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Executive Summary

In May 2005 the Welsh Assembly Government published Healthcare
Standards for Wales, setting out a common framework to support the NHS
and partner organizations in providing effective, timely and quality services
across all healthcare settings. The standards are focused on improving the
experience of patients and service users and placing them at the centre of the
way in which services are planned and delivered, thus providing a basis for

continuous improvement.

This is the third year in which Powys Local Health Board (LHB) has been
required to self-assess its progress in delivering the highest level of
performance against each of the 32 standards and to submit its assessments
to Healthcare Inspectorate Wales (HIW) for testing and validation. Section 1
of this report provides full details of the assessment process adopted and the

methodology used to test and validate the Trust self-assessment.

From 10 to 12 March 2009, HIW undertook unannounced visits to secondary
care services provided by Powys LHB and on 18 and 19 March visited GP
surgeries. The purpose of these visits was to validate and test compliance
and performance against the Healthcare Standards by looking at how care is
delivered to patients and service users. In secondary care we conducted
unannounced visits to a selection of Elderly Mentally Ill (EMI) in-patient wards,
acute medical in-patient services, pediatric in-patient services, medical
admissions units and minor injuries departments. We focused on the 10
standards that relate to dignity and respect, child protection and vulnerable

adults.

Overall, the Powys LHB performed well against these 10 standards. It was
assessed as providing a standard of care that is a maturity of Developing or
above at the User Experience? levels for 8 of the standards.

1 User Experience is the term used throughout this report to represent the experience of
patients, service users and carers.
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on a quarterly basis.

quarter 3 which was sent in January 2009.

From a review of the report it was confirmed to
document the following:

Significant risks for the organisation;
Significant events during the quarter;

Healthcare Standards Improvement Plan
progress;

Key achievements; and

Other quality issues to note.
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Powys Local Health Board FINAL Healthcare Standard 16- Patient

Safety (22.08/09)

Executive Summary

Introduction

An audit of Healthcare Standard 16 — Patient Safety was undertaken as part of the
approved internal audit periodic plan for 2008/09.

The Framework for Healthcare Standards was published by the Assembly Minister for
Health and Social Services in May 2005. Healthcare Standards for Wales set out the
Welsh Assembly Government’'s common framework of healthcare standards to support
the NHS and other partner organisations in providing effective, timely and quality
services across all healthcare settings. It was confirmed that the Healthcare Standards
would be used by Healthcare Inspectorate Wales (HIW) as part of their processes for
assessing the quality, safety and effectiveness of healthcare providers and
commissioners across Wales.

From April 2007 organisations were required to undertake self assessments against the
32 Healthcare Standards and make an annual public declaration on how they perform.
To support the process Health Inspectorate Wales developed a new self assessment
electronic web based tool which was completed and formally submitted to Health
Inspectorate Wales on 9th May 2008. Subsequently Health Inspectorate Wales
reviewed the evidence submitted and provided a report on 1st September 208.

The Healthcare Standards from 2007/2008 onwards underpin the Statement of Internal
Control for organisations and as such timescales for the HIW assessment process
have been adjusted to align with the requirements for the financial reporting timetable
as supported by Chief Executives.

The self assessment template for 2008/2009 has been released to organisations on the
3rd November 2008 with a requirement to update the submission from the previous
year as required. The 2008/2009 template is fully populated with the responses and
evidence from the 2007/2008 submission to reduce the burden on organisations. The
self assessment is required to be completed and submitted to HIW by o April 2009.

The Healthcare Standards Improvement Plan (HCSIP) is central to the continuous
cycle of quality improvement and a key part of performance management. The HCSIP
provides a standard format for organisations to record and demonstrate improvement
on an annual basis which includes actions arising from the Annual Operating
Framework, self assessment process, internal audit and further local and national
requirements. The HCSIP is monitored through the Clinical Governance and
Healthcare Standards Committee, Board and Regional Office on a quarterly basis.

This review focused on Standard 16 which is as follows:

Healthcare organisations have systems in place:

a. To identify and learn from all patient safety incidents and other reportable
incidents;
b. To report incidents to the National Patient Safety Agency’'s (NPSA) National

Reporting and Learning System and other bodies in line with existing guidance;

C. To demonstrate improvements in practice based on shared local and national
experience and information derived from the analysis of incidents; and

d. To ensure that patient safety notices, alerts and other communications
concerning safety are acted upon within required time-scales.

The specific risks considered as part of this audit were:
= Responsibilities have not been defined and communicated;
= Methodology to support self assessments has not been established;
= Self assessments are not undertaken to appropriate standard,;

= Deadlines for reporting to HIW have not been met;
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= Adequate evidence is not maintained to support the self assessment; and

= The Board does not receive regular updates on progress in relation to the self
assessment process.

These risks relate to the objective to ensure appropriate systems have been put into
place to comply with the requirements of the Welsh Health Circular on Healthcare
Standards.
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1.2 Scope of the review

The objective of our audit was to evaluate the adequacy of risk management and
control within the system and the extent to which controls have been applied, with a
view to providing an opinion. Control activities are put in place to ensure that risks to the
achievement of the organisation’s objectives are managed effectively.

Limitations to the scope of the audit:

e The audit will look at the processes in place to ensure that the self-assessment
process in respect of the healthcare standard has been put in place to meet
the requirements of the Welsh Health Circular.

e The review will not consider the quality of the self-assessment performed.

e Our work does not provide any guarantee against material errors, loss or fraud
or provide an absolute assurance that material error, loss or fraud does not
exist

The approach taken for this audit was a compliance audit and included the following:

= Establishing the risks affecting the achievement of your corporate objectives;
and

= Reviewing the adequacy and application of the controls in place to mitigate the
risk(s)or testing to asses the extent or cause of problems identified

1.3 Conclusion

Taking account of the issues identified, in our opinion the Board can take
substantial assurance that the controls upon which the organisation relies to
manage this area, as currently laid down and operated, are effective.

The Local Health Board has allocated Standard 16 with a scoring of 4
(practising) for each of the areas within the Standard. Our review of the
evidence held to support this score confirmed that a score of 4 is appropriate
for this Standard.

This assurance level has been formulated on the basis of conclusions drawn on the
individual elements of design and application of controls in place:

SUBSTANTIAL ADEQUATE LIMITED

DESIGN OF CONTROL FRAMEWORK x

APPLICATION OF AND COMPLIANCE x

WITH CONTROL FRAMEWORK

OVERALL OPINION X

The above conclusions feeding into the overall assurance level are based on the
evidence obtained during the review. No significant recommendations have been
made as a result of this review.
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1.4 Recommendations Summary

The following tables highlight the number and categories of recommendations made,
showing which have been brought forward from previous audits. The Action Plan at
Section 2 details the specific recommendations made as well as agreed management
actions to implement them.

Recommendations made during this audit:

MERITS
Risk FUNDAMENTAL SIGNIFICANT
ATTENTION
RESPONSIBILITIES HAVE NOT BEEN DEFINED AND 0 0 1
COMMUNICATED
METHODOLOGY TO SUPPORT SELF ASSESSMENTS HAS NOT 0 0
BEEN ESTABLISHED
SELF ASSESSMENTS ARE NOT UNDERTAKEN TO APPROPRIATE 0 0
STANDARD

DEADLINES FOR REPORTING TO HIW HAVE NOT BEEN MET 0 0

ADEQUATE EVIDENCE IS NOT MAINTAINED TO SUPPORT THE 0 0
SELF ASSESSMENT

THE BOARD DOES NOT RECEIVE REGULAR UPDATES ON
PROGRESS IN RELATION TO THE SELF ASSESSMENT PROCESS

ToOTAL 0 0

Recommendations implemented since the previous audit in this area:

DATE OF PREVIOUS AUDIT: 12 March 2008

MERITS
RECOMMENDATION CATEGORIES FUNDAMENTAL SIGNIFICANT
ATTENTION

NUMBER OF RECOMMEN ONS MADE DURING PREVIOUS

N o o o = o
o o o

0 1

AUDIT
MBER OF RECOMMENDATIONS IMPLEMENTED 0 1
RECOMMENDATIONS NOT YET FULLY IMPLEMENTED: 0 0

The recommendation made during the previous audit of Healthcare Standards was confirmed to
have now been implemented.

15 Additional Feedback

GooD PRACTICE IDENTIFIED DURING THE AUDIT

The Standard Executive Lead has been identified as the Medical Director with the Named Lead identified as the Head
of Clinical Governance.

The tool has been fully populated with both responses and evidence and both were deemed to be appropriate to the
self assessment questions and as such the self assessment score of 4 appeared reasonable.
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We have included some comparative data to benchmark the number of recommendations
made, as shown in the table below. In the past year, we have undertaken a number of audits of

a similar nature in the sector.

100%

LEVEL OF ASSURANCE

SUBSTANTIAL ASSURANCE

ADEQUATE ASSURANCE

LIMITED ASSURANCE

RECOMMENDATION CATEGORY

AVERAGE NUMBER IN SIMILAR AUDITS NUMBER IN THIS AUDIT

FUNDAMENTAL 0
SIGNIFICANT 0
MERITS ATTENTION 3
TOTAL RECOMMENDATIONS 3

This shows the organisation reflects well against other organisations in the sector.
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3 Action Plan
The priority of the recommendations made is as follows:
REQUIRES ACTION TO AVOID EXPOSURE TO
ACTION IS IMPERATIVE TO ENSURE THAT THE ACTION IS ADVISED TO ENHANCE CONTROL OR
SIGNIFICANT RISK IN ACHIEVING THE OBJECTIVE
OBJECTIVE FOR THE AREA UNDER REVIEW IS MET IMPROVE OPERATIONAL EFFICIENCY
FOR THE AREA UNDER REVIEW.
REF RECOMMENDATION CATEGORISATION | ACCEPTED | MANAGEMENT COMMENT IMPLEMENTATION MANAGER
DATE RESPONSIBLE
YIN
14 A copy of the Healthcare Standards Improvement Plan | Merits Attention Y Already achieved 1% April 09 Howard
should be placed on the Powys LHB website as soon Cooper
as possible.
3.6 Consideration should be given to including actions | Merits Attention Y Will be included in new | 1% August 09 Howard
against the four key standards within the Healthcare improvement plan Cooper

Standards Improvement Plan where an area of the
standard has been scored as a level three or below.
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3 Findings and Recommendations
CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
Risk 1: RESPONSIBILITIES HAVE NOT BEEN DEFINED AND COMMUNICATED
1.1 | There is a document in place Yes Evidence was provided during our review to confirm
setting out who is responsible for that there is a document in place setting out who is
the completion of each area the executive lead and named lead for each of the
within the Healthcare Standards. 32 Healthcare Standards across Powys Local
Health Board.
From a review of this document it was confirmed
that the executive lead for Standard 16 is the
Medical Director with the named lead being the
Head of Clinical Governance.
1.2 Al staff involved in the Yes The following staff were spoken to as part of our

Healthcare Standards process is
aware of their roles and
responsibilities.

review:
e Head of Clinical Governance; and
e Corporate Performance Manager.

