
 

Notice of meeting and agenda 

Governance, Risk and Best Value Committee  

10:00am, Tuesday, 5 June 2018 

Dean of Guild Court Room, City Chambers, High Street, Edinburgh 

This is a public meeting and members of the public are welcome to attend 

 

Contact – 

 

 

 

 

 

  

Gavin King, Democracy, Governance and Resilience 
Senior Manager 

Email: gavin.king@edinburgh.gov.uk  

Tel: 0131 529 4239 

 

Louise WIlliamson, Assistant Committee Officer 

Email: louise.p.williamson@edinburgh.gov.uk   

Tel: 0131 529 4264 

mailto:gavin.king@edinburgh.gov.uk
mailto:louise.p.williamson@edinburgh.gov.uk
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1. Order of Business 

1.1 Including any notices of motion and any other items of business submitted as 

urgent for consideration at the meeting.  

2. Declarations of Interest 

2.1 Members should declare any financial and non-financial interests they have in 

the items of business for consideration, identifying the relevant agenda item and 

the nature of their interest. 

3. Deputations 

3.1 If any 

4. Minutes 

4.1 Minute of the Governance, Risk and Best Value Committee of 8 May 2018 – 

submitted for approval as a correct record (circulated) 

5. Outstanding Actions 

5.1 Outstanding Actions – 5 June 2018 (circulated) 

6. Work Programme 

6.1 Governance, Risk and Best Value Work Programme – 5 June 2018 (circulated) 

7. Reports 

7.1 Internal Audit: Overdue Findings: Late Management Responses; and 2017/18 

Plan Completion – report by the Executive Director of Resources (circulated) 

7.2 Internal Audit Report – Housing Property Follow Up – May 2018 – report by the 

Chief Internal Auditor (circulated) 

7.3 Internal Audit and Risk - Update on Service Delivery Model – report by the 

Executive Director of Resources (circulated) 

7.4 Accounts Commission : Local Government in Scotland – Challenges and 

Performance 2018 – joint report by the Chief Executive and the Executive 

Director of Resources (circulated) 

7.5 Response to GRBV Decision on Historic Internal Audit Findings – report by the 

Chief Executive (circulated) 

7.6 National and Local Scrutiny Plans 2018/19 – report by the Chief Executive 

(circulated) 
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7.7 Edinburgh Partnership – Review and Consultation of Governance and 

Partnership Working Arrangements – report by the Chief Executive (circulated) 

7.8 Complaints Management - Update – report by the Chief Executive (circulated) 

7.9 Change Portfolio – report by the Chief Executive (circulated) 

7.10 Immediate Pressures and Longer Term Sustainability - Health and Social Care – 

report by the Chief Officer, Edinburgh Health and Social Care Partnership 

(circulated) 

7.11 Whistleblowing Quarterly Report – report by the Chief Executive (circulated) 

  

8. Motions 

8.1 None.  

 

Laurence Rockey 

Head of Strategy and Insight 

 

Committee Members 

Councillors Mowat (Convener), Main (Vice-Convener), Bird, Bridgman, Jim Campbell, 

Doggart, Howie, Lang, Munro, Rae and Watt. 

 

Information about the Governance, Risk and Best Value Committee 

The Governance, Risk and Best Value Committee consists of 11 Councillors appointed 

by the City of Edinburgh Council.  The Governance, Risk and Best Value Committee 

usually meet every four weeks in the City Chambers, High Street in Edinburgh.  There 

is a seated public gallery and the meeting is open to all members of the public.  

 

Further information 

If you have any questions about the agenda or meeting arrangements, please contact 

Gavin King, Strategy and Insight, City of Edinburgh Council, Waverley Court, Business 

Centre 2.1, Edinburgh EH8 8BG, Tel 0131 529 4239, e-mail 

gavin.king@edinburgh.gov.uk  

A copy of the agenda and papers for this meeting will be available for inspection prior 

to the meeting at the main reception office, City Chambers, High Street, Edinburgh. 

The agenda, minutes and public reports for this meeting and all the main Council 

committees can be viewed online by going to www.edinburgh.gov.uk/cpol.  

For remaining items of business likely to be considered in private, see separate 

agenda. 

mailto:gavin.king@edinburgh.gov.uk
http://www.edinburgh.gov.uk/cpol
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Webcasting of Council meetings 

Please note: this meeting may be filmed for live or subsequent broadcast via the 

Council’s internet site – at the start of the meeting the clerk will confirm if all or part of 

the meeting is being filmed. 

You should be aware that the Council is a Data Controller under the Data Protection 

Act. Data collected during this webcast will be retained in accordance with the Council’s 

published policy. 

Generally the public seating areas will not be filmed. However, by entering the Dean of 

Guild Court Room and using the public seating area, you are consenting to being 

filmed and to the possible use of those images and sound recordings for webcasting or 

training purposes. 

If you have any queries regarding this, please contact Committee Services on 0131 

529 4319 or committee.services@edinburgh.gov.uk 

 

mailto:committee.services@edinburgh.gov.uk


 

Minutes      Item No 4.1 

Governance, Risk and Best Value Committee 

10.00am, Tuesday, 8 May 2018 

 

Present 

Councillors Mowat (Convener), Main (Vice-Convener), Bird, Bridgman, Jim Campbell, 

Howie, Lang, Mitchell (substituting for Councillor Doggart), Munro, Rae and Watt. 

 

1. Minute 

Decision 

To approve the minute of 20 March 2018 as a correct record subject to noting that a 

briefing note would be circulated by the Executive Director for Communities and 

Families in relation to Item 2 – Outstanding Actions on the current position on the pilot 

scheme for ICT in schools. 

Declaration of Interests 

Councillor Main declared a non-financial interest in the above item as the parent of a 

young person at James Gillespie’s High School. 

2. Outstanding Actions 

Details were provided on the outstanding actions arising from decisions taken by the 

Committee.  

Decision 

1) To agree to close the following Actions: 

 Action 5 - Internal Audit Quarterly Update Report – Edinburgh Building Services 

 Action 10 - Internal Audit Quarterly Update Report – Homelessness Provision  

 Action 16 - 2016-17 Annual Audit Report and Review of Internal Controls – 

Progress Update 

Action 17 - External Audit Review of CGI IT Security Controls – Progress 

Update 

 Action 18 – Risks Arising from Carillion PLC Entering Administration 

 Action 20(3) - Internal Audit Quarterly Update Report – Adult Drug and Alcohol  

 Action 21 - Audit Scotland Report – Equal Pay in Scottish Councils.  
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2) To ask that expected completion dates be provided for the following actions: 

Action 1 – Committee Report Process  

Action 4 – Home Care Re-ablement Service Contact Time 

3) Action 7(2) - Governance of Major Projects – To ask the Executive Director 

for Communities and Families to set up a workshop for members to enable 

them to contribute to the scoping of the lessons learned report together with an 

expected completion date for the action. 

4) Action 19(2) – Licensing Forum – Review of Constitution and Membership 

– to note that the expected completion date was June 2018. 

5) To note the remaining outstanding actions. 

(Reference – Outstanding Actions – 8 May 2018, submitted.) 

3. Work Programme  

Decision 

To note the work programme.  

(Reference – Governance, Risk and Best Value Committee Work Programme – 8 May 

2018, submitted.) 

4. 2016-17 – Annual Audit Report and Review of Internal Controls – 

Progress Update 

An update was provided on the progress of the Annual Audit Report and review of the 

Council’s Internal Control framework against the agreed improvement actions.   

Decision 

To note the progress made in addressing the remaining actions contained within the 

2016/17 Annual Audit Report and review of the Council’s internal control framework 

report.  

(References – Governance, Risk and Best Value Committee 26 September 2017 (item 

9); joint report by the Chief Executive and the Executive Director of Resources, 

submitted.) 

5. Internal Audit Report – Building Standards March 2018 

The outcomes of the Internal Audit review of Building Standards was presented. 

Decision 

1) To note the outcomes of the March 2018 Building Standards review and the 

progress being made by Building Standards towards addressing the findings 

raised by both the Scottish Government Building Standards Division and Internal 

Audit. 

2) To note that a copy of the final report would be shared with the Scottish 

Government Building Standards Division. 
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3) To ask that an internal briefing be held with the Scottish Government 

Improvement Team to update members on the current position. 

4) To ask that training on Building Standards be provided for members of the 

Planning Committee and a reporting framework to that Committee be set up. 

5) To note that a further update would be provided in August 2018. 

(Reference – report by the Chief Internal Auditor, submitted.) 

6.  Internal Audit Repot – Historic Internal Audit Findings 

The Convener ruled that the following motion, notice of which had been given at the 

start of the meeting, be considered as a matter of urgency to allow the Committee to 

give early consideration to this matter. 

An update was provided on the validation exercise which had been carried out to 

establish whether the Council was exposed to significant service delivery risks relating 

to audit activity from 1 April 2015.   

Motion 

Committee: 

Requests the Chief Executive to provide a fully populated version of Table 1 at 

Appendix 2 to the next meeting of the Committee detailing: 

1) Audit Finding identified; 

2) Current position of Audit Finding; has it been treated, ignored or whether it is no 

longer extant; 

3) How each outstanding Audit Finding is to be treated to minimise the risk to the 

Council and the timescale in which necessary actions will be carried out; 

4) The resource required by each Directorate to carry out the actions detailed at 3 

above; 

5) Any additional resource required by the Council’s Internal Audit function to 

ensure that the actions identified in the paragraphs above can be undertaken; 

6) Where any additional resource identified will come from and the impact of this on 

Service Delivery; 

Further that a list of work being carried out by each Service is prepared and brought to 

each Committee so consideration can be given to what projects can be delayed or set 

aside in order to create sufficient time for staff to carry out the remedial actions 

required. 

Reminds officers and Councillors that scrutiny and mitigation of risks as identified 

during internal audits is the responsibility of all to ensure reduced risks and improved 

performance thus protecting frontline services via efficient use of finances and 

therefore recommends: 
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that high and medium level findings which are not treated by officers in the timescale 

agreed with Internal Audit (overdue findings) are forwarded to the relevant Executive 

Committee with a revised report format which makes clear that it is the responsibility of 

Executive Committees to ensure that any high or medium audit findings within the remit 

of their Committee are dealt with by officers and risks appropriately treated or mitigated. 

- moved by Councillor Mowat, seconded by Councillor Main 

Amendment 

To agree the terms of the motion by Councillor Mowat subject to the addition of the 

word “audit” in the paragraph after 6), to read “Further that a list of audit work………” 

- moved by Councillor Bird, seconded by Councillor Watt 

In accordance with Standing Order 20(7), the amendment was accepted as an 

addendum to the motion. 

Decision 

To approve the following adjusted motion by Councillor Mowat: 

Committee: 

Requests the Chief Executive to provide a fully populated version of Table 1 at 

Appendix 2 to the next meeting of the Committee detailing: 

1) Audit Finding identified; 

2) Current position of Audit Finding; has it been treated, ignored or whether it is no 

longer extant; 

3) How each outstanding Audit Finding is to be treated to minimise the risk to the 

Council and the timescale in which necessary actions will be carried out; 

4) The resource required by each Directorate to carry out the actions detailed at 3 

above; 

5) Any additional resource required by the Council’s Internal Audit function to 

ensure that the actions identified in the paragraphs above can be undertaken; 

6) Where any additional resource identified will come from and the impact of this on 

Service Delivery; 

Further that a list of audit work being carried out by each Service is prepared and 

brought to each Committee so consideration can be given to what projects can be 

delayed or set aside in order to create sufficient time for staff to carry out the remedial 

actions required. 

Reminds officers and Councillors that scrutiny and mitigation of risks as identified 

during internal audits is the responsibility of all to ensure reduced risks and improved 

performance thus protecting frontline services via efficient use of finances and 

therefore recommends: 
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that high and medium level findings which are not treated by officers in the timescale 

agreed with Internal Audit (overdue findings) are forwarded to the relevant Executive 

Committee with a revised report format which makes clear that it is the responsibility of  

Executive Committees to ensure that any high or medium audit findings within the remit 

of their Committee are dealt with by officers and risks appropriately treated or mitigated. 

(Reference – report by the Chief Internal Auditor, submitted.) 

7. Accounts Commission Report on Edinburgh Schools 

Details were provided on the Accounts Commission recently published report in relation 

to Edinburgh Schools and in particular the closure of multiple schools in 2016. 

Decision  

To note the content of the Accounts Commission report.  

(Reference –report by the Executive Director of Resources, submitted.) 

8. Corporate Leadership Team Risk Update 

Details were provided on the Council’s top risks and the key controls in place to 

mitigate them as at 4 April 2018.  These risks and associated controls had been 

scrutinised and challenged by the Corporate Leadership Team and were presented for 

oversight and review. 

Decision 

1) To note the report by the Executive Director of Resources. 

2) To request, where appropriate, further updates from relevant officers to discuss 

the key risks and mitigating actions identified. 

(Reference – report by the Executive Director of Resources, submitted.) 

9. Governance Arrangements for the Edinburgh Alcohol and Drug 

Partnership 

The Committee had called for a report on the Edinburgh Alcohol and Drug Partnership 

governance and reporting arrangements. 

Details were provided on the operating arrangements for the Edinburgh Alcohol and 

Drug Partnership which included governance and key agreed priorities for the city. 

Decision 

To note the report by the Chief Social Work Officer and Head of Safer and Stronger 

Communities. 

(References – Governance, Risk and Best Value Committee 20 March 2018 (item 4); 

report by the Chief Social Work Officer and Head of Safer and Stronger Communities, 

submitted.) 
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10. Status of the ICT Programme 

Details were provided on the programme of works within ICT and the current services 

delivered by the Council’s external ICT partner, CGI. 

Decision 

1) To note the report by the Executive Director of Resources. 

2) To ask that productivity measures be included in the revised dashboard. 

3) To call for a programme to measure milestones over time going forward with and 

end date of June 2019. 

4) To request that the Governance, Risk and Best Value committee is provided with 

a programme for the End User Compute Project to enable milestones to be 

measured by the Committee. 

5) To ask the Executive Director to provide a quarterly report which includes a 

programme with timescales of “stable service”, detailing the 28 transformation 

projects including those that have been completed and those awaiting 

commencement and when they can be expected. 

6) To ask the Executive Director to provide information to members on the on-line 

fault reporting system. 

(Reference – report by the Executive Director of Resources, submitted.) 

11 External Audit Review of CGI IT Security Controls – Progress 

Update 

The Committee, in terms of Section 50(A)(4) of the Local Government (Scotland) Act 

1973, excluded the public from the meeting during consideration of the following item of 

business for the reason that it involved the likely disclosure of exempt information as 

defined in Paragraph 14 of Part 1 of Schedule 7(A) of the Act. 

An update was provided on progress with the implementation of the agreed 

improvement actions in collaboration between CGI, the Council’s ICT partner and by 

the Council’s ICT service. 

Decision 

To note the progress update on the identified external audit actions, as externally 

assessed by Scott Moncrieff. 

(Reference –report by the Executive Director of Resources, submitted.) 

 

 



 

Outstanding Actions          Item No 5.1 

Governance, Risk and Best Value Committee 

June 2018 

No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

1 19/10/2015 Committee Report 

Process 

To investigate technology 

offered by the new IT 

provider with a view to 

improving report format 

and reducing officer 

workload. To request a 

progress report back to 

Committee in one year. 

Chief Executive August 2018  Work has been 

undertaken looking 

at different options.  

An option has been 

identified and 

funding options are 

being explored. 

2 21/04/2016 Internal Audit – 

Audit and Risk 

Service: Delivery 

Model Update  

To ask that an update 

report on the internal audit 

function be provided to 

the Governance, Risk and 

Best Value Committee a 

year after implementation. 

Executive 

Director of 

Resources 

June 2018  Recommended for 

Closure 

Report on agenda 

for this meeting  

3 26/09/16 Corporate 

Leadership Team 

Risk Update  

To request that progress 

reports on the additional 

precautionary surveys 

Executive 

Director of 

Resources  

December 

2018 

 A report was 

submitted to the 

Corporate Policy 

http://www.edinburgh.gov.uk/download/meetings/id/48554/item_75_-_committee_report_process_-_august_2015
http://www.edinburgh.gov.uk/download/meetings/id/48554/item_75_-_committee_report_process_-_august_2015
http://www.edinburgh.gov.uk/download/meetings/id/50410/item_74_internal_audit_-_audit_and_risk_service_delivery_model
http://www.edinburgh.gov.uk/download/meetings/id/50410/item_74_internal_audit_-_audit_and_risk_service_delivery_model
http://www.edinburgh.gov.uk/download/meetings/id/50410/item_74_internal_audit_-_audit_and_risk_service_delivery_model
http://www.edinburgh.gov.uk/download/meetings/id/50410/item_74_internal_audit_-_audit_and_risk_service_delivery_model
http://www.edinburgh.gov.uk/download/meetings/id/51902/item_72_-_corporate_leadership_team_risk_update
http://www.edinburgh.gov.uk/download/meetings/id/51902/item_72_-_corporate_leadership_team_risk_update
http://www.edinburgh.gov.uk/download/meetings/id/51902/item_72_-_corporate_leadership_team_risk_update
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

currently being 

undertaken in buildings 

sharing similar design 

features to those of the 

PPP1 schools, would be 

referred to the 

Governance, Risk and 

Best Value Committee for 

scrutiny. 

and Strategy 

Committee in 

December 2017 

who have called for 

a further update in 

12 months. 

The update report 

will then be referred 

to this Committee. 

4 24/10/16 

 

Home Care and 

Re-ablement 

Service Contact 

Time 

To request an update 

report 6 months after the 

implementation of the new 

ICT system for shift 

allocation. 

Chief Officer, 

Edinburgh 

Health and 

Social Care 

Partnership  

  
A project is 

currently underway 

to look at short term 

interventions to 

increase efficiency 

and contact time 

within the internal 

Home Care and 

Reablement 

service. This will 

consider issues 

such as sickness 

absence 

management, 

mobile working 

technology, 

 29/09/17 

 

 To ask the Chief Officer, 

Edinburgh Health and 

Social Care Partnership to 

provide an update on why 

the new ICT system for 

shift allocation was not 

implemented earlier in the 

year 

   

http://www.edinburgh.gov.uk/download/meetings/id/52154/item_74_-_home_care_and_re-ablement_service_contact_time
http://www.edinburgh.gov.uk/download/meetings/id/52154/item_74_-_home_care_and_re-ablement_service_contact_time
http://www.edinburgh.gov.uk/download/meetings/id/52154/item_74_-_home_care_and_re-ablement_service_contact_time
http://www.edinburgh.gov.uk/download/meetings/id/52154/item_74_-_home_care_and_re-ablement_service_contact_time
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

improved 

management 

information and 

efficiency of travel. 

 

The replacement of 

the existing 

shift/resource 

allocation system 

has been placed on 

hold pending a 

wider consideration 

of the ICT strategy 

for the Partnership 

and the wide variety 

of systems currently 

utilised within the 

Partnership. An 

outline business 

case is in 

development for the 

replacement of the 

existing Swift 

system. Any 

replacement for our 

shift allocation 
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

system would need 

to interface 

effectively with the 

replacement for 

Swift.. 

5 09/03/2017 Outstanding 

Actions  

To request that the report 

on the Governance of the 

Edinburgh Partnership 

would be referred from 

the Culture and 

Communities Committee 

to the Governance, Risk 

and Best Value 

Committee.   

Chief Executive June 2018  Recommended for 

Closure 

Report on agenda 

for this meeting 

 26/09/17 Outstanding 

Actions – 26 

September 2017 

To request a timeline for 

the development of 

governance arrangements 

for the Edinburgh 

Partnership 

 
 
 

Chief Executive  June 2018  

6 20.04.2017 Governance of 

Major Projects: 

progress report 

1) To note the review 

underway for how 

change was reported 

Chief Executive February 

2018 

 

20 February 

2018 

 

1) CLOSED 

 

 

http://www.edinburgh.gov.uk/download/meetings/id/53461/item_51_-_grbv_outstanding_actions_log_-_march_2017
http://www.edinburgh.gov.uk/download/meetings/id/53461/item_51_-_grbv_outstanding_actions_log_-_march_2017
http://www.edinburgh.gov.uk/download/meetings/id/54894/item_51_-_grbv_-_outstanding_actions_-_september_2017
http://www.edinburgh.gov.uk/download/meetings/id/54894/item_51_-_grbv_-_outstanding_actions_-_september_2017
http://www.edinburgh.gov.uk/download/meetings/id/54894/item_51_-_grbv_-_outstanding_actions_-_september_2017
http://www.edinburgh.gov.uk/download/meetings/id/53905/item_72_-_governance_of_major_projects_progress_report
http://www.edinburgh.gov.uk/download/meetings/id/53905/item_72_-_governance_of_major_projects_progress_report
http://www.edinburgh.gov.uk/download/meetings/id/53905/item_72_-_governance_of_major_projects_progress_report
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

and managed across 

the Council which will 

also include 

strengthening of 

governance 

arrangements around 

project and programme 

delivery. This would be 

reported to the 

Governance, Risk and 

Best Value Committee 

with developed 

proposals in the next 

reporting period. 

2) To request that 

members of 

Governance, Risk and 

Best Value Committee 

have input into the 

scope of the lessons 

learned report to be 

drafted on the New 

Boroughmuir High 

School and that this 

report was referred to 

the Governance, Risk 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

August 2018 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2) The lessons 

learned exercise 

will be carried out 

as part of the 

normal project 

activity at the end of 

the project.  The 

scope will be 

shared with elected 

members for 

comment. 
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

and Best Value 

Committee following 

consideration at the 

Education, Children 

and Families 

Committee.  

 

 

 

 

 

3) To request 

communication with 

teachers, parents and 

parent councils on the 

progress with WIFI 

provision in schools. 

August 2018 

 

 

 

 

 

 

 

 

 

 

June 2017 

 

 

 

 

 

 

 

 

 

 

 

June 2017 

8 May 2018 

To ask the 

Executive Director 

for Communities 

and Families to set 

up a workshop for 

members to enable 

them to contribute 

to the scoping of 

the lessons learned 

report 

CLOSED 

3) The Chief 

Information 

Officer/Head of ICT 

has met with the 

Parent Council of 

JGHS to update 

them on the 

progress of WiFi in 

the school. 
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

7 01/08/2017 Governance, Risk 

and Best Value 

Work Programme 

– 1 August 2017 

To note an investigation 

report on retention of case 

records would be reported 

to the appropriate 

committee and a 

timescale for this would 

be provided as soon as 

possible.  

Executive 

Director for 

Communities 

and Families  

September 

2018 

 The internal 

auditor’s 

investigation is still 

ongoing therefore it 

may take a few 

months before an 

update is provided. 

The Executive 

Director for 

Communities and 

Families will 

provide an update 

once the Chief 

Internal Auditor’s 

investigation is 

concluded.  

The final audit 

report would be 

referred from the 

Corporate Policy 

and Strategy 

Committee to 

GRBV. 

http://www.edinburgh.gov.uk/download/meetings/id/54310/item_61_-_grbv_work_programme_-_1_august_2017
http://www.edinburgh.gov.uk/download/meetings/id/54310/item_61_-_grbv_work_programme_-_1_august_2017
http://www.edinburgh.gov.uk/download/meetings/id/54310/item_61_-_grbv_work_programme_-_1_august_2017
http://www.edinburgh.gov.uk/download/meetings/id/54310/item_61_-_grbv_work_programme_-_1_august_2017
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

8 01/08/2017 Employee 

Engagement 

Update 2017 

To request the action plan 

drafted following the 2017 

employee survey was 

reported to GRBV for 

scrutiny and approval 

prior to implementation 

Executive 

Director of 

Resources 

 

September 

2018 

 The report will be 

provided following 

completion of the 

employee survey 

which is due to 

commence in 

March 2018 and 

following an 

analysis and 

reporting of the 

results an action 

plan will be 

developed and 

reported to 

committee to 

address the results. 

