redundancy and other departure costs if paid would have been paid in 
accordance with the provisions of the NHS Agenda for Change Terms and 
Conditions and NHS Voluntary Early Release Scheme (VERS). Exit costs in 
this note are accounted for in full in the year of departure on a cash basis 

2022-23 2022-23 2022-23 2022-23 2021-22

Exit packages cost band (including any 
special payment element)

Number of 
compulsory 

redundancies

Number of 
other 

departures

Total number 
of exit 

packages

Number of 
departures 

where special 
payments have 

been made
Total number of 
exit packages

Whole 
numbers only

Whole 
numbers only

Whole 
numbers only

Whole 
numbers only

Whole numbers 
only

less than £10,000 0 0 0 0 1
£10,000 to £25,000 0 0 0 0 0
£25,000 to £50,000 0 0 0 0 0
£50,000 to £100,000 0 0 0 0 0
£100,000 to £150,000 0 0 0 0 0
£150,000 to £200,000 0 0 0 0 0
more than £200,000 0 0 0 0 0
Total 0 0 0 0 1

Number of individuals that have been 
deemed “board members, and/or, 
senior officials with significant financial 
responsibility”, during the financial 
year. This figure should include both 
off-payroll and on-payroll 
engagements.

0
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in this note as specified in EPN 380 Annex 13C. Should the Health Board 
have agreed early retirements, the additional costs would have been met 
by the Health Board and not by the NHS pension scheme. Ill-health 
retirement costs are met by the NHS pension’s scheme and are not 
included in the table.
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PART C: SENEDD CYMRU/WELSH PARLIAMENTARY 
ACCOUNTABILITY AND AUDIT REPORT

This report contains a range of disclosures on the regularity of expenditure, fees and charges, 
compliance with the cost allocation and charging requirements set out in HM Treasury guidance, 
material remote contingent liabilities, long-term expenditure trends, and the audit certificate and 
report.
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Regularity of Expenditure 

At the time this report was compiled the Regularity of Expenditure was yet 
to be received, this aspect of the report will be included in due course.

Fees and Charges 

At the time this report was compiled the Fees and Charges was yet to be 
received, this aspect of the report will be included in due course.

Remote Contingent Liabilities  

At the time this report was compiled the Remote Contingent Liabilities was 
yet to be received, this aspect of the report will be included in due course.

Compliance with Cost Allocation and Charging 
Requirements  

At the time this report was compiled the Compliance with Cost Allocation 
and Charging Requirements was yet to be received, this aspect of the report 
will be included in due course.

Report on the Audit and Financial Statements

At the time this report was compiled the Report on the Audit and Financial 
Statements was yet to be received, this aspect of the report will be included 
in due course.
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NWSSP Audit and Assurance Services 5 

 

Conclusion: 

2.4 The Health Board has an up to date, clear and concise policy and procedure in 

place for the management of bank staff across the organisation. We have provided 

Substantial Assurance in relation to this objective. 

 

Objective 2: The Temporary Staffing Unit is adequately structured and 
operating effectively to enable the robust and timely sourcing and allocation of 
bank and agency staff . 

2.5 The establishment of the TSU department was restructured in September 
2021.  Since then, the department has lost two key members of staff and has also 

experienced long term sickness over the last six months. This had a significant 

impact on the department and the services that they provided.  

2.6 To address the shortfalls, in 2021 a band 3 post was taken from another area in 

Workforce and Organisational Development (WOD) to assist TSU.  In addition, in 
August 2022 a Band 7 management post transferred from the HR Business Partner 

team to help support the department. This role oversees and manages the WOD 
admin, TSU and E-systems.  This is temporary solution which has left a gap in 

another part of the directorate. At the time of the audit, we were informed that 
another experienced member of the team will be leaving, and the Band 5 

Resourcing Advisor post will be vacant as from 6th March 2023. 

2.7 The current TSU staffing structure is as follows: 

Senior Business Partner 
1 x Band 8a 

 
 

 
Employee Manager  

(Non-substantive post) 
1 x Band 7 

 
Resourcing Advisor (Vacancy) 

1 x Band 5 

 
Staffing Coordinator 

1 x Band 4 

 
Resourcing Administrator 

2 x Band 3 
    

2.8 The two Band 3 Resourcing Administrators and one Band 4 Staffing Coordinator 
are responsible for the recruitment of Bank Staff, allocating and resourcing of 

shifts, and processing of agency invoices for payment. They also process annual 
leave payments for payroll, timesheets for shadow shifts, retire and returns and 

locum requests and invoicing for locum.  
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2.9 The recruitment of Bank and shift cover needs to be actioned daily, whereas the 
role of invoicing was historically completed every 2-3 days. Due to the number of 

agency staff that the Health Board are currently using, the department had to 
increase the role of invoicing to each day.  Between March 2019 and February 

2020, TSU processed 5,530 invoices, whereas in March 2022 to February 2023 
they processed 9,622. This shows the increase of work that the team has had to 

manage, and consequently has impacted on the recruitment process. The 

department had to prioritise the workload within the existing establishment.  

2.10 The department are also utilising and training up admin staff that work for WOD 

so that they can assist with the current pressures due to the increased numbers in 

agency cover. 

2.11 To support with the recruitment of bank staff the department has TRAC user guides 
in place to assist with each stage of the recruitment process. To support with 

allocating of shifts Allocate desktop procedures are also available to guide them.  

2.12 We contacted 13 different staff members across the Health Board who regularly 

utilise the TSU to ascertain if they felt that the TSU provided them with a good 
service and if the unit is meeting the needs of the Health Board.  Eight provided 

feedback and all felt that the department was under resourced, which was 
impacting on the services that they provide.  The respondents also highlighted 

issues with the length of time it takes for the pre-employment checks to be 
completed, the response time to emails and not answering telephone calls. 

(Matter Arising 1 )  

2.13 The TSU ensure that there is a constant advert out for Bank Staff.  In January, the 

department created adverts for each location, instead of a generic advert that 

covered the whole Health Board. It is hoped that this will help to identify and 

address the areas in which they are struggling to appoint to. 

2.14 A report identifying all shifts that were allocated to bank and agency for November 
2022 was obtained from the Bank Staff booking system.  851 shifts in total were 

allocated in November; 456 shifts (54%) were Bank, and 395 shifts (46%) were 
Agency.  144 (36%) of the Agency shifts were off contract and awarded to 

Thornbury. 

2.15 There has been an 81% increase in the number of shift requests when you compare 

the same period in 2019 to 2022. The table below shows a decrease in the number 
of shifts that have been filled by bank, but a 66% increase in agency filled shifts, 

especially for off contract agency. As highlighted in 2.9 this generates more work 

for TSU, particularly when processing invoices for payment. 
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known in advance are sent to the generic TSU email. Shifts that are short notice 
that require urgent cover are approved verbally. For our selected sample of agency 

staff, we were unable to trace the authorising emails.  This was due to the way in 
which the email trails are stored within the generic email address. (Matter Arising 
4)  

2.23 Time sheets for Agency staff are authorised by the Ward Managers, whereas Bank 

Staff are now paid via Health Roster.  This has been in place since November 2022. 

2.24 Testing was carried out to establish if bank and agency staff had been paid at the 

correct rate and within a timely fashion. Bank staff rate of pay is automatically 

calculated via Health Roster. There is an agreed hourly rate of pay for on contract 
and off contract agency cover. We reviewed a number of invoices and found 

discrepancies with the hourly rate of pay for off contract invoices.  We also found 
instances of invoices being paid later than 30 days from the date of invoice. 

(Matter Arising 5 ) 

Conclusion: 

2.25 Requests for Bank and agency staff are supported by appropriate justification and 
authorisation. We found discrepancies with the rate of pay for off contract invoices 

and noted that some invoices had been paid later than 30 days. We have provided 

Reasonable Assurance in relation to this objective. 

 

Objective 4 :  Accurate and timely reports on bank and agency usage and costs 
are produced and distributed to appropriate staff and groups / committees 
within the Health Board. Reports are subject to effective scrutiny and actions 
are taken where required  

2.26 Weekly bank and agency usage reports are produced by the TSU department for 

the Head of Nursing. These are used to identify which agencies are being used and 
to understand supply and demand.  It was identified that these reports have not 

been issued to the Heads of Nursing since late November 2022. (Matter Arising 
6 )  

2.27 A bank and Agency usage report is issued and sent to NWSSP Procurement 

Sourcing department each month.  Other Health Boards also provide the same 
data, which is collectively discussed at the Temporary Staffing Workforce Group.  

The report allows them to review the number of WTE Agency staff that have been 

used by month, which is broken down by On or Off Contact.   

2.28 Establishment reports are produced each month for Nursing, AHP and for the 
Environment Directorate.  These reports are predominately discussed at the 

monthly Senior Management Team (SMT) for Therapies and the Environment 

Directorate.  

2.29 We were informed that establishment reviews are scheduled Bi-annually.  The 
reviews look at whole establishment information such as budgeted establishments, 

staff in post, vacancies and bank and agency usage. These reviews are conducted 
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by the Director of Nursing and Midwifery, Deputy Director of Nursing and Midwifery, 

Head of Nursing and Lead Nurse for Informatics and Nurse Staffing.  

2.30 We were unable to determine if the Nursing Establishment Report was scrutinised 
at any groups or committees within Community Services.  It was also difficult to 

establish if the report was disseminated to the appropriate people as only Finance 
and WOD management are on the distribution list for when the reports are sent 

out. (Matter Arising 6)   

2.31 Finance have confirmed that whilst all budget holders have direct access to the 

Qlik online finance tool to understand costs in detail, Finance also send senior leads 

high-level dashboards that includes a chart and table that tracks agency spend.   

2.32 A comprehensive performance report on Workforce Performance is also discussed 

at the Workforce and Culture Committee, which includes an analysis of variable 

pay. 

Conclusion: 

2.33 TSU and WOD produced appropriate reports on Bank and Agency Usage.  Although 

we could evidence them being developed and issued, the regularity and distribution 
to appropriate staff and groups / committees could be improved. We have provided 

Reasonable Assurance in relation to this objective. 
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Agreed Management Action  Target Date  Responsible Officer  

5.1 & 5.2 

 

 

 

The standard operating procedure for invoicing will be reviewed to ensure that 

both the TSU and Finance are clear of their responsibilities in the process. This 

will include checks on invoice numbers, dates are accurately recorded and 

rates of pay are correct.  

 

A new self-billing process is being implemented for on-contract Agencies which 

will remove a number of the current manual checks required for invoice 

payments, improving accuracy.  

Qtr.1 23/24 

 

 

 

      Qtr.2 23/24 

 

 

Eleanor Davies, Human Resources 

Business Partner / Christian 

Thomas, Assistant Director of 

Finance 

 

Eleanor Davies, Human Resources 

Business Partner / Christian 

Thomas, Assistant Director of 

Finance 
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Appendix B: Assurance opinion and action plan risk rating 

Audit Assurance Ratings 

We define the following levels of assurance that governance, risk management and internal 

control within the area under review are suitable designed and applied effectively: 

 

Substantial 
assurance  

Few matters require attention and are compliance or advisory in 

nature.  

Low impact  on residual risk exposure. 

 

Reasonable 
assurance  

Some matters require management attention in control design or 

compliance.  

Low to moderate impact on residual risk exposure until resolved. 

 

Limited 
assurance  

More significant matters require management attention. 

Moderate impact  on residual risk exposure until resolved. 

 

No assurance  
Action is required to address the whole control framework in this 

area. 

High impact  on residual risk exposure until resolved. 

 

Assurance not 
applicable  

Given to reviews and support provided to management which form 

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

are not appropriate. 

These reviews are still relevant to the evidence base upon which 

the overall opinion is formed. 

Prioritisation of Recommendations 

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

Priority 
level  

Explanation  Management action  

High 

Poor system design OR widespread non-compliance. 

Significant risk to achievement of a system objective OR 

evidence present of material loss, error or misstatement. 

Immediate* 

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

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

Low 

Potential to enhance system design to improve efficiency or 

effectiveness of controls. 

Generally, issues of good practice for management 

consideration. 

Within three months* 

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

The Counter Fraud Annual Report 2022/23 is presented to the Audit Risk & 
Assurance Committee to inform of counter fraud performance during the last 
reporting period. The Report is written in line with the requirements of the 
NHS Counter Fraud Standards and Welsh Government Directions to NHS 
Bodies on Counter Fraud Arrangements. 

Accompanying the Annual Report is the draft Functional Standard Return 
submission. This is a review of performance against NHS Counter Fraud 
Standards and a self-review submission is a requirement on an annual basis. 

RECOMMENDATION(S): 

It is recommended that the Audit Risk & Assurance Committee note the 
contents of the Counter Fraud Annual Report 2022/23 as presented and take 
assurance from the work outlined that has taken place throughout the year. 

The appended draft Functional Standard Return 2022/23 requires approval 
by the Chair of the Audit Risk & Assurance Committee; deadline for 
submission is 31 May 2023. It is recommended that opportunity to discuss 
and inform Chair approval is undertaken at this meeting.







Matthew Evans

Powys Teaching Health Board
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1. Introduction
This report has been written in accordance with the provisions of the Fraud, Bribery and 
Corruption Standards for NHS Wales Bodies (the Functional Standards) which require 
Local Counter Fraud Specialists (LCFS) to provide a written annual report reflecting the 
counter fraud, bribery and corruption (economic crime) work undertaken during the 
financial year.

The Counter Fraud Work Plan for 2022/23 was approved by the Audit Committee in April 
2022 and identified a total resource of 308 days for the year. The Counter Fraud Team 
delivered 308 days of counter fraud activity. The total cost for the provision of local counter 
fraud services for the year was £73,204. 

For ease of reference and in line with the Work Plan, this report is structured under in line 
with Functional Standards Requirements of Counter Fraud activity. The annual report 
should be completed in enough detail to enable the responsible officers within the 
organisation to gain sufficient assurance that the counter fraud, bribery and corruption 
work undertaken is compliant with the Functional Standard Requirements and has been 
completed in line with organisations counter fraud workplan.

When the required work has not been completed against the counter fraud work plan or is 
not fully compliant with the Functional Standard Requirements details of the corrective 
actions to be undertaken should be reported.

2. Executive summary of organisational 
compliance

The Functional Standards require each health body to produce a written work plan 
outlining the LCFS’ projected duties for the year. The 2022/23 work plan, agreed by both 
the Director of Finance and Audit Committee, took due account of the work required to 
ensure consistent and effective implementation and delivery of the newly introduced 
Functional Standards. It was designed to ensure a holistic risk-based approach to counter 
fraud work within the Health Board with work split between proactive and reactive counter 
fraud activity. Flexibility contained in the work plan allowed high risk work to be undertaken 
urgently and dynamically.

Progress against the plan has been monitored during meetings with the Director of 
Finance, with update reports produced and presented to the Audit Committee in line with 
its agreed work programme.
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The Counter Fraud Team continue to attend meetings and forums organised by the NHS 
Counter Fraud Service (CFS) Wales. These meetings provide an invaluable opportunity to 
share information and identify emerging risks, themes and areas of best practice with NHS 
Counter Fraud colleagues across Wales. They have also been utilised by the NHS 
Counter Fraud Authority Training Delivery Leads to deliver key skills development 
sessions, refreshing fundamental operational skills and providing information and training 
on any relevant new economic crime matters or legislation. 