The Head of Clinical Governance was confirmed to
be the named lead for Standard 16.

From discussions with the above members of staff it
was evident that all individuals were aware as to
their roles and responsibilities with respect to the
Healthcare Standards process.

It was noted that all staff involved in the Healthcare
Standards process have been met with and
informed of their responsibilities with respect to
completing self assessments and monitoring and
updating their evidence to ensure that it is complete
and up to date and have been provided with hard
copies of the standards that they are responsible
for.
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
1.3 | Individuals within the LHB have Yes A user report was obtained from the self

been allocated User
Administration access onto the
HIW website in order to maintain
the self assessment online tool
for the LHB.

assessment tool in order to determine who has
access to the system and what type of access they
have been granted.

Access is allocated on a system wide basis and
cannot be differentiated on a standard by standard
basis.

From a review of the report and discussions with the
Administrator of the system it was confirmed that 89
individuals have been allocated user administration
access to the system in order to keep it maintained.

The Chief Executive and the Head of Clinical
Governance were confirmed to be the only two
individuals that have been allocated sign off access
to the system.

From a review of the report it was noted that 117
individuals in total have been granted access to the
system including the previous Head of Clinical
Governance who has now left the organisation.

The new Head of Clinical Governance was informed
of this and the user was deleted immediately and a
new access report produced to confirm that this
action had been taken.
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
1.4|The Healthcare  Standards No Discussions with the Head of Clinical Governance |A copy of the Healthcare Standards |Merits Attention
Improvement Plan has not been found that the Healthcare Standards Improvement | Improvement Plan should be placed on the
made publicly available via the Plan has not been made available on Powys LHBs | Powys LHB website as soon as possible.
Internet. internet site as he was unaware that this was a
requirement by HIW.
HIW were contacted during our review and it was
confirmed that they do require all LHBs to publish a
copy of their improvement plan on their website.
Risk 2: METHODOLOGY TO SUPPORT SELF ASSESSMENTS HAS NOT BEEN ESTABLISHED
2.1| Each standard lead is Yes Fieldwork confirmed that each standard lead is

responsible for self assessing
the LHB against each element of
each standard and providing a
response setting out how the
LHB complies with each section.

responsible for self assessing the LHB against that
standard. Each standard has a set of criterion and
a number of self assessment questions that fall
under the categories Corporate, Operational and
User Experience.

Each standard lead is responsible for self assessing
the LHB and writing a response for each self
assessment question taking into consideration what
strategies, policies, schemes and procedures the
LHB has in place in order to satisfy the criterion of
each self assessment question.

The standard lead for 16 was confirmed to be the

Head of Clinical Governance.
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
2.2 | Healthcare Inspectorate Wales Yes Once each standard lead has written a response to

have developed a Maturity
Matrix in order to assist the LHB
in self assessing themselves.

each of the self assessment questions within the
Standards they are responsible for they have to
then allocate a level (1-5) at to which they believe
the LHB complies with the Standard. Evidence was
provided during our review to confirm that there is a
Maturity Matrix in place in order to assist the LHB in
self assessing themselves.

From a review of the Maturity Matrix it was
confirmed to be set out into five levels each
representing a certain level of achievement against
the standard.

The five levels are as follows:
1 - Aware;

2 - Responding;

3 - Developing;

4 - Practising; and

5 - Leading.

The relevant standard lead is responsible for
determining which level they believe the LHB falls
into with respect to the achievement of that
particular standard.

Each standard is assessed at three levels,
Corporate, Operational and User Experience for
each self assessment question there is.

From a review of standard 16 it was confirmed that
all areas had been assessed by the Head of Clinical
Governance as a level 4 (Practising).
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
2.3|Once the standard lead has Yes From a review of the HIW self assessment tool and
determined what level of associated guidance it was confirmed that all
compliance they believe the LHB standard leads are responsible for uploading
has achieved for each self evidence onto the website in order to demonstrate
assessment question for both achievement of the stated level of compliance with
Corporate, Operational and User that standard.
Experience they then have to . . )
provce evience 1o cemonstst
the achievement of that level. pprop . P
each relevant section.
Where felt relevant, evidence within sections had
been cross referenced with others. This was felt to
be acceptable.
RisK 3: SELF ASSESSMENTS ARE NOT UNDERTAKEN TO APPROPRIATE STANDARD
3.1| Each standard lead is Yes From a review of the self assessment tool it was

responsible for self assessing
the LHB against each element of
each standard and providing a
response setting out how the
LHB complies with each section.

Each standard has a set of
criterion and a number of self
assessment questions that fall
under the categories Corporate,
Operational and User
Experience.

confirmed that an appropriate response had been
provided for each area under Standard 16.

No issues were identified.
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)

3.2|0Once a response has been Yes The responses given to the assessment questions
given to each question within the and the compliance scores allocated were reviewed
standard, the standard lead has for appropriateness.

::%m Itlgﬁz e S Ceot;aermgﬁ oul dthag It was noted that for standard 16 all responses had

allo cgte d. The Maturity Matrix been allocated a score of 4. Based on the
rovided. b Hgalthcare responses given and the evidence provided, we

Pnspectorate V\)//ales should be would agree with this level of scoring.

used to assist in this process.

3.3 | Following the completion of all Yes Fieldwork confirmed that all self assessments for
self assessments by the 2007/2008 were subject to review and approval by
appropriate Standard Leads all the Clinical Governance and Healthcare Standards
self assessments are reviewed Committee in April and formal Board approval in
and approved by the LHB's May.
CH:ZZE&': are Governancgt and aargg The self assessments were then confirmed to have
Committee prior to a final been reviewed and agreed by the Chair and the
declaration pb the  Chief Chief Executive on the 9th May 2008 prior to being
Executive befor>e/ being sent off submitted to Healthcare Inspectorate Wales.
to  Healthcare Inspectorate
Wales.

3.4|The Head of Clinical Yes From a review of the HIW self assessment tool it

Governance  monitors  what
information is uploaded onto the
HIW website in order to ensure
that appropriate evidence is
being submitted for each
standard.

was confirmed that all changes made to the tool are
documented on a daily basis in order that this
information can be monitored.
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CONTROLS (ACTUAL AND/OR
MISSING)

ADEQUATE
DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

3.5

All  self assessments are
reviewed by Healthcare
Inspectorate  Wales on an
annual basis.

Yes

Evidence was provided during our review to confirm
that all self assessments completed are reviewed by
Healthcare Inspectorate Wales on an annual basis.
For the 2007/2008 financial year it was confirmed
that the self assessment was submitted to HIW on
9th May 2008 for review. A report was then
submitted by HIW to Powys setting out what levels
they had scored them for each area.

For standard 16, the scores that were allocated
were as follows:

e Corporate - 4 (Practicing);
e Operational - 3 (Developing); and

e User Experience - 3 (Developing).

3.6

Following the submission of the
LHBs self assessment a HIW
Improvement Plan is
automatically generated from the
HIW online tool.

Yes

Fieldwork confirmed that a HIW Improvement Plan
was automatically generated from the HIW online
tool following the submission of the Trusts self
assessment on 9th May 2008.

From a review of the plan it was confirmed to
document:

e The Standard Lead / Director;
e Criteria;

e Self Assessment Score;

e Improvement Actions;

e By Whom;

e By When;

Consideration should be given to including
actions against the four key standards within the
Healthcare Standards Improvement Plan where
an area of the standard has been scored as a

level three or below.

Merits Attention
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CONTROLS (ACTUAL AND/OR
MISSING)

ADEQUATE
DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

e Traffic Light Status;
e Cross ref to other plans; and
e  SAFF Cross ref.

It was noted that as the tool for 2008/2009 has not
been fully populated as yet all of the necessary
actions have not as yet been identified for the
2008/2009 plan.

A copy of the Improvement plan for the 2007/2008
financial year was obtained and reviewed.

It was noted however that no actions had been
identified against standard 16.

Discussions with the Head of Clinical Governance
identified that as no areas within the standard had
been scored as either ‘aware' or 'responding’ no
actions had therefore been identified.

It was considered that as at present the plan is
already large with 103 actions identified within it that
to add to this would make the document unwieldy.

It was noted however, that some areas that had
been scored as a level three previously the same as
standard 16 had, had actions included against them
within the plan.

It is suggested that for the four key standards that
are included within the statement of internal control,
where the standard scores a level three or below
then an action should be included within the plan
against these.
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
3.7 | For all areas that have been Yes From a review of the Healthcare Standards

scored as either ‘'aware' or
'responding' appropriate actions
have been identified.

Improvement Plan for 2008/2009 it was confirmed
that 40 areas for assessment have been identified
as either 'aware' or 'responding'.

It was noted that in all cases appropriate
improvement actions have been identified and
achieved to date.

As mentioned above, no actions had been identified
against standard 16 within the plan.
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
3.8| The Healthcare  Standards Yes Evidence was provided to confirm that the

Improvement Plan is monitored
on a quarterly basis through the
Clinical Governance and
Healthcare Standards
Committee and the Board.

Healthcare Standards Improvement Plan is
monitored on a quarterly basis through the Clinical
Governance and Healthcare Standards Committee
and through the Board with the latest update
confirmed to have been provided to the Clinical
Governance and Healthcare Standards Committee
in January 2009.

Progress against actions within the plan is
monitored through a traffic light system as follows:

e Green - Progress on target to achieve
action by specified date;

e Amber - Action at risk of non-achievement,
but measures to address risk are in place;
and

e Red - Not achieved, or not expected to be
achieved by specific date without additional
action.

From a review of the plan it was noted that all areas
had been allocated with a green status with the
exception of standard 8.3 which had been allocated
amber, due to there not being any clinical audit staff
in post at the time of the update thus placing a risk
that the deadline may not be met.