9 26/09/2017 Internal Audit: 

Overdue 

Recommendations 

and Late 

Management 

Responses 

1) To request an 

update on: 

 a) the progress of 
actions due to 
close in 
September. 

 b) Mortuary 

Services  

Chief Internal 

Auditor 

October 2017 

 

 
 
 
 

 

 

October 

2017 

 
 
 
 

 

 

1) CLOSED 
 
 
 
 
 
 

 

 

http://www.edinburgh.gov.uk/download/meetings/id/54316/item_76_-_employee_engagement_update_2017
http://www.edinburgh.gov.uk/download/meetings/id/54316/item_76_-_employee_engagement_update_2017
http://www.edinburgh.gov.uk/download/meetings/id/54316/item_76_-_employee_engagement_update_2017
http://www.edinburgh.gov.uk/download/meetings/id/54897/item_72_-_internal_audit_overdue_recommendations_and_late_management_responses
http://www.edinburgh.gov.uk/download/meetings/id/54897/item_72_-_internal_audit_overdue_recommendations_and_late_management_responses
http://www.edinburgh.gov.uk/download/meetings/id/54897/item_72_-_internal_audit_overdue_recommendations_and_late_management_responses
http://www.edinburgh.gov.uk/download/meetings/id/54897/item_72_-_internal_audit_overdue_recommendations_and_late_management_responses
http://www.edinburgh.gov.uk/download/meetings/id/54897/item_72_-_internal_audit_overdue_recommendations_and_late_management_responses
http://www.edinburgh.gov.uk/download/meetings/id/54897/item_72_-_internal_audit_overdue_recommendations_and_late_management_responses
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

2) To request a 

scoping report with 

proposals to 

address the 

outstanding actions 

for Health and 

Social Care back to 

GRBV with an 

appendix 

highlighting who is 

responsible for each 

area. 

July 2018  2) Following 

discussion with 

the Chief 

Officer, it has 

been agreed 

that overdue 

H&SC 

recommendatio

ns will be 

reviewed in 

conjunction 

with the 

findings of the 

IJB H&SC 

purchasing 

budget audit 

that is due to 

complete by 31 

March 2018.  It 

is expected that 

the emerging 

findings from 

this review will 

replace a 

number of the 

historic 
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

overdue 

findings.  

10 26/09/2017 Principles to 

Govern the 

Working 

Relationships 

between the City 

of Edinburgh 

Council 

Governance, Risk 

and Best Value 

Committee and 

the Edinburgh 

Integrated Joint 

Board Audit and 

Risk Committee  

 

 

To accept the high-level 

principles subject to 

further information on how 

elected members could 

best engage with the 

process. 

Chief Internal 

Auditor 

August 2018  An update will be 

provided to 

Committee in 

August 2018 on 

how elected 

members can best 

engage with the 

process.  

11 26/09/2017 City of Edinburgh 

Council – 2016/17 

Annual Audit 

Report to the 

Council and the 

Controller of Audit 

1) To request an 

update report in 

January 2018 on 

the progress of the 

improvements 

recommended in 

the action plan.  

Chief Executive 

and Executive 

Director of 

Resources 

 January 

2018 

 

 

 

 

 

Recommended for 

Closure 

Update report was 

provided to 

Committee in 

January 2018 

http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54899/item_74_-_principles_to_govern_the_working_relationships_between_grbv_the_eijb_audit_and_risk_committee
http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

2) To request a 

briefing to 

members on 

Edinburgh Catering 

Services including 

the current 

situation and a 

breakdown of what 

has caused the 

deficit 

October 

2017 

CLOSED 

12 31/10/2017 Complaints 

Management  

1) To note that an 

update report 

would be 

presented to 

Committee in 

Spring 2018 

2) To include the 

previous years’ 

comparative 

figures any future 

report.  

Chief Executive  June 2018  Recommended for 

Closure 

Report on agenda 

for this meeting 

13 31/10/2017 Spot-checking on 

the Dissemination 

of Council Policies  

To note that a report 

which explored with 

directorates more 

Chief Executive  July 2018   

http://www.edinburgh.gov.uk/download/meetings/id/55186/item_71_-_complaints_management
http://www.edinburgh.gov.uk/download/meetings/id/55186/item_71_-_complaints_management
http://www.edinburgh.gov.uk/download/meetings/id/55187/item_72_-_spot-checking_on_the_dissemination_of_council_policies
http://www.edinburgh.gov.uk/download/meetings/id/55187/item_72_-_spot-checking_on_the_dissemination_of_council_policies
http://www.edinburgh.gov.uk/download/meetings/id/55187/item_72_-_spot-checking_on_the_dissemination_of_council_policies
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

effective ways to monitor 

the dissemination and 

understanding of Council 

policies by employees 

would be submitted by 

Spring 2018.  

14 20/02/18 Licensing Forum - 

Review of 

Constitution and 

Membership 

1) To call for a report 

to the next 

meeting of the 

Committee on the 

current 

appointment 

process to the 

Licensing Forum 

together with the 

timelines for 

reviewing the 

current process. 

2) To request a review 

of the appointment 

process to the 

Licensing Forum. 

 

Executive 

Director of Place 

 

 

 

 

 

 

 

 

 

 

Executive 

Director of Place 

March 2018 

 

 

 

 

 

 

 

 

 

 

 

July 2018  

20 March 

2018 

 

 

 

1) CLOSED 

 

 

 

 

 

 

 

 

 

 

 

2) Recommended 

for Closure 

Report on agenda 

for this meeting 

http://www.edinburgh.gov.uk/download/meetings/id/56172/item_75_-_licensing_forum_-_review_of_constitution_and_membership
http://www.edinburgh.gov.uk/download/meetings/id/56172/item_75_-_licensing_forum_-_review_of_constitution_and_membership
http://www.edinburgh.gov.uk/download/meetings/id/56172/item_75_-_licensing_forum_-_review_of_constitution_and_membership
http://www.edinburgh.gov.uk/download/meetings/id/56172/item_75_-_licensing_forum_-_review_of_constitution_and_membership
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

15 20/03/18 Internal Audit 

Quarterly Update 

Report Quarter 3 – 

(1 October – 31 

December 2017) 

1) To circulate 

performance 

information in regard 

to third party 

suppliers for Adult 

Drug and Alcohol 

services to members 

for information. 

2) To ask that Internal 

Audit provide a future 

update on GDPR 

readiness. 

3) To ask for a report on 

the Edinburgh 

Alcohol and Drug 

Partnership 

governance and 

reporting 

arrangements and 

that that report be 

referred on to the 

Edinburgh Alcohol 

and Drug 

Partnership. 

Interim Chief 

Officer, 

Edinburgh 

Health and 

Social Care 

Partnership 

 

 

Chief Internal 

Auditor 

 

 

Chief Social 

Work 

Officer/Head of 

Safer and 

Stronger 

communities 

June 2018 

 

 

 

 

 

 

 

28 August 

2018 

 

 

May 2018 

 

 

 

 

 

 

 

 

 

 

 

 

8 May 2018 

 

 

 

 

 

 

 

 

 

 

 

 

CLOSED 

http://www.edinburgh.gov.uk/download/meetings/id/56501/item_71_-_internal_audit_quarterly_update_report_quarter_3_%E2%80%93_1_october_%E2%80%93_31_december_2017
http://www.edinburgh.gov.uk/download/meetings/id/56501/item_71_-_internal_audit_quarterly_update_report_quarter_3_%E2%80%93_1_october_%E2%80%93_31_december_2017
http://www.edinburgh.gov.uk/download/meetings/id/56501/item_71_-_internal_audit_quarterly_update_report_quarter_3_%E2%80%93_1_october_%E2%80%93_31_december_2017
http://www.edinburgh.gov.uk/download/meetings/id/56501/item_71_-_internal_audit_quarterly_update_report_quarter_3_%E2%80%93_1_october_%E2%80%93_31_december_2017
http://www.edinburgh.gov.uk/download/meetings/id/56501/item_71_-_internal_audit_quarterly_update_report_quarter_3_%E2%80%93_1_october_%E2%80%93_31_december_2017
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

16 08/05/18 Internal Audit 

Report - Building 

Standards March 

2018 

To note that a further 

update would be provided 

in August 2018. 

Place August 2018   

17 08/05/18 Internal Audit 

Report - Historic 

Internal Audit 

Findings 

Request the Chief 

Executive to provide a 

fully populated version of 

Table 1 at Appendix 2 to 

the next meeting. 

Chief Executive June 2018  Recommended for 

Closure 

Report on agenda 

for this meeting 

18 08/05/18 Status of the ICT 

Programme 

1) To call for a 

programme to 

measure milestones 

over time going 

forward with an end 

date of June 2019 

2) To request that the 

Governance, Risk 

and Best Value 

Committee be 

provided with a 

programme for the 

End User Compute 

Project to enable 

milestones to be 

Executive 

Director of 

Resources 

  1) Briefing note to 

be circulated to 

Committee 

members in 

June 2018. 

 

2) Briefing note to 

incorporate 

details of the 

End User 

Compute 

Project in June 

2018 and 

reporting to be 

included in 

http://www.edinburgh.gov.uk/download/meetings/id/56977/item_72_-_internal_audit_report_-_building_standards_march_2018
http://www.edinburgh.gov.uk/download/meetings/id/56977/item_72_-_internal_audit_report_-_building_standards_march_2018
http://www.edinburgh.gov.uk/download/meetings/id/56977/item_72_-_internal_audit_report_-_building_standards_march_2018
http://www.edinburgh.gov.uk/download/meetings/id/56977/item_72_-_internal_audit_report_-_building_standards_march_2018
http://www.edinburgh.gov.uk/download/meetings/id/56990/item_73_-_internal_audit_report_-_historic_internal_audit_findings
http://www.edinburgh.gov.uk/download/meetings/id/56990/item_73_-_internal_audit_report_-_historic_internal_audit_findings
http://www.edinburgh.gov.uk/download/meetings/id/56990/item_73_-_internal_audit_report_-_historic_internal_audit_findings
http://www.edinburgh.gov.uk/download/meetings/id/56990/item_73_-_internal_audit_report_-_historic_internal_audit_findings
http://www.edinburgh.gov.uk/download/meetings/id/56981/item_77_-_status_of_the_ict_programme
http://www.edinburgh.gov.uk/download/meetings/id/56981/item_77_-_status_of_the_ict_programme
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No Date Report Title Action Action Owner Expected 

completion 

date 

Actual 

completion 

date 

Comments 

measured by the 

Committee. 

 

3) To ask the Executive 

Director to provide a 

quarterly report which 

includes a 

programme with 

timescales of “stable 

service”, detailing the 

28 transformation 

projects including 

those that have been 

completed and those 

awaiting 

commencement and 

when they can be 

expected. 

4) To ask the Executive 

Director to provide 

information to 

members on the on-

line fault reporting 

system 

quarterly status 

updates to the 

Committee. 

3) Quarterly 

reports to be 

provided to 

Committee – 

first report due 

on 31 July 

2018. 

 

 

 

 

 

 

 

 

4) Note circulated 

by Committee 

Services – 

May 2018. 

 



 

 Work Programme           Item No 6.1 

Governance, Risk and Best Value Committee 
  

 Title / 

description 

Sub 

section 

Purpose/Reason Category or 

type 

Lead officer Stakeholders Progress 

updates 

Expected date 

Section A – Regular Audit Items 

1 Internal Audit: 

Overdue 

Recommendati

ons and Late 

Management 

Responses 

 Paper outlines previous 

issues with follow up of 

internal audit 

recommendations, and 

an overview of the 

revised process within 

internal audit to follow 

up recommendations, 

including the role of 

CLG and the Committee 

Internal Audit Chief Internal Auditor Council Wide Quarterly  June 2018 

September 2018 

January 2019 

2 Internal Audit 

Quarterly 

Activity Report 

 Review of quarterly IA 

activity with focus on 

high and medium risk 

findings to allow 

committee to challenge 

and request to see 

further detail on findings 

or to question relevant 

officers about findings  

Internal Audit Chief Internal Auditor Council Wide Quarterly 31 July 2018 

September 2018 

January 2019 
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3 IA Annual 

Report for the 

Year 

 Review of annual IA 

activity with overall IA 

opinion on governance 

framework of the 

Council for 

consideration and 

challenge by Committee 

Internal Audit Chief Internal Auditor Council Wide Annually 31 July 2018 

4 IA Audit Plan 

for the year 

 Presentation of Risk 

Based Internal Audit 

Plan for approval by 

Committee 

Internal Audit Chief Internal Auditor Council Wide Annually 20 March 2019 

5 Accounts 

Commission 

Annual 

report 

Local Government in 

Scotland: Financial 

Overview 

External 

Audit 

Executive Director of Resources Council Wide Annually January 2019 

6 Accounts 

Commission 

Annual 

report 

Local Government in 

Scotland: Performance 

and Challenges 

External 

Audit 

Executive Director of Resources Council Wide Annually June 2018 

 

7 Annual Audit 

Plan  

Scott 

Moncrieff 

Annual audit plan 

 

External 

Audit 

Executive Director of Resources Council Wide Annually March 2019 

8 Annual ISA 260 

Audit Report 

Scott 

Moncrieff 

Annual Audit Report External 

Audit 

Executive Director of Resources Council Wide Annually September 2018 

9 Interim Audit 

Report 

Scott 

Moncrieff 

Interim audit report on 

Council wide internal 

financial control 

framework 

External 

Audit 

Executive Director of Resources Council Wide Annually July 2018 

10 IT Audit Report Scott 

Moncrieff 

Scope agreed during 

annual external audit 

planning cycle 

External 

Audit 

Executive Director of Resources Council Wide Annually October 2018 
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11 Audit Charter   External 

Audit 

Executive Director of Resources Council Wide  March 2019 

Section B – Scrutiny Items 

12 Governance of 

Major Projects 

 

TBC To ensure major 

projects undertaken by 

the Council were being 

adequately project 

managed 

Major Project Chief Executive All TBC TBC 

 

13 Welfare Reform Review  Regular update reports Scrutiny Executive Director of Resources Council Wide Annual March 2019 

14 Review of CLT 

Risk Scrutiny 

Risk Quarterly review of 

CLT’s scrutiny of risk 

Risk 

Management 

Chief Executive Council Wide Quarterly 28 Aug 2018 

27 November 2018 

February 2019 

15 Whistleblowing 

Quarterly 

Report 

 Quarterly Report Scrutiny Chief Executive Internal Quarterly June 2018 

16 Workforce 

Control 

Staff Annual report Scrutiny Executive Director of Resources Council Wide Annual September 2018 

17 Committee 

Decisions 

Democracy Annual report Scrutiny Chief Executive Governance, 

Risk and Best 

Value 

Committee 

Annual Date TBC 

Re-examine after 

improved 

information tracking. 

18 Monitoring of 

Council Policies 

 

Democracy Annual report Scrutiny Chief Executive Council Wide Annual Spring 2018 
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19 Edinburgh 

Shared Repairs 

Service and 

Legacy Closure 

Programme 

Review  Progress reports Scrutiny Executive Director of Resources 

 

All Six- 

monthly 

August 2018 

20 Revenue 

Monitoring  

Review  Progress reports Scrutiny Executive Director of Resources 

 

Council Wide Quarterly August 2018 

October 2018 

February 2019 

21 Capital 

Monitoring  

Review  Progress reports Scrutiny Executive Director of Resources 

 

Council Wide Quarterly August 2018 

October 2018 

February 2019 

22 Revenue 

Outturn  

Review  Progress reports Scrutiny Executive Director of Resources 

 

Council Wide Annual September 2018 

23 Capital Outturn 

and Receipts 

Review  Progress reports Scrutiny Executive Director of Resources  Council Wide Annual September 2018 

24 Treasury – 

Strategy report 

Review  Progress reports Scrutiny Executive Director of Resources Council Wide Annual March 2019 

25 Treasury – 

Annual report 

Review  Progress reports Scrutiny Executive Director of Resources Council Wide Annual September 2018 

26 Treasury – Mid-

term report 

 

 

Review  Progress reports Scrutiny Executive Director of Resources Council Wide Annual January 2019 
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Section C – Council Companies 

27 Edinburgh 

Leisure 

Review Progress Report Scrutiny Executive Director for 

Communities and Families 

Council Wide Annual November 2018 

28 Festival City 

Theatres Trust 

Review Progress Report Scrutiny Executive Director of Place Council Wide Annual November 2018 

29 Other ALEOs to 

be confirmed 

Review Progress Report Scrutiny Relevant Director Council Wide Annual TBC 

 

 



GRBV Upcoming Reports Appendix 1 
 
 

Report Title 
Type Flexible/Not 

Flexible 

31 July 2018 
  

Internal Audit Quarterly Activity Report 
Scrutiny Flexible 

IA Annual Report for the Year 
Scrutiny Flexible 

Interim Audit Report 
Scrutiny Flexible 

Scoping Report with Proposals to Address the Outstanding Actions for Health and Social Care 
Scrutiny Flexible 

Spot Checking on the Dissemination of Council Policies 
Scrutiny Flexible 

A National Report on Early Learning 
Scrutiny Flexible 

Licensing Forum – Review of Constitution and Membership 
Scrutiny Flexible 

  



28 August 2018 
  

Review of CLT Risk Scrutiny 
Scrutiny Flexible 

Edinburgh Shared Repairs Service and Legacy Closure 
Scrutiny Flexible 

Revenue Monitoring 
Scrutiny Flexible 

Capital Monitoring 
Scrutiny Flexible 

Principals to Govern the Working Relationships between the City of Edinburgh Council Governance, 
Risk and Best Value Committee and the Edinburgh Integration Joint Board Audit and Risk Committee 

Scrutiny Flexible 

Building Standards Update 
Scrutiny Flexible 

September 2018 
  

Employee Engagement Update 2016 
Scrutiny Flexible 

Internal Audit: Overdue Recommendations and Late Management Responses 
Scrutiny Flexible 

Internal Audit Quarterly Activity Report 
Scrutiny Flexible 

Annual ISA 260 Audit Report 
Scrutiny Flexible 

Workforce Control 
Scrutiny Flexible 



Revenue Outturn 
Scrutiny Flexible 

Treasury – Annual Report 
Scrutiny Flexible 

 



 

 

 

 

Governance, Risk and Best Value Committee 

 

10.00am, Tuesday 5 June 2018 

 

 

 

Internal Audit: Overdue Findings; Late Management 

Responses; and 2017/18 plan completion 

Executive Summary 

This report sets out details of overdue Internal Audit (IA) findings, and audit reports issued 

in draft where management responses have not been received within the agreed service 

standard timeframes as at 23 March 2018; and progress with delivery of the 2017/18 IA plan 

as at 11 May 2018.  

As at 23 March 2018 there were 86 open IA findings across the Council. This excludes the 

30 IA historic findings reported to Committee on 8 May 2018 that will be reopened and 

tracked as overdue.   

Appendix 1 contains details of the overdue findings and management updates as at 23 

March 2018.   Some of the actions will have progressed significantly since that date and 

progress is set out in set out in the report on this agenda responding to the Motion approved 

at this Committee on 8 May 2018. 

The overdue findings ageing profile confirms that 45% are more than six months old and 

10% more than one year old. Of the open (not yet overdue) findings, 45% include 

management actions where agreed implementation dates have not been achieved.  

The management responses for one audit was not received on time.  

A total of 18 audits are in the process of being finalised to support completion of the 2017/18 

plan and IA annual opinion.  Early indications are that these will include number of High 

findings.  These requirements are likely to have a significant resource impact on service 

areas. 

 Item number  

 Report number  

Executive/routine  

 Wards  

 Council Commitments 

 

 

 

1132347
7.1
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Report 

 

Internal Audit: Overdue Findings; Late Management 

Responses; and 2017/18 plan completion 

1 Recommendations 

Members of the Governance, Risk and Best Value Committee are requested to note: 

1.1.1 the status of the overdue Internal Audit findings as at 23 March 2018;  

1.1.2 IA progress towards implementation of an automated open and overdue 

findings monitoring and reporting process;  

1.1.3 that a further 30 historic IA findings dating back to 1 April 2015 that have not 

been implemented, or implemented but not sustained, will be reopened as 

overdue (based on the original implementation date) with effect from 15 May, 

as reported to Committee on 8 May 2018; 

1.1.4 that there was one report issued in draft where management responses have 

not been received within the agreed two-week service standard (Lothian 

Pension Fund Pensions Tax). This report has now been finalised;  

1.1.5 that the proposals in relation to shadow IT set out below have been approved 

by the Corporate Leadership Team (CLT) with an 18-month timeframe agreed 

to address shadow IT risk; and,  

1.1.6 progress with the 18 audits to be completed to support the 2017/18 IA annual 

opinion.  

2 Background 

2.1 IA overdue findings and late management responses are reported monthly to the CLT 

and quarterly to the GRBV. 

2.2 It is expected that the greater visibility that monthly CLT reporting to improve direct 

ownership of actions at an executive level will result in more IA findings being closed 

off in a timely manner. 

2.3 The IA definition of an overdue recommendation is any recommendation where all 

the agreed management actions have not been implemented by the final date agreed 

by management and recorded in Internal Audit reports.  

2.4 The IA Charter includes the requirement for receipt of management responses to 

draft IA findings within 10 working days. Where management responses are not 

received on time, details are included in this report 
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3 Main report 

Historic findings 

3.1 This report reflects the current population of known overdue IA findings as at 23 

March 2018, but does not yet include the 30 historic IA findings dating back to 1 April 

2015 that have not been implemented, or were implemented but not sustained, as 

reported to the Committee on 8 May 2018. These will be reopened as overdue (based 

on original implementation dates) and recorded through the monthly IA follow up 

process from 15 May 2018.  

Quality of Evidence and Management Responses 

3.2 Quality of evidence provided to support follow-up and closure of IA findings remains 

an ongoing challenge. Agreed actions are, at times, confirmed as completed by senior 

management whilst subsequent IA review confirms that controls have not been fully 

and effectively implemented.  This has resulted in IA providing further advice and 

often having to reperform follow-up work to support final closure.   This is having a 

sustained and adverse impact on resourcing within IA. 

3.3 Quality and agreement of management responses is a new challenge emerging when 

finalising IA reports.  Whilst management responses are generally received on time, 

the quality of responses provided often do not always fully address the findings raised 

and require rework to ensure that they can be included in the final report prior to 

presentation to GRBV.  

3.4 It should be noted that Appendix 1 contains details of the overdue findings and 

management updates as at 23 March 2018.   Some of these actions will have 

progressed significantly since that date and progress is set out in set out in the 

separate report responding to the Motion approved by GRBV on 8 May 2018. 

IA Solutions to Address Quality of Evidence and Management Responses 

3.5 Representatives from service areas are currently supporting the pilot of the 

automated open and overdue findings reporting process in May and June. Training 

delivered to pilot users in April and early May has been well received and full launch 

of the system is across the Council is scheduled for July 2018. 