As part of the quality assurance process, NHS organisations in Wales are required to 
complete a self-review of their progress in implementing the Standards. From 2021/22 
NHS Wales adopted the Government Functional Standards on Counter Fraud (NHS 
Requirements) to replace NHS Counter Fraud Authority’s (NHS CFA) ‘NHS Counter Fraud 
Standards (Wales)’.  Counter Fraud work since that introduction has been focussed on 
building or maintaining compliance with the new standards. Since 2021/22 the Health 
Board has shown continual annual improvement in ratings against the Standards or 
maintained ratings.

There are two Standards Components that remain below Green rated however; 
Component 1B - Accountable individual - rated Amber and Component 3 - Fraud bribery 
and corruption risk assessment - rated Amber.

Component 1B – Accountable Individual 

This Standard is currently rated Amber due to the Health Board only recently nominating a 
Fraud Champion to the role. The Health Board’s Director of Corporate Governance was 
identified as the most suitable Senior Officer to meet the requirements of the Fraud 
Champion role and a nomination was subsequently completed. An action plan has been 
set for Fraud Champion activity for 2023/24 which includes support in enabling managing 
fraud risks via the existing Health Board mechanisms, providing strategic support around 
our reporting of counter fraud work, and communications around gifts and 
hospitality/declarations of interests. This activity will result in Green rating within next 
review.

Component 3 - Fraud Bribery and Corruption Risk Assessment

This Component is currently rated as Amber due to the requirements for maturity of this 
area of work to enable demonstration of continuous monitoring of fraud risk at a senior 
level, evidence of subsequent risk mitigation and that review of resources has been 
undertaken to ensure levels are suitable for this purpose.

Since introduction of this Component the Counter Fraud Team have sought to establish 
the fraud risk assessment processes aligned to the Health Board’s existing Risk 
Management procedures. 
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The Team have then created a core fraud risk profile developed from 129 NHS fraud risk 
descriptors. Alongside this further scanning has been undertaken to capture and manage 
emerging fraud risks such as arising from investigation, Fraud Prevention Notices, local 
intelligence, audit reports and findings, and NHS CFA IBURN releases. A tracker has been 
created to track and manage the actions around these known and emerging fraud risks. 

LCFSs have subsequently sought to undertake comprehensive risk assessments in liaison 
with local risk owners to establish a core foundation of assessments to work from. 
Arrangements have been made to record those risks on the DATIX system which will be 
utilised from 2023/24 to manage, track and measure fraud risk within the Health Board. 

Use of the DATIX system, alongside the local tracker, will allow evidence to be developed 
to meet the remaining elements outstanding to uplift this Component to Green. 

3. Declaration of compliance against the 
Functional Standard Requirements at the 
end of March 2022

The annual report must contain one of the declarations listed below.  This declaration must 
reflect the organisation type and be signed by the Accountable Board Member in order for 
the organisation to be compliant with the Functional Standard Requirements. 

Organisation Declaration 
I declare that the counter fraud, bribery and corruption work carried out during 2022-23 has been 
self-reviewed against the Functional Standard Requirements relating to fraud, bribery and 
corruption, and that the above rating has been achieved. 

Organisation Powys Teaching Health Board

Accountable Board Member  
Signature

Date
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4. Work carried out against the Functional 
Standard Requirements
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Governance
This section of the annual report outlines how the organisation supports and directs 
counter fraud, bribery and corruption work undertaken to create a strategic organisation 
wide response when combatting fraud bribery and corruption. 

Work relating to each Governance Component of the Functional Standard is summarised 
and current and previous rating for each Requirement is set out below.  

Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

NHS 
Requirement 
1A

This relates to the 
role of the 
accountable board 
member and their 
responsibility for the 
strategic 
management of, and 
support for, counter 
fraud, bribery and 
corruption work, 
including timely 
reporting and 
accurate notification 
of nominations to the 
NHSCFA. 

GREEN GREEN

The Director of 
Finance is responsible 
for the strategic 
management and 
support of counter 
fraud work. A good 
level of support and 
assistance is given to 
the Counter Fraud 
Team in the discharge 
of responsibilities by 
the Director of Finance 
and the wider Finance 
Directorate.

The Health Board's 
Audit Committee 
receive regular reports 
of Counter Fraud 
activity throughout the 
year which includes 
quarterly 
benchmarking reports. 
The Audit Committee 
receive and approve 
the Health Board's 
Counter Fraud Annual 
Report and Workplan.  
All Counter Fraud 
submissions to the 
Audit Committee are 
sponsored and 
supported by the 
Director of Finance.

Component 1

Accountable 
individual

NHS 
Requirement 
1B

This relates to the 
work of the 
organisations board / 
governing body in 

GREEN AMBER
NHSCFA proactive 
exercise reports have 
been presented to the 
Health Board's Audit 
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Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

gaining assurance 
and evaluating the 
counter fraud work 
undertaken during 
the year. This 
requirement also 
covers the role of the 
Counter Fraud 
Champion.

Committee. A 
concluding report 
Quality & Assurance 
evaluation has also 
been presented to 
Audit Committee which 
highlighted work 
undertaken in 
response to findings. 

The Audit Committee 
receives an Annual 
Report written in line 
with NHSCFA 
guidance using the 
template. This includes 
details of the 
Functional Standard 
Return for review.

The Health Board has 
a nominated Fraud 
Champion. However 
this nomination has 
only been confirmed 
recently and as such 
no opportunity to 
undertake activity to 
discharge duties. Work 
planned for the Fraud 
Champion in 2023/24 
includes support in 
enabling managing 
fraud risks via the 
existing Health Board 
mechanisms, providing 
strategic support 
around our reporting of 
counter fraud work, 
and communications 
around gifts and 
hospitality/declarations 
of interests. This 
activity will result in 
Green rating within 
next review.
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Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

Component 2 

Counter fraud 
bribery and 
corruption 
strategy

NHS 
Requirement 
2

This Component 
relates to the 
organisations over-
arching counter 
fraud, bribery and 
corruption strategy, 
and how the counter 
fraud work plan and 
resource allocation is 
aligned to the 
objectives of the 
strategy and locally 
identified risks.

GREEN GREEN

The Health Board’s 
Counter Fraud Policy 
& Response Plan 
includes the overall 
strategic aims of 
counter fraud work and 
operational response 
aligned to the 
NHSCFA counter 
fraud, bribery and 
corruption strategy. 

A counter fraud work 
plan is developed in 
line with key objectives 
of the strategy, 
alignment to national 
standards and 
includes response to 
nationally and locally 
identified risks

The CFP&RP and 
work plan are agreed 
by Director of Finance 
and Audit Committee 
and progress is 
tracked via regular 
reporting and 
attendance at Audit 
Committee.

Component 4

Policy and 
response plan

NHS 
Requirement 
4

This Component 
relates to the 
organisations counter 
fraud, bribery and 
corruption policy and 
response plan and its 
alignment to the 
NHSCFA strategic 
guidance.

GREEN GREEN

The Health Board has 
a Counter Fraud Policy 
& Response Plan in 
place. The Policy is 
reviewed to ensure 
that it remains current. 
A full review was 
undertaken in 
November 2022. 

Issues relating to 
bribery and fraud are 
also referenced within 
the Standards of 
Behaviour Policy. 
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Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

Staff awareness of 
these key policy 
documents is 
measured using 
questionnaires and a 
survey issued in March 
2022. Further surveys 
were undertaken on a 
targeted basis in 
November 2022.

Component 5

Annual Action 
Plan

NHS 
Requirement 
5

This Component 
relates to the 
development and 
management of the 
organisation’s annual 
counter fraud work 
plan. This plan 
should be informed 
by national and local 
fraud, bribery and 
corruption risk 
assessments.

GREEN GREEN

A counter fraud work 
plan is developed in 
line with key objectives 
of the strategy and 
alignment to national 
standards. Resource is 
allocated in line with 
this within the context 
of 4 strategic areas of 
counter fraud activity; 
Inform and involve, 
prevent and deter, 
hold to account and 
strategic governance. 

Progress against this 
work plan is monitored 
and evaluated through 
out the year with 
regular meetings with 
Director of Finance 
and regular reporting 
to Audit Committee. 
Allocated resource is 
included as part of this 
regular reporting along 
with benchmarking of 
overall resource 
availability.
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Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

Component 6

Outcome based 
metrics

NHS 
Requirement 
6

This Component 
relates to how the 
organisation 
identifies and reports 
on annual outcome-
based metrics with 
objectives to 
evidence 
improvement in 
performance

GREEN GREEN

All Wales Performance 
statistics are collated 
on a quarterly basis 
and shared between 
Health Boards and 
Welsh Government. 
Statistics are utilised to 
examine performance 
between NHS Wales 
organisations. 
Benchmarking 
undertaken on an 
organisational level 
against previous years 
and against other NHS 
Wales Organisations. 
Reports on 
performance and 
benchmarking are 
shared with the Audit 
Committee to 
scrutinise.

Clue3 includes 
recording and 
reporting mechanisms 
for proactive and 
reactive outcomes of 
counter fraud work 
which is utilised as a 
recording mechanism.

Counter Fraud Bribery and Corruption Practices
This section of the annual report outlines the organisations operational counter fraud activities 
undertaken during the year when detecting and combatting fraud. 

The organisation should report against each Counter Fraud Practice Component, under the 
Functional Standard and summarise the work completed to meet each Requirement. A high-level 
summary of each of the Counter Fraud Practice Components is set out below. 
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Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

Component 3

Fraud bribery 
and 
corruption 
risk 
assessment

NHS 
Requirement 
3

This Component 
relates to the local 
risk assessments 
undertaken in line 
with Government 
Counter Fraud 
Profession 
methodology to 
identify fraud, bribery 
and corruption risks, 
and how the 
organisations counter 
fraud, bribery and 
corruption provision 
is proportionate to 
the level of risk 
identified. 

AMBER AMBER

Comprehensive risk 
assessments are 
carried out in line with 
the GCFP 
methodology and 
recording aligns to the 
Health Board’s Risk 
Management Policy. 
The annual counter 
fraud work is informed 
by these risk 
assessments. NHS 
CFA issued national 
fraud risks guidance 
containing 129 fraud 
risk descriptors across 
the entirety of 
business areas the 
NHS engages in. 
These risks have been 
concatenated into core 
risk areas for review 
locally. Work since 
introduction of this 
Component has been 
to map fraud risk 
descriptors to core risk 
assessments, 
development of a fraud 
risk profile around core 
risk areas, 
implementation of 
managing fraud risk 
via DATIX, implement 
sufficient scanning 
techniques and 
processes to ensure 
all emerging fraud risk 
is captured and 
reviewed against 
existing fraud risk 
assessments. Action 
plan to lift rating to 
Green is to utilise 
results of previous 
work to effectively 
demonstrate 
monitoring of risk with 
measurable outcomes.
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Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

Component 7

Reporting 
routes for 
staff, 
contractors 
and members 
of the public

NHS 
Requirement 
7

This Component 
relates to the 
reporting routes in 
place at the 
organisations to 
report suspicions of 
fraud, bribery and 
corruption and a 
mechanism for 
recording these 
referrals and 
allegations on the 
approved NHS fraud 
case management 
system.

GREEN GREEN

The Health Board has 
well documented 
reporting routes for 
any party to report 
incidents of fraud, 
bribery and corruption. 
Reporting routes are 
formalised in the 
Counter Fraud Policy 
& Response Plan and 
Bribery Policy. 
Reporting routes are 
also highlighted within 
counter fraud 
awareness training, 
newsletters and 
communications, 
included on the 
Counter Fraud Intranet 
pages and highlighted 
in the Counter Fraud 
Information Booklet 
available for staff. 
Reporting routes 
include a central 
Counter Fraud email 
inbox, email and 
phone directly to 
LCFSs, a Microsoft 
Forms Fraud 
Reporting form, the 
National Fraud and 
Corruption Reporting 
Line as well as 
alternative reporting 
routes to Director of 
Finance and 
whistleblowing charity 
Protect-Public 
Concern at Work.  

The Counter Fraud 
Team have regularly 
received contact from 
individuals raising 
concerns resulting in 
the commencement of 
12 new investigations 
in 2022/23. Surveys 
have been undertaken 
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Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

in March and 
November 2022 to 
measure 
effectiveness.

Component 8

Report 
identified loss

NHS 
Requirement 
8

This Component 
relates to the 
organisations use of 
the approved NHS 
fraud case 
management system 
to record all 
allegation and 
investigative activity. 
Including all 
outcomes, recoveries 
and system 
weaknesses 
identified during the 
course of 
investigations and/or 
proactive prevention 
and detection 
exercise.

GREEN GREEN

The Health Board fully 
utilises the Clue case 
management system 
to record and report 
identified loss. The 
system includes 
opportunity to record 
all investigaiton 
materials, local 
proactive exercises 
and operational 
statistical information. 

Statistics are collated 
and submitted on a 
quarterly basis to 
Counter Fraud Service 
Wales and an All 
Wales Operational 
Performance report 
produced. A 
benchmarking report 
utilising this 
information is 
presented to Audit 
Committee on a 
quarterly basis.

Component 9

Access to 
trained 
investigators

NHS 
Requirement 
9

This Component 
relates to the 
accredited Local 
Counter Fraud 
Specialist (LCFS) at 
the organisation, and 
details of the 
continuous 
professional 

GREEN GREEN

Local Counter Fraud 
Services for the Health 
Board are provided by 
Swansea Bay UHB 
under a Service Level 
Agreement. The 
service is delivered by 
qualified, nominated 
and accredited LCFS, 
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Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

development 
undertaken. All LCFS 
undertaking counter 
fraud activity at the 
organisation must be 
nominated with the 
NHSCFA.

who conduct the full 
range of anti-fraud, 
bribery and corruption 
work on behalf of the 
organisation. The 
LCFS attend all 
necessary training and 
continuous 
professional 
development events 
as required to 
appropriately fulfil their 
role on an ongoing 
basis.

The counter fraud 
accredited resource for 
2022/23 was 2.6 FTE.  

Component 
10

Undertake 
detection 
activity

NHS 
Requirement 
10

This Component 
relates to the 
proactive work 
completed to detect 
fraud using relevant 
information and 
intelligence to identify 
anomalies that may 
be indicative of fraud, 
bribery and 
corruption and the 
work undertaken in 
response.

GREEN GREEN

LCFS review Final 
Internal and External 
Audit reports and meet 
with the Head of 
Internal Audit to share 
details on identified 
risk. This would 
include instances 
where data mining or 
sampling has 
highlighted outliers or 
concerns. A PPV 
programme is 
undertaken in respect 
of GPs, Opticians and 
Pharmacies, with final 
reports received by the 
LCFS.  Meetings are 
held with the PPV 
Manager. The HB also 
participates in the NFI 
process. Risk 
assessments are 
considered as part of 
this work and 
completed where 
necessary. 

As a result of this 
information and 
intelligence review 
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Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

process the Counter 
Fraud Team have 
registered 3 local 
proactive exercises on 
the case management 
system in 2022/23.