RIsK 4. DEADLINES FOR REPORTING TO HIW HAVE NOT BEEN MET
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
4.1 | The deadline for 2007/2008 for Yes Evidence was provided during our review to confirm

the submission of the HIW
online self assessment tool was
9th May 2008.

that the self assessment tool was submitted by the
Chief Executive of Powys LHB on 9th May 2008, in
compliance with the deadline set by Healthcare
Inspectorate Wales.

4.2

For the 2008/ 2009 year the self
assessment template has been
released to organisations on the
3rd November 2008 with a
requirement to update the
submission from the previous
year as required.

The 2008/2009 template is fully
populated with the responses
and evidence from the
2007/2008 submission to reduce
the burden on organisations.
Powys is required to make their
submission to HIW by the 9th
April 2009.

Yes

From a review of the self assessment template
online it was confirmed that it was now available for
all staff to update their self assessments for each of
their responsible areas.

From a review of the system it was confirmed that
progress had been made towards populating the
tool for the majority of areas reviewed.

With respect to standard 16, the tool was confirmed
to have been fully populated and scored by the
Head of Clinical Governance.
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CONTROLS (ACTUAL AND/OR ADEQUATE

MISSING) DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

RISk 5:

ADEQUATE EVIDENCE IS NOT MAINTAINED TO SUPPORT THE SELF ASSESSMENT
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
5.1|In order to support the self Yes The evidence uploaded onto the tool under each

assessment undertaken of each
area appropriate evidence is
required to be uploaded onto the
tool.

section of the standard was reviewed for
completeness and appropriateness.

Testing found that appropriate evidence had been
uploaded for all areas reviewed however the
following documents could not be opened due to
being password protected.

e Serious Incident Group minutes - August
2008;

e Pain Incident 2; and
e Pain Incident 3.

Hard copies of these documents were provided by
the Head of Clinical Governance for review, which
we accepted as being appropriate.

HIW have confirmed that both electronic and
manual documents will be accepted this year as
forms of evidence to support the self assessment.
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
RIsK 6: THE BOARD DOES NOT RECEIVE REGULAR UPDATES ON PROGRESS IN RELATION TO THE SELF ASSESSMENT PROCESS
6.1 | The Board is kept informed of all Yes Evidence was provided during our review to confirm
developments with respect to that the Clinical Governance and Healthcare
the Healthcare Standards via the Standards Committee is the main Committee
Clinical Governance and responsible for reviewing progress made against the
Healthcare Standards Healthcare Standards Improvement Plan.
Committee. All minutes of this Committee are reported to the
Board in order for them to be updated with respect
to where the organisation is in terms of meeting the
actions identified within the Healthcare Standards
Improvement Plan.
In addition the plan was confirmed to be separately
tabled at all Board meetings.
The latest Board meeting was confirmed to have
taken place in January 2009 where the minutes of
the Clinical Governance and Healthcare Standards
Committee and the Healthcare Standards
Improvement Plan were confirmed to have been
reported.
6.2 | Reports can be produced from Yes Evidence was provided during our review to confirm

the on-line self assessment tool.

that a report can be produced from the HIW self
assessment tool setting out for each standard how
many questions have been allocated each level of
scoring.

From a review of these reports it was confirmed that
this information is displayed in a graph and a table.
For standard 16, all areas were confirmed to have
been scored at a level 4.
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
6.3 | Healthcare Standards Yes Evidence was provided during our review to confirm

Improvement Exception Reports
are sent to the Regional Office
on a quarterly basis.

that Healthcare Standards Improvement Exception
Reports are sent to the Regional Office on a
quarterly basis with the latest report covering
guarter 3 which was sent in January 2009.

From a review of the report it was confirmed to
document the following:

¢ Significant risks for the organisation;
e Significant events during the quarter;

e Healthcare Standards Improvement Plan
progress;

e Key achievements; and

e  Other quality issues to note.
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intermiad sudit

The matters raised in this report are only those which came to our attention during our internal audit work and are not
necessarily a comprehensive statement of all the weaknesses that exist, or of all the improvements that may be required. Whilst
every care has been taken to ensure that the information provided in this report is as accurate as possible, based on the
information provided and documentation reviewed, no complete guarantee or warranty can be given with regard to the advice
and information contained herein. Our work does not provide absolute assurance that material errors, loss or fraud do not exist.

This report is prepared solely for the use of Board and senior management of Powys Local Health Board. Details may be made
available to specified external agencies, including external auditors, but otherwise the report should not be quoted or referred to
in whole or in part without prior consent. No responsibility to any third party is accepted as the report has not been prepared,
and is not intended for any other purpose.
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1 Executive Summary
1.1 Introduction

An audit of Healthcare Standard 27 - Governance was undertaken as part of the approved internal audit
periodic plan for 2008/09.

The Framework for Healthcare Standards was published by the Assembly Minister for Health and Social
Services in May 2005. Healthcare Standards for Wales set out the Welsh Assembly Government'’s
common framework of healthcare standards to support the NHS and other partner organisations in
providing effective, timely and quality services across all healthcare settings. It was confirmed that the
Healthcare Standards would be used by Healthcare Inspectorate Wales (HIW) as part of their processes
for assessing the quality, safety and effectiveness of healthcare providers and commissioners across
Wales.

From April 2007 organisations were required to undertake self assessments against the 32 Healthcare
Standards and make an annual public declaration on how they perform. To support the process Health
Inspectorate Wales developed a new self assessment electronic web based tool which was completed and
formally submitted to Health Inspectorate Wales on 9th May 2008. Subsequently Health Inspectorate
Wales reviewed the evidence submitted and provided a report on 1st September 208.

The Healthcare Standards from 2007/2008 onwards underpin the Statement of Internal Control for
organisations and as such timescales for the HIW assessment process have been adjusted to align with
the requirements for the financial reporting timetable as supported by Chief Executives.

The self assessment template for 2008/2009 was released to organisations on the 3rd November 2008
with a requirement to update the submission from the previous year as required. The 2008/2009 template
is fully populated with the responses and evidence from the 2007/2008 submission to reduce the burden
on organisations. The self assessment is required to be completed and submitted to HIW by o April
20009.

The Healthcare Standards Improvement Plan (HCSIP) is central to the continuous cycle of quality
improvement and a key part of performance management. The HCSIP provides a standard format for
organisations to record and demonstrate improvement on an annual basis which includes actions arising
from the Annual Operating Framework, self assessment process, internal audit and further local and
national requirements. The HCSIP is monitored through the Clinical Governance and Healthcare
Standards Committee, Board and Regional Office on a quarterly basis.

This review focused on standard 27 which are as follows:

a. Apply the principles of sound clinical and corporate governance;

b. Ensure sound financial management and accountability in the use of resources;

C. Actively support all employees to promote openness, honesty, probity, accountability, and the
economic, efficient and effective use of resources;

d. Include systematic risk assessment and risk management; and

e. Are integrated across all health communities and clinical networks.

The specific risks considered as part of this audit were:
=  Responsibilities have not been defined and communicated
= Methodology to support self assessments has not been established
= Self assessments are not undertaken to appropriate standard
= Deadlines for reporting to HIW have not been met
= Adequate evidence is not maintained to support the self assessment

= The Board does not receive regular updates on progress in relation to the self assessment process

These risks relate to the objective to ensure appropriate systems have been put into place to comply with
the requirements of the Welsh Health Circular on Healthcare Standards.
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1.2

13
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Scope of the review

The objective of our audit was to evaluate the adequacy of risk management and control within the system
and the extent to which controls have been applied, with a view to providing an opinion. Control activities
are put in place to ensure that risks to the achievement of the organisation’s objectives are managed
effectively.

Limitations to the scope of the audit:

e The audit will look at the processes in place to ensure that the self-assessment process in respect
of the healthcare standard has been put in place to meet the requirements of the Welsh Health
Circular.

e The review will not consider the quality of the self-assessment performed.

e |n addition, due to the tool only recently having been made available by HIW, this review will not
consider the timeliness of submission of the self assessment to HIW.

e Our work does not provide any guarantee against material errors, loss or fraud or provide an
absolute assurance that material error, loss or fraud does not exist

The approach taken for this audit was a compliance audit and included the following:
= Establishing the risks affecting the achievement of your corporate objectives; and

= Reviewing the adequacy and application of the controls in place to mitigate the risk(s)or testing to
asses the extent or cause of problems identified

Conclusion

Taking account of the issues identified, in our opinion the Board can take substantial assurance
that the controls upon which the organisation relies to manage this area, as currently laid down
and operated, are effective.

This assurance level has been formulated on the basis of conclusions drawn on the individual elements of
design and application of controls in place:

‘ SUBSTANTIAL ADEQUATE LIMITED

DESIGN OF CONTROL FRAMEWORK X

APPLICATION OF AND COMPLIANCE X

WITH CONTROL FRAMEWORK

OVERALL OPINION X

The above conclusions feeding into the overall assurance level are based on the evidence obtained during
the review. We have identified one significant issue as follows:

= A review should be undertaken of the responses given and evidence provided under section 27.3
operational and user experience. In order to achieve a level three (developing) for this standard we
feel that additional evidence should be provided under these two areas.

Recommendations Summary

The following tables highlight the number and categories of recommendations made, showing which have
been brought forward from previous audits. The Action Plan at Section 2 details the specific
recommendations made as well as agreed management actions to implement them.
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Recommendations made during this audit:

MERITS
Risk FUNDAMENTAL SIGNIFICANT
ATTENTION
0 0 1

RESPONSIBILITIES HAVE NOT BEEN DEFINED AND
COMMUNICATED

METHODOLOGY TO SUPPORT SELF ASSESSMENTS HAS NOT 0 1 0
BEEN ESTABLISHED

SELF ASSESSMENTS ARE NOT UNDERTAKEN TO

0 0 0

APPROPRIATE STANDARD
DEADLINES FOR REPORTING TO HIW HAVE NOT BEEN MET 0 0 0
ADEQUATE EVIDENCE IS MAINTAINED TO SUPPORT THE 0 0 0
SELF ASSESSMENT
THE BOARD DOES NOT RECEIVE REGULAR UPDATES ON
PROGRESS IN RELATION TO THE SELF ASSESSMENT 0 0 0
PROCESS

ToOTAL 0 1 1

Recommendations implemented since the previous audit in this area:

This is the first time that RSM Bentley Jennison has undertaken a specific review of Healthcare Standard
27.