3.6 The full launch will be supported by training for all owners of IA findings and executive 

support. This training will include an explanation of IA follow-up expectations and the 

quality of evidence required to support closure of findings. 

3.7 IA is also planning a rebrand.  This will involve production of a video where members 

of the GRBV, the Chief Executive, and the Executive Director of Resources will 

reinforce the importance of implementing agreed management actions to close IA 

findings effectively and on time.  In addition, there will be a launch of new IA pages 

on the Council’s intranet, the Orb, that will include guidance on working with IA to 

finalise reports and close findings.  
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Overdue Findings as at 23 March 2018 

3.8 There were 86 open Internal Audit findings across Service Areas as at 23 March 2018 

(70 as at 20 February 2018). Of these, 39 (45%) are overdue (3 High; 24 Medium; 

and 9 Low) in comparison to 36 (46%) as at 20 February.  During the period, 5 

overdue findings (3 Medium; and 2 Low) were closed, with 7 new findings reporting 

as overdue.  

3.9 The 5 overdue findings were closed by the following Directorates:  

3.9.1 Health and Social Care / EIJB  (4) –  3 Medium; 1 Low 

3.9.2 Resources (1) – 1 Low 

3.10 The 7 open findings that have become overdue in the period are:  

3.10.1 Health and Social Care (4) – 1 High; 1 Medium; 2 Low 

3.10.2 Investments and Pensions (1) – Medium 

3.10.3 Resources (2) – 1 Low; 1 Advisory 

3.11 The 4 Health and Social Care overdue findings relate to the Care Homes review that 

was completed in January 2018.  Whilst Health and Social Care are the owners of 

these findings, support was required from Resources (Finance and Customer 

Services and IT) to ensure that they could be closed on time.  

Shadow IT 

3.12 Customer Services and IT owns a High rated audit finding requiring review of all 

critical shadow IT (systems and applications used by services areas that are provided 

by third parties) to ensure that appropriate disaster recovery arrangements either 

exist or are established and implemented.  This finding is due for closure by 31 May 

2018. 

3.12.2 The full population of returns from Service Areas was received in January 

2018, and confirmed that a large number of shadow IT systems were in use 

across the Council.  Service areas have confirmed that around a quarter of 

these would have a critical or major adverse impact on service delivery if they 

were unavailable.  Given the scale of the critical shadow IT systems 

identified, both the agreed management action and May implementation date 

were considered unrealistic in terms of delivery capacity requirements.  IA 

recommends that:  

• a paper is presented to CLT to discuss the risks associated with critical 

shadow IT resilience and security;  

• a revised approach and implementation date is agreed at CLT; 

• delivery of the revised approach is raised and tracked as IA findings; and 

• Shadow IT risk is captured on both Directorate and CLT risk registers.   

3.13 A low recommendation in relation to service level agreements with outside entities 

was also reallocated to all Service Areas Directorates; Service Areas; and Lothian 

Pension Fund in August, with an implementation date of 30 November.  Only three 
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service areas have completed their actions, with Communities and Families; Place; 

Resources and Strategy and Insight actions overdue.  

3.14 Service Areas have provided evidence to IA for 9 overdue findings (5 H&SC and EIJB; 

4 Resources).  IA is reviewing the evidence provided and engaging with management 

to confirm whether the findings have been sufficiently addressed and can now be 

closed.   

3.15 No overdue finding ratings have been reduced in the period.  

3.16 Our next open and overdues report to CLT will reflect the position as at 23 April 2018.  

Evidence is required for 17 open findings to ensure they are not reported as overdue 

in our next report.  These are  

3.16.1 Health and Social Care (9) – Social work: Pre-employment verification 

(SW1601ISS.5); IJB Data Integration and Sharing (HSC1604ISS.4); Care 

Homes (HSC1701 issues 3, 4, 6 and 15); Edinburgh Alcohol and Drug 

Partnership (HSC1715 issues 1, 2 and 3);  

3.16.2 Communities and Families (1) – GIRFEC named person (CF1621ISS.2); 

3.16.3 Place (3) – Local Development Plan (PL1705 issues 1, 2 and 3); 

3.16.4 Lothian Pension Fund (2) – Review of IT Business Resilience and Disaster 

Recovery (RES1706ISS.2); and Pensions Payroll Outsourcing 

(RES1708ISS.1); and  

3.16.5 Strategy and Insight (2) - ICO Follow up (RES1606 issues 2 and 4) 

3.17 A further 4 overdue Medium findings are due for closure by 30 April 2018.  Action is 

required from Resources (Risk Management RES1608) and Health and Social Care 

(Social Work Pre-Employment Verification SW1601).  

3.18 16 overdue findings (2 High; 7 Medium; 6 Low; and 1 Advisory) currently have no 

revised implementation dates.  Action is required from Communities and Families (1 

Medium and 1 Low); Place (3 Medium and 1 Low); Resources (1 Medium and 2 Low; 

1 Advisory); Health and Social Care and EIJB (2 High; 1 Medium 2 Low); and Strategy 

and Insight (1 Low).  Findings where revised dates are required have been highlighted 

in Appendix 1.  

3.19 Figure 1 illustrates the ageing profile of all overdue findings by rating across Service 

Areas.  Whilst the total number of 17 findings more than 180 days old remains the 

same as the position as at 20 February (17) the following movement is evident:  

3.19.2 Resources +1 (Medium) 

3.19.3 Health and Social Care +2 (Medium) 

3.19.3 Communities and Families +1 (Medium) 

3.19.4 EIJB -4 (Medium) 

3.20 4 Findings remain more than 365 days old – 1 High and 2 Medium in Health and 

Social Care; and 1 Medium in Place 
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3.21   Figure 2 highlights the ageing profile of overdue IA findings for each Service Area.  

Place and Health and Social Care are the owners of the most historic overdue 

findings.   
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3.22 Figure 3 illustrates that there are 28 overdue findings (15 as at 20 February 2018) 

where completion dates have been revised more than once since the implementation 

dates agreed with Service Areas when finalising audit reports. This is an increase of 

13 and reflects changes in 2 dates for EIJB; 9 for Health and Social Care; 1 for 

Strategy and Insight; and 1 for Resources.   

 

 

3.23 There are also 21 open (not overdue) findings where agreed dates for specific actions 

have been missed.  These are:  

3.23.1 Health and Social Care (13) – Care Homes Assurance Review (HSC1715 

issue 18 (High); issues 6, 7, 10, 11, 12, 14 and 15 (Medium); issues 7 and 

9 (Low)); EADP Contract Management (HSC1715 issue 3 (High) and issues 

1 and 2 (Medium));  

3.23.2 EIJB (1) – Data Integration and Sharing (HSC1604ISS4 – Medium); 

3.23.3 Resources (2) – External Vulnerability Assessment (CW1603ISS.3 – High); 

Asset Management Strategy (RES1712ISS.5 – Low);  

3.23.4 LPF (2) - IT Business Resilience and Disaster Recovery (RES1706 issue 2 

(High) and issue 1 (Medium); 

3.23.5 Strategy and Insight (2) – ICO Follow Up (RES1606ISS.2 – Medium); 

Complaints Process (CF1619ISS.1 – Medium); and  

3.23.6 Safer and Stronger (1) – Short Term Homelessness Provision 

(SSC1701ISS5 – Medium).  

3.24 Internal Audit has categorised all overdue Internal Audit actions by Directorate 

showing the latest status updates where received. The detailed results of this 

categorisation are set out in Appendix 1. 
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IA 2017/18 annual plan completion progress as at 11 May 2018 

3.25 As at 31 December 2017, IA had a total of 29 audits to complete to support the 

2017/18 annual opinion.  11 Audits have now been finalised, and of the remaining 18:   

3.25.1 1 review (St Katherine’s Records Management) will continue into 2018/19; 

3.25.2 5 reports are with IA to review management comments, provide feedback 

and finalise;  

3.25.3 3 reports are with service areas awaiting management comments;  

3.25.4 7 draft reports are being prepared by IA; and 

3.25.5 2 reviews are in fieldwork (Care Inspectorate and Fleet). As these audits 

require to be completed in time to support the 2017/18 IA opinion, 

management will require to support IA in finalising the reports by 14 June to 

ensure the annual opinion can be prepared for the GRBV meeting on 31 

July 2018.  

3.27 2 reviews are in fieldwork (Care Inspectorate and Fleet).  Management responses for 

one report (LPF Pension Tax) were not finalised within our specified two-week 

timeframe but have now been agreed.  

4 Measures of success 

4.1 An increase in the implementation and closure of Internal Audit recommendations 

within their initial estimated closure date. 

4.2 An improvement in the time taken to receive management responses and finalise 

Internal Audit Reports 

5 Financial impact 

5.1 Not applicable. 

6 Risk, policy, compliance and governance impact 

6.1 If agreed management actions supporting closure of Internal Audit findings are not 

implemented, the Council will be exposed to the risks set out in the relevant Internal 

Audit reports. Internal Audit findings are raised as a result of control gaps or 

deficiencies identified during reviews therefore overdue items inherently impact upon 

effective risk management, compliance, and governance. 

7 Equalities impact 

7.1 Not Applicable. 
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8 Sustainability impact 

8.1 If agreed management actions supporting IA findings are implemented, but not 

sustained, this could result in increased and unnecessary exposure to service 

delivery risk.  

9 Consultation and engagement 

9.1 Not Applicable. 

10 Background reading/external references 

10.1 Internal Audit report - Historic Internal Audit Findings - Item 7.3 

Lesley Newdall  

Chief Internal Auditor  

Legal and Risk, Resources Directorate  

E-mail: lesley.newdall@edinburgh.gov.uk | Tel: 0131 469 3216 

Appendices  

 

Appendix 1 - Audits in Progress to be finalised to support the 2017/18 IA annual opinion as 

at 11 May 2018 

Appendix 2 - Status report: Overdue Findings Detailed Analysis as at 23 March 2018 

 
 
  

http://www.edinburgh.gov.uk/meetings/meeting/4389/governance_risk_and_best_value_committee
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Appendix 1 - Audits in progress to be finalised to support the 

2017/18 IA annual opinion – status as at 11 May 2018 

Audit Title Status Comments 

Health and Social Care 

1. Care Inspectorate Report   Fieldwork Ongoing discussions with Health and Social 

Care Partnership Chief Officer regarding the 

scope of this review.  

IJB 

2. Purchasing Budget 

Management  

Draft Report 

preparation 

Initial findings discussed with new Partnership 

Chief Officer.  Draft report to be issued w/c 14 

May.  

3. Community Care Capacity 

and Access 

Draft Report 

preparation 

Initial findings discussed with new Partnership 

Chief Officer.  Draft report to be issued w/c 14 

May. 

Resources  

4. Customer Transformation Draft Report 

with IA  

Draft report with IA for finalisation.  

5. HR and Payroll - Drivers Draft Report 

preparation 

Progress has been delayed due to delays in 

receiving information from Service Areas.   

6. CGI Contract Management 

and Cyber Maturity (PwC) 

Draft Report 

preparation 

PwC specialist review. Initial draft has been 

received from PwC.  Initial outcomes discussed 

with for Chief Information Officer; the Executive 

Director, Resources; and the Head of Customer 

Services and Information Technology 

Place 

7. Port Authority Security  Draft report 

with Place 

Awaiting final sign off by service area 

8. St James project Draft report 

with IA 

Draft report with IA to finalise..  

9. Zero Waste project Draft report 

with IA 

Draft report with IA to finalise.  

10. Structures and Flood 

Prevention  

Draft report 

preparation 

Fieldwork now completed.  IA preparing draft 

report.  
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11. Fleet Project Fieldwork This Audit is ongoing.  

12. Edinburgh Building 

Services 

Draft report 

with Place 

Awaiting final sign off by the service area 

13. Health and Safety – Waste 

and Recycling (PwC) 

Draft report 

preparation 

PwC specialist review.  Initial outcomes have 

been discussed with Waste and Recycling. 

Draft report will be issued to Place w/c 23 April.  

Strategy and Insight 

14. Resilience Draft report 

with IA 

Management comments have now been 

received from Strategy and Insight.  IA to update 

and reissue draft report.  

Council Wide 

15. Phishing Draft report 

with ICT / 

Resources 

   

ICT currently working through management 

comments and will revert to IA.  

16. Records Management – St 

Katherine’s 

Will complete 

in 2018/19 -  

currently in 

fieldwork 

Completion date to be determined. A project 

has now been established within Strategy and 

Insight to support completion.  Likely that this 

review will continue into the 2018/19 plan year.  

17. GDPR Readiness (PwC) Draft report 

preparation 

PwC specialist review.  

Other 

18. Lothian Valuation Joint 

Board 

Draft report 

with IA 

Meeting held with LVJB 23 April.  IA now require 

to finalise and issue report.  

 

 



Appendix 2 - Internal Audit Overdue Recommendations as at 23rd March 2018
 Project Code Project Name Group Issue CodeRating Finding Business Implication Recommendation Agreed Management Action Status Due Date Revised Date Revisions Status Update Owner

Communities and Families 

CF1619ISS.3 CF1619 Complaints 

Process

Communities 

& Families

ISS.3 Medium The Chief Social Work Officer conducted a review of complaints handling for secondary schools in 2015, and surveyed the head 

teachers of the 18 secondary schools which had not recorded a complaint in the previous 2 years.           9 head teachers 

responded that they were unsure what type or level of complaint should be shared with the Advice and   Complaints 

(Education)   Service; and    4 acknowledged that they had not followed the complaints procedure.          Perhaps as a result of 

increased a  wareness of the complaints procedure following the Chief Social Work Officer  ’  s review, at least one Stage 1 

complaint was recorded by each secondary school in 2015/16 or 2016/17.         However, 29 primary schools have not 

recorded a Stage 1 complaint in 2015/16   or 2016/17. This represents 32% of the primary school estate. It seems unlikely that 

these schools did not receiv  e any complaints in that period. This suggests that the Communities & Families complaints 

performance data is likely to be incomplete.

Performance information is inaccurate as it does not 

include all Stage 1 complaints;    There is a risk that 

complaints are not being   reported /   handled approp  

riately by the schools, meaning problems are not 

addressed   early on and may escalate;    Communities and 

Families do not have complete management information 

on complaints, so can not identify and address common 

service issues.

We recommend the Advice & Complaints (Education) Service issues guidance to schools on what is 

considered a complaint, and how a complaint should be handled and recorded. This may be delivered 

most effectively through forums such as the Communities & Families Risk Group or Head Teachers 

Groups.          We note that complaints recording is more difficult in schools as they cannot use Capture 

and complaints can only be recorded on Jadu once resolved.   As noted in Finding 1  , the Council is 

procuring a new complaints handling system and will o  verhaul the complaints handling process as part 

of this. We recommend that Communities & Families Advice &   Complaints (Education)   Service works 

with Strategy Insight to ensure that their complaints handling processes are aligned, and messages to 

head teach  ers are consistent.

The current Jadu form will be reviewed, in consultation with the wider work ongoing within 

Strategy & Insight, to ensure that complaint information can be collected at an earlier stage 

in the process.

Overdue ########## ########## 31/08/17

   

31/07/18

Februatr Update -  Jadu recording format has been reviewed, however dependant on a council wide platform 

for electronically monitoring progress with complaints handling and an earlier stage.        

Frances  Smith,Advice & 

Complaints Officer 

(Education)

CF1621ISS.3 CF1621 GIRFEC Named 

Person

Communities 

& Families

ISS.3 Medium Although the GIRFEC legislation does not require documentation of chronology in Wellbeing Concern (WC) files, this currently 

works well in Child Protection (CP) files to enable analysis of history and patterns of concern, and is to be promoted as good 

practice.  There is no single repository for all Wellbeing Concern and Child Protection notes to enable data sharing between 

SCD and Named Persons.  Testing identified relevant information being recorded in the following mediums:     P  aper files  ;      

SEEMIS pastoral notes  ;      Off the shelf packages such as “  on the button”  ; and      SWIFT     Testing evidenced that the 

current GIRFEC Child Protection   records   management requirements are not being fully adhered to,   resulting in   breaches   

of     the Council  ’  s   data protection policy     and   General Data Protection Regulations (GDPR) (April 2017).     The foll  owing   

areas for   concern were identified:     Child Protection meeting notes retained in Pupil Progress Records (PPR files)    Additional 

Child Protection files being sent to a feeder High School for pupils not transitioning on to their S1 role.     There is currently no 

systematic process of review of compliance with records management requirements.  Such a process would assist learning 

amongst professionals involved in Child Protection and allow Senior Management in School & Lifelong Learning area to 

identify and address any systematic weaknesses.

Lack of chronology in Wellbeing Concern files can result in 

difficulty analysing the history and patterns of concerns 

raised.    L  ack of a single repository   to share   data   

prevents   professionals from being able to access the full 

picture for each child  ,   and   enhances the risk of 

inaccurate or   in  sufficient action being taken to   ensure 

a child  ’  s wellbeing is maintained.    D  ata protection 

legislation   and policy could be breached and not 

identified.

A standard chronology template should be prepared for WC files and supported with guidance on the 

analysis of data, trends and preparing planning meeting summaries.    Whilst we understand that 

management accept the risk posed   in relation to the current inability to share da  ta  ,   they should 

investigate   the feasibility of   using an established or introducing a new   Data Management System     

DMS     option by which the wellbeing chronology can be securely shared between relevant parties.    

Additionally, the SLL and SCD registers should be updated to reflect the risk that data cannot currently 

be shared and could result in   th  e risk of inaccurate or insufficient action being taken to   support   a 

child  .    Guidance on the application of Records Management policy and procedures should be 

prepared and appropriate training provided, drawing on existing good practice in special schools.     A 

review process to assess compliance with data protection; record management; and GIRFEC policies 

should be introduced.  The 'Self assessment framework currently being implemented within 

Communities and Families' could be used as a vehicle to provide this assurance.

Current seconded staff will develop a template for chronology.            GIRFEC training   will   

reinforce the need for named person in school to put in place a chronology of wellbeing 

concerns. Training   will   also specify that where the level of concern leads to a lead 

professional being appointed (  e.g.   social worker), that person then becomes respons  ib  

le   for   the   preparation of the single child plan including subsequent versions of the 

chronology.              The risk of continuing to operate with separate electronic recording 

systems for schools and social care is accepted by senior management as no practicable   

solution   currently   e  xists     within any of the 32 Local   Authorities in   Scotland.    SLL and 

SCD will update their risk registers to reflect this accepted risk.           3&4  There is good 

practice evident in special schools in relation to records management. The officers currently 

seconded to develop GIRFEC recording practice in schools will review the learning from this, 

issue guidance to schools about application of Records     Management policy/procedures, 

and offer training as appropriate.   They are also undertaking work to embed the use of the 

wellbeing app within SEEMIS which will standardise recording of child concerns within 

schools.

Overdue ########## Date 

required

Current Status 22/2/18 - progress is being made but actions not yet fully implemented -   see extracts from 

response from Jane Sadler:       Schools issued with Wellbeing chronology template in June 2017 and guidance 

issued about the storage of Wellbeing Concerns. GIRFEC training has focussed on changes to legislation, record 

management and Information Governance. Concerns from schools have been expressed about their significant 

gaps in knowledge of information compliance/records management and the increased work load involved in 

reaching compliance. A first draft has been produced of  GIRFEC in Edinburgh – Practitioners Guide,  a 

document for schools and nurseries, to reinforce key messages of GIRFEC practice including Child Protection, 

information governance and records management.  Action required  :    SEEMiS Wellbeing Application (WB 

Application)         Identify who will be Head Quarters contact.  Identify who will be leading the WB roll out post 

March and who would lead training sessions to support roll out.  Identify key staff to attend the SEEMiS WB 

training sessions (4 days) to become accredited and allow for roll out.  Decision to be made as to whether 

access to the Wellbeing Application should be extended to EWS and EAL and nursery schools.  Transition 

process for pupils into/out of Wellbeing Application. Guidance needs to be issued to schools and workload 

concern addressed.  Agree use of Wellbeing Virtual Centre.    Cannot get download link to open to validate             

Alistair  Gaw,Executive 

Director of Communities 

and Families

RES1605ISS.1 RES1605 Service Level 

Agreements 

with Outside 

Entities

Communities 

& Families

ISS.1 Low We reviewed the arrangements in place with 5 organisations to which the Council provides professional services.            

Organisation      Services provided      2015/16 Fees         Lothian Valuation Joint Board       Payroll services    Accountancy 

services    Internal Audit       £  20,100        SEStran       Accountancy services    Payments and procurement     Insurance    

Treasury management    Internal Audit    Payroll services       £  23,350        Lothian & Borders Community Justice Authority       A  

ccountancy services    Payments    Internal Audit       £  22,000        CEC Holdings       Account  ancy services       £  20,000        

Royal Edinburgh Military Tattoo       Payroll services    Treasury management    Internal Audit       £  1,500            There was a 

current Service Level Agreement (SLA) in place with only one of those 5 entities (SEStran). The agreement had been set up in 

June 2013 for a period of 12 months, and has been extended a further 3 times since then.          There was a further   SLA with 

the Lothian &   Borders Community Justice Authority. This SLA expired in March 2010. The Council has continued to provide 

accounting support including accounts preparation to LBCJA at the rates agreed in 2009. Additional services including 

accounts payable and internal   a  udit were not included in this SLA.          There were no SLAs in place with the remaining 3 

entities.   Services provided and fees charged were understood to be historic arrangements.

If service levels are not formally agreed with the other 

organisation, there is a risk that:          There is r  

eputational damage and increased resource pressure if 

the Council does not deliver services as expected by the 

counter party;    The Council may not receive appropria  te 

remuneration for services provided;  and      Arrangements 

in place may not be appropriate or may conflict with other 

Council duties.

Service Level Agreements with the organisations to which the Council provides professional services 

should be reviewed and/or established. These should set out services provided, key activities and 

deliverables, and the respective roles and responsibilities of the Council and the counterparty.         

Service Level Agreements should be for a defined period and refreshed regularly to ensure that agreed 

services and charges remain appropriate.

Directors will ensure that a service level agreement (SLA) has been established with all arms 

level organisations (ALEOs) that they support.         The SLA should set out all services 

provided and received by the Council, key activities and deliverables, and the respective 

roles and responsibilities of the Council and the counterparty.            The agreements should 

be for a one year period and refreshed annually to ensure that agreed services and charges 

remain appropriate.

Overdue ########## Date 

required

IA Note: no response received or evidence provided.   

This is a new recommendation allocate across all Directorates / Service Areas as agreed at CLT in September. No 

update required in the current month.  Can you please provide evidence that this has now been completed and 

we will close?

Alistair  Gaw,Executive 

Director of Communities 

and Families

Place

PL1601ISS.4 PL1601 Recycling 

Targets

Place ISS.4 Medium There are a number of Council service areas and divisions effected by the waste management strategy but are unaware of key 

issues, regulation changesand decisions. This appears to have been as a result of key stakeholders not having been 

appropriately identified and engaged in all areas of the process. The key stakeholders for the Council's overall waste 

management strategy are wide ranging, affecting related strategies and span both across the Council and externally.

Key stakeholders not appropriately engaged leading to 

inefficiencies  Lack of joined up working within the Council  

Regulation changes not appropriately communicated 

resulting in breaches  Related strategies suffer from a lack 

of co-ordination.