Component 
11

Access to and 
completion of 
training

NHS 
Requirement 
11

This Component 
relates to the 
programme of work 
undertaken at the 
organisation to raise 
awareness of fraud, 
bribery and 
corruption and to 
create a counter 
fraud, bribery and 
corruption culture 
among all staff. The 
effectiveness of the 
awareness 
programme is 
measured. 

GREEN GREEN

The Health Board has 
an ongoing 
programme of work to 
raise awareness of 
economic crime issues 
amongst all staff, using 
a range of methods 
including virtually 
delivered 
presentations and e-
learning package 
availability. This is 
supported by 
newsletters and 
intranet pages 
alongside the regular 
release of counter 
fraud information via 
articles and alerts. 

The awareness 
programme is 
sufficient to achieve a 
Green rating but is an 
area highlighted for 
improvement. Work 
has been undertaken 
including risk based 
training resulting from 
proactive work, roll out 
of training to new 
areas such as GMS 
Contractors, targeting 
of high volume groups 
of staff following 
reintroduction of such 
meetings following 
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Function 
Standard 
Component

NHS Requirement 2022 
Rating

2023 
Rating Current Position

Covid, refresh of 
existing 
communication 
methods such as the 
counter fraud intranet 
pages and introduction 
of short form counter 
fraud awareness 
articles. Contact with 
the Counter Fraud 
Team has increased 
as a result but this 
remains an area to 
seek continued 
improvement despite 
Green rating.

Component 
12

Policies and 
registers for 
gifts and 
hospitality 
and Conflicts 
of Interest

NHS 
Requirement 
12

This Component 
requires the 
organisation to have 
in place policies and 
registers for gifts and 
hospitality and 
conflicts of interest 
that reference the 
requirements of the 
Bribery Act 2010 that 
are communicated to 
all staff. The 
effectiveness of 
which is regularly 
tested.

GREEN GREEN

The HB has a 
Standards of 
Behaviour Policy in 
place, which has 
incorporated 
declarations of 
interest, gifts, 
hospitality and 
sponsorship. The 
Policy also includes 
reference to fraud, 
bribery and corruption 
and the requirements 
of the Bribery Act 
2010, and is available 
to all staff via the 
intranet. It is also 
promoted during fraud 
awareness 
presentations. Testing 
of staff awareness of 
the Policy has been 
included in surveys 
issued in March and 
November 2022.
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5. Appendices
Appendix 1 – Counter Fraud Activity
This section of the annual report should detail the total counter fraud resources used by the 
organisation. The following information must be included in the counter fraud annual report in order 
for the organisation to be compliant with the Functional Standard NHS Requirement 1B.

Area of activity Days used

Proactive work 202

Reactive work 106

Total days used 308

Appendix 2 – Counter Fraud Costs
This section of the annual report should detail the total costs of the counter fraud resources used 
by the organisation. The following information must be included in the counter fraud annual report 
in order for the organisation to be compliant with the Functional Standard NHS Requirement 1B. 

Cost of Counter Fraud, Bribery
and Corruption Work Total Costs £

Proactive costs £48010

Reactive costs £25194

Total costs £73204
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Appendix 3 – Nominations Overview 
This section of the annual report should detail the nominated officers at the organisation during the 
reporting period, including all supporting LCFS. If any of the nominations have changed during the 
year, the date of the change should be included. 

The following information must be included in the counter fraud annual report in order for the 
organisation to be compliant with the Functional Standard NHS Requirement 1B and 9.

 Role Name of Nominated Person

Accountable Board Member Pete Hopgood

Audit Committee Chair Mark Taylor

Fraud Champion Helen Bushell

Lead LCFS Matthew Evans

Supporting LCFS Vacant
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Appendix 4 – Investigation Information
This section of the annual report should detail all the activity recorded on the CLUE Case 
Management System.  The following information must be included in the counter fraud annual 
report in order for the organisation to be compliant with the Functional Standard NHS Requirement 
1B, 6, 7 and 8.

Investigation Information Number

Investigations carried forward from 2020/21 3

Investigations Opened during the period 12

Investigations Closed during period 10

Investigations Ongoing 5
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Appendix 5 – Risk Based Exercises
This section of the annual report should detail all the Fraud Risk Assessments (FRAs), Local 
Proactive Exercises (LPEs) and System Weakness Reports (SWRs) undertaken. The following 
information must be included in the counter fraud annual report in order for the organisation to be 
compliant with the NHS Counter Functional Standard NHS Requirement 1B, 3, 5, 6, 8 and 10.

Fraud Risk Assessments Number

Number of FRAs reviewed in line with the 
organisations risk management policy 4

Local Proactive Exercises Number

Number of LPEs conducted during the year 4

Number of LPEs recorded on the NHS CFA Case 
management system as per component 8 1

Number of LPEs concluded during the year 0

System Weakness Reports Number

Number of SWRs identified during the year 0

Number of SWRs concluded during the year on 
the NHS CFA Case management system as per 
component 8

0

Number of new processes adapted or introduced 
as a result of SWRs 0
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Appendix 6 - Sanction & Redress Overview 
This section of the annual report should detail of any sanctions and redress activity undertaken. 
The following information must be included in the counter fraud annual report in order for the 
organisation to be compliant with the Functional Standard NHS Requirement 1B, 6 and 8.

Sanction Imposed Number

Disciplinary 0

Civil 2

Criminal 0

Total Sanctions 2

Redress Imposed Total Amount £

Fraud identified £17,394

Fraud Prevented £17,394

Fraud Recovered £17,394
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Agenda Item: 3.9

Audit, Risk and Assurance Committee DATE OF MEETING:
 16th May 2023

Subject: IMPLEMENTATION OF AUDIT 
RECOMMENDATIONS 

Approved and 
presented by:

Director of Corporate Governance/Board Secretary 

Prepared by: Interim Corporate Governance Business Officer

Interim Corporate Governance Manager 
Other Committees 
and meetings 
considered at:

Executive Committee 19th April 2023

PURPOSE:

The purpose of this paper is to provide the Audit, Risk and Assurance 
Committee with an overview of the position relating to the implementation of 
Audit Recommendations, arising from reviews undertaken by Internal Audit, 
External Audit (Audit Wales) and Local Counter Fraud Services as of 31st March 
2023.

RECOMMENDATION(S): 

The Audit Committee is asked to CONSIDER the current position of outstanding 
Audit Recommendations and take ASSURANCE that the organisation has an 
appropriate system for tracking and responding to audit recommendations. 

Approval/Ratification/Decision Discussion Information
 

THE PAPER IS ALIGNED TO THE DELIVERY OF THE FOLLOWING 
STRATEGIC OBJECTIVE(S) AND HEALTH AND CARE STANDARD(S): 
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1. Provide Early Help and Support 
2. Tackle the Big Four 

3. Enable Joined up Care. 

4. Develop Workforce Futures 
5. Promote Innovative Environments
6. Put Digital First 
7. Transforming in Partnership 

Strategic 
Objectives:

1. Staying Healthy 
2. Safe Care
3. Effective Care 
4. Dignified Care
5. Timely Care
6. Individual Care
7. Staff and Resources

Health and 
Care 
Standards:

8. Governance, Leadership & Accountability 

BACKGROUND AND ASSESSMENT:

INTERNAL AUDIT

During September 2022, an exercise was undertaken to review the revised deadlines 
implemented as a result of the COVID-19 priority level. Executive Owners were provided an 
opportunity to review any outstanding recommendations from 2017/18, and 2019/20 and 
re-consider where appropriate, achievable final deadlines for implementation that could be 
monitored against. The revised deadlines are included within the appendices. All 
recommendations from 2018/19 are now complete.
 
The reporting period 2020/21, 2021/22 and 2022/23 is summarised by Internal Audit 
priority level (high, medium, and low). This approach is being taken for all new audit 
recommendations received going forward.

The overall summary position in respect of overdue internal audit recommendations is: -

2017/18 2018/19 2019/20 2020/21 2021/22 2022/23 TOTAL 
OUTSTANDINGCovid-19 

Prioritisation Number

Internal 
Audit 

Priority Number Number
Priority 1 0 0 0 High 1 6 6 13
Priority 2 0 0 6 Medium 2 8 4 20
Priority 3 0 0 3 6
Not Yet 
Prioritised

0 0 0
Low 1 1 1

0

TOTAL 0 0 9 4 15 11 39
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Detail of re-prioritised internal audit recommendations can be found appended to this 
report as follows: -
Appendix D – Internal Audit Recommendations that remain OUTSTANDING.
Appendix E – Internal Audit Recommendations COMPLETED since the previous report.
Appendix F –Internal Audit Recommendations NOT YET DUE for implementation.

EXTERNAL AUDIT

The overall summary position in respect of overdue external audit recommendations is: -

Overdue External Audit Recommendations
2018/19 2019/20 2020/21 2021/22 2022/23 TOTAL 

OUTSTANDING
Number Number Number Number Number Number

Priority 1 0 0 0 0 0 0
Priority 2 1 0 1 0 0 2
Priority 3 0 0 0 0 0 0
Not Yet 
Prioritised

0 0 0 1 2 3

TOTAL 1 0 1 1 2 5

Detail of re-prioritised external audit recommendations can be found appended to this 
report as follows: -
Appendix G – External Audit Recommendations that remain OUTSTANDING.
Appendix H - External Audit Recommendations Not Yet Due for Implementation.
Appendix I – External Audit Recommendations COMPLETED since the previous report. 

LOCAL COUNTER FRAUD SERVICES

There are currently no outstanding recommendations from Local Counter Fraud Services 
Pro-Active Exercises. 

NEXT STEPS:
Progress against outstanding audit recommendations will continue to be monitored by the 
Executive Committee and Audit, Risk and Assurance Committee.

From April 2023, an assessment of each Directorates position in relation to the 
implementation of Audit Recommendations will be integrated into the Directorate Review 
process, Directorate Reviews are held twice yearly (Apr/May and Oct/Nov) and are led by 
the Chief Executive.

















192027 Welsh Language 
Standards 
Implementation

Limited Director of 
Therapies and 
Health Sciences

Welsh Language 
Service 
Improvement 
Manager

R3 The health board should continue raising awareness of the 
Standards, including through:

1. the roll of out awareness sessions, keeping records of 
attendance;

2. increasing the frequency and content of internal 
communications; and;

3. the Standards included as a standing agenda item at 
Directorate and service level meetings to ensure progress 
against action plans is monitored.

4. Consideration should be given to developing a 
communications strategy to ensure staff are familiar with the 
Standards, understand its impact on their roles and the 
support and resources available to them to comply.

The health board will continue to offer Welsh Language Awareness 
sessions to staff across all directorates and will record attendance 
going forward. The health board will explore options for adding this 
training to ESR in order to record staff training. Opportunities to deliver 
this training session virtually will be explored in order to reach as many 
staff as possible across the health board.
In addition, the health board will look to increase opportunities to raise 
awareness of the Standards to all staff across the organisations via a 
range of communication methods. The health board will continue to 
liaise with the Assistant Director of Communications to develop and 
promote a new Communications Guide for staff across the health 
board which includes guidance on complying with the requirements of 
the Welsh Language Standards and will offer examples of best practice. 
A communication strategy will form part of the overarching Welsh 
language action plan as outlined in the response to recommendation 2 
above.

Mar‐21 Mar‐22 Overdue 3 Partially 
complete

1. Welsh language awareness sessions are routinely held as part of the corporate induction days on a monthly bssis ensuring that all new staff 
to PTHB are aware of the Welsh language standards and the support that's available.    Awareness sessions are also being held with individual 
teams across the health board.   Data on number of attendees is available.           
 2. Information on Welsh language standards is routinely sent out to staff via  Powys Announcements, emails, social media channels and staff 
sessions such as the corporate induction.  Our new sharepoint pages include comprehensive information on  complying with the Welsh 
language standards as well as  information on how to learn Welsh and what support is available. For the launch of our new Sharepoint site all 
our Welsh language guidance for staff have been updated. 

3.  An audit by NWSSP has recently been completed on how various departments across the health bopard are complying with the standards 
and how Directorates monitor progress against work plans.  We expect the audit plan to be completed and targets and deadlines given by 
Novemeber 2022.                                                                                        
4. Building on our current work to increase the content of internal communication regarding the Welsh language standards, we will work with 
the Communications team to develop a communications strategy for the following year.   the startegy will be in place by the end of the 
financial year (March 30th 2023).
5. As part of a tour of PTHB sites alongside the Wellbeing roadshows, Welsh Language team staff have been visiting sites and advising on 
indiviudal locations by summer 2023.

Lack of resources to fully 
implement the WL 
Standards. Additional 
funding requirements 
for translation costs.    
Resource and deadline 
implications for WL 
team depending on 
recommendations of 
audit.  

Regular monitoring and 
reporting via the 
Executive Lead for WL.  
Additional resource has 
been allocated for 
translation costs. 

1 ‐ complete               2 ‐ complete                        
3 ‐ audit plan to be completed in November 
2022 with deadline for the next year                     
4 ‐ end of March 2023.
  5 ‐ June 2023 

24 12 Mar‐23 Sep‐20

202108 Partnership 
Governance – 
Programmes 
Interface

Limited Board Secretary R1 The health board should consider developing a partnership 
governance guidance document defining the different types of 
partnership/collaborative working arrangements and the 
governance arrangements required for each. This would assist 
in identifying the most appropriate arrangement to meet 
identified needs when seeking to establish a new partnership. 
The equivalent arrangements in place for Section 33 
agreements could be used as a starting point.  Partnerships 
should be supported by a partnership governance framework 
clearly setting out the objectives and governance 
arrangements. This should include roles and responsibilities of 
each partner, performance monitoring and assurance 
reporting arrangements and escalation processes.  A central 
record of partnerships should be maintained. This should 
identify the executive lead(s) and assurance reporting 
arrangements. The record should be referred to when 
considering establishing a new partnership, to identify 
whether requirements could be met by an existing partnership

The Board has previously recognised the need for a Partnership 
Governance Framework.  Development was delayed due to COVID‐19. 
This will be taken forward in 2021/22 as part of the Annual 
Governance Programme.

Sep‐21 Mar‐22 Overdue Partially 
complete

Overview of partnership governance arrangements presented to board at Strategic Planning Session as an interim position.

Feb 2022 update ‐ some high level work commenced with this action in 2022 but due to a variety of factors the work has not been completed. 
The new Director of Corporate Governance / Board Secretary took up post in January 2023 and will ensure the development of the partnership 
governacne guidance document  is included  for the 2023/24 year. Revised date requested to 31  March 2024.

April 2023 ‐ action is on track for March 2024, reports will be provided as the year progresses. 

April 2023 ‐ The Live Well: Mental health partnership  reports to each Regional Partnership Board meeting. An assuracne report will also now 
be included to the Boards Patient Experience, Quality and safety meeting on an annual basis. The report has been added to the Committee's 
work plan for 2023‐24. 