1.5 Additional Feedback

We have included some comparative data to benchmark the number of recommendations made, as shown
in the table below. In the past year, we have undertaken a number of audits of a similar nature in the

sector.
PERCENTAGE OF REVIEWS RESULTS OF THIS AUDIT

SUBSTANTIAL ASSURANCE 100%

LEVEL OF ASSURANCE

ADEQUATE ASSURANCE

LIMITED ASSURANCE

RECOMMENDATION CATEGORY

AVERAGE NUMBER IN SIMILAR AUDITS NUMBER IN THIS AUDIT

FUNDAMENTAL 0

SIGNIFICANT 0

MERITS ATTENTION 3

L RECOMMENDATIONS 3

This shows the organisation reflects well against other organisations in the sector.

Bentley Jennison Risk Management Ltd
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Action Plan

The priority of the recommendations made is as follows:

FUNDAMENTAL SIGNIFICANT MERITS ATTENTION

ACTION IS IMPERATIVE TO ENSURE THAT THE

REQUIRES ACTION TO AVOID EXPOSURE TO

SIGNIFICANT RISK IN ACHIEVING THE OBJECTIVE
FOR THE AREA UNDER REVIEW.

OBJECTIVE FOR THE AREA UNDER REVIEW IS MET

ACTION IS ADVISED TO ENHANCE CONTROL OR
IMPROVE OPERATIONAL EFFICIENCY

REF RECOMMENDATION CATEGORISATION | ACCEPTED | MANAGEMENT COMMENT IMPLEMENTATION MANAGER
DATE RESPONSIBLE
Y/N
2.2 A review should be undertaken of the responses | Significant Y Additional evidence has been | 31 December 2009 | Deputy
given and evidence provided under section 27.3 added to 27.3 from 2007/08. Director of
operational and user experience. In order to achieve Further progress is anticipated Finance
a level three (developing) for this standard we feel in 2009/10 as the eKSF
that additional evidence should be provided under process becomes more
these two areas. imbedded in the organisation.
Best/good practice examples
from other organisations would
be helpful to improve evidence
against this standard as the
scope is limited in detail.
1.1 The list of assessment leads should be updated to | Merits Attention Y Actioned Actioned Head of
reflect the Medical Director as the Executive Lead Clinical
and the Head of Clinical Governance as the Named Governance

Lead for Standard 27.5.

Bentley Jennison Risk Management Ltd
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3 Findings and Recommendations
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CONTROLS (ACTUAL AND/OR

MISSING)

ADEQUAT
E DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

Risk 1:

RESPONSIBILITIES HAVE NOT BEEN DEFINED AND COMMUNICATED

=

There is a document in place
1 |setting out who is responsible for
the completion of each area
within the Healthcare Standards.

Yes

Evidence was provided during our review to
confirm that there is a document in place setting
out who is the executive lead and named lead for
each of the 32 Healthcare Standards across
Powys Local Health Board.

From a review of this document it was confirmed
that the executive and named leads for standard
27 are as follows:

e 27.1 - The Executive Lead is the Chief

Executive with the Planning and
Corporate Services Manager being the
Named Lead:;

e 27.2 - The Executive Lead is the Director
of Finance and Performance with the
Deputy Director of Finance being the
Named Lead;

e 27.3 - The Executive Lead is the Director
of Finance and Performance with the
Deputy Director of Finance being the
Named Lead;

e 27.4 - The Executive Lead is the Director
of Finance and Performance with the
Corporate Performance Manager being
the Named Lead; and

e 27.5 - No Executive or Named Lead for
this section has been identified.

Discussions undertaken during this review found

The list of assessment leads should be updated
to reflect the Medical Director as the Executive
Lead and the Head of Clinical Governance as
the Named Lead for Standard 27.5.

Merits Attention

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR ADEQUAT TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) E DESIGN
(YES/NO)
that the Head of Clinical Governance had been
allocated responsibility for self assessing this
section of the standard.
1. |All  staff involved in the Yes The following staff were spoken to as part of our

2 | Healthcare Standards process is
aware of their roles and
responsibilities.

review:
e Deputy Director of Finance;
e Head of Clinical Governance;
e Corporate Performance Manager; and

e Planning and Corporate Services
Manager.

From discussions with the above members of
staff it was evident that all individuals were aware
as to their roles and responsibilities with respect
to the Healthcare Standards process.

It was noted that all staff involved in the
Healthcare Standards process have been met
with and informed of their responsibilities with
respect to completing self assessments and
monitoring and updating their evidence to ensure
that it is complete and up to date and have been
provided with hard copies of the standards that
they are responsible for.

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR ADEQUAT TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) E DESIGN
(YES/NO)
89 individuals within the LHB Yes A user report was obtained from the self

have been allocated User
Administration access onto the
HIW website in order to maintain
the self assessment online tool
for the LHB.

assessment tool in order to determine who has
access to the system and what type of access
they have been granted.

Access is allocated on a system wide basis and
cannot be differentiated on a standard by
standard basis.

From a review of the report and discussions with
the Administrator of the system it was confirmed
that 89 individuals have been allocated user
administration access to the system in order to
keep it maintained.

The Chief Executive and the Head of Clinical
Governance were confirmed to be the only two
individuals that have been allocated sign off
access to the system.

From a review of the report it was noted that 116
individuals in total have been granted access to
the system.

Bentley Jennison Risk Management Ltd
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the LHB against each element of
each standard and providing a
response setting out how the
LHB complies with each section.

that standard.

Each standard has a set of criterion and a
number of self assessment questions that fall
under the categories Corporate, Operational and
User Experience.

Each standard lead is responsible for self
assessing the LHB and writing a response for
each self assessment question taking into
consideration what strategies, policies, schemes
and procedures the LHB has in place in order to
satisfy the criterion of each self assessment
guestion.

The individuals responsible for self assessing this
standard were confirmed to be as follows:

e 27.1 - Planning and Corporate Services
Manager;

e 27.2 - Deputy Director of Finance;

e 27.3 - Deputy Director of Finance;

CONTROLS (ACTUAL AND/OR ADEQUAT TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) E DESIGN
(YES/NO)
1. |The Healthcare Standards Yes It was confirmed during our review that a copy of
4 | Improvement Plan has been the Healthcare Standards Improvement Plan has
made publicly available via the been made available on the Powys LHB website.
Internet.
Risk 2: METHODOLOGY TO SUPPORT SELF ASSESSMENTS HAS NOT BEEN ESTABLISHED
2. |Each standard lead is Yes Fieldwork confirmed that each standard lead is
1 |responsible for self assessing responsible for self assessing the LHB against

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR ADEQUAT TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) E DESIGN
(YES/NO)
e 27.4 - Corporate Performance Manager;
and
e 27.5 - Head of Clinical Governance.
2. | Healthcare Inspectorate Wales Yes Once each standard lead has written a response | A review should be undertaken of the responses | Significant

2 |have developed a Maturity
Matrix in order to assist the LHB
in self assessing themselves.

to each of the self assessment questions within
the Standards they are responsible for they have
to then allocate a level (1-5) at to which they
believe the LHB complies with the Standard.

Evidence was provided during our review to
confirm that there is a Maturity Matrix in place in
order to assist the LHB in self assessing
themselves.

From a review of the Maturity Matrix it was
confirmed to be set out into five levels each
representing a certain level of achievement
against the standard.

The five levels are as follows:
1 - Aware;

2 - Responding;

3 - Developing;

4 - Practising;

given and evidence provided under section 27.3
operational and user experience. In order to
achieve a level three (developing) for this
standard we feel that additional evidence should
be provided under these two areas.

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR
MISSING)

ADEQUAT
E DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

5 - Leading.

The relevant standard lead is responsible for
determining which level they believe the LHB falls
into with respect to the achievement of that
particular standard.

Each standard is assessed at three levels,
Corporate, Operational and User Experience for
each self assessment question there is.

The individuals responsible for self assessing this
standard were confirmed to be as follows:

e 27.1 - Planning and Corporate Services
Manager;

e 27.2 - Deputy Director of Finance;
e 27.3 - Deputy Director of Finance;

e 27.4 - Corporate Performance Manager;
and

e 27.5 - Head of Clinical Governance.

From a review of standard 27 it was noted that it
had been scored as follows:

e 27.1- Developing;
e 27.2 - Developing;
e 27.3 - Developing;
e 27.4 - Developing; and
e 27.5- Responding.

Therefore, overall standard 27 is scored as
Developing.

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR ADEQUAT TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) E DESIGN
(YES/NO)
It was noted however that limited responses and
no evidence had been provided under standard
27.3, operational and user experience. In order
to achieve a level three (developing) for this
standard we feel that additional evidence should
be provided under these two areas.
2. |Once the standard lead has Yes From a review of the HIW self assessment tool | See paragraph 2.2 above
3 |determined what level of and associated guidance it was confirmed that all
compliance they believe the LHB standard leads are responsible for uploading
has achieved for each self evidence onto the website in order to
assessment question for both demonstrate achievement of the stated level of
Corporate, Operational and User compliance with that standard.
Experience they then have to : . .
provie evdrce t demonsiat o e o sanderd 21, 1 s confimes
the achievement of that level. . . P .
relevant section with the exception of 27.3
Operational and 27.3 User Experience.
Where felt relevant, evidence within sections had
been cross referenced with others.
Risk 3: SELF ASSESSMENTS ARE NOT UNDERTAKEN TO APPROPRIATE STANDARD
3. |Each standard lead is Yes From a review of the self assessment tool it was | See paragraph 2.2 above
1 |responsible for self assessing confirmed that an appropriate response had been

the LHB against each element of
each standard and providing a
response setting out how the
LHB complies with each section.

Each standard has a set of
criterion and a number of self
assessment questions that fall
under the categories Corporate,
Operational and User
Experience.

provided for each area under Standard 27 with
the exception of 27.3 operational and user
experience.

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR ADEQUAT TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) E DESIGN
(YES/NO)
Once a response has been Yes The responses given to the assessment|See paragraph 2.2 above
given to each question within the guestions and the compliance scores allocated
standard, the standard lead has were reviewed for appropriateness.
to  then determine  what
compliance score should be ][E):/l\gavisr.]oted that standard 27 had been scored as
allocated. )
The Maturity Matrix provided by * 27.1-Developing;
Healthcare Inspectorate Wales e 27.2 - Developing;
should be used to assist in this .
process. e 27.3 - Developing;
e 27.4 - Developing; and
e 27.5- Responding.
It was noted however that limited responses and
no evidence had been provided under standard
27.3, operational and user experience.
In order to achieve a level three (developing) for
this standard we feel that additional evidence
should be provided under these two areas.
Following the completion of all Yes Fieldwork confirmed that all self assessments for

self assessments by the
appropriate Standard Leads all
self assessments are reviewed
and approved by the LHB's
Clinical Governance and
Healthcare Standards
Committee prior to a final
declaration by the Chief
Executive before being sent off
to Healthcare Inspectorate

2007/2008 were subject to review and approval
by the Clinical Governance and Healthcare
Standards Committee in April and formal Board
approval in May.