A key stakeholder identification exercise should be performed to ensure all required individuals are 

included in the process. Key groups identified could include: Waste Services, Sustainability Team, 

Property Services and other external groups.  In alignment with the creation of an internal waste 

management policy, stakeholders could be engaged through an overarching steering group with 

representation from each key group. This group would help ensure that relevant information is 

appropriately disseminated and that all stakeholders needs are considered. It would also enable 

stakeholders to monitor and challenge performance against the overall waste management strategy.

As outlined within the response to Action 2, it is our intention to refresh the existing 

strategy and to consult with both internal and external stakeholders to help shape the final 

strategy.          A series of commitments/actions will be a key output from the strategy and 

progress against individual actions/commitments will form a key part of reporting progress 

to stakeholders.

Overdue ########## ########## 30/09/20

17

Current Position at 18/12/17 - Overdue   Waste and cleansing services have now been joined together. The 

strategy document has been redrafted following presentation to the new management team. The external 

waste services improvement plan will also be linked to this strategy. Aiming to have both approved by the 

internal management team by 31 st  March 2018.      

Angus  Murdoch,Strategy 

Officer

PL1601ISS.5 PL1601 Recycling 

Targets

Place ISS.5 Medium Although there is considerable recycling internally within the council, there is currently no internal waste management 

policy.The Waste and Recycling Strategy 2010 - 2025 focuses on external, public waste but there is no supportingpolicy which 

specifically states how the Council itself as amajor local employer,plans on reducing waste arising from its own operations (e.g. 

schools, council offices) and increasingrecycling participation.         The Council's strategic aim is to reduce overall waste being 

sent to landfill within the local authority by increasing recycling participation.  Budgets h  ave been set aside for schemes to 

increase public awareness and participation in an effort to achieve this strategic aim; however, a  group of contributors to 

Edinburgh's overall waste (i.e. Council employees themselves) is being overlooked by not allocati  n  g sufficient resource to 

internal waste management schemes.         In addition, there is a lack of data on how much waste is sent to landfill as a result 

of Council operations; therefore it cannot be accurately quantified how much the internally generated waste is costing the 

Council in landfill charges.

Lack of clarity over Council’s own waste contribution that 

results in financial and environmental impact:   - Risk of 

reputational damage due to lack of own strategy; and   - 

Opportunity cost lost on not providing an overarching 

framework to support the Council’s own recycling 

participation.

The Council should allocate sufficient resources to create and action an internal waste management or 

resource efficiency policy that embraces reducing, reusing and recycling.  Many staff members will live in 

the City of Edinburgh Council, therefore generating waste at work and at home. Providing this 

awareness at work could realise additional benefits for the Council as a potential reduction for both 

internally generated waste and household generated waste within the local authority.  With the 

continued future increases in landfill tax, it is advisable that the Council leads by example and gives 

consideration to monitoring its own waste data to ensure effective targeting of effort.

Our proposed management action is to approach the Sustainable Development Unit and 

Facilities Management to establish a working group to review any existing internal waste 

policy, the purpose being to incorporating this within, and consult on, a refreshed Waste 

Strategy Document (Ref Action 2). The inclusion of the Sustainable Development Unit is 

critical in moving forward this action as they hold responsibility for development of the 

Council’s internal waste policy and recording data on internal waste arisings. Waste & Fleet 

Services will commit to taking the lead in establishment of the internal working group. 

Opportunities to improve the way in which the Council gathers and records data on its own 

waste arisings will be a key outcome of the working group.     The Council  ’  s Trade Waste 

Service (part of the Waste & Fleet structure) has already met with Facilities Management to 

identify opportunities to increase the range of recycling opportunities across the Coun  cil 

estate. New services such as food waste recycling will be available in major Council offices 

such as Waverley Court and is already available across a number of schools.

Overdue ########## 31/12/201

7

Date 

required

30/04/17 Current Position at 18/12/17 - Overdue   There is no one with formal responsibility for internal Council waste. A 

working group of stakeholders has been established and work is ongoing with corporate policy staff to ensure 

the policy / strategy re internal council waste is updated. A report was prepared for the Corporate Policy and 

Strategy Committee in April 2016 that was not presented. Following this, employees left, and Facilities 

Management was still undergoing transformation. Main progress has been targeting food waste in schools and 

recycling across the Council estates. Actions are ongoing to address. 

Karen  Reeves,Technical 

Team Leader

PL1603ISS.3 PL1603 Mortuary 

Services

Place ISS.3 Medium The current Bereavement Services risk register, dated July 2015, outlines a range of controls in place as part of the mitigation 

strategy to manage the body holding capacity risk. The risk was escalated to the Place risk register, and as at April 2016 was in 

the top 10 Departmental residual risks, categorised as one of the most controlled risks due to the controls noted as being in 

place.          The mitigation strategy includes the following:     Mortuary plan in place; and     Staff training and participation in a 

Service quality action group.          The Scientific, Bereavement and Registration Services Senior Manager noted that there are 

no formal mortuary plans in place covering arrangements to minimise storage times, and no such training is currently being 

delivered. In addition, no Service KPIs orperformance / service standards are currently produced. Quality documents for the 

Mortuary covering forms, plans and procedures are being drafted.          The mitigation strategy also notes that Funeral 

Directors are contacted to increase collection rates, but this does not recognise that Mortuary staff are limited in the actions 

that they can take in this respect until the Funeral Director makes contact, as their service is assigned by the next of kin.          

The risk register does not reflect other issues outwith Council control, for example,      The daily cap on the number of post 

mortems undertaken means there is always a backlog; and     The uncertainty around service delivery post Crown Office 

contract expiry in 2020.

The lack of an accurate risk register and formal mortuary 

plan increases the risk that intended controls are not 

implemented in practice leading to inefficient use of 

resources and demand not being managed effectively.

The Bereavement Services risk register requires to be updated to reflect current controls in place. Issues 

currently outwith Council control should be added to facilitate wider discussion on ways to better 

manage these.           A mortuary plan should be prepared covering the management of body holding 

capacity. The plan should include:           An outline of current arrangements;           An outline of all key 

stakeholders;            Service standards expected of Mortuary staff to ensure an efficient, prompt and 

respectful service;            Standards expected of key stakeholders, for example, processes to be followed 

by Police when storing a body out of hours, prompt notification from Funeral Directors when assigned, 

and prompt collection by Funeral Directors when notified that a body has been released for uplift; and      

      A programme of regular staff training sessions to ensure that Mortuary staff are aware of their 

responsibilities to minimise storage.           The plan should incorporate contingency arrangements for 

business as usual during periods of extended closure, for example, at Easter and Christmas.

Work with Environment Service and Place Directorate to update the risk register post 

transformation review.           A mortuary plan is under development and should be 

completed before the end of December 2016. Implementation by 31/01/2017 is 

anticipated.

Overdue ########## 31/10/201

7

Date 

required

0 Current Position at 20/02/18 - Overdue    Service standards are to be communicated with external stakeholders 

through meetings with COPFS/Pathologists/Police and FDs. Internally the service standards will be emailed to 

mortuary staff. This action can be closed when evidence of the updated risk register and communication of the 

service standards are provided to Internal Audit.      

Robbie  Beattie,Scientific, 

Bereavement & 

Registration Services 

SeniorManager

PL1603ISS.5 PL1603 Mortuary 

Services

Place ISS.5 Medium The City Mortuary is a key stakeholder in the following plans:     City of Edinburgh Council (CEC) Emergency Plan; interim 

update Jul 2014;    CEC Corporate Business Continuity Plan; Oct 2013;    CEC Corporate Pandemic Influenza Business   

Continuity Plan; Jul 2009 (re-issue due Apr 2017);    Emergency Mortuary Management Arrangements Module of CEC 

Emergency Plan; draft Apr 2015;    Services for Communities Contingency Plan (Bereavement Services); draft Jul 2015; and     

Services for Communities   Business Continuity Plans for Bereavement Services; Dec 2013.          There are inconsistencies and 

gaps between the plans including:     The Bereavement Services   c  ontingency   p  lan includes no detailed action plan     

covering body storage arrangements in the event of an   extensive emergency, such as a pandemic, where National / reciprocal 

body storage resources will not be available. This area is currently under review nationally via the Scottish Government Silver 

Swan exercise  ; and        The Emergency Mortuary Management Arra  ngements module, covering arrangements in response 

to intensive emergencies outlines the locations and number of body storage units within the Council   and externally  .   Th  is   

does not reflect:      The basic storage available at the Mortuary;    The   current   location   of the Council emergency units;    

Average spare capacity for NHS Lothian, as determined at Easter 2016; and     Average spare capacity of the Q  ueen Elizabeth 

H  ospital in Glasgow (  the   300 quoted includes day to day usage and gives no indication of any potential   capacity issues 

here).             S  ignificant staff and organisational changes within Place and Bereavement Services over the past year   have 

impacted on the   preparation of, and key roles and responsibilities outlined within   Place   contingency documents. The   

Scientific  ,   Bereavement and Registration   Services Senior   Manager recognises that all   local   plans need revised,   with 

separate plans set up for   Mortuary and Crematorium   services  .

If contingency plans in place are not comprehensive, with 

accurate and up to date capacity information, the 

required actions to be undertaken by Council staff may be 

unclear, increasing the risk of inappropriate treatment of 

fatalities.

All Mortuary Service contingency plans require to be reviewed and redrafted to ensure that they are up 

to date, comprehensive and reflect current government guidance.          Capacity and location 

information within contingency documents should be corrected to r  eflect current arrangements.          

Following review and update of plans in place:      Training should be rolled out to staff; and        The 

Corporate Resilience Unit should be provided with updated extracts.

Work with Corporate Resilience Unit to update contingency plans drafted before 

transformation review  .           Work with NHS Lothian to   support them taking on the role of 

host mortuary for mass fatalities, thus easing pressure on Council mortuary.

Overdue ########## 31/12/201

7

Date 

required

30/4/17 Current Position at 20/02/2018 - Overdue   The Business Continuity Plan is being updated in coordination with 

the Resilience Team. This action can be closed when evidence of the updated Business Continuity Plan is 

provided to Internal Audit.            

Robbie  Beattie,Scientific, 

Bereavement & 

Registration Services 

SeniorManager

RES1605ISS.1 RES1605 Service Level 

Agreements 

with Outside 

Entities

Place ISS.1 Low We reviewed the arrangements in place with 5 organisations to which the Council provides professional services.            

Organisation      Services provided      2015/16 Fees         Lothian Valuation Joint Board       Payroll services    Accountancy 

services    Internal Audit       £  20,100        SEStran       Accountancy services    Payments and procurement     Insurance    

Treasury management    Internal Audit    Payroll services       £  23,350        Lothian & Borders Community Justice Authority       A  

ccountancy services    Payments    Internal Audit       £  22,000        CEC Holdings       Account  ancy services       £  20,000        

Royal Edinburgh Military Tattoo       Payroll services    Treasury management    Internal Audit       £  1,500            There was a 

current Service Level Agreement (SLA) in place with only one of those 5 entities (SEStran). The agreement had been set up in 

June 2013 for a period of 12 months, and has been extended a further 3 times since then.          There was a further   SLA with 

the Lothian &   Borders Community Justice Authority. This SLA expired in March 2010. The Council has continued to provide 

accounting support including accounts preparation to LBCJA at the rates agreed in 2009. Additional services including 

accounts payable and internal   a  udit were not included in this SLA.          There were no SLAs in place with the remaining 3 

entities.   Services provided and fees charged were understood to be historic arrangements.

If service levels are not formally agreed with the other 

organisation, there is a risk that:          There is r  

eputational damage and increased resource pressure if 

the Council does not deliver services as expected by the 

counter party;    The Council may not receive appropria  te 

remuneration for services provided;  and      Arrangements 

in place may not be appropriate or may conflict with other 

Council duties.

Service Level Agreements with the organisations to which the Council provides professional services 

should be reviewed and/or established. These should set out services provided, key activities and 

deliverables, and the respective roles and responsibilities of the Council and the counterparty.         

Service Level Agreements should be for a defined period and refreshed regularly to ensure that agreed 

services and charges remain appropriate.

Directors will ensure that a service level agreement (SLA) has been established with all arms 

level organisations (ALEOs) that they support.         The SLA should set out all services 

provided and received by the Council, key activities and deliverables, and the respective 

roles and responsibilities of the Council and the counterparty.           The agreements should 

be for a one year period and refreshed annually to ensure that agreed services and charges 

remain appropriate.

Overdue ########## Date 

required

February Update -   some information has been provided, but this does not fully address the recommendation.  

IA are currently working with Place on what is required.               

IA Note:   This is a new recommendation allocate across all Directorates / Service Areas as agreed at CLT in 

September. No update required in the current month.

Paul  Lawrence,Executive 

Director of Place and SRO

Investments 

and Pensions



RES1614ISS.2 RES1614 Lothian 

Pension Fund 

Cyber Security

xx Investment 

& Pensions

ISS.2 Medium

ongoing security governance for these third parties.  Without effective oversight, LPF cannot gain assurance that controls in 

place at third parties are appropriate based on the services and data hosted.  LPF outsources the provision of the Pension 

Administration System, the hosting of the infrastructure that it sits on, and at the time of review was in the project phase for 

contracting with another 3rd-party supplier – Civica – to provide the ‘Employer Data Transfer Portal’.  By formally reviewing 

security requirements and the provisions at third parties, LPF will understand if controls at the supplier mitigate risks to an 

acceptable level, taking into account compliance with the security objectives, requirements, regulations, and contractual 

obligations that are important to LPF.  The companies that provide these services to LPF are all ISO 27001 certified, and as 

such can demonstrate that they have a framework for managing security. However, ISO 27001 certification does not provide a 

report on information security controls that are in place within the organization. It is therefore important that LPF is satisfied 

that the controls in place at third parties are proportionate to the risks faced and that these controls protect LPF member data 

adequately.  Regulators are increasingly focusing on oversight of third parties and the FCA recently published Third Party 

and remediation.  With regard to oversight, the FCA notes:  “Firms retain full accountability for discharging all of their 

responsibilities and cannot delegate responsibility to the service provider.” And:  “Firms should carry out a security risk 

assessment that includes the service provider and the technology assets administered by the firm.”

If LPF do not routinely consider the security of their 

suppliers, the impact and likelihood of a data breach, 

system compromise, or loss of service are increased. This 

may result, in adverse media coverage for LPF, loss of 

stakeholder confidence, an impact on financial results and 

could impact core services provided.  Additional 

consequence can include increased vulnerability to 

litigation and the possibility of regulatory enforcement 

actions.

LPF should consider implementing a Supplier Risk Management Framework. Effective Supplier Risk 

Management will help LPF maintain consistency and visibility of the risks they face from the third parties 

that they contract with. It will also allow LPF to demonstrate to stakeholders, regulators and 

management that supplier risk is considered consistently  LPF should review existing third party 

contracts to ensure that security provisions are appropriate.

LPF agrees to implement both recommendations. Existing third party contracts will be 

reviewed on a risk prioritised basis.

Overdue ########## ########## December -   no further updates received.            November Update (IA)     E mail received from the CRO.  

Implementation date change to 30/3/18.      Supplier review:  as part of our project to ensure ongoing 

compliance with the new data protection regulations (GDPR) we are already looking to review our core systems 

and external third parties to whom we send data. We are currently in the information gathering stage of that 

process and can provide evidence that this will involve our reviewing our third party relationships with data 

security and contractual protection in mind. This is an ongoing process and something which we are targeting 

to have completed by March 2018.    Risk analysis:  our ongoing and quarterly risk analysis monitors such 

matters as Failure of IT Systems, Business Continuity Issues, Data Protection Breaches, Regulatory Breach, 

Inadequate Contractual Protection for Services, Failure of IT Systems and Controls, Reliance on Core Service 

Providers. Over the quarters this process, whilst not being focused on supplier security issues, has established a 

framework on which the Fund’s key risks are assessed and matters such as this identified and resolved. This 

process also picks up on the internal audits. We would propose to include an additional risk focused on this, 

along the lines of “Inadequate, or failure of, supplier and other third party systems (including IT and data 

security)” and assign this to all members of the management team and Bruce Howieson to monitor. This will be 

flagged in the December committee risk reporting and monitored thereafter in the usual way.   Compliance 

checklist:  equally, and in tandem with the risk process,   LPF also has a process which monitors and checks our 

compliance with ongoing controls and we would also propose to include the monitoring and sign off of this into 

that process (done on a quarterly basis), with management and Bruce Howieson taking responsibility for the 

actions.    Compliance email:  Once the compliance checklist is signed off, it is then circulated to the LPF staff in 

a compliance email which highlights certain compliance aspects and reminders. We would also look to include in 

the next quarterly email a reminder to ensure that the compliance checklist now includes checking and ongoing 

monitoring of supplier’s third party systems and that we should all bear this in mind when entering into new 

arrangements and in monitoring existing arrangements etc.       We are of the view that it is important to 

consider this risk in proportion to other risks that the fund is required to manage. Therefore, rather than setting 

up a separate stand-alone framework which could be cumbersome and have resource implications which could 

distract from other material priorities and risks of the pension fund, we would prefer to integrate this issue 

within our existing risk and compliance controls and monitor it in the context of the fund’s overall risks and 

responsibilities. We have also engaged with PwC on what is generally done in this regard, and have the sense 

Struan  Fairbairn,Chief Risk 

Officer, LPF

RES1705ISS.1

LPF - 

Information 

Governance

Medium

The Fund’s records management framework and supporting processes require improvement to ensure that Fund records are 

effectively managed in line with Data Protection Act requirements. Our review identified the following control weaknesses: 

There is currently no formal records management plan and supporting processes; Retention schedules and disposal logs are 

not used to record and action pre-determined disposal dates of Fund records; Regular clear out days are not held to ensure 

that electronic and paper records are archived or scheduled for disposal;Some records are duplicated between Pensions Web 

and the Fund’s shared drive.No documents have been archived in Pensions Web since its installation in 2013; andThe pensions 

mailbox is used to store correspondence that has not been attached to the Altair pensions administration system.

Lack of formal governance supporting records 

management breaches the requirements of the Council’s 

records management policy (sections 4.5 – 4.8)The lack of 

a records retention schedule, records management 

process and disposal log means that decisions are not 

being maderegarding records, files and folders containing 

sensitive data that no longer requires to be held, or is 

being held in more than one location.

It is recommended that a records management plan is prepared that sets out the proper arrangements 

for the management of the Lothian Pension Funds records that include personal data. A model records 

management plan developed by National Records of Scotland includes 14 elements for effective records 

management.Whilst there is no statutory requirement for this plan to be applied, it would be good 

practice to incorporate as many of these elements as possible into existing records management 

processes where they are not already applied by LPF.  The 14 elements of the plan are noted below and 

further information can be found at:https://www.nrscotland.gov.uk/record-keeping/public-records-

scotland-act-2011/resources/model-records-management-plan Senior management responsibility - An 

individual at senior level who has overall strategic accountability for records management. Records 

manager responsibility - An individual within the Fund to have day-to-day operational responsibility for 

records management. Records management policy statement - To underpin the effective management 

of the Fund’s records and information. Business Classification Scheme to organise records - A scheme 

describing what business activities the Fund undertakes.Retention schedules - A list of pensions records 

for which pre-determined disposal dates have been established. Destruction arrangements - Disposal 

arrangements must ensure that all copies of a record – wherever stored – are identified and destroyed. 

Archiving and transfer arrangements - Mechanism by which an authority transfers records of enduring 

value to an appropriate archive repository, specifying the timing of transfers and other terms and 

conditions. Information Security - Process by which records are protected and ensures they remain 

available.Data Protection - High level statement of public responsibility and fair processing.Business 

continuity and vital records plans; - A business continuity and vital records plan serves as the main 

resource for the preparation for, response to, and recovery from, an emergency that might affect any 

number of crucial functions in an authority.Audit trail - Sequence of steps documenting the movement 

and/or editing of a record resulting from activities by individuals, systems or other entities. Competency 

framework for records management staff - lists the core competencies and the key knowledge and skills 

required by a records manager. Assessment and review - To ensure that records management practices 

conform to the Records Management Plan.Shared information- Reference to information sharing 

protocols in place that govern how the Fund exchanges information with others. When implementing 

these additional actions, reference should be made to governing legislation and advice available from 

Recommendations accepted – all actions recommended by Internal Audit will be fully 

implemented.
Overdue ########## March - no updates received. 

Struan  Fairbairn,Chief Risk 

Officer, LPF

Resources

CW1603ISS.5 CW1603 External 

Vulnerability 

Assessment

ICT Solutions ISS.5 Medium For projects that involve the implementation of new technologies or information management, the Council have implemented 

processes such as ‘Security Assurance Statements’ that ensure security considerations are acknowledged prior to project 

initiation and ‘Privacy Impact Assessments’ that assesses the use and management of sensitive data.     However t  here is 

currently no Design Authority or appr  opriate governance forum in place within CGI to manage the introduction of new 

technologies and systems into the Council  ’  s existing infrastructure.     As new projects and systems are being developed,   

there is not a   suitable     forum   that would   support the identi  fication of   IT security and technical considerations 

associated with the  se   technologies  , or the suitability of integration with existing IT infrastructure.     There is also a lack of 

consistency in the approach of project teams to the performance of security assessments on project deliverables, which 

results in project delays. This is symptomatic of not having an established design authority and embedded IT adoption 

processes in place, as well as sufficient awareness within the Council of the need to consider security requirements when 

implementing new technologies.

Without a Design Authority in place, there is a risk that 

issues with new technologies and systems are not 

identified in a timely manner leading to wasted resources, 

duplication of effort and project delays.

The Council, with the support of CGI, should implement a Design Authority that has appropriate 

oversight and governance to consider whether new technologies comply with the Council’s security 

requirements, existing security architecture and aligns with the Council’s strategic IT objectives.

The existence of a Design Authority is a contractual requirement in the CGI contract.  The 

creation of this Authority will be progressed with CGI as a matter of priority.

IA 

Validatio

n in 

Progress

########## ########## IA Note:  Evidence has been provided by ICT and is currently being reviewed by IA. 

September Update:  CGI have yet to deliver a cohesive Design Authority despite concerted effort and 

escalations by ICT Solutions management. Meeting with CGI Solution Architect on 14/09/2017 resulted in 

agreed approach and plan for the creation of an effective Design Authority. Revised implementation date is 

30/03/2018.

Neil  Dumbleton,ICT 

Enterprise Architect

MIS1601aISS.

2

MIS1601

a

Non Housing 

Invoices

Resources ISS.2 Medium A fixed-price quote is obtained from prospective contractors for repairs estimated to cost more than £1,000. Any variance 

between the quote and the invoice is challenged before the technical officer will approve payment.         Estimates and quotes 

are not routinely requested for repairs likely to cost less than £1,000 (and we would not expect this). The technical officer is 

expected to be experienced enough to make a reasonably accurate assessment of the likely cost of a repair, and challenge or 

approve payment of the contractor’s invoice accordingly. It is understood that a schedule of rates exists for the non-housing 

contract framework, but is not referred to.      This means that:     The authorising manager does not know the value of works 

that they are approving (see Section 2: variance between actual and estimate);    The Council may not have access to 

commercially advanta  geous rates for common repairs; and    Elevated charges may not be identified by the technical officer 

as they have no benchmark.

There is a risk that the Council is not achieving best value 

on non-housing repairs and maintenance.

We recommend that a schedule of rates is built into the next non-housing contract framework. The non-Housing contractor framework will be re-tendered during 2017. The inclusion of 

detailed best-value and due-diligence options will be considered as part of the process. This 

may include schedule of rates, gain share, penalties etc or a combination.