Lack of organisational 
capacity and within the 
corporate governance 
team

The Board's main 
partnership 
arrangements are 
reported to each Board 
meeting

By March 2024 18 12 Mar‐23

212214 Occupational Health 
Service 

Limited Director of 
Workforce and 
Organisational 
Development 

Assistant Director 
of  OD 

R1 Management need to ensure that both the Occupational 
Health Policy and Needlestick & Body Fluid Contamination 
Injuries Policy are updated and approved in a timely manner.

The Policy for Needlestick and Body Fluid Contamination will be 
reviewed and presented for Executive approval.The Occupational 
Health Policy will be reviewed and presented for Executive approval in 
Quarter 2 2022

Jun‐22 Overdue Partially 
complete

Policy for Needle stick and BF reviwed and approved at execs on 13th July. Generic OH policy currently being reviewed;.

 OCTOBER 2022 ‐ Operational delay in obtaining  comments  back on draft OH generic policy before submitting to Execs for sign off ‐  Policy will 
be scheduled for  Nov exec.

FEBRUARY '23  Capcity issues have delayed this being reviewed. An appointment to  the 8b OH consulant nurse has been sucessful and they 
commence role Early March. It will be one of their first tasks to undertake.

MARCH'23 OH Consultant Nurse now in post. Work has commenced on generic OH policy review, once amendments and additions have been 
finalised it will go out to service areas for consultation prior to exec sign off. 

Capacity within the OH 
team has meant this has 
only partly been 
achieved 

Generic OH policy review will be ready for 
consulation / comments end Aug with view to 
approval by execs in Sept

Exec meeting 
13th July NS and 
BF policy 
approved

9 Mar‐23 Aug‐22

222301 IT Infrastructure and 
Asset Management 

Limited Director of 
Finance, 
Information and 
IT

Assistant Director 
‐ Digital 
Transformation 
and Informatics

R1 A plan to replace all the Windows 2008 servers should be 
developed and enacted.
A funded, rolling replacement programme for infrastructure 
equipment should be developed.

Original replacement plan was delayed during the pandemic and the 
Digital Transformation team is now leading on taking this forward. 
Secured DPIF Capital funding in 21/22 to help improve and enhance 
current infrastructure (but not to fully rectify and resolve), global 
market conditions and supplier delays resulted in alternative plans 
being deployed (linked to infrastructure development) to maximise use 
of the funding as available within time constraints. Further DPIF bids 
are being prepared for submission in 23/24 and beyond.
There are also plans to move to the HCI platform to allow the legacy 
equipment to be decommissioned. This will also improve power and 
cooling.A realistic infrastructure replacement plan is being developed 
linked to the 4C report and this will be across a number of years and 
potential funding sources available.

Mar‐23 Overdue Partially 
complete

2008 servers identifed and some have already been upgraded/migrated and there is a plan to refresh all Windows 2008 servers

11/04/2023 ‐ There are currently 6 Server 2008 servers in use. We are working with suppliers and internal teams to remove the remaining 
servers. This figure is down from 10 at the beginning of march. Work continues to remove Windows Server from the estate as quickly as 
possible.

0 0 Mar‐23 Sep‐22

222301 IT Infrastructure and 
Asset Management 

Limited Director of 
Finance, 
Information and 
IT

Assistant Director 
‐ Digital 
Transformation 
and Informatics

R4 A process for ensuring patching of switches should be 
established.

Extended lifelong warranties have been procured (reliant on vendor 
support where devices cannot be patched), that means if there is a 
fault with the switch the vendor will support resolution.
Digital Transformation have put plans in place for replacement of the 
switches (subject to securing capital funding) and will form part of the 
re‐submitted DPIF bid.

Mar‐23 Overdue Partially 
complete

Capital is sourced to replace part of the switch estate.  Further funding is being sought for ongoing Switch replacement

11/04/2023 ‐ A significant investment has been secured to replace switches in various location around the authority. A process for 
maintaining firmware willl be devised during rollout.

0 0 Mar‐23 Sep‐22

222301 IT Infrastructure and 
Asset Management 

Limited Director of 
Finance, 
Information and 
IT

Assistant Director 
Digital 
Transformation / 
Assistant Director 
of Estates and 
Facilities

R5 Fire and water detection should be included at both sites.
Consideration should be given to providing a dedicated power 
supply to the Bronllys room.
Fire suppression should be installed at Brecon.
The air conditioning within Brecon should be reviewed to 
ensure it is capable of reducing the temperature appropriately.

Fire detection and suppression are in place at Bronllys, but no water 
detection.
Air conditioning has been serviced and will form part of a regular 
service and maintenance programme to ensure it is efficient
There are plans to move on premise servers held within the Data 
Centre to the cloud so this will reduce the risk of on‐premises DC’s.A 
plan will be developed with Estates and Facilities to assess the water 
detection requirements and to test and provide assurance relating to 
the power requirements (initial meeting already taken place).

Mar‐23 Overdue Partially 
complete

a full audit has been completed of comms rooms, there will be a report available with requirements to be submitted to estates and facilities

11/04/2023 ‐ No progress

0 0 Mar‐23 Sep‐22

222301 IT Infrastructure and 
Asset Management 

Limited Director of 
Finance, 
Information and 
IT

Assistant Director 
Digital 
Transformation 

R6 A programme of re‐cabling should be undertaken.
Unsupported network devices should be removed from the 
network
A review and associated upgrade of Wi‐Fi provision should be 
undertaken

Dedicated Programme Manager post established to lead on this area 
and to identify options and develop a plan over a reasonable timescale 
to improve (link to 4C report).
Funding to be secured based on final plan and business case and 
unsupported network devices will be replaced by managed switches 
(dependant on procurement and funding constraints).
An independent Wi‐Fi review has been completed and improvement 
plan in place including controller configuration and upgrade. Further 
improvement dependant on business case and funding being secured.

Mar‐23 Overdue No progress Project manager is in post and working with suppliers on the specificaiton and quality control for cabling requirements

11/04/2023 ‐ Work is ongoing to address the health boards cabling infrastructure, we are currently working with estated to ensure that all 
contracted work complies with all applicable standards before implementation.

0 0 Mar‐23 Sep‐22

222301 IT Infrastructure and 
Asset Management 

Limited Director of 
Finance, 
Information and 
IT

Assistant Director 
Digital 
Transformation 

R7 The network should be split into Vlans.
The firewalls should be deployed.

Network re‐design plane is being developed and will include 
implementing the segmentation identified.
The Digital Transformation team are overseeing the wider 
infrastructure improvement plan (which is reliant on strengthened 
capability and investment). This is aligned to the All‐Wales 
Infrastructure Programme.
Firewall implementation has started and is in progress lead by the 
Head of Cyber Security.

Mar‐23 Overdue Partially 
complete

The firewalls have been deployed and there is a design plan to segment the network and implement V‐Lans

11/04/2023 ‐ New switching and wifi infrastructure procured at the end of 2022/23 FY will allow the design and implementation of 
segmented vlans. This is a significant activity and may take most of 2023/2024 to implement.

0 0 Mar‐23 Sep‐22

222314 Welsh Language 
Standards

Limited Director of 
Therapies and 
Health Science 

Welsh Language 
Team 

R3 Management to ensure that the Welsh Language Policy along 
with any staff guidance is up to date, accurate and published 
as soon as possible on SharePoint for point of reference for all 
staff. The existing Health Board response to this standard has 
taken the form of a mangers’ guidance document, however 
the Audit has called for a formal policy; the Welsh Language 
Team ill de elop this sing models from other Welsh health

The Welsh Language Team will develop a formal Welsh language policy 
summarising the Health Board’s position.

Jan‐23 Overdue Partially 
complete

Policy has been drafted and is awaiting review by Execs. Expected completion end of May 2023. 2 2 Mar‐23 Jan‐23

192022 Outpatients Planned 
Activity

Reasonable Director of 
Planning and 
Performance

R1 Create and implement an overarching document that outlines 
the range of outpatient services and pathways provided by the 
health board, including the locations where they are delivered.  
Create and implement a process flow diagram that explains 
the outpatient referral process, ensuring Patient Services staff 
are fully aware of the procedures to be followed.

Implementation will inevitably be dependant upon the health board's 
position in relation to COVID‐19. An indicative implementation date of 
31 March 2021 has therefore been included.
PTHB Elective Care patient pathways are managed in accordance with 
national waiting times standards and good practice is followed to 
ensure that patients are treated promptly, efficiently and consistently. 
A Patient Access Policy within the health board will be developed that 
details roles and responsibilities and sets out the general principles and 
rules for managing patients through their elective care pathway.
WG are currently reviewing national waiting times standards (RTT) in 
light of COVID19 19 and the impact of new ways of working e.g. digital 
appointment solutions like Attend Anywhere. The Patient Access Policy 
will be updated in line with the revised WG guidance once published.

Mar‐21 Mar‐22 Overdue 3 Partially 
complete

This work has been delayed due to covid but also now needs to be considered in line with national guidance on pathways and the Powys 
renewal priorities. This will take until end of the year.

Waiting for overall WG 
rollout

Jun‐23 24 12 Mar‐23 Sep‐20

192023 Estates Assurance 
Follow Up 

Reasonable Director of 
Environment

Asbestos 
Manager

AM2 A detailed review of the Asbestos Management Plan should be 
completed.

Jan‐21 Oct‐22 Overdue 3 Partially 
complete

Policy now updated and approved with Asbestos Management Plan to be agreed in Asbestos Management Group. Last element related to 
'labelling' now agreed and finalisation of document and approval at next meeting only now outstanding

Procedural elements 
have needed to be 
agreed collectively by 
Asbestos Safety Group 
which meets bi‐monthly

Operational 
management remains 
robust. Rationalisation 
and clarity of 
documentation will 
reduce paperwork and 
introduce site specific 
management plans.

Aug‐23 26 4 Mar‐23 Sep‐20

202115 Winter pressures and 
flow management

Reasonable Director of 
Planning and 
Performance

Senior Manager
Unscheduled Care

R2 2.1 The health board should ensure the update to discharge 
policies and procedures is undertaken promptly upon 
confirmation from Welsh Government.
2.2 The health board should engage relevant staff in the 
update to ensure the documents are easily understandable 
(using flow charts and diagrams where appropriate).
2.3 The content of this audit report should be considered as 
part of the update process.

2.1 Agree – cannot action until further consultation. Recent 
engagement with DU has suggested DTOC will return by end of year. If 
this is the case policies and procedures will need recommencing & 
revision if required.
2.2 Flow charts & diagrams of discharge requirements circulated to 
staff, placed in shared access folders and discussed in team meeting. 
Will be a standard agenda for assurance of understanding & 
interpretation by staff.
2.3 The update of any policies will be in line with Welsh Government 
direction on DTOC and discharge planning, so we are working within 

i l id li

Mar‐22 Overdue Partially 
complete

Still awaiting direction from WG, which is expected November 2021. Ongoing work with the delivery unit in regards to newly revised DTOC 
system which is anticipated for release by November. Will implement guidelines & establish pathways as required. Policies will be updated 
when guidelines released to be in line with national requirements.  

01/04/2023 Yes via meeting 
minutes & 
action logs

12 Mar‐23

ITEM 3.9i APPENDIX D �H AUDIT RECOMMENDATIONS THAT REMAIN OUTSTANDING 



202115 Winter pressures and 
flow management

Reasonable Director of 
Planning and 
Performance

Senior Manager
Unscheduled Care

R3 3.1 As part of formalising the PFCU business cycles (see MA1), 
the health board should consider the key performance metrics 
for patient flow performance (including delayed transfers of 
care) to be used for reporting at each level within the health 
board and how frequently these should be reported.
3.2 The health board could refer to the 2017 Audit Wales 
report (Discharge Planning, Powys Teaching Health Board) in 
identifying metrics, recognising some of the metrics in that 
report are only relevant for acute care.

3.1 KPI’s and pathways are in situ but “paused” whilst DTOC reporting 
was stepped down.  When recommenced a review of pathways will be 
held to ensure they are in line with any revised guidelines.
KPI’s for delays & repatriation times will be developed once the 
technology supports this – incoming with electronic flow system.
3.2 The HB will focus on national guidelines for step down & step up 
beds as a mechanism to support the identification and development of 
metrics ‐ currently working with Hywel Dda University Health Board & 
the NHS Wales Delivery Unit to establish a cross agency recording 
system which will lead to a shared data set. Metrics for discharge 
pathways is already established.

May‐22 Overdue Partially 
complete

Still awaiting direction from WG, which is expected November 2021. Still awaiting direction from WG, which is expected November 2021. 
Ongoing work with the delivery unit in regards to newly revised DTOC system which is anticipated for release by November. Will implement 
guidelines & establish pathways as required. Will ensure KPI's are in line with  national requirements when released. 

Jun‐23 10 Mar‐23

202115 Winter pressures and 
flow management

Reasonable Director of 
Planning and 
Performance

Senior Manager
Unscheduled Care

R5 Given the impact of the Covid‐19 pandemic and the ongoing 
development of patient flow initiatives, the health board 
should consider undertaking a formal demand and capacity 
review for staff resource for patient flow.

Seven‐day working was stood up during the pandemic where a demand 
& capacity review was completed for weekend working. As a result, the 
HB established no demand for seven day working but has a plan to flip 
if required to seven days. Outside of this flow is managed & workload 
of CTC’s is manageable There is sufficient evidence to support this (i.e. 
staff within working hours, flow adequate & ability to flex within 
teams).
The HB will consider a demand & capacity review in its longer‐term 
plan.

Jul‐22 Overdue Partially 
complete

The Health Board has daily oversight via CTC's on the number of patients requiring repatriation back to Powys. Whilst CTC's are not employed 
7 days per week the position on a Monday morning is quickly understood. The Health Board will pick up demand and capcity planning as part 
of 23/24 overall IMTP planning

Jun‐23 8 Mar‐23

212203 Medical Equipment 
and Devices

Reasonable Director of 
Therapies and 
Health Sciences

Medical Device & 
POCT Manager

R1 1. A process should be developed to ensure that the Preferred 
Equipment list is maintained and kept up to date by adding 
and removing items as necessary.
2. The EDOF form should include a field to confirm that NWSSP 
have been involved in the purchase, or an explanation as to 
why not.
3. The Medical Devices team should ensure that all EDOF's are 
fully completed prior to processing.

1. Management will ensure a review of the purpose of the Preferred 
Equipment List is undertaken. How it is maintained and kept current 
will be part of this review. Both Procurement and Finance support will 
be required for this review.
2. There is currently a section within the EDOF stating NWSSP 
Procurement must be involved. However, management will ensure this 
is strengthened by adding a specific field to confirm that NWSSP have 
been involved in the purchase, or an explanation as to why not.
3. Management will ensure all EDOF’s not fully completed will be 
returned to the
requesting service for completion.

Nov‐22 Overdue Partially 
complete

A Teams Channel has been created for for both Medical Devices Team and Procurement to access and update the preferrend equipment list. 
This work includes any All Wales contracts being added by Procurement.

Medical Devices Team have reviewed items and categories listed. The list will be presented to the MD&POCT Group in March 2023 for 
comments to ensure it continues to be efficient and user friendly.  

2 & 3. Constant monitoring of EDOF requests by Medical Devices team to ensure Procurement are engaged where applicable and that forms 
are completed fully.

This whole item will be closed by May 2023. 

Resource within Medical 
Devices Team.