The self assessments were then confirmed to
have been reviewed and agreed by the Chair and
the Chief Executive on the 9th May 2008 prior to
being submitted to Healthcare Inspectorate
Wales.

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR ADEQUAT TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) E DESIGN
(YES/NO)
Wales.
The Head of Clinical Yes From a review of the HIW self assessment tool it
Governance  monitors  what was confirmed that all changes made to the tool
information is uploaded onto the are documented on a daily basis in order that this
HIW website in order to ensure information can be monitored.
that appropriate evidence is
being submitted for each
standard.
Al self assessments are Yes Evidence was provided during our review to
reviewed by Healthcare confirm that all self assessments completed are
Inspectorate  Wales on an reviewed by Healthcare Inspectorate Wales on an
annual basis. annual basis.
For the 2007/2008 financial year it was confirmed
that the self assessment was submitted to HIW
on 9th May 2008 for review.
A report was then submitted by HIW to Powys
setting out what levels they had scored them for
each area.
For standard 27, the scores that were allocated
were as follows:
e Corporate - 3 (Developing);
e Operational - 3 (Developing); and
e User Experience - 2 (Responding).
Following the submission of the Yes Fieldwork confirmed that a HIW Improvement

LHBs self assessment a HIW
Improvement Plan is
automatically generated from the
HIW online tool.

Plan was automatically generated from the HIW
online tool following the submission of the LHBs
self assessment on 9th May 2008.

From a review of the plan it was confirmed to
document:

Bentley Jennison Risk Management Ltd
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~Nw

scored as either ‘'aware' or

Improvement Plan for 2008/2009 it was confirmed

CONTROLS (ACTUAL AND/OR ADEQUAT TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) E DESIGN
(YES/NO)

e The Standard Lead / Director;

e Criteria,

e Self Assessment Score;

e Improvement Actions;

e By Whom;

e By When;

e Traffic Light Status;

e Cross ref to other plans; and

e SAFF Cross ref.
It was noted that as the tool for 2008/2009 has
not been fully populated as yet all of the
necessary actions have not as yet been identified
for the 2008/2009 plan.
A copy of the Improvement plan for the
2007/2008 financial year was obtained and
reviewed.
It was established that three actions have been
identified under 27.1 and four actions under 27.2.
All actions were confirmed to have been allocated
a 'green' rating, suggesting that they are all on
target to be met by the stated deadline.

For all areas that have been Yes From a review of the Healthcare Standards

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR ADEQUAT TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) E DESIGN
(YES/NO)
'responding’ appropriate actions that 40 areas for assessment have been
have been identified. identified as either 'aware' or 'responding'.
It was noted that in all cases appropriate
improvement actions have been identified and
achieved to date.
As mentioned above, all actions identified within
the plan against standard 27 were confirmed to
be on target to be met by the required deadline.
The  Healthcare  Standards Yes Evidence was provided to confirm that the

Improvement Plan is monitored
on a quarterly basis through the
Clinical Governance and
Healthcare Standards
Committee and the Board.

Healthcare Standards Improvement Plan is
monitored on a quarterly basis through the
Clinical Governance and Healthcare Standards
Committee and through the Board with the latest
update confirmed to have been provided to the
Clinical Governance and Healthcare Standards
Committee in January 2009.

Progress against actions within the plan is
monitored through a traffic light system as
follows:

e Green - Progress on target to achieve
action by specified date;

e Amber - Action at risk of non-
achievement, but measures to address
risk are in place; and

e Red - Not achieved, or not expected to
be achieved by specific date without
additional action.

From a review of the plan it was noted that all
areas had been allocated with a green status with
the exception of standard 8.3 which had been
allocated amber, due to there not being any

Bentley Jennison Risk Management Ltd
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released to organisations on the
3rd November 2008 with a
requirement to update the
submission from the previous
year as required.

The 2008/2009 template is fully
populated with the responses
and evidence from the
2007/2008 submission to reduce
the burden on organisations.

Powys is required to make their
submission to HIW by the 9th
April 2009.

for all staff to update their self assessments for
each of their responsible areas.

From a review of the system it was confirmed that
progress had been made towards populating the
tool for the majority of areas reviewed.

With respect to standard 27, the tool was
confirmed to have been fully populated and
scored by all responsible individuals, with the
exception of standard 27.3 operational and user
experience as already mentioned.

CONTROLS (ACTUAL AND/OR ADEQUAT TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) E DESIGN
(YES/NO)
clinical audit staff in post at the time of the update
thus placing a risk that the deadline may not be
met.
Risk 4: DEADLINES FOR REPORTING TO HIW HAVE NOT BEEN MET
4. | The deadline for 2007/2008 for Yes Evidence was provided during our review to
1 |the submission of the HIW confirm that the self assessment tool was
online self assessment tool was submitted by the Chief Executive of Powys LHB
9th May 2008. on 9th May 2008, in compliance with the deadline
set by Healthcare Inspectorate Wales.
4. | For the 2008/ 2009 year the self Yes From a review of the self assessment template
2 |assessment template has been online it was confirmed that it was now available

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR ADEQUAT
MISSING) E DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

the Healthcare Standards via the

Clinical Governance and
Healthcare Standards
Committee.

Healthcare Standards Committee is the main
Committee responsible for reviewing progress
made against the Healthcare Standards
Improvement Plan.

All minutes of this Committee are reported to the

Board in order for them to be updated with

Risk 5: ADEQUATE EVIDENCE IS NOT MAINTAINED TO SUPPORT THE SELF ASSESSMENT
5. |In order to support the self Yes The evidence uploaded onto the tool under each
1 |assessment undertaken of each section of the standard was reviewed for
area appropriate evidence is completeness and appropriateness.
requir | nto th . . g .
equired to be uploaded onto the Testing undertaken identified a number of pieces
tool. . .
of evidence that were required to be uploaded
onto the tool in order to support the response that
had been given.
In all cases this evidence was either uploaded at
the time of review or viewed in hard copy.
Discussions with HIW confirmed that for this year,
evidence can be provided both electronically and
in hard copy in order to support the self
assessment undertaken.
Risk 6: THE BOARD DOES NOT RECEIVE REGULAR UPDATES ON PROGRESS IN RELATION TO THE SELF ASSESSMENT PROCESS
6. | The Board is kept informed of all Yes Evidence was provided during our review to
1 |developments with respect to confirm that the Clinical Governance and

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR
MISSING)

ADEQUAT
E DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

respect to where the organisation is in terms of
meeting the actions identified within the
Healthcare Standards Improvement Plan. In
addition the plan was confirmed to be separately
tabled at all Board meetings.

The latest Board meeting was confirmed to have
taken place in January 2009 where the minutes of
the Clinical Governance and Healthcare
Standards Committee and the Healthcare
Standards Improvement Plan were confirmed to
have been reported.

Reports can be produced from
the on-line self assessment tool.

N o

Yes

Evidence was provided during our review to
confirm that a report can be produced from the
HIW self assessment tool setting out for each
standard how many questions have been
allocated each level of scoring.

From a review of these reports it was confirmed
that this information is displayed in a graph and a
table.

Standard 27 was confirmed to have been scored
as follows:

e 27.1 - Developing;
e 27.2 - Developing;
e 27.3 - Developing;
e 27.4 - Developing; and
e 27.5- Responding.

6. | Healthcare Standards
3 | Improvement Exception Reports
are sent to the Regional Office

Yes

Evidence was provided during our review to
confirm that Healthcare Standards Improvement
Exception Reports are sent to the Regional Office
on a quarterly basis with the latest report covering

Bentley Jennison Risk Management Ltd
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CONTROLS (ACTUAL AND/OR
MISSING)

ADEQUAT
E DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

on a quarterly basis.

quarter 3 which was sent in January 2009.

From a review of the report it was
confirmed to document the following:

Significant risks for the organisation;
Significant events during the quarter;

Healthcare Standards Improvement Plan
progress;

Key achievements; and

Other quality issues to note.

Bentley Jennison Risk Management Ltd
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Executive Summary
Introduction

An audit of Healthcare Standard 28 - Clinical Governance was undertaken as part of
the approved internal audit periodic plan for 2008/09.

The Framework for Healthcare Standards was published by the Assembly Minister for
Health and Social Services in May 2005. Healthcare Standards for Wales set out the
Welsh Assembly Government’'s common framework of healthcare standards to support
the NHS and other partner organisations in providing effective, timely and quality
services across all healthcare settings. It was confirmed that the Healthcare Standards
would be used by Healthcare Inspectorate Wales (HIW) as part of their processes for
assessing the quality, safety and effectiveness of healthcare providers and
commissioners across Wales.

From April 2007 organisations were required to undertake self assessments against the
32 Healthcare Standards and make an annual public declaration on how they perform.
To support the process Health Inspectorate Wales developed a new self assessment
electronic web based tool which was completed and formally submitted to Health
Inspectorate Wales on 9th May 2008. Subsequently Health Inspectorate Wales
reviewed the evidence submitted and provided a report on 1st September 208.

The Healthcare Standards from 2007/2008 onwards underpin the Statement of Internal
Control for organisations and as such timescales for the HIW assessment process
have been adjusted to align with the requirements for the financial reporting timetable
as supported by Chief Executives.

The self assessment template for 2008/2009 has been released to organisations on the
3rd November 2008 with a requirement to update the submission from the previous
year as required. The 2008/2009 template is fully populated with the responses and
evidence from the 2007/2008 submission to reduce the burden on organisations. The
self assessment is required to be completed and submitted to HIW by o April 2009.

The Healthcare Standards Improvement Plan (HCSIP) is central to the continuous
cycle of quality improvement and a key part of performance management. The HCSIP
provides a standard format for organisations to record and demonstrate improvement
on an annual basis which includes actions arising from the Annual Operating
Framework, self assessment process, internal audit and further local and national
requirements. The HCSIP is monitored through the Clinical Governance and
Healthcare Standards Committee, Board and Regional Office on a quarterly basis.