Overdue ########## ########## December Update:  Dec In order to mitigate the risk in the interim, a vouching / clearing regime is now in place 

to ensure all invoices are checked for value for money before being passed for payment. This has been agreed 

with Internal Audit. This is also tied into the potential increase in the R&M budget from 01.04.18 to ensure that 

we have the correct levels of governance and resource to manage the allocation. Furthermore, it is proposed 

that an interim supply chain will be in place from 01.0418 until the full retendering exercise is completed.            

IA Comment - Time to be arranged for walkthrough of revised process.        

Murdo  

MacLeod,Maintenance 

Standards Officer

MIS1601aISS.

3

MIS1601

a

Non Housing 

Invoices

Resources ISS.3 Medium The system used to manage repairs and maintenance to operational buildings, AS400, is due to be replaced in the 

Autumn/Winter 2016. The system is over 40 years old and is limited in its capabilities and links to other Council systems.          

This means it is difficult to obtain information about repairs carried out.   Only one officer is able to use AS400 reporting 

functions,   and none we spoke to in Co  rporate   Property knew how to access information about EBS non-housing recharges 

through   the   Frontier   financial reporting system.            This limits the management information available to Corporate 

Property about the volume and value of repairs. It also delayed   our audit fieldwork and restricted the scope of our audit.         

For example, the AS400 (works ordering), Total (billing) and Oracle (finance) systems do not use the same reference numbers. 

A manual log is kept to record the invoice number for each works order   raised on AS400. This was not consistently updated, 

so  , despite the help of the non-housing administration team and Accounts Payable,   we were able to trace invoices for only   

4   of the 60 charges reviewed.         We also identified occasions where details of work  s orders charged to Corporate Property 

had not been transferred into the Oracle data warehouse.   This means we (and Corporate Property) were unable to validate 

the accuracy of the charge for those periods.   The total charge only was recorded.

Lack of management information about the volume and 

value of non-housing repairs.

Management will not have ready access to accurate and reliable information about the volume and cost 

of repairs and maintenance until AS400 is replaced by CAFM in Autumn/Winter 2016. We note that the 

introduction of CAFM has been delayed, and every effort should be made to meet the new target 

implementation date.

It is anticipated that CAFM will be in operational use (services being implemented on a 

rolling programme thereafter) in early 2017 with a non-Housing R&M implementation 

process in place for FY 2017/18

IA 

Validatio

n in 

Progress

########## ########## February Update:  It appears this was in relation to PO’s going direct to EBS, this was stopped about 2 years ago 

and now reports can be run to trace all invoices.       

Peter  Watton,Head of 

Corporate Property

RES1603ISS.5 RES1603 Leavers 

Process

Resources ISS.5 Medium We selected a sample of 45 employees who left the Council in August 2016. Security passes held by 18 of those employees 

(40%) had not been returned or disabled.

Security passes could be used to fraudulently gain access 

to Council buildings putting sensitive data and mobile 

assets at risk.

Security passes should be collected from payroll and non-payroll leavers and returned to the Facilities 

Management Hub.    We recommend that Facilities Management are also provided with a daily or 

weekly list of leavers, so security passes can be deactivated.

All temporary passes will be deactivated on 1 April. Cardholders will need to contact 

Security to reactivate them.

Overdue ########## ########## 31/10/17     

     

30/06/17

Current Position at 27/02/2018 - Overdue   The terminal is now functioning, the proposed next step to assist us 

in maintaining the database is to have the contractor audit the database for inactive cards over 90 days. The 

contractor will trawl through the database and start the process of removing inactive cards.           Current 

Position at 18/12/17 - Overdue    The terminal FM currently have functioning at WC is a SPOF and has no 

connectivity to the slave monitor at NPH. Once this connectivity issue is addressed, FES can sit with CGI and 

properly upgrade the terminal at WC which we have requested continually through ICT. New cards for 

contractors are for 3 months without exception. We receive weekly leaver reports and those cards are removed 

from system. We are now collating returned cards marrying up with leavers report whereas before they were 

destroyed. Main vulnerability is that contractors do not feature in leavers report therefore until we can audit 

there maybe some old cards in system      

Mark  Stenhouse,Facilities 

Management Senior 

Manager

RES1605ISS.1 RES1605 Service Level 

Agreements 

with Outside 

Entities

Resources ISS.1 Low We reviewed the arrangements in place with 5 organisations to which the Council provides professional services.            

Organisation      Services provided      2015/16 Fees         Lothian Valuation Joint Board       Payroll services    Accountancy 

services    Internal Audit       £  20,100        SEStran       Accountancy services    Payments and procurement     Insurance    

Treasury management    Internal Audit    Payroll services       £  23,350        Lothian & Borders Community Justice Authority       A  

ccountancy services    Payments    Internal Audit       £  22,000        CEC Holdings       Account  ancy services       £  20,000        

Royal Edinburgh Military Tattoo       Payroll services    Treasury management    Internal Audit       £  1,500            There was a 

current Service Level Agreement (SLA) in place with only one of those 5 entities (SEStran). The agreement had been set up in 

June 2013 for a period of 12 months, and has been extended a further 3 times since then.          There was a further   SLA with 

the Lothian &   Borders Community Justice Authority. This SLA expired in March 2010. The Council has continued to provide 

accounting support including accounts preparation to LBCJA at the rates agreed in 2009. Additional services including 

accounts payable and internal   a  udit were not included in this SLA.          There were no SLAs in place with the remaining 3 

entities.   Services provided and fees charged were understood to be historic arrangements.

If service levels are not formally agreed with the other 

organisation, there is a risk that:          There is r  

eputational damage and increased resource pressure if 

the Council does not deliver services as expected by the 

counter party;    The Council may not receive appropria  te 

remuneration for services provided;  and      Arrangements 

in place may not be appropriate or may conflict with other 

Council duties.

Service Level Agreements with the organisations to which the Council provides professional services 

should be reviewed and/or established. These should set out services provided, key activities and 

deliverables, and the respective roles and responsibilities of the Council and the counterparty.         

Service Level Agreements should be for a defined period and refreshed regularly to ensure that agreed 

services and charges remain appropriate.

Directors will ensure that a service level agreement (SLA) has been established with all arms 

level organisations (ALEOs) that they support.         The SLA should set out all services 

provided and received by the Council, key activities and deliverables, and the respective 

roles and responsibilities of the Council and the counterparty.           The agreements should 

be for a one year period and refreshed annually to ensure that agreed services and charges 

remain appropriate.

Overdue ########## Date 

required

February Update :   Overdue - further action required to confirm completeness of the list of SLAs provided.  IA 

has shared detailes of action required with Resources.           

Stephen  Moir,Executive 

Director of Resources



The Risk Function, supported by the new full-time CRO, should invest time and resource to embed risk 

management below senior management level.     It is important to reflect on what contributed to the 

success of   ‘  buy-in  ’   and education of the senior team. Additionally, there needs to be pragmatic 

consideration   given   to the large   numbers   of staff across the council.      We recommend a training 

and communications plan is drafted reflecting the above and approved by the appropriate committee. 

This should involve input from HR and other relevant non-risk functions.    Consideration should be given 

as to whether training senior management, to equip them to provide risk management training to their 

teams would held drive understanding and accountability below senior management level.      Human 

Resources should include risk management and internal controls training modules as part of CEC’s 

essential learning. Individual’s scores from the end of module assessments can be used to confirm staff’s 

understanding of their responsibilities.    The system provider’s risk management module should be 

removed to avoid confusion.     In keeping with policy, a  ll service areas sh  ould use the   CEC     risk 

register template,   with any other versions removed to   avoid inaccurate information being reported to 

CLT and GRBV   and improve the efficiency of the aggregation and reporting process.

As identified, we are in an ‘embedding’ phase with respect to the journey to develop risk 

management. Prior to transformation a risk steering group was in place whereby risk 

‘champions’ from each directorate could drive messaging the need for training and maintain 

momentum. With the substantial organisational changes this arrangement was suspended 

and we are currently re-establishing such ownership within the Service Area Risk 

Management Groups as indicated within the response to finding 3.3.

Closed - 

Verified

########## ########## Duncan  Harwood,Chief 

Risk Officer

The Risk Function, supported by the new full-time CRO, should invest time and resource to embed risk 

management below senior management level.     It is important to reflect on what contributed to the 

success of   ‘  buy-in  ’   and education of the senior team. Additionally, there needs to be pragmatic 

consideration   given   to the large   numbers   of staff across the council.      We recommend a training 

and communications plan is drafted reflecting the above and approved by the appropriate committee. 

This should involve input from HR and other relevant non-risk functions.    Consideration should be given 

as to whether training senior management, to equip them to provide risk management training to their 

teams would held drive understanding and accountability below senior management level.      Human 

Resources should include risk management and internal controls training modules as part of CEC’s 

essential learning. Individual’s scores from the end of module assessments can be used to confirm staff’s 

understanding of their responsibilities.    The system provider’s risk management module should be 

removed to avoid confusion.     In keeping with policy, a  ll service areas sh  ould use the   CEC     risk 

register template,   with any other versions removed to   avoid inaccurate information being reported to 

CLT and GRBV   and improve the efficiency of the aggregation and reporting process.

For clarity two risk modules exist on the Council’s eLearning site. One is generic and the 

other specific to CEC. We agree with the finding that the generic risk management module is 

not helpful from the perspective of specific messaging. Management will work with HR to 

ensure that only the single tailored solution is accessible.

Closed - 

Verified

########## Duncan  Harwood,Chief 

Risk Officer

The Risk Function, supported by the new full-time CRO, should invest time and resource to embed risk 

management below senior management level.          It is important to reflect on what contributed to the 

success of   ‘  buy-in  ’   and education of the senior team. Additionally, there needs to be pragmatic 

consideration   given   to the large   numbers   of staff across the council.      We recommend a training 

and communications plan is drafted reflecting the above and approved by the appropriate committee. 

This should involve input from HR and other relevant non-risk functions.    Consideration should be given 

as to whether training senior management, to equip them to provide risk management training to their 

teams would held drive understanding and accountability below senior management level.      Human 

Resources should include risk management and internal controls training modules as part of CEC’s 

essential learning. Individual’s scores from the end of module assessments can be used to confirm staff’s 

understanding of their responsibilities.    The system provider’s risk management module should be 

removed to avoid confusion.     In keeping with policy, all service areas should use the CEC risk register 

template, with any other versions removed to avoid inaccurate information being reported to CLT and 

GRBV and improve the efficiency of the aggregation and reporting process.

HR is currently reviewing the requirements of induction and essential learning throughout 

the Council. The latest timing for go-live is likely to be prior to the commencement of FY18. 

The plan with HR will be confirmed shortly.

Closed - 

Verified

########## ########## Duncan  Harwood,Chief 

Risk Officer

The Risk Function, supported by the new full-time CRO, should invest time and resource to embed risk 

management below senior management level.     It is important to reflect on what contributed to the 

success of   ‘  buy-in  ’   and education of the senior team. Additionally, there needs to be pragmatic 

consideration   given   to the large   numbers   of staff across the council.      We recommend a training 

and communications plan is drafted reflecting the above and approved by the appropriate committee. 

This should involve input from HR and other relevant non-risk functions.    Consideration should be given 

as to whether training senior management, to equip them to provide risk management training to their 

teams would held drive understanding and accountability below senior management level.      Human 

Resources should include risk management and internal controls training modules as part of CEC’s 

essential learning. Individual’s scores from the end of module assessments can be used to confirm staff’s 

understanding of their responsibilities.    The system provider’s risk management module should be 

removed to avoid confusion.     In keeping with policy, all service areas should use the CEC risk register 

template, with any other versions removed to avoid inaccurate information being reported to CLT and 

GRBV and improve the efficiency of the aggregation and reporting process.

The ‘different’ risk register template was adopted as a temporary measure in Place as part 

of a learning exercise to prompt focus on cause and effect in the articulation of risks. This 

version is now being superseded.

Closed - 

Verified

########## ########## Duncan  Harwood,Chief 

Risk Officer

The Risk Function, supported by the new full-time CRO, should invest time and resource to embed risk 

management below senior management level.     It is important to reflect on what contributed to the 

success of   ‘  buy-in  ’   and education of the senior team. Additionally, there needs to be pragmatic 

consideration   given   to the large   numbers   of staff across the council.      We recommend a training 

and communications plan is drafted reflecting the above and approved by the appropriate committee. 

This should involve input from HR and other relevant non-risk functions.    Consideration should be given 

as to whether training senior management, to equip them to provide risk management training to their 

teams would held drive understanding and accountability below senior management level.      Human 

Resources should include risk management and internal controls training modules as part of CEC’s 

essential learning. Individual’s scores from the end of module assessments can be used to confirm staff’s 

understanding of their responsibilities.    The system provider’s risk management module should be 

removed to avoid confusion.     In keeping with policy, a  ll service areas sh  ould use the   CEC     risk 

register template,   with any other versions removed to   avoid inaccurate information being reported to 

CLT and GRBV   and improve the efficiency of the aggregation and reporting process.

A training and communications plan involving input from HR and Communications teams 

was drafted within the last two years, however due to reorganisation of staff, teams and 

service delivery these plans had to be put on hold and will need to be reviewed once 

structures settle.

Overdue ########## ########## Feruary Update -  Work in progress and on schedule        December Update -   work in progress and on schedule.     

     November Update    Work with technical staff to replace the current e-learning module on CeCiL with two 

new risk management modules, one aimed at all staff and the other at managers. Content to be relevant to 

roles and responsibilities as they relate to risk management. Modules to be available on the Orb by 27 April 

2018. Encourage completion of module(s) as part of the Induction process and through the various risk 

management structures. Track attempt, completion, pass and failure rates, report metrics through Risk 

Management Groups and Risk Committees, and target any identified weaknesses. Note: the risk management 

modules may be included in CEC’s essential learning suite, subject to CEC’s essential learning policy refresh 

which is due around Spring/Summer 2018, and which is currently scheduled to be agreed by CLT by end Dec 

2017.          Include appropriate ‘train the trainer’/risk education type items in Risk Committees, Risk 

Management Groups, annual risk refreshes, Leaders’ Inductions and at Service Management Team (SMT) risk 

workshops on an ongoing-basis. Offer training to Heads of Service and above in how to provide appropriate risk 

management training within their Service.     

Duncan  Harwood,Chief 

Risk Officer

CEC should consider implementation of a replacement systemised risk management tool to drive 

efficiencies and consistency in risk management practices and provide the opportunity to generate risk 

MI without the need for manual intervention.     The business case for an enterprise wide risk 

management system should be prepared and integrated with the wider IT change programme.    In line 

with best p  ractice,   CEC risk documentation should be updated   as soon as   the new structure has 

been finalised,   with updated versions communicated and circulated to staff.

The Risk Management team is currently reviewing options with regard to a ‘GRC’ 

(Governance Risk and Compliance) solution that is fit-for-purpose for the Council. The new 

CGI contract identifies the need to introduce such a solution by the Summer of 2017. As 

such a business case will be developed in line with this critical path. In the meantime, risk 

registers for SMT and CLT are updated quarterly on consistently formatted spreadsheets 

and stored on a shared drive for version control.

Closed - 

Verified

########## ########## Duncan  Harwood,Chief 

Risk Officer

CEC should consider implementation of a replacement systemised risk management tool to drive 

efficiencies and consistency in risk management practices and provide the opportunity to generate risk 

MI without the need for manual intervention.     The business case for an enterprise wide risk 

management system should be prepared and integrated with the wider IT change programme.    In line 

with best p  ractice,   CEC risk documentation should be updated   as soon as   the new structure has 

been finalised,   with updated versions communicated and circulated to staff.

CEC’s Risk Management Policy is updated annually in December. Closed - 

Verified

########## ########## Duncan  Harwood,Chief 

Risk Officer

CEC should consider implementation of a replacement systemised risk management tool to drive 

efficiencies and consistency in risk management practices and provide the opportunity to generate risk 

MI without the need for manual intervention.     The business case for an enterprise wide risk 

management system should be prepared and integrated with the wider IT change programme.    In line 

with best practice, CEC risk documentation should be updated as soon as the new structure has been 

finalised, with updated versions communicated and circulated to staff.

The guidance set out in CEC’s Risk Management Procedure is scheduled to be updated by 

January 2017 once the Council’s new structure and associated risk escalation path has been 

clarified and confirmed. These will then be available to all staff on the CEC Intranet.

Closed - 

Verified

########## ########## Duncan  Harwood,Chief 

Risk Officer

CEC should consider implementation of a replacement systemised risk management tool to drive 

efficiencies and consistency in risk management practices and provide the opportunity to generate risk 

MI without the need for manual intervention.          The business case for an enterprise wide risk 

management system should be prepared and integrated with the wider IT change programme.    In line 

with best practice, CEC risk documentation should be updated as soon as the new structure has been 

finalised, with updated versions communicated and circulated to staff.

Updating the Risk Appetite Statement is scheduled as part of a broader exercise on 

embedding improved understanding and consistency around risk appetite and tolerance 

levels once the new CRO is in place. It was always considered that the risk appetite would be 

further refined after two years once the risk management framework had been embedded 

and maturity of the organisation had developed with respect to risk management.

Overdue ########## ########## February Update -   Work in progress and on schedule          December Update -  Work in progress and on 

schedule        November Update:   Develop a risk appetite statement (RAS) which is fit for purpose for CEC. Due 

to a lack of standardised approach among local authorities a benchmarking exercise of selected Scottish and UK 

local authorities and other relevant private and public sector organisations will be carried out to help define 

what is fit for purpose for CEC. Guidance from the new international standard for risk management (ISO31000) 

which is due to be published in late 2017/early 2018 will be considered in the work. RAS to be approved by CLT 

and GRBV by 29 June 2018.         

Duncan  Harwood,Chief 

Risk Officer

RES1615ISS.4 RES1615 Property 

Maintenance

Resources ISS.4 Medium All works are now carried out by framework contractors, who work to a Service Level Agreement (for example 1 day for urgent 

works).         The contractor is not required to report back to the Facilities Management helpdesk when work is completed. 

Facilities Management rely on building users to raise concerns if no action has been taken in response to reported issues.          

We note that technical   officers now review contractor invoices before payment and quality check a sample of 10% of invoiced 

jobs. However, there is no monitoring of outstanding works orders (i.e. issues which have been reported, but not completed or 

invoiced).

Reported issues are not addressed within agreed 

timescales.         Outstanding jobs may not be identified, 

with a risk that high risk issues are not resolved.

Contractors should confirm when jobs are completed.     Outstanding jobs should be monitored. The AS400 system does not allow recoding or reporting on completion until invoice stage.    

     Contractors are already confirming when jobs complete to agreed SLAs (M&E in 

particular). This includes outstanding jobs.         New contracts being procured will require all 

contracts to report on performance but th  is is not anticipated to be complete until end 

2017 by which time CAFM will also be in place  . CAFM will support monitoring of 

outstanding works orders.         In the meantime, as noted in   Finding   2, an interim 

monitoring/tracking process has been developed for c  ondition survey high risk/urgent 

items

Overdue ########## ########## December Update  -   the use of CAFM to monitor and report on R&M work/expenditure is still expected to be 

operational in time for the start of the new FY 2018/19.           

Murdo  

MacLeod,Maintenance 

Standards Officer

The successful embedding of risk management throughout an organisation is achieved when staff of all levels are: aware of 

their risk management responsibilities; understand their responsibilities; and are motivated to act in accordance with their 

organisation’s risk management framework.          The Risk Function and CRO have   delivered risk training to the CLT, their 

respective Senior Management Teams (  ‘  SMTs  ’  ) and to GRBV Councillors.   Feedback indicates that this training has been 

effective in securi  ng buy-in and   understanding at the   senior manager level and above.   However, risk training has not   

recently   been provided to middle management level  s, nor have senior managers within directorates been trained to provide 

risk management training to their teams  . This   repr  esent  s   a   potential   gap in the   understanding and embedding of risk 

management   below senior manager level  .          The Risk Function have designed   CEC specific     r  isk   m  anagement   

training     as well as an internal controls module which   teaches staff   how to     manag  e     risks.   T  he  se   modules are 

available to everyone through CEC  ’  s   interactive learning   platform (  ‘  CECiL  ’  )  ,   however,   there is no mandatory 

requirement for staff to complete   this training  .  Within CECiL there is also a   generic r  isk   m  anagement   training module  , 

des  igned by the external system provider. This is not CEC specific and   there is a risk that this may   cause confusion   amongst 

staff.         From discussion  s   with the Head of HR,   we understand   that   all staff   will be   required to complete   ‘  essential 

learning  ’     when on-boarding and   on an annual basis   going forward  .   Good practice is   achieved when   HR have an 

important role in facilitating risk training so that it is considered alongside other key training and communications. More 

importantly  , good practice is when   HR have an active role   in fully embedding responsibilities and accountabilities for risk 

across   an     organisation.   T  herefore, t  o align with   best practice,   HR   should   play an active role in embedding risk, 

however   there are   currently   no   risk management modules within the essential learning   suite.         CEC  ’  s   risk register 

template   is available to all staff via the staff intranet. However,   this document is not used consistently across all service 

areas.   For example, t  he Place Directorate uses   a different style of risk register  , and a  s a result of the Transformation 

Project, some of the service areas which were previously part of Place have been moved to other Directorates  , widening the   

inconsistent use of the template.

The risk management embedding gap below senior 

management level presents the risk that CEC may be 

exposed to a degree of undue risk: at times of significant 

change, people can unintentionally revert to behaviours 

that are not in keeping with expectations.    If the generic 

risk management training module within CECiL is 

completed by staff, there is a risk that staff’s 

understanding is inconsistent with CEC’s risk management 

approach.     If risk register templates are not   used   

consistent  ly   across all Directorates, key information   

may be   missed or reported incorrectly when 

consolidated   by the Risk Function   for CLT and GRBV.     

This   undermines the quality of information   present to 

CLT and GRBV.   It makes management of risk and risk 

reporting less   efficient and potentially less effective.

RES1608ISS.4 RES1608 Risk 

Management

Resources ISS.4 Low CEC’s risk management ‘toolkit’ represents the key documents and system available to staff via the orb (intranet) to support 

risk management. Key documents include risk management policy and procedures and the risk appetite statement. Upon 

review of these documents and following interviews with staff, a number of inconsistencies have been identified:      The 

Covalent sy  stem was introduced to support and encourage proactive and consistent management of performance, 

governance and risk. It offers the functionality to electronically consolidate information and make it simple and efficient for 

user to update and analyse dat  a  . This system is not used consistently throughout Directorates and CEC will be withdrawing 

Covalent in early 2017. Therefore, a manual and inconsistent approach to risk management is likely to ensue across 

Directorates   upon withdrawal  .     The risk management   policy and procedure documents are dated February 2015 and 

March 2014 respectively and   do not reflect CEC  ’  s   current operating structure  . These documents are also inconsistent 

with CEC  ’  s risk appetite statement (dated February 2014)  .   For example, the     categories of   ‘  risk  ’   considered in   th  e 

risk appetite     statement are not consistent with the categories of   ‘  impact  ’   in the policy and procedure document  . 

Indeed  , CEC  ’  s risk appetite statement explicitly refers to reputational and development / regeneration r  isks   which are not   

included   in the   impact assessment  .