Regular meetings and 
monitoring with 
Procurement. EDOF 
process monitors 
equipment being 
requested. 

This will remain an ongoing action as the 
preferred equipment list requires constant 
monitoring and updating in conjunction with 
Procurement. 

4 Mar‐23

212203 Medical Equipment 
and Devices

Reasonable Director of 
Therapies and 
Health Sciences

Governance Leads R3 All staff should be reminded of the requirement to ensure 
indemnity forms signed by the patient are completed for all 
items loaned to patients.

All patients will be asked to complete indemnity forms when receiving 
equipment from the health board. Continuous assurance will be 
obtained through service governance leads in the form of self‐audits. 
Governance leads will provide assurance to the Medical Devices Group 
through “At a Glance Reports.”

Nov‐21 Feb‐22 Overdue Partially 
complete

Examples of evidence received from Governance Leads. Standard template is being developed by Medical Devices Team through the additional 
resources secured on a temporary basis. Indemnity document to be presented to MD&POCT Group in March 2023 for approval across all 
services. Full implementation can then take place. 

Limited resources to 
undertake audits to gain 
assurance that all 
services are compliant. 

Regular monitoring and 
reporting into Medical 
Devices Group. 

Examples of evidence received from 
Governance Leads. Standard template is being 
developed by Medical Devices Team through 
the additional resources secured on a 
temporary basis. Indemnity document has 
been drafted and to be to be shared with 
MD&POCT Group  for approval across all 
services. Full implementation can then take 
place. Audit, undertaken locally, will be 
required to monitor compliance.  These will 
need to be service led as there is no capacity 
within the Medical Devices Team to undertake 
these. Assurance from services will be via 
Highlight reports into MD&POCT Group. This 
should be completed by the end of May 2023

16 13 Mar‐23

212203 Medical Equipment 
and Devices

Reasonable Director of 
Therapies and 
Health Sciences

Head of Clinical 
Education / 
Medical Device & 
POCT Manager

R5 1. The Local Responsible Officers at each ward / department 
should ensure that all training received by staff in respect of 
medical devices and equipment is recorded in ESR.
2. The manufacturer's instructions for all medical devices and 
equipment should be scanned and stored together 
electronically in accordance with the requirements of the 
Policy for the Management of Medical Devices and Equipment. 
This may be achieved by developing a central repository for 
manufacturer’s instructions that is accessed via the Medical 
Devices pages of the intranet, rather than being done by 
individual wards and departments.

1. Management is committed to making improvements in the 
recording of medical device and POCT training, for both new devices 
and refresher. A small group has been set up to progress medical 
devices and POCT training which includes robust record keeping via 
ESR. An initial meeting of the group is scheduled for 8th November, 
this was delayed at the request of Clinical Education as waiting for new 
members of the team to commence into post. The aim of the group 
will be to pilot a process for a small number of devices. Once this is in 
the place, the same process will be rolled out for all devices and all staff 
groups.
2. Management will ensure manufacturer’s instructions are stored 
digitally via the Medical Devices Intranet page where applicable. 
Capacity to undertake this task is limited. Responsibility for this role 
and timeframe for completion to be identified.

Mar‐22 Overdue Partially 
complete

Training matrix has been developed and shared with Governance Leads for review.  Shared with MD&POCT Group members in October 2022 
and agreed at November MD&POCT Group.  Comments received and to be added to matrix.

SBAR is being drafted to identify the issues and risks around training. 

Resource within Medical 
Devices Team.

Implementation of new 
devices on a health 
board basis incorporate 
training and recording 
via ESR. 

Assurance on devices already in use will take 
some time to obtain through ensuring all staff 
are appropriately trained and competent, 
recieve updates at agreed intervals and that 
robust recording processes are in place. 
Gradual progress being made but unable to 
define a specific completion date due to 
capacity constraints

12 Mar‐23

212203 Medical Equipment 
and Devices

Reasonable Director of 
Therapies and 
Health Sciences

Medical Device & 
POCT Manager

R6 The Health Board should introduce suitable monitoring 
arrangements for all contracts associated with the provision 
and maintenance of medical devices and equipment. This 
should include the development of key performance indicators 
(kpi's) and targets for each contract.
These could for example include:
• Actual expenditure against expected expenditure / annual 
contract value
• The number / percentage of medical devices and equipment 

Management will ensure contract meetings are resurrected and KPI’s 
developed and monitored as per contractual arrangements, although 
capacity does limit this area. The renewal of the main maintenance 
contract (due 1st April 2022) provides an opportunity to significantly 
strengthen this area.
Standing agenda item will be added to the Medical Devices Group to 
review contract monitoring and KPI’s.

Apr‐22 Overdue No progress Contract monitoring meetings continue with some providers. 

Temporary additional resource has provided an opportunity to strengthen processes in this area and identify cost savings. Additional resource 
has also enabled contract monitoring meetings to be reinstated. However, this won't be feasible in the long term without permanent support 
in this area. 

Resource prevents 
progress in this area.

Contract monitoring 
meetings held for some 
providers. 

Without any additional support it is difficult to 
understand how the health board will be in a 
position to strengthen contract monitoring 
processes and therefore obtain assurance on 
compliance. 

11 Mar‐23

212203 Medical Equipment 
and Devices

Reasonable Director of 
Therapies and 
Health Sciences

Governance Leads 
/ Medical Device 
& POCT Manager

R7 1. Staff and independent contractors across the HB 
responsible for undertaking POCT should be reminded to 
ensure that all Internal Quality Control (IQC) checks and 
External Quality Assessments (EQA’s) are recorded in 
accordance with the requirements of the Management of 
Point of Care Testing Policy.
2. Staff and independent contractors across the HB 
responsible for the management of medical devices and 
equipment and undertaking POCT should be reminded of the 
requirement to periodically complete the Medical Devices 
Audit Form, in accordance with the Management of Point of 
Care Testing Policy and the Management of Medical Devices 
and Equipment Policy. The Management of POCT policy should 
be updated to include an indicative timescale for undertaking 
self‐audits and completing the Medical Devices Audit Form. A 
link to the Medical Devices Audit Form should also be added 
to the Management of Medical Devices and Equipment Policy.
3. A Standard Operating Procedure (SOP) should be drawn up 
for all medical devices and equipment used in POCT, in 
accordance with the Management of Point of Care Testing 
Policy.

1. Actions and improvements will be made through the POCT Group. 
Processes will be implemented for monitoring compliance and will be 
developed through the POCT Group in collaboration with service group 
Governance Leads.
2. The Management of POCT policy will be updated to include an 
indicative timescale for undertaking self‐audits and completing the 
Medical Devices Audit Form. A link to the Medical Devices Audit Form 
is already included in the Management of Medical Devices and 
Equipment Policy. Will be raised through POCT Group in relation 
compliance with policy.
3. All new POCT devices will have SOP’s in place prior to 
implementation. The management, in conjunction with Governance 
Leads, will ensure all current Point of Care Testing Devices have SOP’s 
in place and that they are regularly reviewed and updated accordingly. 
This work will be implemented through the POCT group.

Dec‐22 Overdue Partially 
complete

WPOCT implementation will strengthen governance in terms of quality control checks. WPOCT project has commenced but not completed. 
Project Manager role has progressed but delay in IG approval has impacted on being able to deliver within a specified timescale.

Resource prevents 
progress in this area.

Awareness raised 
through Governance 
Leads of the importance 
of quality control checks 
and robust recording, 
abeit currently in manual 
format. 

Funding has ceased for the Project Manager 
role, and following IG delays this has 
significantly impacted implementation. 
Gradual progress is being made in WPOCT 
implementation for INR devices across all sites; 
revision of timescales in light of project 
manager funding ceasing is underway. This role 
will need to be absorbed within the MD&POCT 
Team. This is proving a challenge from a 
capacity, skills and knowledge aspect.    

Further discussions held with neighbouring 
health board and agreement from Executive 
Director to explore options to strengthen POCT 
governance within the health board. Briefing 
paper under development. 

3 Mar‐23

212204 Midwifery – 
Safeguarding 
Supervision

Reasonable Director of 
Nursing & 
Midwifery

Head of 
Midwifery and 
Sexual Health / 
Named Midwife 
for Safeguarding 
supervision / 
Assistant Director 
for Women and 
Children’s 
services

R1 1. Management should ensure that staff are reminded of their 
responsibility to attend a Safeguarding Supervision Session 
every three months.
2. Management should also ensure that the Work Plan drawn 
up to improve compliance is effectively implemented.

1a. Head of Midwifery to highlight to all Midwives at all Powys 
Midwifery meeting on their responsibility to attend Safeguarding 
Supervision every three months
1b. Head of Midwifery will be reviewing compliance through weekly 
Bronze meetings with Band 7 Midwives
1c. Requirements to attend Safeguarding supervision and available 
dates for Q3 are highlighted through the Midwifery Weekly brief that is 
shared to all Powys Midwives
2a. Safeguarding supervision compliance will be monitored through 
monthly Midwifery Management and Leadership Governance meeting 
and has been included into the Women and Children’s Senior 
Leadership Performance Dashboard
2b. Women and Children’s Safeguarding Work plan to be reviewed and 
updated to ensure improvements with compliance is effectively 
implemented

Dec‐21 Overdue Partially 
complete

Ongoing highlighting to midwives at a range of forums re compliance with safeguarding supervision. Lead midwife for safeguarding to 
commence in post 29/08; workplan to include support for supervision.

* Rachel Mills lead Safeguarding Midwife will attend monthly Management & Leadership meetings to update the team on Safeguardng cases.
* Abbi Maddox Interim Head of Midwifery & Sexual Health to meet with Rachel Mills Safeguarding Midwife on a monthly basis to be sighted 
on training and required updates.
* Learning to be embedded through Joint Shire Meetings with Midwifery & Health Visiting services using Safeguarding scenerios on a quarterly 
basis.

Feb 2023 ‐ update ‐ change in senior management team in January 2023 ‐ management meeting weekly agenda amended to ensure 
sfaeguarding supervision compliance and any specific updates are standard agenda 2nd week of the month from now on.
Safeguarding midwife has database of attendnace at quarterly sessions which will be shared with managment team at those meetings also 
supporting mechanism for escalation
B7 team leads will be expected to feed back monthly on compliance on many elements including safeguarding for their teams
safeguarding midwife also booked for March 2023 all Powys team meeting to provide further update for staff around safeguarding
advise further embedding of process

Issues regarding release 
of staff due to staff 
shortages/clinical 
demand
Limited number of 
sessions which are not 
always available when 
convenient for all staff 
to attend

request that team leads 
allocate protected time 
for staff to attend which 
is rostered, preventing 
clinical work to be 
allocated to individual. 
Lead midwife for 
safeguarding, to 
commence in post 
29/08, who will support 
midwives to attend
Midwives aware can 
access safeguarding team 
re any concerns about 
specific cases

Expected improvement in compliance by end 
of Q3; Monitored via Safegaurding Strategic 
Group and added to W&C dashboards.

Feb 2023 ‐ expcted improvement by April 2023 
in view of changes in senior structure in Jan 
2023

15 Mar‐23

212206 Theatres Utilisation  Reasonable Director of 
Planning and 
Performance 

Medical Director      R1 Further work should be undertaken to take forward the 
consideration regarding appointment of a part time Clinical 
Director for Endoscopy and Theatres to improve the oversight 
and discussion of clinical issues. Further work should be 
undertaken to take forward the consideration regarding 
repatriation and staffing of Theatre and Endoscopy services by 
the Health Board

To explore opportunities for a Clinical Director role for Planned Care 
(including Endoscopy and Theatres)

Mar‐22 Overdue Partially 
complete

Being considered at present and as part of planning for 23/24. April 23 Update ‐ currently being recruited to  Unable to fully mitigate 
the risk 

During current financial 
year 

01/06/2023 12 Mar‐23 Jan‐22

212206 Theatres Utilisation  Reasonable Director of 
Planning and 
Performance 

Assistant Director 
of Community 
Services Group 

     R2 Progress on delivering the Theatres and Endoscopy Recovery 
Plan should be appropriately controlled and monitored to 
ensure that the 2021/22 Renewal Priorities are achieved.

Further work should be undertaken to take forward the consideration 
regarding repatriation and staffing of Theatre and Endoscopy services 
by the Health Board.

Mar‐22 Overdue Partially 
complete

currently being scoped. Will need additional finance to resolve or diversion of funds allocated to Health Boards 'back' to afford delivery. Feb 23 
update ‐ this is being included as part of our IMTP planning for 23/24. PTHB will apply for additional funding via the Elective Recovery Fund to 
afford the costs incurred. April 23 update ‐ the Health Board is in the process of applying for it's population share of the £50m to enable this 
to occur. All schemes likely to start due qtr 1 23/24

Currently waiting for 
NHS Wales DU to 
assemble patient lists to 
enable selection from 
other HB waiting lists 
(for potential 
repatriation)

01/06/2023 12 Mar‐23 Jan‐22

212206 Theatres Utilisation  Reasonable Director of 
Planning and 
Performance 

Assistant Director 
Community 
services 

     R3 The Service Level Agreements for the in‐reach staff should be 
reviewed and updated as soon as possible.The assumptions 
and calculations within management information should be 
reviewed and updated as soon as possible. Agreed 
Management Action 3

To review service level agreement with in reach providers, this is 
challenging due to current seasonal pressures focus and all providers re‐
aligning/transforming services and implanting recovery plans. 
Management reports will be aligned with updated SLAs as part of 
2022/23 service planning.

Mar‐22 Overdue Partially 
complete

All SLAs to be by the end of Sept as part of managing the overall financial position of the HB.

Update ‐ revised focus at CQPRM meetings will see SLA performance discussed more frequently including supplementary operational 
meetings. There remains a certain level of fragility in the inreach relationships due to at times, a higher level of need withiin the host provider. 
Feb 23 update ‐ CQPRM meetings include enhanced oversight. the Commissioning Team's programme of work for 23/24 includes a formal 
review of this area and the application of a consistent approach to all inreach SLA's

01/07/2023 12 Mar‐23 Jan‐22

212206 Theatres Utilisation  Reasonable Director of 
Planning and 
Performance 

Assistant Director 
of Community 
services  

    R4 The actions put in place should continue to be monitored to 
ensure that they mitigate the risk of failing to achieve access 
targets including Referral to Treatment and National 
Endoscopy Programme Joint Advisory Group Training Site re‐
accreditation.

Plans in place monitored via Delivery & Performance Committee and 
Diagnostics, Ambulatory Care & Planned Care Board Programme, PTHB 
Integrated Performance Report.

Ongoing  Overdue Partially 
complete

Additional reporting in place and PTHB continues to review compliance against JAG standard.

1 unit now JAG accredited with the 2nd unit seeking accreditation during 22/23

01/04/2023 #VALUE! #VALUE! Mar‐23 Jan‐22

ITEM 3.9i APPENDIX D �H AUDIT RECOMMENDATIONS THAT REMAIN OUTSTANDING 



212206 Theatres Utilisation  Reasonable Director of 
Planning and 
Performance 

Planned Care 
Manager

      R5 The Health Board should develop a protocol which describes 
the administrative processes which are in place regarding 
theatre utilisation.