This review focused on standard 28 which are as follows:

a. Ensure that principles of clinical governance underpin the work of every team
and every clinical service;

b. Have a cycle of continuous quality improvement, including clinical audit; and

C. Ensure effective clinical and managerial leadership and accountability.

The specific risks considered as part of this audit were:
= Responsibilities have not been defined and communicated;
= Methodology to support self assessments has not been established,;
= Self assessments are not undertaken to appropriate standard,;
= Deadlines for reporting to HIW have not been met;
= Adequate evidence is not maintained to support the self assessment; and

= The Board does not receive regular updates on progress in relation to the self
assessment process.
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1.2

1.3

1.4

These risks relate to the objective of to ensure appropriate systems have been put into
place to comply with the requirements of the Welsh Health Circular on Healthcare
Standards.

Scope of the review

The objective of our audit was to evaluate the adequacy of risk management and
control within the system and the extent to which controls have been applied, with a
view to providing an opinion. Control activities are put in place to ensure that risks to the
achievement of the organisation’s objectives are managed effectively.

Limitations to the scope of the audit:

e The audit will look at the processes in place to ensure that the self-assessment
process in respect of the healthcare standard has been put in place to meet
the requirements of the Welsh Health Circular.

e The review will not consider the quality of the self-assessment performed. In
addition, due to the tool only recently having been made available by HIW, this
review will not consider the timeliness of submission of the self assessment to
HIW.

e Our work does not provide any guarantee against material errors, loss or fraud
or provide an absolute assurance that material error, loss or fraud does not
exist

The approach taken for this audit was a compliance audit and included the following:
= Establishing the risks affecting the achievement of your corporate objectives

= Reviewing the adequacy and application of the controls in place to mitigate the
risk(s)or testing to asses the extent or cause of problems identified

Conclusion

Taking account of the issues identified, in our opinion the Board can take
substantial assurance that the controls upon which the organisation relies to

manage this area, as currently laid down and operated, are effective.

This assurance level has been formulated on the basis of conclusions drawn on the
individual elements of design and application of controls in place:

SUBSTANTIAL ADEQUATE LIMITED

DESIGN OF CONTROL FRAMEWORK x

APPLICATION OF AND COMPLIANCE X

WITH CONTROL FRAMEWORK

OVERALL OPINION X

The above conclusions feeding into the overall assurance level are based on the
evidence obtained during the review.

No significant recommendations have been made as a result of this review.

Recommendations Summary
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The following tables highlight the number and categories of recommendations made,
showing which have been brought forward from previous audits. The Action Plan at
Section 2 details the specific recommendations made as well as agreed management
actions to implement them.
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Recommendations made during this audit:

MERITS
Risk FUNDAMENTAL SIGNIFICANT
ATTENTION
0 0 0

RESPONSIBILITIES HAVE NOT BEEN DEFINED AND
COMMUNICATED

METHODOLOGY TO SUPPORT SELF ASSESSMENTS HAS NOT
BEEN ESTABLISHED

SELF ASSESSMENTS ARE NOT UNDERTAKEN TO APPROPRIATE
STANDARD

o
o
o

O
m
P
@)
=
=z
m
Py
Py
m
Bl
o
)
.
=z
®
=
o
dc
z
<
m
P
[®]
=
@
m
m
P
<
m
—
o
o
o

ADEQUATE EVIDENCE IS NOT MAINTAINED TO SUPPORT THE

SELF ASSESSMENT
THE BOARD DOES NOT RECEIVE REGULAR UPDATES ON 0 0 0
PROGRESS IN RELATION TO THE SELF ASSESSMENT PROCESS

TOTAL 0 0 0

Recommendations implemented since the previous audit in this area:

This is the first time that an audit specifically focusing on standard 28 has been undertaken
within Powys LHB by RSM Bentley Jennison.

15 Additional Feedback

GooD PRACTICE IDENTIFIED DURING THE AUDIT

The tool has been fully populated with both responses and evidence and both were deemed to be
appropriate to the self assessment questions.

We have included some comparative data to benchmark the number of recommendations
made, as shown in the table below. In the past year, we have undertaken a number of audits of

a similar nature in the sector.

100%

LEVEL OF ASSURANCE

SUBSTANTIAL ASSURANCE

ADEQUATE ASSURANCE

LIMITED ASSURANCE

RECOMMENDATION CATEGORY

AVERAGE NUMBER IN SIMILAR AUDITS NUMBER IN THIS AUDIT
0

FUNDAMENTAL

SIGNIFICANT 0
M ATTENTION 3
TOTAL RECOMMENDATIONS 3

m
=
3

This shows the organisation reflects well against other organisations in the sector.
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5

Action Plan

The priority of the recommendations made is as follows:

FUNDAMENTAL SIGNIFICANT MERITS ATTENTION

ACTION IS IMPERATIVE TO ENSURE THAT THE

REQUIRES ACTION TO AVOID EXPOSURE TO

SIGNIFICANT RISK IN ACHIEVING THE OBJECTIVE

OBJECTIVE FOR THE AREA UNDER REVIEW IS MET

FOR THE AREA UNDER REVIEW.

ACTION IS ADVISED TO ENHANCE CONTROL OR
IMPROVE OPERATIONAL EFFICIENCY

REF

RECOMMENDATION

CATEGORISATION

ACCEPTED
Y/N

MANAGEMENT COMMENT

IMPLEMENTATION
DATE

MANAGER
RESPONSIBLE

No recommendations have been made with respect to this area.
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Findings and Recommendations

CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
Risk 1: RESPONSIBILITIES HAVE NOT BEEN DEFINED AND COMMUNICATED

1.1 | There is a document in place Yes
setting out who is responsible for
the completion of each area
within the Healthcare Standards.

Evidence was provided during our review to
confirm that there is a document in place setting
out who is the executive lead and named lead for
each of the 32 Healthcare Standards across
Powys Local Health Board.

From a review of this document it was confirmed
that the executive lead for Standard 28 is the
Medical Director with the Head of Clinical
Governance being the executive lead.

1.2 |All  staff involved in the Yes
Healthcare Standards process is
aware of their roles and
responsibilities.

The executive lead for standard 28 is the Head of
Clinical Governance.

Discussions held with this individual confirmed that
he was fully aware as to his roles and
responsibilities with respect to this standard.

It was noted that all staff involved in the Healthcare
Standards process have been met with and
informed of their responsibilities with respect to
completing self assessments and monitoring and
updating their evidence to ensure that it is
complete and up to date and have been provided
with hard copies of the standards that they are
responsible for.
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CONTROLS (ACTUAL AND/OR
MISSING)

ADEQUATE
DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

13

89 individuals within the LHB
have been allocated User
Administration access onto the
HIW website in order to maintain
the self assessment online tool
for the LHB.

Yes

A user report was obtained from the self
assessment tool in order to determine who has
access to the system and what type of access they
have been granted.

Access is allocated on a system wide basis and
cannot be differentiated on a standard by standard
basis.

From a review of the report and discussions with
the Administrator of the system it was confirmed
that 89 individuals have been allocated user
administration access to the system in order to
keep it maintained.

The Chief Executive and the Head of Clinical
Governance were confirmed to be the only two
individuals that have been allocated sign off
access to the system.

From a review of the report it was noted that 116
individuals in total have been granted access to
the system.

1.4

The  Healthcare  Standards
Improvement Plan has been
made publicly available via the
Internet.

Yes

It was confirmed during our review that a copy of
the Healthcare Standards Improvement Plan has
been made available on the Powys LHB website.
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
Risk 2: METHODOLOGY TO SUPPORT SELF ASSESSMENTS HAS NOT BEEN ESTABLISHED

21

Each standard lead is
responsible for self assessing
the LHB against each element of
each standard and providing a
response setting out how the
LHB complies with each section.

Yes

Fieldwork confirmed that each standard lead is
responsible for self assessing the LHB against that
standard.

Each standard has a set of criterion and a number
of self assessment questions that fall under the
categories Corporate, Operational and User
Experience.

Each standard lead is responsible for self
assessing the LHB and writing a response for
each self assessment question taking into
consideration what strategies, policies, schemes
and procedures the LHB has in place in order to
satisfy the criterion of each self assessment
guestion.

The executive lead for standard 28 is the Head of
Clinical Governance whom is responsible for self
assessing the LHB against this standard.
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CONTROLS (ACTUAL AND/OR
MISSING)

ADEQUATE
DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

2.2

Healthcare Inspectorate Wales
have developed a Maturity
Matrix in order to assist the LHB
in self assessing themselves.

Yes

Once each standard lead has written a response
to each of the self assessment questions within the
Standards they are responsible for they have to
then allocate a level (1-5) at to which they believe
the LHB complies with the Standard.

Evidence was provided during our review to
confirm that there is a Maturity Matrix in place in
order to assist the LHB in self assessing
themselves.

From a review of the Maturity Matrix it was
confirmed to be set out into five levels each
representing a certain level of achievement against
the standard.

The five levels are as follows:
1- Aware;

2 - Responding;

3 - Developing;

4 - Practising;
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
5 - Leading.

The relevant standard lead is responsible for
determining which level they believe the LHB falls
into with respect to the achievement of that
particular standard.

Each standard is assessed at three levels,
Corporate, Operational and User Experience for
each self assessment question there is.

The Head of Clinical Governance is responsible for
self assessing the LHB against this standard.

From a review of standard 28 it was confirmed that
the whole standard has been scored as a level 4 -
Practising.

2.3|Once the standard lead has Yes From a review of the HIW self assessment tool
determined what level of and associated guidance it was confirmed that all
compliance they believe the LHB standard leads are responsible for uploading
has achieved for each self evidence onto the website in order to demonstrate
assessment question for both achievement of the stated level of compliance with
Corporate, Operational and User that standard.
Experience they then have to . . )
povce evcence to demonsiat e e et
the achievement of that level. s P
relevant section.
Where felt relevant, evidence within sections had
been cross referenced with others.
Risk 3: SELF ASSESSMENTS ARE NOT UNDERTAKEN TO APPROPRIATE STANDARD
3.1 | Each standard lead is Yes From a review of the self assessment tool it was

responsible for self assessing
the LHB against each element of
each standard and providing a
response setting out how the

confirmed that an appropriate response had been
provided for each area under Standard 28.

No issues were identified.
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CONTROLS (ACTUAL AND/OR ADEQUATE TEST RESULT / IMPLICATIONS RECOMMENDATION CATEGORISATION
MISSING) DESIGN
(YES/NO)
LHB complies with each section.
Each standard has a set of
criterion and a number of self
assessment questions that fall
under the categories Corporate,
Operational and User
Experience.