Manual risk management processes are labour-intensive 

and require an increased reliance on interpretation and 

judgement if there is a need to consolidate information 

based on different assessment criteria of formats. When 

risk MI is collated on this basis, vital information may be 

missed and not escalated on a timely basis. Use of an 

enterprise risk management system should increase the 

efficiency of collating and reporting data, and increase 

capacity to focus on analysis of risk.     Risk Management p  

olicies and procedures   coupled with a consistent risk 

appetite statement   form the foundation  s   f  or   a 

sound risk framework  .   I  f   a  n organisation   is   going 

through strategic change,   its   risk environment   is   also 

continuously   changing. Therefore, annual review and 

updating of   this information is   important to ensure staff 

are provided with guidance and direction to manage   risks 

in   accordance with CEC  ’  s expectations and 

requirements.

RES1608ISS.2 RES1608 Risk 

Management

Resources ISS.2 Medium



Formalise guidance on prioritising and commissioning works to ensure consistency and continuity if staff 

leave.

Helpdesk staffing does not report to P&FM but form part of the Business Support service. 

Business continuity and resilience are line management responsibility. However:         An 

agreed list of H&S   W&WT items has been developed and is issued   and reviewed   annually 

to all Helpdesk staff along with SLA times for actions/attendance.

Closed - 

Verified

########## ########## Mark  Stenhouse,Facilities 

Management Senior 

Manager

Formalise guidance on prioritising and commissioning works to ensure consistency and continuity if staff 

leave.

New Hard FM Services SLAs are being developed as part of the AMS Transformation 

workstream which will give clear guidance to helpdesk and customers on services delivered, 

prioritisation process and associated timescales. These are anticipated to be in place by 

April 2017 although the full supplier retender will not be complete to support until 

Overdue ########## Date 

required

February Update -   Discussion required with Service Area           December Update - overdue.   Request for 

update has been sent to Service Area.         

Mark  Stenhouse,Facilities 

Management Senior 

Manager

RES1701ISS.2

RES1701

Edinburgh 

Shared Repairs 

Service

Resources ISS.2

Low

The Service aspires to become a paperless office with a single, trusted repository for all documentation relating to a case or 

property. Idox DMS will be introduced as an Enterprise Content Management system which will also enable the Service to 

share content with external stakeholders and allow remote working through mobile devices. However, the implementation of 

Idox DMS has been delayed and there is no ‘go live’ date for the new system. This is connected to wider delays in the ICT 

Transformation project, and is outwith the control of the Service. In the meantime, project documentation is held on the 

shared drive and in paper files. We found this affects the Service in two ways:Availability of documentationTwo documents 

requested during the audit could not be found. The documents were of minor relevance to the audit, but this indicates that 

current records management arrangements do not allow project documentation to be retained and retrieved reliably and 

efficiently. Duplication of recordsThe Gateway and Compliance Checklist is used to record review and authorisation at key 

stages of a project. It is currently maintained as both a digital Word file and as a physical paper document. The Word 

document is not secure, so paper documents are held to record authorisation and provide an audit trail. It is not clear whether 

Idox DMS will enable the Service to record project sign-offs electronically.

Risk that project documentation is inaccurate where 

duplicate records are held.Risk that core project 

documentation cannot be retrieved.

Develop records management procedures with a clear file structure and naming conventions.Assess 

whether Idox DMS will allow authorisation to be recorded electronically.As an interim measure, assess 

whether a digital signature on a PDF would provide an adequate record of authorisation at key stages of 

a project.

ESRS has a Records Manager from Information Governance working on historical paper files 

and part of this project is to implement a new electronic records management system. This 

project is underway and due to be complete by December 2017.  Due to the ERP project 

with CGI being delayed ESRS has had authorisation to implement a DMS system linked to 

the system already in use, Uniform. This will be implemented by early 2018.

Overdue ########## ##########

March - no update received since December. 

December Update - Although not yet overdue, ICT has proactively advised that this date will not be achieved 

due to delays by CGI in the Uniform software upgrade).  Revised implementation date of 31/7/18 notes.  

November update  - target date to be met. October Update : As per September September UpdateDue to the 

corporate wide Enterprise Content Management project with CGI being delayed ESRS has had authorisation to 

implement a Document Management System (DMS) that is provided by the supplier of our Case Management 

System, Uniform. This DMS is already in use by Planning and Building Standards however there is a reliance on a 

wider upgrade of Uniform before we can go-live as we will need additional storage to cope with the volume of 

records ESRS needs to migrate. The upgrade is due to complete in prior to March 2018 as there are 

dependencies from Scottish Government to have these wider upgrades complete by then for the purpose of e-

planning changes. Once the upgrade is complete, there will be a month lead-time after the go-live to migrate 

the documents from shared drives over to the DMS. Therefore, the earliest implementation would be April 

2018.The records management programme has been amended to complete the ‘governance’ stage of the 

project (i.e. documentation of retention rules and processes around managing records) first before the ESRS 

electronic records are organised to be completed in line with the DMS project i.e. by end April 2018.We would 

therefore advise that we wish to amend the date for completion of the outstanding action to 30/04/18.

Jackie  Timmons,ESRS - 

Manager

Property inspections and repairs for investment properties should be recorded centrally to allow this 

information to be accessed when required.

All property inspections will now be recorded and placed on file with immediate effect. 

Notes of repairs and inspection notes for properties will be added to AIS system.

Closed - 

Verified

########## Current position at 20/02/18 - Closed verified    Evidence provided to show property inspections are cross 

referenced in AIS.        December Update     A walkthrough was completed on the 15/01/2018, a process has 

been implemented to record property inspections, the recording of inspections is to be cross referenced in the 

AMS system before closure.          December update    Walkthrough arranged for the 12/01/2018

Graeme  

McGartland,Investments 

Senior Manager, 

Resources

Monitoring of repairs across the Investment property portfolio should be implemented to confirm that 

essential repairs are completed in a timely manner.

Monitoring of repairs will now be routine and an inspection carried out when the invoice is 

received prior to payment. Tenants are generally on full repairing and insuring leases and 

therefore repairs etc will be identified during either interim or final dilapidation 

investigations. Structural survey exercise is also looking at investment portfolio.

Closed - 

Verified

########## Current position at 19/01/2018 - Closed Validated    A process has been implemented to record and monitor 

repairs to vacant properties.         December update    Walkthrough arranged for the 12/01/2018

Graeme  

McGartland,Investments 

Senior Manager, 

Resources

Guidance should be produced on the acceptable timelines for agreeing new leases on rental properties. A guidance good practice note will be prepared on timeline for dealing with the reletting 

and negotiation of new leases, this will include process for an options appraisal of 

properties that have been vacant for more than 6 months.

Closed - 

Verified

########## Current position at 20/02/18 - Closed Verified    A revised procedure note highlighting key timeframes has been 

provided to Internal Audit.         January Update    Internal audit awating revised procedure note highliting key 

timeframes.         December update    Internal Audit have been provided with a procedure note regarding 

agreeing leases for rental properties, it has been requested that this is changed to highlight key time frames.

Graeme  

McGartland,Investments 

Senior Manager, 

Resources

The KPIs reported by the Investment Team should be reviewed to include a specific KPI in relation to the 

percentage of the portfolio that has been leased.

Void rates on commercial property has been introduced as one of eleven KPI by Strategy 

and Insight and reported to RMT monthly.

Closed - 

Verified

########## Current position at 19/01/17 - Closed Verified     Corporate property KPIs are reported to the directorate.          

Current position at 22/12/17 - IA validation     Emails have been provided to IA including the KPIs reported the 

Resources Management Team (RMT), IA to request the RMT minutes to ensure these were reported and 

discussed.

Graeme  

McGartland,Investments 

Senior Manager, 

Resources

Investment properties which have been vacant for more than six months should be reviewed to 

ascertain if other options would maximise returns.

A guidance good practice note will be prepared on timeline for dealing with the reletting 

and negotiation of new leases, this will include process for an options appraisal of 

properties that have been vacant for more than 6 months.

Closed - 

Verified

########## Current position at 20/02/18 - Closed Verified     A revised procedure note highlighting key timeframes has been 

provided to Internal Audit.         January Update    Internal audit awating revised procedure note highliting key 

timeframes.         December update    Internal Audit have been provided with a procedure note regarding 

agreeing leases for rental properties, it has been requested that this is changed to highlight key time frames.

Graeme  

McGartland,Investments 

Senior Manager, 

Resources

Records in the AIS system should be reviewed to ensure the information recorded for each property is 

up to date, complete and accurate.

All property inspections will now be recorded and placed on file with immediate effect. 

Notes of repairs and inspection notes for properties will be added to AIS system.

IA 

Validatio

n in 

Progress

########## Current postion as at 20/02/18 - IA validation     The service area has comfirmed that the management action 

has been implemented, Internal Audit will complete a walkthrough before the action can be closed.         January 

Update    The Senior Investments Manager has asked all staff to review their files on AIS this is a work in 

progress and will require IA to conduct testing to ensure this has been completed.

Graeme  

McGartland,Investments 

Senior Manager, 

Resources

Progress with implementation of the Operational Estate 

aspects of the property and asset management strategy 

cannot be formally monitored or tracked.

The plan will also record those areas where implementation is dependent on completion of actions by 

other Service Areas.

A project plan for the development of this information, bringing together the various on-

going strands of work will be produced.  This will set out dependencies (including other 

service areas) and risks, and will be incorporated within the Property Board governance with 

regular updates.  It is also proposed to present this monthly to the Asset Management 

Strategy Board. This plan will reflect completion dates for the following: • The remit for the 

Asset Investment Groups has been drafted and is in the process of being approved at each 

departmental AIG meeting. • Base data and analysis for life cycle costing for the pipeline 

estate is nearing completion and the next step is to apply inflation.  This information will be 

stored in a FAST model, developed with Finance, to allow scenario planning.• The 

identification of locality office accommodation requirements is mid-way through a two-

month assessment, with requirements identify by the end of October and detailed models 

to be completed in November.• A change request process for property changes has been 

developed and will be implemented in tandem with the ‘go-live’ date of the FM review.• The 

first business cases for new property investment for the 2018/19 budget are currently being 

developed and are expected to be completed in December 2017.

Closed - 

Verified

########## Current Status as at 19/01/17 - Closed Verified     A FAST model has been produced to apply indexed lifecycle 

costs across the portfolio. Business cases have been produced for the projects within the portfolio as well as a 

process for pritorisiong requests. Guidelines have been added to the ORB for alterations to property and a 

RFMC from created (this is due to be implemented following the FM review).

Lindsay  Glasgow,Asset 

Strategy Manager

Progress with implementation of the Operational Estate 

aspects of the property and asset management strategy 

cannot be formally monitored or tracked.

Regular progress updates against plan will be provided at appropriate governance forums.  This could 

include Senior Management meetings; Asset Management Strategy project meetings; or the Property 

Board.

A project plan for the development of this information, bringing together the various on-

going strands of work will be produced.  This will set out dependencies (including other 

service areas) and risks, and will be incorporated within the Property Board governance with 

regular updates.  It is also proposed to present this monthly to the Asset Management 

Strategy Board. This plan will reflect completion dates for the following: • The remit for the 

Asset Investment Groups has been drafted and is in the process of being approved at each 

departmental AIG meeting. • Base data and analysis for life cycle costing for the pipeline 

estate is nearing completion and the next step is to apply inflation.  This information will be 

stored in a FAST model, developed with Finance, to allow scenario planning.• The 

identification of locality office accommodation requirements is mid-way through a two-

month assessment, with requirements identify by the end of October and detailed models 

to be completed in November.• A change request process for property changes has been 

developed and will be implemented in tandem with the ‘go-live’ date of the FM review.• The 

first business cases for new property investment for the 2018/19 budget are currently being 

developed and are expected to be completed in December 2017.

Closed - 

Verified

########## Current status as at 20/02/18 - Closed Verified     Minutes has been provided to IA confirming agreement of the 

AIG terms of reference.          January Update    AIG remits have been produced and discussed at each of the 

Asset investment groups, IA require conformation that these have been agreed by each of the AIGs.

Lindsay  Glasgow,Asset 

Strategy Manager

Progress with implementation of the Operational Estate 

aspects of the property and asset management strategy 

cannot be formally monitored or tracked.

A project plan or roadmap detailing the remaining Operational Estate actions and timeframes for 

completion should be prepared.

A project plan for the development of this information, bringing together the various on-

going strands of work will be produced.  This will set out dependencies (including other 

service areas) and risks, and will be incorporated within the Property Board governance with 

regular updates.  It is also proposed to present this monthly to the Asset Management 

Strategy Board. This plan will reflect completion dates for the following: • The remit for the 

Asset Investment Groups has been drafted and is in the process of being approved at each 

departmental AIG meeting. • Base data and analysis for life cycle costing for the pipeline 

estate is nearing completion and the next step is to apply inflation.  This information will be 

stored in a FAST model, developed with Finance, to allow scenario planning.• The 

identification of locality office accommodation requirements is mid-way through a two-

month assessment, with requirements identify by the end of October and detailed models 

to be completed in November.• A change request process for property changes has been 

developed and will be implemented in tandem with the ‘go-live’ date of the FM review.• The 

first business cases for new property investment for the 2018/19 budget are currently being 

developed and are expected to be completed in December 2017.

Overdue ########## Date 

required

Current status 20/02/18 - Overdue    The service area has indicated that a project roadmap may not be their 

preferred method of addressing the finding, an alternative is to be discussed with Internal Audit.           January 

Update    Project roadmap to be provided to IA.

Lindsay  Glasgow,Asset 

Strategy Manager

RES1712ISS.4 RES1712 Asset 

Management 

Strategy

Resources ISS.4 Low The contractual agreement between the Council and Faithful and Gould specifies that a target of 10% of the condition surveys 

completed by Faithful and Gould’s external surveyors are to be reviewed by the Council to confirm that the quality of surveys 

meets Council expectations. To date circa 5% of condition surveys completed by the external contractor have been reviewed. 

Although the surveys sampled and reviewed by the Council have found the surveys to be thorough and the reported costs 

realistic, issues have been noted regarding the categorisation of property condition findings. Condition surveys completed by 

the Council use a team of three fabric surveyors and two Mechanical and Electrical surveyors. The lead officer inputs the 

results into the Computer Aided Facility Management (CAFM) system.  The quality of the survey details recorded and captured 

in the system is then independently verified by another surveyor. However, due to resource constraints, the officer performing 

the verification may be part of the original survey team.

Insufficient independent oversight of surveys performed 

by third parties and Council employees could result in 

failure to identify issues with quality or the estimated cost 

of repairs.

The volume of independent review of third party surveyors performed by the Council should be 

increased to meet the 10% target to ensure that any system issues with the quality of the surveys is 

identified and resolved. The review performed should ensure that survey grade applied (on a scale of A 

to D) accurately reflects the condition of the property and the costs associated with the repair.

Surveys were completed in mid-September 2017, with the quality assurance process well 

underway.  Any surveys identified as inconsistent between identified costs and condition 

grade are being returned to the third party for further assessment.  This has resulted in 

instances where the condition grade has been adjusted to reflect the level of spend 

required.  A full 10% sample will be completed, along with scrutiny of any other obvious 

anomalies.

IA 

Validatio

n in 

Progress

########## Current Status as at 20/02/2018 - IA Validation     Reports reviewing the condition surveys completed by 

external contractors have been provided to Internal Audit. Internal Audit have requested additional information 

regarding how the issues identified have been remedied.

Lindsay  Glasgow,Asset 

Strategy Manager

RES1712ISS.7

Asset 

Management 

Strategy

Advisory

It has been identified that there may be a lack of oversight regarding security arrangements supporting the let of Council 

property for out of hours’ leases (for example, hire of school halls for evening community lets). It is understood that a draft 

Facilities Management Service Level Agreement is currently being prepared that will include provision of security and janitorial 

services.

If Council properties do not have appropriate internal 

security arrangements in place, the Council’s assets and 

records could be compromised due to out of hours letting 

arrangements.

The Facilities Management SLA should specify the minimum security arrangements required to support 

out of hours lets of Council properties and protect Council assets and records.

The SLA – and accompanying Services Portfolio Matrix (SPM) – will detail the requirement 

for security staff to have a thorough understanding of the layout, working and management 

knowledge of each building and its functionality. These will be managed and monitored 

through the static patrols or through the key holding alarm response mobile unit. Where 

applicable CCTV will also relay back to the control room.

Overdue ########## No updates provided. 
Andrew  Field,Interim 

Operations Manager

Health and Social Care and EIJB

The Property and Asset Management strategy presented to the Finance and Resources Committee in September 2015 

introduced the concept of the corporate landlord. The actions required to develop the concept are still in progress. These 

include development, finalisation and implementation of: Terms of reference for the recently established Asset Investment 

Groups. The content of management information packs to be provided to Localities Leadership teams. Finalisation of locality 

property requirements. The process supporting, and responsibilities for, preparation of business cases for all new property 

development requests for submission to Asset Investment Groups and the Property Board. Fully indexed property lifecycle 

costs across the portfolio. A process for receipt, assessment, and prioritisation of requests for property space from Service 

Areas. Whilst there is clear evidence of progress in each of these areas, there is no defined project plan or roadmap to support 

delivery and oversight of the remaining Operational Estate aspects of the wider property and asset management strategy.

RES1712ISS.3 RES1712 Asset 

Management 

Strategy

Resources ISS.3 Low

All repairs and maintenance work is routed through the Facilities Management helpdesk. The helpdesk are a small, 

experienced team familiar with the Council’s buildings and contractors, who are responsible for prioritising and procuring low 

value works, and escalating higher value works to the technical operations manager.          There is no formal guidance   

available to   F  acilities   M  anagement   helpdesk staff   on   how issues should be prioritised.

Risk of loss of corporate knowledge if members of the 

helpdesk team leave.

RES1712ISS.2 RES1712 Asset 

Management 

Strategy

Resources ISS.2 Medium Our review of the controls established to support management of the investment property portfolio identified the following 

operational control gaps:   • Signed leases  requested for 2 investment properties could not be located. Additionally, records 

held on AIS are not fully up to date for all properties in the investment portfolio.   • There is no centralised recording of 

inspections and repairs for investment property portfolio. Manual records of property inspections and repairs are held by 

surveyors. The Head of Service has advised that this due to resource constraints.   • No monitoring is performed to confirm 

that necessary repairs have been performed, with reliance placed on receiving invoices to ensure that repairs have been 

completed. The Head of Service has advised that this is due to resource constraints.   • The main key performance indicator 

(KPI) reported and monitored by the Investments team is the value of rental income received.  No KPIs have been established 

to illustrate the percentage of the investment portfolio properties that are leased and those that are currently vacant.  It is 

therefore not possible to determine whether rental or sales income generated across the portfolio has been optimised.   • One 

Royal Institute of Chartered Surveyors (RICS) Registered Valuer currently completes rent renewals and negotiations with 

tenants. Negotiations can be verbal and are not always documented. Resources do not permit two officers to be involved in all 

negotiations, however all rent revaluations and new leases are approved by an independent Investments Manager in line with 

applicable Council standing orders.

Records management procedures should be reviewed and 

refreshed to ensure that all files can either be located or 

retrieved from storage upon request. The Investments 

team should ensure that the AIS system is updated to 

include all current property details. Current and accurate 

property details cannot be extracted from the AIS system 

for the Investment property portfolio. Information on 

investment property condition may not be easily 

accessible, especially where surveyors have left the 

Council or are on long term sickness absence. Risk that 

delayed completion of repairs is not identified where 

invoices are not received. Failure to record the need for 

essential repairs and ensure they are completed will 

increase the risk of occurrence of health and safety 

related incidents. Risk that a property could remain 

vacant for a significant period and that potential rental 

income is not optimised.

RES1615ISS.5 RES1615 Property 

Maintenance

Resources ISS.5 Medium



HSC1503ISS.1 HSC1503 Personalisation 

SDS - Option 3

Health & 

Social Care

ISS.1 High The Social Care (Self-directed Support) (Scotland) Act 2013 states that the authority must “inform the supported person of 

the amount that is the relevant amount for each of the options for self-directed support from which the authority is giving the 

person the opportunity to choose, and the period to which the amount relates.” The “relevant amount” is defined as “the 

amount that the local authority considers is a reasonable estimate of the cost of securing the provision of support for the 

supported person”.    At present, the supported person is not informed of their assessed budget when they are asked to 

choose their option. They are only told of the resources available to them when they receive their personal support plan after 

they have selected their   option.

There is a risk of non-compliance with The Social Care (Self-

directed Support) (Scotland) Act 2013.     The supported 

person may not have sufficient financial information to 

make an informed decision on the feasibility and 

affordability of arranging their own care under Option 1.

Management should seek clarification from Scottish Government on how the legislation should be 

applied where the supported person is allocated the same budget whichever option is chosen.     

Management must then ensure that the SDS assessment process is compliant with Scottish Government  

’  s instructions  . This   may mean i  nforming the supported person of their personal budget at an earlier 

stage of the assessment process.

Scottish Government have been approached on this issue through the Social Work Scotland 

SDS Sub-group and have indicated that they are prepared to consider issuing further 

guidance and in particular revisit the issue of whether local authorities need to notify 

individuals of the indicative budget for each of the four options or just provide a single 

indicative budget which is what most authorities seem to be doing in practice. These 

discussions will take place through the Social Work Scotland SDS Sub-group and Senior 

management will ensure that Edinburgh is involved in these discussions.    The current 

processes and practice in relation to providing individuals with an indicative budget will be 

reviewed and updated and clear guidance issued to staff taking acc  ount of any change in 

guidance from the Scottish Government.   In either case, an indicative budget will be given 

to individuals before they are asked to select their preferred option.

Overdue ########## ########## 31/03/18  

31/12/17

    

30/06/17

Current Position at 22/02/18 - Overdue:         Discussions have been taking place to consider the options for the 

replacement of the Funding Allocation System informed by the developments that have been taking place 

around the support planning and brokerage pilot. A further meeting has been arranged for 26/2/18 to come up 

with more concrete proposals.        

Wendy  Dale,Strategic 

Commissioning Manager

Care home budgets should be reviewed and rebased to align them with current operational service 

models and expected operating costs.

This piece of work was completed as part of the restructure of budgets to reflect the locality 

operating model in September 2017. Budgets are regularly monitored through general 

ongoing monitoring performed by Finance and there is an established process for ensuring 

that overspends are communicated to budget owners.  Business support will also be 

providing more support to Unit Managers in relation to ongoing budget management.

IA 

Validatio

n in 

Progress

##########

Current Position as at 26/03/18 - IA Validation in Progress March 2018 Update: This piece of work has been 

completed. Now done more regularly. Evidence already submitted to close in November - can this please be 

followed up by IA. IA Update: Meeting held on 09/04/18 and supporting evidence requested for a sample of 

Care Homes; CS.

Kenny   Raeburn,Senior 

Accountant

All care home managers should be provided with monthly budget reports or given access to the Frontier 

system to enable review of performance against budget and communication of any issues. Frontier reports sent out monthly

IA 

Validatio

n in 

Progress

##########

Current Position as at 26/03/18 - IA Validation in Progress March 2018 Update: This piece of work has been 

completed. Frontier reports are now sent to Care Home Managers monthly. Evidence already submitted to 

close in November - can this please be followed up by IA?  IA Update: Meeting held on 09/04/18 and supporting 

evidence requested for a sample of Care Homes; CS.

Kenny   Raeburn,Senior 

Accountant

Care home managers should be supported with budget management by re-establishing regular meetings 

with Finance and their line managers (cluster managers).