Terms of Reference for Theatre Planning Meeting will be formalised and 
admin processes for list planning added to the SOP.

Jan‐22 Overdue Partially 
complete

Terms of Reference are now in place. Utilisation picked up as part of GIRFT review.Operational theatre report to be revamped in line with GIRFT 
expectations

Jun‐23 14 Mar‐23 Jan‐22

212207 Dementia Services‐ 
Home Treatment 
Teams  

Reasonable Director Primary, 
Community Care 
and Mental 
Health 

Assistant Director 
of Mental Health 
Services 

     R1 The operating environment within both teams needs further 
evaluation, to ensure clients have consistent access to services 
throughout the Health Board and good practice can be shared 
and embedded.

The configuration of the North Powys team to match the clinical 
specialism of the South will require additional funding, as well as any 
move to the South Team matching the North’s 7‐ Day working 
practices. Elements of this funding will be considered as part of the 
Mental Health Service Improvement funding and any additional 
funding released by Welsh Government.

Sep‐22 Overdue Low No progress At present, funding to enable the expansion of the team to accommodate 7 day working. This will be considered within the overall MH model 
of care through the MH Transformation work that commences in September 22. 
 Update ‐ this service is currenty being reviewed as part of the wider ASM work. The eventual model will be incorporated into our OBC

Additional financial 
resources are required 
in order to operate the 
service on 7 day basis.

Should patients 
deteriorate over 
weekend, inpatient and 
MHA processes are 
available. 

7 day working for the DHTT will be considered 
as part of the Mental Health transformation 
work. Completion date will exceed the agreed 
deadline for this action.  

Jun‐23 3 Mar‐23 Jan‐22

212207 Dementia Services‐ 
Home Treatment 
Teams  

Reasonable Director Primary, 
Community Care 
and Mental 
Health 

Operations 
Manager, Mental 
Health Services 

     R2 The draft policy should be updated to ensure it captures the 
operating environment of both teams and is approved by an 
appropriate forum/committee.Consideration should be given 
to producing standard operating procedures within both 
teams that should clarify the process for the operational 
updating of the WCCIS System.

The draft policy will be finalised by April 2022, and until additional 
funds are available to operate the South Team on a 7 – day basis we 
will require two flow charts demonstration patient flow and the 
method of referral.The SOP requires finalisation and until full expansion 
of the service will require two sections, relating to North and South 
Powys. This will include an update on WCCIS forms to be utilised, 
however, it should be noted that this work is conducted on an all‐
Wales basis and all agencies using WCCIS are required to agree to the 
same forms and processes.

Apr‐22 Overdue Partially 
complete

Strong progress has been made on the SOP, and updating WCCIS forms is underway. However, these need to be agreed at a national level 
before they are implemented. 

Authorisation of new 
forms at a national level.

Paper forms are 
currently in use. 

TBC ‐ as working to national WCCIS team 
deadlines. 

Jun‐23 3 Mar‐23 Jan‐22

212208 Waste Management  Reasonable Director of 
Environment

Service 
Improvement 
Manager

     R1 The Waste Process document review should be concluded as 
scheduled, with consideration given to the Policy guidance set 
out in WHTM 07‐01, and with enhanced detail regarding 
governance structure and training arrangements.
The THB should ensure the Waste Process document, 
following review and update, is approved at the relevant Board‐
level Committee as a formal policy, in accordance with WHTM 
07‐01 requirements.
The new document, once approved, should be published 
online.
Superseded documents should be removed from the intranet.

Agreed. The core document is already in place and is currently out for 
consultation with Waste Group members.
Agreed. The updated document will be signed off as a Policy at 
Executive Committee.

May‐22 Dec‐22 Overdue Partially 
complete

Some further changes to the document are required. The document will then go through the process that will close with consideration by the 
Board.
We have reviewed the document following completion of our contract award, but also reflected on progress in other HBs  ‐and our document 
will be finalised and through necessary governance by December 2022

Obtaining an agenda  
slot at the relevant 
workforce Policy Review 
Group followed by an 
Executive Team meeting 
prior to consideration of 
the revised document 
by the Board. Extention 
to deadline requested 
due to committee 
timetables.

An extant PTHB waste 
policy exists that can be 
used as a reference. 
WHTM 07‐01 is followed 
as best practice 
guidance.

Nov‐22 10 3 Mar‐23 Apr‐22

222303 Security Services  Reasonable Director of 
Environment 

Assistant Director 
of Support 
Services 

R2 Management should remind all Departmental Managers of the 
requirement for having Security Protective Measures plans in 
place for their areas of responsibility. Management should 
consider developing a template for the Security Protective 
Measures Plans for 
Security Leads to complete. This will allow for consistency in 
the information being recorded.

An internal communication will be made to all Departmental Managers 
advising them of the latest version of the Security Protective Managers 
Policy and its location on Sharepoint.
b. This action will be discussed further during the next Security 
Oversight Group Meeting in December with the meeting invitation 
distribution List extended and updated to include a wider 
representation from all Departments across PTHB. A 30 minute slot has 
been reserved on the agenda for the next Site 
Coordinators Meeting and Health and Safety Groups in January 2023, 
to discuss the Security Protective Measures Policy and to deliver the 
toolbox talk on the preparation of Departmental Security Plans.To date,
Departments have been encouraged to use the standard risk 
assessment template to develop Security plans as it provides a 
template to assess existing risks with a revised risk following risk 
mitigation and  consideration. A dedicated template document will be 
developed to record  Security plans and this will be presented to the 
December 2022 Security Oversight Group Meeting for consideration 

d l l i h i l f l h l h d

Feb‐23 Overdue Partially 
complete

Due to change over of Assistant Director role further work is planned around the template for Security Plans to be disucssed at HSG and SOG. 
Security Oversight Group attendance extended to cover more service representatives. Communitcation around Site Security, new web pages, 
Policy and future survey will be shared via Powys Announcements in April 2023 

The PTHB Risk Assessment form as a template document for Departmental Security plans.  JM will amend a current document with some topic 
headers to aid evaluation and add to the Security Site on Sharepoint 

1 1 Mar‐23 Nov‐22

222310 Machynlleth Hospital 
Reconfiguration 
Project

Reasonable Director of 
Environment 

Project Director  R2 a) All project variations should be approved in line with the
Standing Orders.
b)W here the THB wishes to vary the delegated financial limits
contained within the Standing 
Orders, a project‐specific scheme of delegation should be 
defined and formally approved at an 
appropriate level for application at future projects.
c) Noting timeliness of contract execution is a recurring audit
recommendation at the THB, 
management should develop an acceptable procedure to 
facilitate the signing of agreements / 
contract documentation in a complete and timely manner.  
2.2) Project Board minutes should clearly record when a 
decision is made/approval granted

a) Agreed.
b) Project‐specific scheme of delegation will be considered / 
implemented, dependent on value of project, to administer 
variations whilst still maintaining the governance criteria for 
overall cost control for future major projects.
c)  Strengthening of process to ensure timeliness of signing of 
agreements / contract documentation will include investigation of 
electronic signatures and possible delegation of authority for signing of
construction related contracts.
2.2) Project Board minutes will clearly record decisions made and 
approvals granted.

Jan‐23 Overdue Partially 
complete

a) Complete
b) This will be implimented on future major schemes discussions are taking place regarding governance arrangements
c) To be implimented on future schemes electronic signatures being implimented ‐ to be discussed with Board Secretary
d) Complete

2 2 Mar‐23 Jan‐23

222311 North Powys 
Wellbeing 
Programme 

Reasonable Director of 
Primary, 
Community Care 
and Mental 
Health 

Senior 
Responsible 
Officer

R6 The service mapping should be updated to ensure the 
programme has continuous relevance in 
providing a clearer picture to services to users, encouraging 
solidarity of stakeholders especially 
locals of North Powys accepting change and importantly 
supporting the required service 
transformation plan.

A  full review of the service mapping has been carried out and updated 
and aligned to the 5 transformation areas of work.

Jan‐23 Overdue Partially 
complete

2 workshops have been undertaken in order to review service mapping. The remaining workshops were stood down due to winter pressures, 
industrial actions preparation and wider assimilation with the Accelerated Sustainability Model work. Further service mapping has occurred to 
update from 2014 following recommendations as part of the Internal Audit

Jun‐23

2 2 Mar‐23 Jan‐23

222311 North Powys 
Wellbeing 
Programme 

Reasonable Director of 
Primary, 
Community Care 
and Mental 
Health 

Senior 
Responsible 
Officer

R7 Management should ensure the membership agreement is 
sorted promptly for the smooth running of the governance 
framework and the programme as a whole. Management 
should also encourage key staff to attend their respective 
programme meetings drawing their attention to the quorate 
requirement stated in the ToR in the Governance framework.

Majority of work areas have now identified leads from respective 
organisations who attend Programme Delivery Team on a monthly 
basis with the exception of the social model for health transformation 
area.

Jan‐23 Overdue Partially 
complete

Workstream leads have been identified however some delay in progressing all workstreams for the reasons outlined above

Jun‐23

2 2 Mar‐23 Jan‐23

222307 Looked After Children 
Health Assessments 

Substantial Director of 
Nursing and 
Midwifery

Director of 
Nursing and 
Midwifery

R1 Management should ensure that Data entry checks are 
undertaken to ensure that information held 
within the LAC Spreadsheet is correct and up to date. 

Weekly spot checks by Business support manager of the LAC spread 
sheet in place. Immediate action in progress and already commenced.
The LAC Team had identified the LAC Spreadsheet needed to be 
updated due to the amount of information it was holding and the time 
involved in updating the data. The process of redesigning a new system 
that will improve data collection, imit human error and enable a more 
efficient use of time has already commenced and will be ready for 
testing January 2023.

Jan‐23 Overdue Partially 
complete

spot check of current data speadsheet being undertaken weekly. New data collection/storing system built and ready for testing. weekly spot checks new data system will be in place March 2023 1 1 Mar‐23 Jan‐23
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212214 Occupational Health 
Service 

Limited Director of 
Workforce and 
Organisational 
Development 

Assistant Director 
of  OD 

R3 Management within the Occupational health service need to ensure that 
employees are seen on a timely basis to ensure that any medical conditions 
which are affecting an employee’s ability to carry out their duties is addressed 
on a timely basis.Management need to train staff on the completion of 
referral forms to ensure that the staff receive the appropriate support 
required or send them back requesting them to be completed correctly. 
Management may wish to consider drawing up guidance for the completion of 
the form or the use of a schedule of Frequently Asked Questions for staff to 
access.

The Occupational Health Team will develop a set of KPIs for timelines 
and monitor compliance relating to OH referrals and appointments 
(this will be developed once the additional resources are in place). 
Develop a ‘manager’s guide’ and work with Workforce Business 
Partners to provide support and guidance for the completion of 
referrals.

Sep‐22 Complete Complete KPIs for timelines  are in development; utilising  data  from Cohort reports. Update on referrals;  
volume  and timelines were  verbally reported at H&S group 10.10.22

Managers guide in draft from and due to be released end of October. Employee Relation Team, will 
cascade through service mgt structures.  

FBRUARY '23 ‐ KPIs in developemnt will be a key task once 8b OH resource is in place. KPIs will also 
form part of the new OH mgt system (CIVICA) due to go live in 2023. Information for ' When should i 
refer to occupational helath'  included on share point pages.

MARCH'23 KPIs for timelines within OH services are in place and set to run from 1st April . The cohort 
OH management system will provided compliance data with the set timelines and will be used to 
provide a high level OH management information dashboard. This will be possible from 1st May 
following one months KPI tracking 

The inability to recruit to  
the 1.4 WTE OH vacant 
posts has contributed to 
delay in full  progress of 
these actions.  

Work on the KPIs are 
being developed but not 
at the intended pace 
due to resources

Once resources have been recruited to : 
estimated Q4

6 Mar‐23 Aug‐22

212214 Occupational Health 
Service 

Limited Director of 
Workforce and 
Organisational 
Development 

Assistant Director 
of  OD 

R4 Management need to ensure that all prospective employees are cleared on a 
timely basis following receipt of the pre‐employment questionnaires so that 
they can commence employment as soon as possible.

Develop a set of KIPs and implement monitoring of compliance 
against timelines relating to Occupational Health Pre‐employment 
checks

Oct‐22 Complete Complete Appropriate KPIs will  be developed following 3 month period of monitoring trends Sept‐Nov.

 FEBRUARY '23 KPIs will form part of the new OH mgt system (CIVICA) due to go live in 2023. There 
will be a a set on all Wales KPIs and dashboards to utilising once all HBs have moved to the new 
system in 2023. We are currently capturing timeline data that we will use in the interim to assess 
effectiveness of PECS.

MARCH'23 KPIs for timelines for Preemployment checks within OH services are in place  and set to 
run from 1st April . The cohort OH management system will provided compliance data with the set 
timelines and will be used to provide a high level OH management information dashboard. This will be 
possible from 1st May following one months KPI tracking. 

hold up in system is 
immunisations 
declarations ‐and 
timeliness of employees 
returning information – 
Reliance on managers to 
chase employees to source 
and send information to 
OH 

Pre‐employment checks 
are now triaged within 3‐
4 working days.

End Q3  5 Mar‐23 Aug‐22

212214 Occupational Health 
Service 

Limited Director of 
Workforce and 
Organisational 
Development 

Assistant Director 
of  OD 

R6 Management should consider developing the current dashboard to include 
any indicators around timeliness of services provided by Occupational Health.

Occupation team will develop a set of KIPs to be included in the 
Occupational Health reporting dashboard for:
• Timelines and compliance relating to OH referrals and 
appointments
• Timelines and compliance relating to OH Pre employment checks

Oct‐22 Complete Complete Detailed dashboard yet to be developed‐ Reliant of above KPI data sets to be fully  in place.
 FEBRUARY '23 KPIs will form part of the new OH mgt system (CIVICA) due to go live in 2023. There 
will be a a set on all Wales KPIs and dashboards to utilising once all HBs have moved to the new 
system in 2023. We are currently capturing timeline data that we will use in the interim to assess 
effectiveness of PECS.

MARCH'23 KPI for Pre employment checks (PECS ) receipt of PEC to clearance  of 10 working days
KPI for Management and Self referrals receipt of referral to  first offer of an appointment ‐ 20 working 
days

This information will then 
be included in the Monthly 
HR workforce dashboard

Verbal updates at H&S 
group  Data on referrals 
and PECs  to be included 
when available in WOD 
workforce performance 
report dashboard 

End Q3  5 Mar‐23 Aug‐22

212216 Risk Management & 
Assurance 

Reasonable Board Secretary  R2 A programme of risk management training should be rolled out across all tiers 
of Health Board management and staff so as to provide theoretical and 
practical knowledge to support the content of the Risk Management 
Framework.

Recommendation Accepted
A proposed approach was considered at the RAG on 5 July with 
further development of training material agreed to be presented 
back to its next meeting prior to roll‐out into the organisation to 
relevant groups. Risk Management Training is available for staff to 
access via ESR but a more tailored approach to the Health Board’s 
specific requirements is required and in development.

Oct‐22 Complete Complete Feb 2023 ‐ training material is in development. Roll out has not yet commenced due to staffing 
changes, wil continue from 1 May 2023. 