3.2|0Once a response has been Yes The responses given to the assessment questions
given to each question within the and the compliance scores allocated were
standard, the standard lead has reviewed for appropriateness.
to then determine  what
compliance  score  should e peen alocated a score of 4 (Practsing).
allocated. 9).

The Maturity Matrix provided by Basgd on the responses gi_ven gnd the evide_nce
Healthcare Inspectorate Wales provided, we would agree with this level of scoring.
should be used to assist in this

process.

3.3 | Following the completion of all Yes Fieldwork confirmed that all self assessments for
self assessments by the 2007/2008 were subject to review and approval by
appropriate Standard Leads all the Clinical Governance and Healthcare Standards
self assessments are reviewed Committee in April and formal Board approval in
and approved by the LHB's May.
Clinical Governance and )
Healthcare Standards The self assessments were then conflrmgd to
Committee prior to a final have b_een rewevyed and agreed by the Chal_r and

: : the Chief Executive on the 9th May 2008 prior to

declaration by the ~ Chief being submitted to Healthcare Inspectorate Wales
Executive before being sent off 9 P |
to Healthcare Inspectorate
Wales.

3.4 | The Head of Clinical Yes From a review of the HIW self assessment tool it

Governance  monitors  what
information is uploaded onto the

was confirmed that all changes made to the tool
are documented on a daily basis in order that this
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CONTROLS (ACTUAL AND/OR
MISSING)

ADEQUATE
DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

HIW website in order to ensure
that appropriate evidence is
being submitted for each
standard.

information can be monitored.

3.5

Al self assessments are
reviewed by Healthcare
Inspectorate  Wales on an
annual basis.

Yes

Evidence was provided during our review to
confirm that all self assessments completed are
reviewed by Healthcare Inspectorate Wales on an
annual basis.

For the 2007/2008 financial year it was confirmed
that the self assessment was submitted to HIW on
9th May 2008 for review.

A report was then submitted by HIW to Powys
setting out what levels they had scored them for
each area.

For standard 28, HIW had scored all areas as a
level 3 (Developing).

3.6

Following the submission of the
LHBs self assessment a HIW
Improvement Plan is
automatically generated from the
HIW online tool.

Yes

Fieldwork confirmed that a HIW Improvement Plan
was automatically generated from the HIW online
tool following the submission of the LHBs self
assessment on 9th May 2008.

From a review of the plan it was confirmed to
document:

e The Standard Lead / Director;
e Criteria;

e Self Assessment Score;
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CONTROLS (ACTUAL AND/OR
MISSING)

ADEQUATE
DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

e Improvement Actions;

e By Whom;

e By When;

e Traffic Light Status;

e Cross ref to other plans; and
o  SAFF Cross ref.

It was noted that as the tool for 2008/2009 has not
been fully populated as yet all of the necessary
actions have not as yet been identified for the
2008/2009 plan.

A copy of the Improvement plan for the 2007/2008
financial year was obtained and reviewed.

It was established that two actions had been
identified against 28.1. Both of these actions were
identified as being on target to be achieved by the
required deadline.

3.7

For all areas that have been
scored as either 'aware' or
‘responding' appropriate actions
have been identified.

Yes

From a review of the Healthcare Standards
Improvement Plan for 2008/2009 it was confirmed
that 40 areas for assessment have been identified
as either ‘aware' or 'responding'.

It was noted that in all cases appropriate
improvement actions have been identified and
achieved to date.
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CONTROLS (ACTUAL AND/OR
MISSING)

ADEQUATE
DESIGN
(YES/NO)

TEST RESULT / IMPLICATIONS

RECOMMENDATION

CATEGORISATION

As mentioned above, two actions have been
identified within the plan against standard 28. Both
of these actions were confirmed to be on target to
being achieved.

3.8

The Healthcare  Standards
Improvement Plan is monitored
on a quarterly basis through the
Clinical Governance and
Healthcare Standards
Committee and the Board.

Yes

Evidence was provided to confirm that the
Healthcare Standards Improvement Plan is
monitored on a quarterly basis through the Clinical
Governance and Healthcare Standards Committee
and through the Board with the latest update
confirmed to have been provided to the Clinical
Governance and Healthcare Standards Committee
in March 2009.

Progress against actions within the plan is
monitored through a traffic light system as follows:

e Green - Progress on target to achieve
action by specified date;

e Amber - Action at risk of non-
achievement, but measures to address
risk are in place; and

e Red - Not achieved, or not expected to be
achieved by specific date without
additional action.

From a review of the plan it was noted that all
areas had been allocated with a green status with
the exception of standard 8.3 which had been
allocated amber, due to there not being any clinical
audit staff in post at the time of the update thus
placing a risk that the deadline may not be met.
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Risk 4:

DEADLINES FOR REPORTING TO HIW HAVE NOT BEEN MET

4.1| The deadline for 2007/2008 for Yes Evidence was provided during our review to
the submission of the HIW confirm that the self assessment tool was
online self assessment tool was submitted by the Chief Executive of Powys LHB on
9th May 2008. 9th May 2008, in compliance with the deadline set

by Healthcare Inspectorate Wales.
4.2 | For the 2008/ 2009 year the self Yes From a review of the self assessment template

assessment template has been
released to organisations on the
3rd November 2008 with a
requirement to update the
submission from the previous
year as required.

The 2008/2009 template is fully
populated with the responses
and evidence from the
2007/2008 submission to reduce
the burden on organisations.

Powys is required to make their
submission to HIW by the 9th
April 2009.

online it was confirmed that it was now available
for all staff to update their self assessments for
each of their responsible areas.

From a review of the system it was confirmed that
progress had been made towards populating the
tool for the majority of areas reviewed.

With respect to standard 28, the tool was
confirmed to have been fully populated and scored
by the Head of Clinical Governance.
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Risk 5:

ADEQUATE EVIDENCE IS NOT MAINTAINED TO SUPPORT THE SELF ASSESSMENT

5.1

In order to support the self
assessment undertaken of each
area appropriate evidence is
required to be uploaded onto the
tool.

Yes

The evidence uploaded onto the tool under each
section of the standard was reviewed for
completeness and appropriateness.

Testing found that appropriate evidence had been
uploaded for all of standard 28.

The following documents had not been uploaded
electronically although were reviewed in hard

copy:
e Research and Development Strategy;

e Example of Modified Early Warning
System forms; and

e Example of risk assessments.

It was further noted that a piece of evidence for
standard 27 had been placed under 28. This was
removed and correctly placed at the time of our
review.

RIsSK 6:

THE BOARD DOES NOT RECEIVE REGULAR UPDATES ON PROGRESS IN RELATION TO THE SELF ASSESSMENT PROCESS

6.1

The Board is kept informed of all
developments with respect to
the Healthcare Standards via the

Clinical Governance and
Healthcare Standards
Committee.

Yes

Evidence was provided during our review to
confirm that the Clinical Governance and
Healthcare Standards Committee is the main
Committee responsible for reviewing progress
made against the Healthcare Standards
Improvement Plan.

All minutes of this Committee are reported to the
Board in order for them to be updated with respect
to where the organisation is in terms of meeting
the actions identified within the Healthcare
Standards Improvement Plan.

In addition the plan was confirmed to be separately
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tabled at all Board meetings.

The latest Board meeting was confirmed to have
taken place in January 2009 where the minutes of
the Clinical Governance and Healthcare Standards
Committee and the Healthcare Standards
Improvement Plan were confirmed to have been
reported.

6.2

Reports can be produced from
the on-line self assessment tool.

Yes

Evidence was provided during our review to
confirm that a report can be produced from the
HIW self assessment tool setting out for each
standard how many questions have been allocated
each level of scoring.

From a review of these reports it was confirmed
that this information is displayed in a graph and a
table.

For standard 28, all areas were confirmed to have
been scored at a level 4.

6.3

Healthcare Standards
Improvement Exception Reports
are sent to the Regional Office
on a quarterly basis.

Yes

Evidence was provided during our review to
confirm that Healthcare Standards Improvement
Exception Reports are sent to the Regional Office
on a quarterly basis with the latest report covering
guarter 3 which was sent in January 2009.

From a review of the report it was confirmed to
document the following:

e Significant risks for the organisation;
¢ Significant events during the quarter;

¢ Healthcare Standards Improvement Plan
progress;

e Key achievements; and

e Other quality issues to note.
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Annex 2

Healthcare Standards for Wales
Patient Experience

Standard 1

The views of patients, service users, their carers and relatives and the public are
sought and taken into account in the design, planning, delivery, review and
improvement of health care services and their integration with social care
services.

Standard 2
The planning and delivery of healthcare:
a. reflects the experiences, views and preferences of patients and
service users;
b. reflects the health needs of the population served;
C. is based on nationally agreed evidence and best practice; and
d. ensures equity of access to services.

Standard 3
Patients with emergency health needs access appropriate care promptly and
within national time-scales set annually by the Welsh Assembly Government.

Standard 4
Healthcare premises are well-designed and appropriate in order to:
a. promote patient and staff well-being;
b. respect different patients’ needs, privacy and confidentiality;
C. have regard for the safety of patients, users and staff; and
d. provide a safe and secure environment which protects patients,

staff, visitors and their property, and the physical assets of the
organisation.

Standard 5
Healthcare services are provided in environments, which

a. are well maintained and kept at acceptable national levels of
cleanliness;

b. minimise the risk of healthcare associated infections to patients,
staff and visitors, achieving year on year reductions in incidence;
and

C. emphasise high standards of hygiene and reflect best practice
initiatives.
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Standard 6
Healthcare organisations, in recognising different language, communication,
physical and cultural needs:

a. make information available and accessible to patients, service
users, their carers and relatives and the public on their services;
b. provide patients and service users with timely information on their

condition; the care and treatment they will receive as well as after-
care and support arrangements; and

C. provide patients and service users with opportunities to discuss and
agree options relating to their care.

Standard 7

Patients and service users, including those with long-term conditions, are
encouraged to contribute to their care plan and are provided with opportunities
and resources to develop competence in self-care.

Standard 8
Healthcare organisations ensure that:
a. staff treat patients, service users, their relatives and carers with
dignity and respect;
b. staff themselves are treated with dignity and respect for their
differences;
C. informed consent is obtained appropriately for all contacts with

patients and service users and for the use of confidential patient
information; and

d. patient information is treated confidentially, except where
authorised by legislation to the contrary.

Standard 9
Where food is provided there are systems in place to ensure that:
a. patients and service users are provided with a choice of food which
is prepared safely and provides a balanced diet; and
b. patients and service users’ individual nutritional, personal, cultural
and clinical dietary requirements are met, including any necessary
help with feeding and having access to food 24 hours a day.