All care home managers will have a budget meeting once a year with finance and on an ad 

hoc basis when required. Budget meetings started in Sept 2017.

IA 

Validatio

n in 

Progress

##########

Current Position as at 26/03/18 - IA Validation in Progress March 2018 Update: This is done. Evidence already 

submitted - Can this please be followed up by IA?  IA Update: Meeting held on 09/04/18 and supporting 

evidence requested for a sample of Care Homes; CS.

Kenny   Raeburn,Senior 

Accountant

Gifts and hospitality registers should be maintained in each care home to record all gifts and hospitality 

received by employees.

This will be included as part of a new monthly controls process to be implemented and 

monitored via completion of a monthly spreadsheet.   A working group has been established 

to document all processes to be included.  The new process will specify that anything in 

excess of £10 in value should be included in the gifts and hospitality register

Overdue ########## 30/06/18
Current Position at 12/04/18 - Overdue March 2018 update: Gift and Hospitality register work stream to be 

created. Revised due date requested: June 2018.

Mary  McIntosh,Business 

Services Manager

Gifts and hospitality details should be provided quarterly to the Health and Social team (including 

provision of a nil return where applicable) to ensure that the central register is regularly updated and 

maintained.

This will be included as part of a new monthly controls process to be implemented and 

monitored via completion of a monthly spreadsheet.  A working group has been established 

to document all processes to be included.  The new process will specify that anything in 

excess of £10 in value should be included in the gifts and hospitality register and that the 

central hospitality register should be updated quarterly.

Overdue ########## 30/06/18
Current Position at 12/04/18 - Gift and Hospitality register work stream to be created. Revised due date 

requested: June 2018.

Mary  McIntosh,Business 

Services Manager

HSC1701ISS.1

9
HSC1701

H&SC Care 

Homes - 

Corporate 

Report

Health & 

Social Care
ISS.19 Medium

In seven of the ten care homes, employees who had left the Council were still listed on the Global Address List and had live 

active directory account enabling them to access Council systems, including e mail.

Care home managers should ensure that the Council’s procedures for leavers are consistently applied, 

with requests to remove access directory accounts submitted in advance of the leaving date with a 

request for this to be actioned by ICT the day after the agreed termination date.

This will be part of the revamped Starters/Leavers process. Overdue ##########

Current Position 12/04/18 - IA Update 12.04.18 - One piece of evidence received for validation.  Meeting held 

between IA, Business Support Manager and H&SCP Operations Manager12.04.18 to discuss further evidence 

required. Business Support Manager to advise of date for validation of relevant evidence to IA.

Mary  McIntosh,Business 

Services Manager

HSC1701ISS.2

0
HSC1701

H&SC Care 

Homes - 

Corporate 

Report

Health & 

Social Care
ISS.20 Low

Five care homes did not have an asset register in place at the time of our audit visit, with three of those indicating that they 

had no high value assets to record. The nature of items recorded on the 5 asset registers varied and usually only included 

Council issued desktops and mobile phones. Other assets including artwork, TVs, computers for service users and rented items 

were often excluded.

Clear guidance should be provided by Finance and ICT regarding the value and nature of items that 

should be recorded in an asset register.

The asset registers currently used in Social Work centres has been copied and e mailed to all 

business support teams and unit managers in care homes for completion.

Past due 

date - 

please 

provide 

an 

update

##########

IA Update 12.04.18 -  Meeting held between IA, Business Support Manager and H&SCP Operations 

Manager12.04.18 to discuss evidence required. Business Support Manager to advise of date for validation of 

relevant evidence to IA.

Mary  McIntosh,Business 

Services Manager

The "Recruitment and Selection Guidance for Managers Pre-Employment Checks for Nominated 

Candidates" should be updated to reflect the above change in procedure.

Employees should currently retain vetting information received as a result of a PVG 

disclosure check for regulated work. If an existing employee working in regulated work is the 

nominated candidate for another position within the Council which is also regulated work 

then that candidate should evidence the vetting information for the original PVG check.         

It should be noted that Disclosure Scotland have confirmed that Scheme Record updates 

now contain original vetting information.         Employees who fail to evidence the original 

vetting information will result in the Council requiring to pay for a Scheme Record update. 

The cost of this update is £18, this will be an additional cost to the Council.         The vetting 

information will continue to be destroyed by the People Support Recruitment Team as it is 

not deemed efficient to retain huge amounts of vetting information on a ‘just in case basis’. 

The required documentation will be sought on a ‘need’ basis          In the first instance the 

responsibility to provide information will be the employees.          The requirement to 

evidence vetting information when recruiting staff internally will be included in the guidance 

at its next review.

Closed - 

Verified

########## ########## Closed and Verified Grant  Craig,People 

Support Manager

All nominated candidates should be requested to bring their copy of the PVG certificate to the pre-

employment checks meeting; in order to allow mangers to make an informed decision as to whether to 

proceed with the recruitment process or to rescind the offer.

Locality Managers to obtain confirmation from their recruiting managers that nominated 

candidates are being requested to bring their PVG certificate to the pre-employment checks 

meeting.         This requirement has been effectively communicated to all relevant managers 

/ staff and a mechanism will be introduced   to ensure that the requirement is being 

adhered too.          This procedure will be embedded within the HSC and Safer & Stronger 

Communities protocol.

IA 

Validatio

n in 

Progress

########## ########## 30/04/20

18    

30/11/20

17    

31/03/20

17

Current Position at 22/02/18 - Overdue IA Validation in progress.   February Update: Draft checklist has now 

been produced.  Proposed pre-employment process map has now been developed.  Meeting to discuss with 

Internal Audit on 21 February.  This will also be included in the Care Home Assurance Framework.       Agreed 

revised date for April 2018 in January with  Internal Audit.         IA note: Observed proposed process 21/02/18. 

Further evidence requested prior to consideration for this issue to be closed off and verifified.           

Cathy   Wilson,Operations 

Manager

All relevant policies and procedures should be updated with the requirement to formally record the 

‘Recruiting Managers’ decision on the "PVG / Disclosure Risk Assessment form" and "Record of Meeting 

on PVG / Disclosure Information" form in order to show clear evidence of the decision made.         Once 

complete these procedures   should be formally communicated to all relevant staff / Recruiting 

Managers. This should include the safe storage and retention periods of both forms.

The forms "PVG / Disclosure Risk Assessment form" and "Record of Meeting on PVG / 

Disclosure Information" should be forwarded to the Council Recruitment Team checked 

then retained as part of the employees personal file. This will evidence the decision of the 

recruiting manager to offer or rescind employment. A process review will be carried out and 

implemented by 31/12/2016              As part of the process review between the HSC Team 

and HR Recruitment the HSC Team have made a commitment to communicate to all 

relevant staff and recruiting managers.

Closed - 

Verified

########## ########## Grant  Craig,People 

Support Manager

Procedures should be produced by the HSC Recruitment Co-ordination Team in conjunction with HR 

Recruitment Team and senior HSC Management to ensure the recruitment process is safe, consistent 

and compliant with appropriate legislation and CEC policies.         This should include the requirement to 

complete the   ‘  PVG/Disclosure Risk Assessment Form  ’   and   ‘  Record Of Mee  ting on PVG/Disclosure 

Form  ’

HSC Recruitment Co-ordination Team will work with HR Recruitment Team to develop safe 

and consistent procedure including the requirement to update both of the PVG / Disclosure 

Forms noted.           Procedures to be strengthened to ensure that we are up to date to 

reflect safe storage and retention procedures.          HSC to formally communicate this to all 

relevant staff and recruiting managers, including the safe storage and retention periods of 

both forms. Confirmation of this to be sent to Locality Managers.

IA 

Validatio

n in 

Progress

########## ########## 30/04/20

18    

30/11/17    

31/5/17

Current Position at 22/02/18 - Overdue IA Validation in progress.   February Update: Draft checklist has now 

been produced.  Proposed pre-employment process map has now been developed.  Meeting to discuss with 

Internal Audit on 21 February.  This will also be included in the Care Home Assurance Framework.     Agreed 

revised date for April 2018 in January with  Internal Audit.         IA note: The above process map does not fully 

cover the original finding, recommendation and management action made within the audit report. A further 

meeting will be requested with the Operations Manager and the HSC Recruitment Team leader to agree a way 

forward.              

Cathy   Wilson,Operations 

Manager

SW1601ISS.7 SW1601 Social Work: 

Pre-

Employment 

Verification

Health & 

Social Care

ISS.7 Medium The HSC Recruitment Co-ordination Team carry out 'Bulk Interviews' on a monthly basis for Care Home and Homecare posts 

where there are a number of different posts required at different locations around the city. This is due to a high volume of 

staff movement within these posts, which due to the nature of the posts are required to be filled timeously.          However; it 

was established that the 'Location Manager' who the nominated candidate reports to on their first day of work is not 

necessarily the same manager who has interviewed the candidate or taken the candidate through the pre-employment checks 

to che  c  k their identification.          It is acknowledged that this carries the risk that the person who turns up for work may not 

be the person that was interviewed.

Risk of identification fraud resulting in the Council 

employing a candidate who does not have the skills or 

experience required to fulfil the duties of the post.          

Risk of financial sanctions re Right to Work in UK 

Legislation

All nominated candidates be requested to bring photographic identification with them which should be 

checked and verified by the 'Location Manager' on the candidates first day of work.            Failure to 

bring the appropriate identification should result in the candidate being refused to   start work within 

the Council.          This should be embedded within H&SC and Safer and Stronger Communities 

procedures   and communicated   to all relevant staff.

Locality Managers to seek confirmation from either recruiting managers and/or location 

managers to ensure that candidates are being requested to bring photographic ID on their 

first day of work.         This process will also be embedded within the H&SC and Safer & 

Stronger Communities procedures and communicated to all relevant staff.

IA 

Validatio

n in 

Progress

########## ########## 30/04/20

18  

30/11/17   

31/5/17

Current Position at 22/02/18 - Overdue IA Validation in progress.   February Update: Draft checklist has now 

been produced.  Proposed pre-employment process map has now been developed.  Meeting to discuss with 

Internal Audit on 21 February.  This will also be included in the Care Home Assurance Framework.     Agreed 

revised date for April 2018 in January with  Internal Audit.         IA note: Observed proposed process 21/02/18. 

Further evidence requested prior to consideration for this issue to be closed off and verifified.               

Cathy   Wilson,Operations 

Manager

HSC1503ISS.3 HSC1503 Personalisation 

SDS - Option 3

xx Integration 

Joint Board

ISS.3 Medium Scottish Government collects data on SDS users through annual and quarterly statistical surveys of local authorities. The 

answers to survey questions are based on data held in Swift. The accuracy and completeness of data input is therefore 

essential.         There have been several changes in the assessment process and data captured in the past year such as:          

Eligibility for services (on which data is required by Scottish Government)   has been recorded since   January 2015;    ‘  Initial 

steps to support  ’   assessments   were in use for new contacts between August 2014 and May 2015 but are now used only for 

crisis care;    A new personal support plan was introduced in October 2015. Where a new personal support plan is used,   ‘  

Option 4  ’   is   now recorded as a combination of Optio  ns 1, 2 and 3.          There was no cut-off date after which all 

assessments would be carried out using new templates. The   full process of assessment and arranging care can be lengthy. 

This means that there are several different ways of recording assessments running concurrently, with different data captured 

in each one.   It is therefore difficult to extract complete and accur  ate data for   management information and   for   reporting 

to Scottish Government.

Data on Swift is used to provide internal and external 

reporting which is likely to be incorrect.           Data quality 

is affected where several   processes to capture the same 

information are in use.           There are over 500 

practitioners completing assessments on Swift: multiple 

process cha  nges over a short period of time increase the 

likelihood of errors in data input.

Further changes to the assessment process are expected over the next year as a result of the 

Transformation Programme and integration with the NHS. A change management process should be in 

place to minimise the number of process and recording changes through the year, implement clear cut-

off dates, and to ensure changes are communicated to staff clearly.    In the meantime,   Research and 

Information should be aware of the likely inconsistencies in data recorded     and ensure th  at reports 

are thoroughly reviewed before issue.

A change management process will be established and overseen by the SDS Infrastructure 

Steering Group.         The inconsistencies in data recording are as a result of numerous 

changes to processes and trying to reduce the recording burden of implementing these on 

frontline practitioners.     The Research and Information Team are aware of all changes to 

recording practice and take these into account. A summary of all changes and the impact on 

data extraction has also been produced.

Overdue ########## ########## 31/3/18    

31/12/17    

30/06/17

Current Position at 28/02/18 - Overdue    IA Note: Request for further clarification / evidence issued 17/01/18.      

     Position at 11/01/18 - Overdue - IA Validation in Progress        Compliance and Data Quality Team Manager 

now in place, rest of the Team starts on 8/1/18. Draft project plan agreed by Assessment and Review Board 

(copy supplied to Internal Audit for validation).              

Mary  McIntosh,Business 

Services Manager

High

At the time of our final visit in July 2017, four months into the new financial year, none of the care homes 2017/18 budgets 

had been finalised and no financial monitoring reports had been provided since March 2017.  9 out of 10 care homes 

significantly overspent staffing budgets in 2016/17 due to high sickness absence rates, unfilled vacancies & lack of budget for 

holiday cover for non-care roles necessitating increased expenditure on agency staff. Care home managers previously met with 

Finance (Service Accounting) monthly. These meetings no longer happen regularly resulting in a lack of oversight and challenge 

of care home expenditure. Consequently, care home managers no longer have a regular forum where they can seek advice on 

financial matters or raise operational issues (such as long-term sickness absence or new residents with high care needs) which 

may impact on their ability to meet their budget.Additionally, changes in the care home management structure implemented 

in January 2017 has resulted in limited contact between care centre managers and their line managers, and limited oversight 

of budgets within Health and Social Care.

HSC1701 ISS.17

H&SC Care 

Homes - 

Corporate 

Report

Health & 

Social Care
ISS.5

HSC1701ISS.1

7

H&SC Care 

Homes - 

Corporate 

Report

Health & 

Social Care

Recruiting managers may have insufficient evidence of 

PVG 'vetting information' to allow them to make an 

informed decision over whether to proceed with 

employment.          This may lead to recruitment of staff 

not appropriate to the role.

SW1601ISS.5 SW1601 Social Work: 

Pre-

Employment 

Verification

Health & 

Social Care

ISS.5 Medium Testing identified that working practices between recruiting managers, HSC Recruitment, and HR Recruitment are not fully 

documented and this has led to inconsistencies including:       - bypassing the HSC Recruitment Co-ordination Team;    - 

inadequate recording of Criminal Convictions form (CCF) and PVG information;     - inappropriate record management; and    - 

no clear formal procedure has been issued to Recruiting Managers to advice them of the requirement to formally document 

the decision to proceed with or recind the offer of employment; following receipt of 'vetting information' in respected of the 

nominated candidate.

Key information may not be retained.         HSC 

Recruitment Staff and Recruiting Managers may not be 

aware of what is expected of them.          Risk of non-

compliance with Disclosure Scotland's 'Code of Practice'.

Low

Whilst no concerns were identified at any of the care homes in relation to employees accepting gifts from residents or family 

members, no formal gifts and hospitality registers are maintained at individual care homes.  Social Care finance maintain a 

central gifts and hospitality register for care homes, however there is no established guidance or procedures to ensure that 

details of gifts and hospitality received are provided by care homes to the Social Care finance team to support maintenance of 

the centralised register.

SW1601ISS.4 SW1601 Social Work: 

Pre-

Employment 

Verification

Health & 

Social Care

ISS.4 Medium There was insufficientevidence to support the PVG checks of three nominated candidates who were 'existing Council 

employees'. The original PVG certificate is destroyed at the initial point of employment. Therefore recruiting managers of 

nominated candidates, who are existing employees, may not be aware of the 'vetting information' included in the original PVG 

Check. This restricts managers’ ability to make an informed decision to proceed with the employment.          It should be noted 

that Scheme Record Updates (which carry out a check betwe  en the original PVG Certificated issued; to the date of the 

requested update) do not include details of any 'vetting information' held within the original certificate.          The current 

"Recruitment and Selection Guidance for Managers Pre-Employment Checks fo  r Nominated Candidates" states that "no 

further check is required if the individual is a PVG Scheme member in the Council for the same type of 'regulated work'.          

There is potential for staff to be recruited to a role which is not appropriate given their previous convictions. For example; a 

person with fraud convictions may properly be recruited to a care home if they are not handling cash but a future 

appointment to the homecare service; with access to vulnerable people's funds may be approved without due consideration of 

the risk.In October 2016 a carer in East Lothian was convicted of Fraud amounting to £46,000 from two clients.

HSC1701ISS.5 HSC1701



HSC1503ISS.6 HSC1503 Personalisation 

SDS - Option 3

xx Integration 

Joint Board

ISS.6 Medium Since October 2015, all personal care plans must be signed off by a senior. This is a measure introduced to improve the quality 

of personal support plans. We obtained a report of all personal support plans completed between October 2015 and January 

2016.  We identified 44 cases out of 811 (5.4%) where the system recorded that the assessor who prepared the personal 

support plan also signed it off.         This was reflected in the variable quality of the 25 personal care plans we reviewed as part 

of our audit work.

The quality of personal support plans is a vital aspect of 

delivering SDS and ensuring that people receive the care 

that they choose and need. A lack of review may affect 

the quality of care received.

All personal care plans should be signed off by a senior, as required by HSC policy. ‘Workarounds’ on 

Swift should be deactivated to prevent this breach of segregation of duties recurring.

Ensure that there is a mechanism in place on SWIFT for the senior to record that they have 

signed off the support plan. At present any edits made by the senior at the time of the 

review will show that the senior has both prepared and reviewed the plan.    Data quality 

reports will be set up to identify any support plan signed off by the assessor who produced 

the plan.      Sector Managers and seniors to ensure appropriate oversight and sign off by 

senior for the personal care plans

Overdue ########## ########## 30/06/18    

31/12/17

Current Position at 28/02/18 - Overdue    IA Note: Request for further clarification / evidence issued 17/01/18    

Position at 11/01/18 - Overdue - IA Validation in Progress        Compliance and Data Quality Team Manager now 

in place, rest of the Team starts on 8/1/18. Draft project plan agreed by Assessment and Review Board (copy 

supplied to Internal Audit for validation).          .

Mary  McIntosh,Business 

Services Manager

HSC1504ISS.1 HSC1504 Care Sector 

Capacity

xx Integration 

Joint Board

ISS.1 Medium A Joint Strategic Needs Assessment (JSNA) has been drafted by the Research and Information team in preparation for health 

and social care integration. This analyses demographics across the city and the attendant pressures on social care provision 

such as life expectancy, morbidity, deprivation, prevalence of unpaid carers and employment levels (affecting both need for 

social care and the availability of carers).         While the JSNA gives a sophisticated   analysis of the   current   demographic and 

economic profile of the city, it is   a snapshot   based on historic statistics. Forecast  ing is limited to percentage growth 

according to the N  ational   R  ecords of   S  cotland   population projections by age group. The demographic trends and 

pressures on social care provision identified in the JSNA have not been translated into the likely effect they   will have on 

demand for services in the medium- to long- term.          This means that the Council does not have a robust forecasting model 

of demand for social care in the City to inform its strategic planning.

Lack of robust forecasting models impedes informed 

strategic planning of future service provision;    New 

service structures   and initiatives   may be c  reated in an 

attempt to address   current problems which are not   

suitable for changing demands caused by foreseeable mov  

ements and trends in the population.

Forecasting         The JSNA should be developed into a   robust forecasting m  odel for demand for social 

care in the City.   This   should involve an appropriate level   of scrutiny of     t  he reliability of the data 

used   and   the   assumptions   used   in the model.         We recommend that an officer from Health and 

Social Care is involved in the development of the JSNA in order to assess the assumptions used.         The 

forecasting model   should include a   sensitivity analysis to assess the likely impact of variation in 

forecast trends. This is particularly important given the recognised breadth and complexity of social and 

economic factors affecting demand for care.            Gap Analysis         Once demand for homecare 

services has been forecasted, the Service should identify the gap between current and required capacity. 

If the forecast is sufficiently nuanced, the Service will be able to identify the gap between available 

resources and need fo  r   different groups, types of care, and localities.              Implementation         To 

date, population projections have generally been used to illustrate the need for service reform. The 

forecasting model and gap analysis should be used to inform   strategic planning of   Health and Social 

Care services.

Forecasting    The Edinburgh Health and Social Care Partnership  ’  s Strategic Plan includes 

as a priority the improvement of our understanding of the strengths and needs of the local 

population   through the ongoing development of the JSNA  . A working group has been 

established to carry out this work.   Members include colleagues from Public Health in NHS 

Lothian   as well as from the Health and Social Care Partnership  .             One of the work 

streams which   ha  ve   been identified for the group is to further investigate methods of 

forecasting needs among specific groups  , and our P  ublic Health   colleagues are 

supporting this work.           Sensitivity analyses will be built into forecasting models.         Gap 

Analysis    Existi  ng methods enable the gap to be identified between demand and supply in 

broad terms. Further work will be done in conjunction with Strategic Planning and 

Contracting colleagues to provide analyses in relation to specific service models.         

Implementation    Improved understanding of the strengths and needs of local populations, 

and the gap between demand and supply, will be used to develop   service models and will 

inform strategic planning.

IA 

Validatio

n in 

Progress

########## 31/12/201

7

Date 

required

31/12/17 November Update:  - Overdue - IA Validation in progress   Further evidence supplied by Eleanor Cunningham for 

validation by Hugh Thomson     

Wendy  Dale,Strategic 

Commissioning Manager

The IJB should ensure roles and responsibilities for the management of access to critical systems, 

reporting and escalation of issues and compliance with legal regulations are clearly defined and 

communicated.

Nominated officer to be identified in respect of ICT and Information Governance to take 

responsibility for ensuring that appropriate governance arrangements are in place for both 

the Edinburgh Integration Joint Board (EIJB) and the Edinburgh Health & Social Care 

Partnership (EHSCP).

Overdue ########## 31/12/201

7

Date 

required

0 Current Position 23/02/18 - Overdue    February Update: Operations Manager has been in post from 1 

December 2017.  Handover appointments for ICT and Information Governance with Strategic Commissioning 

Manager completed in January/Feb 2018.  The post holder is currently leading on the information 

governance/GDPR  for the Partnership and has held meetings with both NHS Lothian and Council Information 

Governance officers and has assisted in the recent delivery of the Memorandum of Understanding among CEC, 

the EIJB and the NHS in relation to information sharing.  For ICT, the Operations Manager will be leading on the 

systems access requirements workstream for the Partnership        

Michelle  Miller,Interim 

Chief Officer. EH&SCP

The IJB should have a clear roadmap, detailing which requirements are to be implemented when, 

highlighting resources needs and eventual cross-dependencies.

Roadmap of ICT requirements to be developed based upon priorities for delivery of the IJB 

Strategic Plan.

Overdue ########## ########## 31/03/18    

31/10/17    

30/09/17

Current Position Overdue   February 2018 update - a copy of the outputs from the workshop on 1/11/2017 

presented to the ICT and Information Governance Steering Group on 13/2/18 will be submitted as evidence by 

separate email.        IA note - separate email not received         

Wendy  Dale,Strategic 

Commissioning Manager

A clear prioritisation process should be implemented. Priorities should be revised each time a new 

requirement is gathered.

Prioritisation of requirements to be agreed through the EHSCP ICT and Information 

Governance Steering Group.