April 2023 ‐ A plan is now in place to roll out training in Q3 and Q4 of 2023/24 ‐ this will include risk 
appetitie review and training for the Board early Q3, the Risk and Assurance Group later in Q3 and 
then directorates in Q4 rolling into early 2024/25. The training will be supported by a rerfreshed risk 
toolkit and training package. In the meantime risk management training continues to be available to 
all staff via ESR. Action proposed to be closed on this basis, theprogress against implementation will 
be tested in the risk management audit for 2023/24.

5 5 Mar‐23 Aug‐22

212217 Breathe Well 
Programme 

Substantial Director of 
Therapies and 
Health Sciences

Transformation 
Programme 
Manager 

R1 The Programme Initiation Document should be updated to reflect the 
frequency of the Programme Team / Programme Board meetings

PID to be updated to include frequency of meetings in line with RSPB 
requirements. PID to be agreed by Breathe Well Programme Board at 
September 2022 meeting and then approved by RSPB thereafter.

Oct‐22 Complete Complete PID updated to address issues identified through Internal Audit and to reflect change from RSPB to 
Transformation & Value Group Executive Committee. Draft PID shared with Breathe Well Programme 
Team on 14/09/22 for comment and considered for approval by Breathe Well Programme Board on 
30/09/22. Updated PID will go to Transformation & Value Group Executive Committee in November 
for final approval.

Managed through 
Breathe Well 
programme governance

Approved by Breathe Well Programme Board on 
30/09/22 and will then go for Executive 
Committee approval on 9 November 2022.

PID not considered by Executive Committee in 
November 2022 due to the Accelerated 
Sustainable Model programme work. This has 
allowed for a further addition to the PID about 
the Wellbeing of Future Generations (Wales) 
Act 2015 as required by the Audit Wales 
findings from its audit of the Renewal Portfolio. 
This version of the PID will be considered for 
approval by Transformation & Value Group 
Executive Committee on 09/03/23. PID 
approved by Executive Committee on 09/03/23 ‐
action complete.

The updated PID, 
Breathe Well 
Programme Team 
and Breathe Well 
Programme 
Board minutes 
and the 
Transformation & 
Value Group Exec 
Committee 
minutes can 
provide evidence.

5 Mar‐23 Aug‐22

212217 Breathe Well 
Programme 

Substantial Director of 
Therapies and 
Health Sciences

Transformation 
Programme 
Manager 

R4 Management should update the Project Initiation Document (PID) to reflect 
the current workstreams. The revised PID should then be submitted for formal 
approval at the appropriate meeting.

PID to be updated to reflect the current workstreams. PID to be 
agreed by Breathe Well Programme Board at September 2022 
meeting and then approved by RSPB thereafter.

Oct‐22 Complete Complete PID to be updated to address issues identified through Internal Audit and to reflect change from RSPB 
to Transformation & Value Committee Meeting (name TBC). Draft PID scheduled for comment by 
Breathe Well Programme Team on 14/09/22 and for approval by Breathe Well Programme Board on 
30/09/22.

Managed through 
Breathe Well 
programme governance

Approved by Breathe Well Programme Board on 
30/09/22 and will then go for Executive 
Committee approval on 9 November 2022.

PID not considered by Executive Committee in 
November 2022 due to the Accelerated 
Sustainable Model programme work. This has 
allowed for a further addition to the PID about 
the Wellbeing of Future Generations (Wales) 
Act 2015 as required by the Audit Wales 
findings from its audit of the Renewal Portfolio. 
This version of the PID will be considered for 
approval by Transformation & Value Group 
Executive Committee on 09/03/23. PID 
approved by Executive Committee on 09/03/23 ‐
action complete.

The updated PID, 
Breathe Well 
Programme Team 
and Breathe Well 
Programme 
Board minutes 
and the 
Transformation & 
Value Group Exec 
Committee 
minutes can 
provide evidence.

5 Mar‐23 Aug‐22

222303 Security Services  Reasonable Director of 
Environment 

Assistant Director 
of Support Services 

R4 Management should issue a reminder to the membership of the Security 
Oversight Group (as per the Terms of Reference) of their responsibility to 
attend all meetings. If they are unable to attend, then a representative of 
their department should attend instead.

We will review the Terms of Reference and membership for the 
Security Oversight Group during the December 2022 meeting, after 
which we will ask the Health and Safety Group to approve

Feb‐23 Complete Complete Reminder sent to all Assistant Directors Feb 2023 to encourage representation and outline future 
plans, policy deployment and associated baseline security knowelge survey

1 1 Mar‐23 Nov‐22

222303 Security Services  Reasonable Director of 
Environment 

Support Services 
Manager 

R6 Prior to each meeting of the Security Oversight Group management should 
ensure that progress updates for all actions listed are provided and noted on 
the action log ahead of the issue of the meeting papers.
With regards to the two actions highlighted, management should ensure that 
progress is kept under close review so that the actions are resolved as soon as 
possible.

Additional administration support is now provided to ensure that 
actionable items are completed and signed‐off appropriately. The 
specific action point referred to in the recommendation is being 
followed up within the Directorate of Environment (which relates to 
key cutting procedure). The second action relates to CCTV procedure 
and an SBAR will be prepared for consideration by the Director of 
Environment.

Dec‐22 Complete Complete SOG action log is reviewed and progress monitored by the group, items identifed remain under close 
review.

3 3 Mar‐23 Nov‐22

222309 Womens and 
Children's Services

Substantial Director of Primary, 
Community Care 
and Mental Health 

Assistant Director 
of Womens and 
Childrens Services

R1 Team Leaders should ensure that Return to Work Interview Forms are 
completed and signed off by both parties as soon as is practicable upon a staff 
member's return to duty.

We acknowledge that on this occasion the forms weren’t completed 
as per policy and will endeavour to improve on this moving forward, 
however the sample period was during a time of operational 
challenge.

Mar‐23 Complete Complete Audit recommendation shared with team leads and the W&C Senior Clinical Leadership forum in 
January 2023. 
The audit report also formed part of the Childrens Quality, Assurance and Learning Forum agenda on 
15/03/2023 where all the Children's team leads are in attendance.

0 0 Mar‐23 Jan‐23

222310 Machynlleth Hospital 
Reconfiguration 
Project

Reasonable Director of 
Environment 

Senior Internal 
Project Manager

R3 An operational (occupation) commissioning plan should be developed.
The Project Board should receive routine updates on progress against the 
operational 
commissioning plan.

Formal operational commissioning masterplan will be produced to 
identify aspects of activity for the health board to successfully occupy 
the completed facility, to include items highlighted within the Capital 
Investments Manual. Project Board agenda will reflect standing item 
to receive updates on progress against the operational 
commissioning 
masterplan.

Dec‐22 Complete Complete Plan developed and shared with stakeholders

01/03/2023

3 3 Mar‐23 Jan‐23

222313 Workforce Futures Reasonable Director of 
Workforce and OD

Strategic 
Workforce Lead for 
Health, 
Care & Partnership

R1 Management should ensure that the Annual evaluation on the 2022 outcomes 
is reported in January 2023 as planned, to confirm if all the outcomes had 
been achieved or if there was any further action required on 
them.Consideration should be taken as to whether more regular reporting 
than annually should be undertaken on the themes and outcomes to ensure 
that if there is any slippage this can be identified earlier.

The annual evaluation on 2022 outcomes is planned to be added to 
the agenda for the next Programme Board which is scheduled for the 
6th February ‘23’. NB Programme Board for January ‘23’ was 
rescheduled to 6
th February due to winter pressures.

Feb‐23 Complete Complete FEBRUARY '23 A  high level dash board of the draft WFF annual review is due to be presented at WFF 
programme board 6/2/23 and permission sought  for the 2 x SROS to approve the full review outside 
of the meeting to enable it to be presented at the next RPB meeting and RIFF funding submission.   ‐ 
The full review will then be tabled at the next programme board.

MARCH'23 WFF annual review and report presented and approved at WFF programme board 
13/03/23 

1 1 Mar‐23 Jan‐23

222313 Workforce Futures Reasonable Director of 
Workforce and OD

Workforce Futures 
Business Managter

R2 There should be narrative on all actions within the minutes of both the Board 
and Group to confirm whether they have been completed, reasons for revised 
dates and information to where the new actions have originated from.

Narrative on all actions within the minutes of both the WFF 
programme Board and Oversight groups will be included at all 
meetings minutes from this point onwards (January ‘23). This will 
include reasons for revised dates and information to where any new 
actions have originated from.

Feb‐23 Complete Complete FEBRUARY '23   WFF programme board meeting to be held 6/2/23 where this will be addressed ( jan 
meeting rescheduled)  

MARCH'23 Action log narrative and dates included at  WFF programme board 13/03/23

1 1 Mar‐23 Jan‐23
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ITEM 3.9iii APPENDIX F ‐ AUDIT RECOMMENDATIONS NOT YET DUE FOR IMPLEMENTATION  

Progress of work underway Barriers to 
implementation 

How is the risk 
identified being 

When will 
implementation be 

222303 Security Services  Reasonable Director of 
Environment 

Assistant Director 
of Support Services 

R3 Management should consider reviewing all Security Plans at least 
annually at an appropriate forum 
such as the Security Oversight Group.

Security plans will be reviewed annually through the governance 
structure which will consist of the Security Oversight Group, The 
Health and Safety Group and the Site Coordination Forum. Security 
plans will be completed and filed centrally using Sharepoint, to 
ensure that Departments are referencing up to date policy 
documentation and forms.

Dec‐23 Not yet due Partially 
complete

Business cycle from April 2023 will include cycle of site 
based audits for review by the group to establish 
annual reviews. AN example of a Security Assessment 
is to be shared with Services in April to prompt 
awarness and work to improve the Web Site 
Resources will be made available. 

#NUM! #NUM! Mar‐23 Nov‐22

222306 Decarbonisation Not Rated Director of 
Environment 

Director of 
Environment 

R1  PTHB should look to formalise Decarbonisation oversight 
arrangements within the Terms of Reference of existing 
committee/ meetings.

The Environment Sustainability Group (chaired by the Director of 
Environment) provides escalate/exception 
reports to the Innovative Environments Group (chaired by CEO) and 
then on to the Delivery and Performance 
Committee.When terms of Reference are reviewed at normal  
intervals the need to be more specific about 
reporting detail will be considered.

Oct‐23 Not yet due Partially 
complete

ToR for Environment and Sustainability Group will be 
updated in Q2 for approval by Q4. Agreed process for 
model of alternate meetings with core and full ESG 
attendance

#NUM! #NUM! Mar‐23 Nov‐22

222306 Decarbonisation Not Rated Director of 
Environment 

Director of 
Environment 

R2  The governance arrangements surrounding the respective work 
groups assigned specific initiatives and corresponding actions 
should be aligned to those set out in the paper presented at the 
Innovative Environment Group, with enhanced 
accountability for delivering plans formally set out.

This action will be considered when a new version of the 
Decarbonisation Plan is developed. The current plan does have 
actions through to 2030 however there is 
a current expectation that a revised plan will be submitted as part of 
the IMTP planning cycle for 2024/25 onward.
It is however necessary to not focus all actions on 
decarbonisation and climate impact on a 
single plan if we are to embed the issue in all departmental plans.

Dec‐23 Not yet due No progress Outcome will be dependent upon changes made 
during 2023

#NUM! #NUM! Mar‐23 Nov‐22

222311 North Powys 
Wellbeing Programme 

Reasonable Director of Primary, 
Community Care 
and Mental Health 

Senior Responsible 
Officer

R5 An updated benefit framework should be developed to ensure 
clarity and relevance to the phase of 
the Programme but most importantly to meet with the overall 
desired outcome of the North Powys 
Wellbeing Programme

 A review of the Benefit and outcomes framework to be undertaken, 
included on the OBC Programme Plan and due to sign off Q3 2023.

Dec‐23 Not yet due No progress #NUM! #NUM! Mar‐23 Jan‐23

222315 Therapies and Health 
Sciences Professional 
Governance Structure

Reasonable Director of 
Therapies and 
Health Science 

Assistant Director 
and Head of 
Therapies 

R1 Review and finalise current policies and procedures and ensure 
they are referenced within the Professional and Clinical 
Governance Framework.

The organisation Professional Registration policy review is to be 
finalised The organisation Clinical Supervision procedure review is to 
be finalised Both documents to be referenced in the overarching 
framework document referenced in Matter Arising 2.

Jul‐23 Not yet due Partially 
complete

#NUM! #NUM! Mar‐23 Mar‐23

222315 Therapies and Health 
Sciences Professional 
Governance Structure

Reasonable Director of 
Therapies and 
Health Science 

Assistant Director 
of Therapies and 
Health Science

R2 The Health Board should implement a formal, overarching, and 
clearly defined professional and clinical governance framework 
covering all Therapy and Health Science professions regulated by 
the HCPC and other professional bodies.The structure should also 
include a forum that oversees, advises and coordinates 
appropriate application of professional accountability and use of 
professional title for Health Board Therapy and Health Science 
professionals which are currently in place within the four 
departments sampled.

Implementation of a formal, overarching, and clearly defined 
professional and clinical governance framework covering all 
Therapy and Health Science professions.

Oct‐23 Not yet due Partially 
complete

#NUM! #NUM! Mar‐23 Mar‐23

222315 Therapies and Health 
Sciences Professional 
Governance Structure

Reasonable Director of 
Therapies and 
Health Science 

Assistant Director 
of Therapies and 
Health Science

R3 Liaison should be undertaken with the Workforce and OD 
Directorate to explore the possibility of developing a process for 
recording the HCPC registration number at the point of enrolment 
on ESR and communicating this to the Professional Heads of 
Service. This would be the most efficient and effective way of 
ensuring all relevant staff are identified at the point of 
commencing with the Health Board.

Strengthening of the Workforce and OD Directorate process for 
recording the professional registration number at the point of 
enrolment on ESR and communicating this to the Professional Heads 
of Service.

Oct‐23 Not yet due Partially 
complete

Meeting held with WOD 28.03.2023 ‐ recruitment 
process and ESR capability to be looked into further to 
support achievement of this recommendation.

#NUM! #NUM! Mar‐23 Mar‐23

222315 Therapies and Health 
Sciences Professional 
Governance Structure

Reasonable Director of 
Therapies and 
Health Science 

Professional Heads 
of Service

R4 Management should ensure that all relevant staff who are not 
operationally managed by a Professional Head of Service receive 
appropriate training and CPD support as part of their PADR.

Professional Heads of Service to provide assurance that all relevant 
staff who are not operationally managed by a Professional Head of 
Service receive appropriate training and CPD support as part of their 
PADR.

Oct‐23 Not yet due No progress #NUM! #NUM! Mar‐23 Mar‐23

222316 Incident Management Reasonable Director of Nursing 
and Midwifery

Assistant Director 
of Quality and 
Safety

R1 Management should ensure that: 
All incidents are managed in accordance with the required 
timescales; 
 Staff are clear on how to assess the level of harm caused as a 
result of the incident 
Lessons learnt only state the learning from the incident reported, 
communicating it to the relevant teams and groups; 
Evidence of meetings held should be adequately stored for ease 
of future use or reference; and • Staff are Root Cause Analysis 
trained prior to undertaking incident investigations (where 
required). The formal documentation of the requirement and 
processes within a Health Board specific procedure (as per 
recommendation 2.1 below) will provide a platform where the 
due process can be referred to minimising the findings noted 
from the review.