Standard 10

Healthcare organisations ensure that people accessing healthcare are not
unfairly discriminated against on the grounds of age, gender, disability, ethnicity,
race, religion, or sexual orientation.

Clinical Outcomes

Standard 11
Healthcare organisations ensure that:
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a. clinical care and treatments are delivered by healthcare
professionals who make clinical decisions based on evidence
based practice;

b. clinical care and treatments are carried out under appropriate
clinical supervision and leadership;

C. clinicians continuously update skills and techniques relevant to their
clinical work including peer reviews; and

d. clinicians participate in regular audit and review of clinical services.

Standard 12
Healthcare organisations ensure that patients and service users are provided
with effective treatment and care that:

a. conforms to the National Institute for Clinical Excellence (NICE)
technology appraisals and interventional procedures, and the
recommendations of the All Wales Medicines Strategy Group
(AWMSG);

b. is based on nationally agreed best practice and guidelines, as
defined in National Service Frameworks, NICE clinical guidelines,
national plans and agreed national guidance on service delivery;

C. takes account of patients’ physical, social, cultural and
psychological needs and preferences; and
d. Is integrated to provide a seamless service across all organisations

that need to be involved, including social care organisations.

Standard 13

Healthcare organisations, which either lead or participate in research, have
systems in place to ensure that the principles and requirements of the research
governance framework are consistently applied.

Healthcare Governance

Standard 14

Healthcare organisations continuously and systematically review and improve all
aspects of their activities that directly affect the safety and health of patients,
service users, staff and the public. They will not only comply with legislation, but
apply best practice in assessing and managing risk.

Standard 15
Healthcare organisations, recognising different language and communication
needs, ensure that patients, service users, relatives and carers:

a. can provide feedback on their experiences and the quality of
services;
b. have their complaints looked at promptly and thoroughly in

accordance with complaints procedures;
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Standard 16

are given information about complaints advocacy support provided
by Community Health Councils in Wales; and

receive assurance that organisations act on any concerns and
make appropriate changes to ensure improvements in service
delivery.

Healthcare organisations have systems in place:

a.

b.

Standard 17

to identify and learn from all patient safety incidents and other
reportable incidents;

to report incidents to the National Patient Safety Agency’s (NPSA)
National Reporting and Learning System and other bodies in line
with existing guidance;

to demonstrate improvements in practice based on shared local
and national experience and information derived from the analysis
of incidents; and

to ensure that patient safety notices, alerts and other
communications concerning safety are acted upon within required
time-scales.

Healthcare organisations comply with national child protection and vulnerable
adult guidance within their own activities and in their dealings with other
organisations.

Standard 18

Healthcare organisations have planned and prepared, and where required
practiced, an organised response to incidents and emergency situations, which
could affect the provision of normal services.

Standard 19

Healthcare organisations ensure that:

a.

b.

all risks associated with the acquisition and use of medical devices
are minimised;

all reusable medical devices are properly decontaminated prior to
use and that the risks associated with decontamination facilities and
processes are well managed,

quality, safety and security issues of medicines are managed; and
the prevention, segregation, handling, transport and disposal of
waste are managed so as to minimise the risks to the health and
safety of staff, patients, the public and the safety of the
environment.
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Standard 20

Healthcare organisations work to enhance patient care and to continuously
improve staff satisfaction by providing best practice in human resources
management.

Standard 21
Healthcare organisations:
a. undertake all necessary employment checks and ensure that all
employed or contracted professionally qualified staff are registered
with the relevant bodies;

b. require that all employed professionals abide by their published
codes of professional practice and conduct; and
C. address where appropriate under-representation of minority groups.

Standard 22
Healthcare organisations ensure that staff:

a. are appropriately recruited, trained and qualified for the work they
undertake;

b. participate in induction and mandatory training programmes; and

C. participate in continuing professional and occupational

development.

Standard 23
Healthcare organisations ensure that staff are supported by:

a. processes which permit them to raise, in confidence and without
prejudicing their position, concerns over any aspect of service
delivery, treatment or management; and

b. organisational and personal development programmes which
recognise the contribution and value of staff.

Standard 24
Healthcare organisations work together with social care and other partners to
meet the health needs of their population by:

a. having an appropriately constituted workforce with appropriate skill
mix across the community; and
b. ensuring the continuous improvement of services through better

ways of working.

Standard 25

Healthcare organisations use effective information systems and integrated
information technology to support and enhance patient care, and in
commissioning and planning services.

Standard 26

Healthcare organisations have effective records management processes in place
to ensure that:
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b.

Standard 27

from the moment a record is created until its ultimate disposal, the
organisation maintains information so that it serves the purpose it
was collected for and disposes of the information appropriately
when no longer required; and

patient confidentiality is maintained.

Governance arrangements representing best practice are in place which:

a.
b.

d.
e.

Standard 28

apply the principles of sound clinical and corporate governance;
ensure sound financial management and accountability in the use
of resources;

actively support all employees to promote openness, honesty,
probity, accountability, and the economic, efficient and effective use
of resources;

include systematic risk assessment and risk management; and

are integrated across all health communities and clinical networks.

Healthcare organisations:

a. ensure that the principles of clinical governance underpin the work
of every team and every clinical service;
b. have a cycle of continuous quality improvement, including clinical
audit; and
C. ensure effective clinical and managerial leadership and
accountability.
Public Health

Standard 29

Healthcare organisations promote, protect and demonstrably improve the health
of the community served and reduce health inequalities by:

a.

Standard 30

collaborating and working in partnership with local authorities and
other agencies in the development, implementation and evaluation
of health, social care and well being strategies; and

ensuring that needs assessment and sound public health advice
informs their policies and practices.

Healthcare organisations:

a.

have systematic and managed disease prevention and health
promotion programmes, which include staff, which meet the
requirements of the National Service Frameworks, national plans
and health promotion and prevention priorities; and

take fully into account current and emerging policies and knowledge
on public health issues in the development of their public health
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programmes, health promotion and prevention services, and the
commissioning and provision of services.

Standard 31
Healthcare organisations:
a. have plans in place to mobilise resources to protect the public in the
event of significant infectious disease outbreaks and other health
emergencies;

b. identify and act upon significant public health problems and health
inequality issues, with Local Health Boards taking the leading role;
C. implement effective programmes to improve health and reduce

health inequalities; and protect their populations from identified
current and new hazards to health; and

d. encourage and support individuals to recognise their own
responsibilities in maintaining their health and well being.

Standard 32

Healthcare organisations achieve the Corporate Health Standard, the national
quality mark for workplace health, moving to a higher level on reassessment.
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Maturity Level Definitions

Annex 3

Aware

Responding

Developing

Practising

Leading

The Board is aware
of the issues to be
addressed but are

The Board
recognises the key
issues and has

The Board is taking
steps to address the
key issues through the

The strategic agenda
is being progressed
and monitored by the

The Board is leading the
strategic agenda through
the implementation of

unable to identified options that | development of Board with significant | innovative practice that is
Corporate demonstrate are prioritised, strategic plans with evidence of shared across and
decisions/ actions to | although there is no evidence of good continuous beyond the organisation
address them. evidence of strategic | practice across the improvement across | to others, enabling
direction. organisation. the organisation. realisation of long term
sustainability.
There is awareness There is recognition Steps are being taken There are well- There is evidence of
of the issues to be of the key issues to to address the key developed plans innovative practice, which
addressed, but no be addressed and issues with evidence of | being implemented is being shared across
approaches have there is a range of practical application throughout the and beyond the
i been developed to options identified to across the organisation. | organisation that organisation to others.
Operational address them. address them. address the key They are further

issues with evidence
of evaluation and
benchmarking
leading to continuous
improvement.

developing their
approaches to ensure
long term sustainable
improvement.

User Experience

The individual(s)
experience is
generally poor and no
approaches have
been developed
within the service to
address them.

The individual(s)
experience is
generally not good
although approaches
have been developed
within the service to
address them.

The individual(s)
experience is improving
in many areas,
although this is not yet
consistent across the
organisation.

The individual(s)
experience is
generally good
across all areas.

The individual(s)
experience is generally
excellent and the service
can demonstrate clear
evidence of good
practice, which can be
shared.
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Annex 4

Areas for Improvement:

1.

10.

11.

12.

The LHB should consider examining the mix of patients accessing the
EMI service at Ysytradgynlais Hospital. The pending refurbishment
should provide the ideal opportunity to review this

The suitability of the environment and service provided at Glasbury needs
to be addressed in terms of providing an appropriate therapeutic
environment.

The LHB should consider looking at the results of their hand washing
audit carried out at the end of last year and developing a planned
programme of improvement

The LHB should carry out an audit of practices in respect of the cleaning
of patient equipment within the community hospitals

The LHB need to reinforce to GP practice staff the importance of storing
samples in appropriate areas

The LHB should review its arrangements for supporting patients and
service users with sensory impairments, taking into account the users
served by the LHB.

The need to provide support and information in languages other than
English and Welsh needs to be monitored.

The LHB should review the information provided to patients and service
users and carers on how to make a complaint, in variable formats.

The LHB needs to ensure that practice staff have an awareness of how to
access interpreter services

The LHB should consider a more streamline system for developing care
plans which reflects patients and service users contributions.

The LHB should review it's approach to ensuring staff have an
awareness of issues relating to capacity and the impact on making
decisions about their care and treatment.

Consideration should be given to how discussions regarding consent,

treatment and care is recorded in the patients records consistently by all
professional staff
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13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Consideration should be given to the adoption of a consistent tool across
the in-patient areas, for assessing nutritional needs

The need to provide support in languages other than English and Welsh
needs to be monitored

Consideration should be given to providing training in diversity issues
where this is required to meet the needs of service users

The range of therapies needs to be reviewed in all care settings in order
to better meet the needs of service users

Care plans should record conversations with other agencies

The LHB should review the format of information provided for patients
about how to make a complaint

The LHB needs to ensure that all staff are aware of the complaints
process and how to support patients or carers who wish to make a
complaint

The LHB should carry out a training needs analysis in respect of Child
Protection and Vulnerable Adult training across all the professional and
occupational groups employed or providing services to LHB service
users.

On the basis of the analysis a comprehensive training programme should
be developed and a data base maintained to ensure staff are regularly
updated as appropriate, this should be reported annually to the Board.

The LHB needs to review its system for carrying out CRB checks; a data
base should be maintained to monitor compliance.
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