Processes to ensure monitoring of timely incident management are 
established to escalate delays when incidents are not managed and 
closed within an appropriate timescale.
Additional ‘Duty of Candour’ training sessions have been established 
during February and March 2023 to ensure classification of harm is 
addressed appropriately by those reporting (a recording of this 
session is available to staff unable to attend).Clinical Service Groups 
to implement a structured process to share learning from incidents.
Complete a TNA for all staff investigating incidents to ensure 
appropriate training has been received.

May‐23 Not yet due No progress #NUM! #NUM! Mar‐23 Mar‐23

222316 Incident Management Reasonable Director of Nursing 
and Midwifery

Assistant Director 
of Quality and 
Safety

R2 Management should work towards producing an Incident 
reporting Standard Operating Procedure which will bring together 
(in one place) a standardised and clear system.

Production of an incident management framework. Jun‐23 Not yet due No progress #NUM! #NUM! Mar‐23 Mar‐23

222316 Incident Management Reasonable Director of Nursing 
and Midwifery

Assistant Director 
of Quality and 
Safety

R3 Acknowledging that developing the datix and incident reporting 
section of the SharePoint site is a work in progress, management 
should ensure datix and Incident reporting related pages are 
reviewed to ensure relevance and ease of use.

Review the reporting section of Sharepoint to ensure appropriate 
and up to 
date information is contained within it.

Apr‐23 Not yet due No progress #NUM! #NUM! Mar‐23 Mar‐23

222316 Incident Management Reasonable Director of Nursing 
and Midwifery

Assistant Director 
of Quality and 
Safety

R4 Management should ensure there is periodic monitoring and 
reporting of incidents in place at the required forums. Groups 
should also review and update their ToR as required.

Review reporting structures to ensure consistency and robust 
reporting processes

Apr‐23 Not yet due No progress #NUM! #NUM! Mar‐23 Mar‐23

222316 Incident Management Reasonable Director of Nursing 
and Midwifery

Head of Nursing 
and Midwifery

R5 As a form of good practise, management is advised to have a 
system where lessons learnt (and mitigating actions) are collated, 
especially those that have been seen as a recurring theme across 
the Health Board and monitored to help mitigate/avoid/minimise 
further occurrence. Through other audits undertaken, we have 
seen this as an area of good practise.

Review the structures in place within the service groups May‐23 Not yet due No progress #NUM! #NUM! Mar‐23 Mar‐23

Reporting Date Date Added to 
Tracker

Status If closed and not 
complete, 

please provide 
justification

Progress being made to implement recommendation If action is 
complete, can 
evidence be 

provided upon 
request?

No. of 
months past 

agreed 
deadline

No. of 
months 

past revised 
deadline

COVID‐19 
Priority Level

PTHB Ref. No. Report Title Assurance 
Rating

Director Responsible 
Officer

Ref / 
Priorit

y

Recommendation Management Response Agreed Deadline Revised 
Deadline
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222317 Cyber Security Limited Director of Finance, 
Information and IT

Head of 
Infrastructure and 
Cyber Security

R1 Jun‐23 Not yet due Partially 
complete

#NUM! #NUM! Mar‐23 Mar‐23

222317 Cyber Security Limited Director of Finance, 
Information and IT

Head of 
Infrastructure & 
Cyber Security and 
ICT Service 
Delivery 
Manager

R2 Apr‐23 Not yet due Partially 
complete

#NUM! #NUM! Mar‐23 Mar‐23

222317 Cyber Security Limited Director of Finance, 
Information and IT

Head of 
Infrastructure and 
Cyber Security

R3 Apr‐23 Not yet due Partially 
complete

#NUM! #NUM! Mar‐23 Mar‐23

RECOMMENDATION DETAILS NOT SUITABLE FOR PUBLIC DOMAIN DUE TO THE SENSTIVE CONFIDENTIAL CONTENT

RECOMMENDATION DETAILS NOT SUITABLE FOR PUBLIC DOMAIN DUE TO THE SENSTIVE CONFIDENTIAL CONTENT

RECOMMENDATION DETAILS NOT SUITABLE FOR PUBLIC DOMAIN DUE TO THE SENSTIVE CONFIDENTIAL CONTENT RECOMMENDATION DETAILS NOT SUITABLE FOR PUBLIC DOMAIN DUE TO THE SENSTIVE CONFIDENTIAL CONTENT

RECOMMENDATION DETAILS NOT SUITABLE FOR PUBLIC DOMAIN DUE TO THE SENSTIVE CONFIDENTIAL CONTENT

RECOMMENDATION DETAILS NOT SUITABLE FOR PUBLIC DOMAIN DUE TO THE SENSTIVE CONFIDENTIAL CONTENT
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ITEM 3.9iv APPENDIX G ‐ EXTERNAL AUDIT RECOMMENDATIONS THAT REMAIN OUTSTANDING 

Progress of work underway Barriers to implementation 
including any 
interdependencies

How is the risk identified being 
mitigated pending 
implementation?

When will 
implementation be 
achieved?

181951 Structured 
Assessment 2018

Board Secretary R2 Standing Orders state the requirement for a Healthcare 
Professionals’ Forum but the Health Board does not have one. 
The Health Board should establish a Healthcare Professionals’ 
Forum to advise the Board on local strategy and delivery.

Current professionals engagement mechanisms will be reviewed 
and a Healthcare Professionals Forum be introduced.

Oct‐19 Mar‐21 Overdue 2 Partially 
complete

Remains under review ‐ with the approach to stakeholder 
engagement being formalised.

Feb 2023 update ‐ status remains as reported above, the 
action will form part of the 2023/24 work programme 
which will consider the most appropriate mechanism to 
achieve the aims and objectives of a Healthcare 
Professionals Forum. REVISED DATE REQUESTED of 
30/9/23.

April 2023 update ‐ udpate as above in Feb 2023. The 
recommendation has been reinforced in the 2022 
Structured Assessment report. A decision will be made 
and implemented by tjhe revuised due date of Sept 2023. 

Delayed in light of COVID‐19 
and changes in the corporate 
team 

Clinical and Stakeholder 
engagement is undertaken via 
other means 

30‐Sep‐23 41 24 Mar‐23

202152 Structured 
Assessment 2020

Board Secretary 23 The formal mechanism for consulting with the Stakeholder 
Reference Group and Healthcare Professionals Group was not 
utilised as neither group is fully established. Establishing both 
groups forms part of the Board’s Annual Governance 
Programme, which has been delayed due to COVID19.

 •Linked to 2018 & 2019 Structured Assessment acƟons. To be 
taken forward in‐line with the Board’s Annual Governance 
Programme. This has been delayed in light of the COVID‐19 
pandemic.

Mar‐22 Overdue 2 Partially 
complete

See R2 above

Feb 2023 update ‐ as above in R2, REVISED DATE 
REQUESTED of 30/9/23.

April 2023 update ‐ as above in R2.  

See R2 above See R2 above See R2 above 12 1478 Mar‐23

212253 Audit of Accounts 
Report ‐Charitable 
Funds and Other 
Related Charities 

Director of 
Finance, 
Information and 
IT

R1 We have recommended to the Charity that a more suitable 
financial system (ie using an accruals basis) be used in future 
years to reduce the risk of material misstatements of this 
nature going forward.
The Charity have informed us that they are already in the 
process of moving to the same financial system as the Health 
Board, and that the new system will be in place for the 
preparation of the 2021‐22 financial statements.

For the 2021‐22 Charity Accounts, the Oracle financials ledger 
system will be used. This will be further expanded to include 
ordering and electronic payments to be implemented during the 
2022‐23 financial year.

Sep‐22 Overdue Partially 
complete

The Oracle financials ledger system was used for the 2021‐
22 Charity Accounts.  Due to capacity constraints within 
the team (long term sickness) extending to include 
ordering and electronic payments to be implemented 
during the 2023‐24 financial year.

This work is being prioritised 
for completion.  

Governance and control 
maintained during system 
implementation

Anticipated end 
September as planned

6 6 Mar‐23 Jun‐22

222302 The National Fraud
Initiative in Wales 
2020‐21

Director of 
Finance, 
Information and 
IT

R2 Audit committees, or equivalent, and officers leading the NFI 
should review the NFI self‐appraisal checklist. This will ensure 
they are 
fully informed of their organisation’s planning and progress in 
the 2022‐23 NFI exercise. 

Mar‐23 Overdue Partially 
complete

Checklist completed with presentation at Audit 
Committee planned. 

#NUM! #NUM! Mar‐23 Nov‐22

222303 Review of the 
Strategic Renewal 
Portfolio

Director of 
Planning and 
Performance 

R1 Independent members were engaged in the development of 
the Annual Plan for 2021‐22 and the renewal priorities. 
However, since this time there has been a change in the 
independent member cadre. The Health Board should refresh 
the independent member awareness. This would ensure new 
and existing members have continued ownership, knowledge, 
and challenge.

Ongoing Overdue Partially 
complete

As part of IMTP planning for 23/24 and the wider focus 
on system working, PTHB has embarked on a piece work 
look at long term sustainability of services. This piece of 
work titled "Accelerated Sustainability Model" will 
include a review of our Strategic Renewal Portfolio. IM's 
have been fully involved in the production of the 2324 
Integrated Plan through a series of Board Development 
Sessions that started in Oct 22 and finished in March 23

By end of Mar 23 #VALUE! #VALUE! Mar‐23 Jan‐23

COVID‐19 
Priority Level

PTHB Ref. 
No.

Report Title Assurance 
Rating

Director Responsible 
Officer

Ref / 
Priorit

y

Recommendation Management Response Agreed 
Deadline

Revised 
Deadline

Due Reporting 
Date

Date Added to 
Tracker

Status If closed and 
not complete, 
please provide 

justification

Progress being made to implement recommendation If action is 
complete, can 
evidence be 
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No. of 
months past 

agreed 
deadline

No. of 
months 

past revised 
deadline
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ITEM 3.9v APPENDIX H ‐ EXTERNAL AUDIT RECOMMENDATIONS NOT YET DUE FOR IMPLEMENTATION  

Progress of work underway Barriers to 
implementation 
including any 
interdependencies

How is the risk 
identified being 
mitigated pending 
implementation?

When will 
implementation be 
achieved?

222301 Reviewing public 
bodies’ current 
approach for 
conducting 
EIAs

R4 While there are examples of good practice related to 
distinct stages of the EIA process, all public bodies have 
lessons to learn about their overall approach.

Public bodies should review their overall approach to EIAs 
considering the findings of this report and the detailed 
guidance available from the EHRC and the Practice Hub. 
We recognise that developments in response to our other 
recommendations and the Welsh Government’s review of 
the PSED Wales specific regulations may have 
implications for current guidance in due course.

Ongoing Not yet due Partially 
complete

Process has been reviewed and 
an EIA process now in place and 
being rolled out across teams

None fully rolled out by Qtr 1  
2023/24

#VALUE! #VALUE! Mar‐23 Nov‐22

222302 The National Fraud
Initiative in Wales 
2020‐21

Director of 
Finance, 
Information and 
IT

R1 All participants in the NFI exercise should ensure that they 
maximise the benefits of their participation. They should 
consider whether it is possible to work more efficiently on 
the NFI matches by reviewing the guidance section within 
the NFI secure web application. 

Ongoing Not yet due Partially 
complete

#VALUE! #VALUE! Mar‐23 Nov‐22

222302 The National Fraud
Initiative in Wales 
2020‐21

Director of 
Finance, 
Information and 
IT

R3 Where local auditors recommend 
improving the timeliness and rigour with which NFI 
matches are reviewed, NFI participants should take 
appropriate action.

Ongoing Not yet due Partially 
complete

#VALUE! #VALUE! Mar‐23 Nov‐22

Reporting 
Date

Date Added to 
Tracker

Status If closed and not 
complete, 

please provide 
justification

Progress being made to implement recommendation If action is 
complete, can 
evidence be 
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request?

No. of 
months past 
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deadline

No. of 
months 

past revised 
deadline

COVID‐19 
Priority Level

PTHB Ref. 
No.

Report Title Assurance 
Rating
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Officer

Ref / 
Priorit

y
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Deadline

Revised 
Deadline

Due
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Audit, Risk and Assurance Work Programme – 09.05.23

The work programme has been drafted, reflecting on the Committee Terms of Reference, review of last years work 
programme and in discussion with the lead executive. 

The Committee is asked to provide comment on the work programme draft, noting it will evolve throughout the 
year in response to changing needs, ahead of it being provided to the Board on the 24 May. 

Theme Item Purpose 16.05.23 12.06.23
Accounts

11.07.23 10.10.23 09.01.24 12.03.24

Minutes of previous meeting Approval      
Declaration of Interests Governance 
Action Log Approval     
Annual Work Programme Approval 
Work Programme Governance    
Annual Assessment of 
Committee Effectiveness

Assurance 

Committee Annual Report Rec to Board 
Annual Governance 
Programme

Assurance  

Audit Recommendation 
Tracker

Assurance     

WHC Tracker Assurance   
Register of Interests Assurance  
Register of Gifts and 
Hospitality 

Assurance 

Fraud Assurance 
Whistleblowing Report Assurance 
Review of Terms of 
Reference

Rec to Board 

Review of standing orders Rec to Board 

Governance

Confirmation clinical audit 
programme in place 

Assurance 
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Approach to the Annual 
Accounts

Assurance 

PTHB Draft Accountability 
Report and Financial 
Accounts (Invite D&P 
Members)

Assurance 

PTHB Final Accountability 
Report and Financial 
Accounts and Letter of 
Representation

Assurance 

Annual 
Accounts

Charitable Funds annual 
accounts 

Assurance 

Head of Internal Audit 
Opinion Draft

Assurance 

Head of Internal Audit 
Opinion Final

Assurance 

Internal Audit Annual Plan Approval 

Internal Audit Progress 
Report

Assurance    

Internal 
Audit

Internal Audit Reports (as 
required)

Assurance     

Enquiries of Management 
and Those Charged with 
Governance

Assurance 

External Audit Annual Plan Approval 

External 
Audit

External Audit Progress 
Report

Assurance    
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External Audit Reports (as 
required)

Assurance     

Structured Assessment Assurance 

Counter Fraud Annual Plan Approval 
Counter Fraud Update Assurance    

Counter 
Fraud

Counter Fraud Reports (as 
required

Assurance     

Single Tender Waivers 
Annual Report

Assurance 

Single Tender Waivers Assurance     
Losses and Special 
Payments Annual Report

Assurance 

Losses and Special 
Payments

Assurance  

Post payment Verification 
Workplan

Assurance 

Finance and 
Procurement

Post payment Verification 
update

Assurance 

Review of Risk Management 
Framework

Assurance Risk

Review of Risk Management 
arrangements

Assurance / 
Rec to Board



Hosted 
Bodies

Hosted Body annual report 
(HCRW)

Assurance 
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