Overdue ########## ########## 30/09/20

17

Current Position  26.02.18 - Overdue         February 2018 update - following discussion at the ICT and 

Information Governance Steering Group on 13/2/18 it has been agreed that four short life working groups will 

be established to take this work forward. Once requirements have been identified they can be prioritised.          

Wendy  Dale,Strategic 

Commissioning Manager

The IJB should ensure they communicate their visions and goals to the NHS and CEC staff. Vision and goals in respect of ICT to be conveyed through the development and publication 

of an ICT Strategy for the EHSCP.

Overdue ########## ########## 0 Current Position 26.02.18 - Overdue        February 2018 update - a copy of the outputs from the workshop on 

1/11/2017 presented to the ICT and Information Governance Steering Group on 13/2/18 will be submitted as 

evidence by separate email.          IA note - separate email not received.             

Wendy  Dale,Strategic 

Commissioning Manager

IJB should ensure the communication protocols for data sharing are fully established and mature on 

data protection.

A pan Lothian General Data Sharing Protocol that facilitates trust among all parties (NHS 

Lothian, Edinburgh, East, West and Mid Lothian Councils and IJBs) is now in place and the 

Memorandum of Understanding (MOU) defining the joint data controller responsibilities 

between the City of Edinburgh Council, NHS Lothian and the EIJB is in the final draft. It is 

envisaged that the MOU will be signed off by all parties by the end of June 2017. Once sign 

off has been achieved details will be shared with staff through the regular staff newsletter.

Overdue ########## 31/01/201

8

Date 

required

31/10/17 Current Position at 27/02/18 - Overdue   Memorandum of Understanding has been signed off by Chief Officer 

and the Council's Chief Executive on 14 February 2018.  HSC Comms officer has been contacted to prepare a 

staff message that will be sent from the Chief Officer to all HSC.  Copy of Comms to be sent to Internal Audit for 

evidence.        IA Note:  Noted evidence has not been received.         

Kevin  

Wilbraham,Information 

Governance Manager, 

Corporate Governance.

The processes for notifying system owners of staff changes should be well defined and communicated to 

stakeholders.    Controls should be implemented   to   ensure access to CEC and NHS systems remain 

appropriate. This should include processes to ensure that changes are applied in a timely manner and 

access rights are regularly recertified.  This would provide assurance to system owners over the 

operating eff  e  ctiveness of these controls.

The existing processes within the Council and NHS Lothian for notifying system owners of 

staff changes will be communicated to all managers of integrated teams. Establishing an 

integrated system setting out the systems access requirements for all posts and the 

mechanism for gaining access for new staff and notifying system owners of leavers and 

changes in role will be a priority for the nominated officer to be identified in respect of ICT 

and Information Governance.

Overdue ########## ########## 30/09/17 Current Position at 27/02/18 - Overdue   February 2018: Operations Manager has now been given a copy of a 

spreadsheet made in 2016, detailing staff access and training requirements.  Extensive work to validate this 

data via consultation with Locality Managers needs to take place.    

Cathy   Wilson,Operations 

Manager

HSC1604ISS.3 HSC1604 IJB Data 

Integration & 

Sharing

xx Integration 

Joint Board

ISS.3 Medium During our audit procedures, we observed there are compatibility and connectivity issues when using CEC hardware at NHS 

locations or to access NHS owned systems and vice versa. CEC staff have experienced difficulties in connecting through Wi-Fi 

at NHS sites (and vice versa) in order to access their emails, and some systems cannot be accessed using specific hardware 

such as mobile devices (i.e. tablets, mobile phones).

There is a risk of the operational efficiency and 

effectiveness being impacted by an inability to access 

system in a timely manner.

The IJB should ask for a review of connectivity and hardware compatibility to be conducted in NHS and 

CEC sites, to ensure all staff can be fully operational wherever they are located.

The ICT and Information Governance Steering Group will request a review of connectivity 

and hardware compatibility to be conducted across all sites housing integrated teams and 

consider any recommendations arising from that review.

Overdue ########## ########## 31/12/17 Current Position at 27/02/18 - Overdue      No status update received this month.               Position 17/01/18 - 

Overdue    The ICT and Information Governance Steering Group tasked specific individuals to produce the 

Survey Monkey questions for agreement at the next meeting of the Group on 22/1/2018.  Revised 

implementation date 31/3/2018.         

Wendy  Dale,Strategic 

Commissioning Manager

Strategy and 

Insight 

RES1605ISS.1 RES1605 Service Level 

Agreements 

with Outside 

Entities

Strategy & 

Insight

ISS.1 Low We reviewed the arrangements in place with 5 organisations to which the Council provides professional services.            

Organisation      Services provided      2015/16 Fees         Lothian Valuation Joint Board       Payroll services    Accountancy 

services    Internal Audit       £  20,100        SEStran       Accountancy services    Payments and procurement     Insurance    

Treasury management    Internal Audit    Payroll services       £  23,350        Lothian & Borders Community Justice Authority       A  

ccountancy services    Payments    Internal Audit       £  22,000        CEC Holdings       Account  ancy services       £  20,000        

Royal Edinburgh Military Tattoo       Payroll services    Treasury management    Internal Audit       £  1,500            There was a 

current Service Level Agreement (SLA) in place with only one of those 5 entities (SEStran). The agreement had been set up in 

June 2013 for a period of 12 months, and has been extended a further 3 times since then.          There was a further   SLA with 

the Lothian &   Borders Community Justice Authority. This SLA expired in March 2010. The Council has continued to provide 

accounting support including accounts preparation to LBCJA at the rates agreed in 2009. Additional services including 

accounts payable and internal   a  udit were not included in this SLA.          There were no SLAs in place with the remaining 3 

entities.   Services provided and fees charged were understood to be historic arrangements.

If service levels are not formally agreed with the other 

organisation, there is a risk that:          There is r  

eputational damage and increased resource pressure if 

the Council does not deliver services as expected by the 

counter party;    The Council may not receive appropria  te 

remuneration for services provided;  and      Arrangements 

in place may not be appropriate or may conflict with other 

Council duties.

Service Level Agreements with the organisations to which the Council provides professional services 

should be reviewed and/or established. These should set out services provided, key activities and 

deliverables, and the respective roles and responsibilities of the Council and the counterparty.         

Service Level Agreements should be for a defined period and refreshed regularly to ensure that agreed 

services and charges remain appropriate.

Directors will ensure that a service level agreement (SLA) has been established with all arms 

level organisations (ALEOs) that they support.         The SLA should set out all services 

provided and received by the Council, key activities and deliverables, and the respective 

roles and responsibilities of the Council and the counterparty.           The agreements should 

be for a one year period and refreshed annually to ensure that agreed services and charges 

remain appropriate.

Overdue ########## Date 

required

0 December Update:  Overdue - no response received Lawrence  Rockey,Head of 

Strategy & Insight

The governance processes in place are not sufficiently mature to support the vision of seamlessly sharing data between both 

parties to the IJB.  We observed the following areas of weakness:     Roles and responsibilities     Roles and responsibilities are 

not   well defined or communicated between CEC and NHS  ,     in particular relating to  :     Management of access to critical 

systems;    Reporting and escalation of issues; and    Ensuring compliance with legal   information governance   regulations  .           

Management structure     A   process is currently ongoing to establish and capture     cross party system access requirements     

f  or   the NHS, CEC and external   parties (e.g. GP   practic  es  ).      While we recognise that   th  is exercise is now   complete,     

at th  e time of the review,   a management   structure   to     manage access   has not been established, and there is no clear 

roadmap or timeline that details   when   and how     access   will be implemented.    In the interim system access is being 

granted to individuals on an ad-hoc basis.          Communication strategy     During our review, it was observed that the 

communication strategy is not well defined. The IJB does not promote awareness of its remit or the benefits it can facilitate to 

staff within CEC and NHS.  This has resulted in a lack of awareness on the types of data, not originating from their ‘home’ 

organisation, which is now available to staff.

There is a risk that without clear roles and responsibilities, 

legal requirements or regulations are not met or are 

addressed in isolation.    There is a risk that IJB members 

and the executive board cannot monitor progress against 

strat  egic objectives effectively.    With no clear 

implementation roadmap, the IJB might experience 

resourcing issue or miss important dependencies between 

req  uirements.    If internal communication is not   well 

defined  , there is the risk that employees   do   not make 

best use of the available data with a knock on impact on 

patient/customer outcomes.

High During interviews conducted with NHS and CEC, it was noted that two processes (specifically access management and 

communication protocols for data sharing) do not fully support the objectives of the IJB.     Responsibilities for ensuring that 

access rights to NHS and CEC systems remains appropriate have not been established.  Currently, managers within NHS should 

notify CEC and vice versa of staff joiners, leavers or movers. This allows access rights to be updated in line with revised 

operational requirements.  However, there is no formal documented process or guidance that sets out the requirement to 

notify the two bodies of staff changes  ,   and interviewees reported that access control is inconsistently applied (for example 

not all managers notify their   ‘  non-home  ’   organisation  ’   of staff changes).    Currently, communication protocols for data 

sharing are in place. However, we observed that these protocols were not fully established and not sufficiently mature enough 

on data protection to properly support the objectives of IJB.

There is a risk of managers not being aware of their 

responsibilities to notify their ‘non-home’ organisation of 

staff changes.  This could lead to access rights not being 

updated for leavers or movers and result in confidentiality 

of sensitive citizen data being put at risk, leading to 

regulatory fines or censure.    Immature data sharing 

protocols increase the risk of data being inappropriately 

handled or misused, putting the  confidentiality of 

sensitive   citizen data at risk, leading to regulatory fines 

or censure.

HSC1604ISS.1 HSC1604 IJB Data 

Integration & 

Sharing

xx Integration 

Joint Board

ISS.1 High

HSC1604ISS.2 HSC1604 IJB Data 

Integration & 

Sharing

xx Integration 

Joint Board

ISS.2
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Internal Audit Report – Housing Property Follow Up – 

May 2018 

Executive Summary 

The purpose of this paper is to present the outcomes of the Internal Audit (IA) follow-up 

review of Edinburgh Building Services (now Housing Property) to the Committee.  

This review was requested by the Committee in December 2016 to confirm whether the 

management actions agreed to address the findings raised in the Edinburgh Building 

services review of Contract Management Arrangements and Processes (completed in 

August 2016) had been effectively implemented and sustained.  

Both Housing Property and Repairs Direct have made significant progress with 

implementation of the findings raised.  Some elements of three High rated findings have 

not been fully implemented as yet, resulting in exposure to both significant and moderate 

levels of residual service delivery risk. Consequently, two findings will be reopened.  The 

residual management actions from two of the three Highs will be consolidated and 

reopened as one High, and the remaining High reopened as a Medium reflecting the 

moderate level of residual risk to be addressed.   

Two new findings, one Medium and one Low have also been raised.  
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Report 

 

Internal Audit Report – Housing Property Service Follow 

Up – May 2018 

1. Recommendations 

1.1 The Committee is requested to note:  

1.1.1 the outcomes of the May 2018 Housing Property follow-up review;  

1.1.2 the progress made by both HPS and Repairs Direct with implementation of 

agreed management actions to address the findings raised in the original 

August 2016 report; 

1.1.3 that the High and Medium rated findings to be re-opened are included in the 

total population of 30 historic IA findings to be re-opened as approved by the 

Committee on 8 May 2018.  

1.1.4 that implementation of the agreed management actions to address the High 

and Medium findings that have been re-opened and the new findings raised 

will be tracked as part of the monthly IA follow-up process. 

2. Background 

2.1 In August 2016, IA completed a review of Edinburgh Building Services (EBS) 

Contract Management Arrangements and processes, and raised nine findings (5 

High; 2 Medium; 1 Low and 1 Advisory). Six of the findings raised related to revenue 

works performed by the service (4 High; 2 Medium; and 1 Advisory), whilst the 

remaining two (1 High and 1 Low) related to capital works.  

2.2 One of the High rated findings raised reflected weaknesses in the Repairs Direct 

Customer Contact Centre performance as only 10% of calls from tenants were 

answered within 30 seconds, and 33% of incoming calls abandoned (as at April 

2016).  This reflected a significant deterioration in performance in comparison to April 

2015 when 75% of calls were answered within 10 seconds, and only 6% of calls 

abandoned.  

2.3 The outcomes of this review were presented to the Governance, Risk, and Best Value 

Committee (GRBV) in December 2016, who requested that IA provide a subsequent 

update on whether the management actions agreed to address the findings raised 

and mitigate service delivery risks had been effectively implemented and sustained.  

2.4 Edinburgh Building Services (EBS), and Housing Asset Management services were 

combined in September 2016 to form Housing Property, and now provide a 

streamlined repair, maintenance and capital programme service across the portfolio 
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of council houses and Housing Revenue Account land.  The service provided is 

subject to compliance with the Scottish Housing Regulator requirements.  

2.5 As the findings raised in 2016 had not been effectively validated by IA prior to their 

closure, an additional review was added to the 2017/18 IA plan to confirm whether 

agreed management actions had been effectively implemented and sustained.  

2.6 It has not been possible to fully test implementation of agreed management actions 

supporting closure of the High rated finding raised in relation to contract monitoring 

for capital works, as no new capital framework contracts have been authorised since 

June 2016.  

This finding has been closed on the basis of evidence provided by management 

detailing the process to be applied in the event that capital works are required.  

3. Main report 

3.1 Both Housing Property Services (HPS) and Repairs Direct have made significant 

progress with implementation of the findings raised in the August 2016 Internal Audit 

of contract management arrangements and processes, with all agreed management 

actions supporting 2 High; 2 Medium; 1 Low and 1 Advisory findings fully 

implemented and effectively sustained.  

3.2 Our review confirmed that elements of three High rated revenue works findings have 

not yet been fully implemented, resulting in exposure to both significant and moderate 

levels of residual risk associated with recording authorisation of invoices; employee 

training on invoice approval and authorisation; and quality assurance performed on 

contractor invoices and site inspections.   

3.3 Two of the three High rated HPS findings will be reopened and tracked as overdue 

until all agreed management actions have been effectively implemented:  

3.3.1 Finding 1 will be reopened as a High, reflecting the significant level of the 

risks to be addressed;   

3.3.2 Finding 2 will not be reopened, as the remaining agreed management action 

to be implemented is covered by one of the outstanding agreed management 

actions in finding 1; and   

3.3.3 Finding 3 will be reopened as a Medium, reflecting the moderate level of risk 

to be addressed.  

3.4 Whilst Repairs Direct has implemented all agreed management actions to close the 

original High rated finding, the expected uplift in performance has not yet been 

achieved.  Consequently, a new Medium rated finding reflecting the need to review 

and re-baseline demand and resources and the development of an integrated 

improvement strategy and plan has been raised 

3.5 One new Low rated finding has also been raised in relation to records management 

within the payments team.  
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4. Measures of success 

4.1 A robust HP service that is responsive to the needs of tenants and compliant with 

Scottish Housing Regulator requirements.  

5. Financial impact 

5.1 None.  

 

6. Risk, policy, compliance and governance impact 

6.1 Implementation of IA findings raised will ensure that HPS service delivery risk is 

effectively managed.  

7. Equalities impact 

7.1 None. 

8. Sustainability impact 

8.1 Delivery of a sustainable service that will support effective management of the 

Council’s housing stock across the City.  

9. Consultation and engagement 

9.1 The IA report was finalised in consultation with HPS management; the Head of Place 

Development; and the Executive Director, Place.  

10. Background reading/external references 

10.1 None.  

 

Lesley Newdall 

Chief Internal Auditor, 

Legal and Risk, Resources Directorate 

E-mail: lesley.newdall@edinburgh.gov.uk | Tel: 0131 469 3216 

 

11. Appendices  
 

Appendix 1 – Housing Property Services follow-up, Final Internal Audit report 

mailto:lesley.newdall@edinburgh.gov.uk
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This internal audit review is conducted for the City of Edinburgh Council under the auspices of the 2017/18 internal 
audit plan approved by the Governance, Risk and Best Value Committee in March 2017. The review is designed to 
help the City of Edinburgh Council assess and refine its internal control environment. It is not designed or intended 
to be suitable for any other purpose and should not be relied upon for any other purpose. The City of Edinburgh 
Council accepts no responsibility for any such reliance and disclaims all liability in relation thereto. 

The internal audit work and reporting has been performed in line with the requirements of the Public Sector Internal 
Audit Standards (PSIAS) and as a result is not designed or intended to comply with any other auditing standards. 

Although there is a number of specific recommendations included in this report to strengthen internal control, it is 
management’s responsibility to design, implement and maintain an effective control framework, and for the 
prevention and detection of irregularities and fraud. This is an essential part of the efficient management of the City 
of Edinburgh Council. Communication of the issues and weaknesses arising from this audit does not absolve 
management of this responsibility. High and Critical risk findings will be raised with senior management and elected 
members as appropriate. 
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1. Background and Scope 

Background 

Housing Property  

Edinburgh Building Services (EBS), and Housing Asset Management services were combined (as part 

of the Council’s transformation programme) in September 2016 to form Housing Property (HP), and 

now provide a streamlined repair, maintenance and capital programme service across the portfolio of 

council houses and Housing Revenue Account land.  The service provided is subject to compliance 

with the Scottish Housing Regulator requirements.  

In August 2016, an Internal Audit of contract management arrangements and processes was performed 

prior to transformation, and raised nine findings (5 High; 2 Medium; 1 Low and 1 Advisory). Six of the 

findings raised related to revenue works performed by the service (4 High; 2 Medium; and 1 Advisory), 

whilst the remaining two (1 High and 1 Low) related to capital works.  

The outcomes of this review were presented to the Governance, Risk, and Best Value Committee 

(GRBV) in December 2016, who requested that Internal Audit provide a subsequent update on whether 

the management actions agreed to address the findings raised and mitigate service delivery risks had 

been effectively implemented and sustained.  

In response to the contract management audit HP developed an action plan that included 35 specific 

actions to address the Internal Audit findings raised.   

One of the actions included in the plan was development of a payment authorisation matrix for inclusion 

in the Housing Property procedure manual.  Evidence of authorisation in line with payment matric 

requirements is recorded on the compliance form supporting all invoice payments. Training has also 

been developed and delivered to both existing and new employees involved in invoice processing.  

Repairs Direct 

The Repairs Direct contact centre receives repairs for requests directly from tenants and neighbourhood 

housing officers, and passes them to HP for action. Current call volumes are circa 8K per month in 

comparison to circa 10K calls received per month as at April 2016. 

One of the High rated findings raised in the August 2016 report reflected weaknesses in Repairs Direct 

performance as only 10% of calls from tenants were answered within 30 seconds, and 33% of incoming 

calls abandoned (as at April 2016).  This reflected a significant deterioration in performance in 

comparison to April 2015 when 75% of calls were answered within 10 seconds, and only 6% of calls 

abandoned.  

Scope 

This objective of this review was to confirm whether all agreed management actions resulting from the 

EBS Contract Management audit completed in August 2016 have been effectively implemented and 

sustained. The scope also considered the design and operating effectiveness of any newly introduced 

controls in Housing Property. 

Where management actions have been implemented, and our testing confirms that they have not been 

sustained, the historic audit findings will be re-opened.  

The Housing Property action plan was reviewed to confirm that it was fully aligned with the audit 

findings, and was then used as the basis for our follow-up work.  
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For the full terms of reference see Appendix 2. 

 

2.  Executive summary 

Total number of findings 

Critical - -  

High 1 reopened 

Medium 2 
1 reopened and 

1 new 

Low 1 new 

Advisory -  

Total 4 -  

 

Summary of findings 

Both Housing Property (HP) and Repairs Direct have made significant progress with implementation 

of the findings raised in the August 2016 Internal Audit of contract management arrangements and 

processes, with all agreed management actions supporting 2 High; 2 Medium; 1 Low and 1 Advisory 

findings fully implemented and effectively sustained.  

However, our review confirmed that elements of three High rated revenue works findings have not 

been fully implemented, resulting in exposure to both significant and moderate levels of residual risk 

associated with recording authorisation of invoices; employee training on invoice approval and 

authorisation; and quality assurance performed on contractor invoices and site inspections.    

Consequently, two of the three High rated HP findings will be reopened and tracked as overdue until 

all agreed management actions have been effectively implemented.   

• Finding 1 will be reopened as a High, reflecting the significant level of the risks to be addressed;   

• Finding 2 will not be reopened, as the remaining agreed management action to be implemented 

is covered by one of the outstanding agreed management actions in finding 1; and   

• Finding 3 will be reopened as a Medium, reflecting the moderate level of risk to be addressed  

Whilst Repairs Direct has implemented all agreed management actions to close the High rated finding 

the expected uplift in performance has not yet been achieved.  Consequently, a new Medium rated 

finding reflecting the need to review and re-baseline demand and resources has been raised.  

Finally, one new Low rated finding has also been raised in relation to records management within the 

payments team.  

Details of the control gaps identified from our testing and the High rated findings to be reopened are 

included at Section 3: Detailed findings. Appendix 2 also includes a detailed outcomes summary that 

maps the findings raised in the August 2016 report through to our testing outcomes and next steps.   

 



The City of Edinburgh Council 5 

Internal Audit Report – Housing Property Services 

 
3. Detailed findings 
1. Original Finding 1 (High) - Allocation of works to contactors and authorisation of 

payments  

Findings 

Our review established that three of the five agreed management actions required to support closure of 

this High rated finding have not been fully and effectively implemented.  As the residual risk associated 

with the outstanding actions is considered significant, this finding will be reopened with a High rating.  

Specifically:   

Management action 1 - invoice authorisation 

The key control supporting authorisation of invoices as per the payment authorisation matrix is evidence 

of authorisation recorded on compliance forms.  

Review of a sample of 25 invoices and supporting compliance forms to confirm authorisation in line with 

the authorisation matrix included in the Housing Property procedure manual, identified the following 

moderate control gaps:   

• 7 instances (28%) where the compliance form was not attached to the invoice held in archives 

therefore  there was no evidence of invoice authorisation; and 

• 1 instance where the compliance form had not been signed by a team leader and two operations 

managers, where a signature from the Housing Property Manager was required. It is acknowledged 

that the HPM was on annual leave.   

Management action 3 – employee training 

The following minor exceptions were noted in relation to delivery of training on work order and invoice 

processing processes:   

• Five new employees started after delivery of initial training.  Whilst an induction timetable for all new 

employees was in place, it did not include a space for employee confirmation of attendance at and 

completion of training, and attendance had not been recorded elsewhere; and 

• Six staff on the Housing Property structure chart (circa 7.5% of the employees at team leader level 

and above) had not signed training attendance sheet.  Their attendance was confirmed verbally by 

the Operations Manager. 

Management action 4 – quality assurance – contractor invoices 

Contractor invoices are subject to 100% quality checking prior to payment by the Housing Property 

compliance team, who produce a Contractor Payment Report detailing the invoices rejected and the 

supporting rationale.  

The compliance team then performs a retrospective review of the quality checking process, however the 

methodology supporting this process has not been defined (for example, the sampling methodology to 

be applied) and the outcomes are not recorded.    

A further check is then performed by operations managers.  Confirmation of completion of the check is 

recorded in the new HP database, however the outcomes of the check are not recorded.  
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Business Implication Finding Rating 

• HP Housing Property may be unable to demonstrate consistent application 

of payment approval authorities;   

• Employees may not aware of authorisation levels or procedures regarding 

the authorisation of work orders and invoices; and 

• Quality assurance sampling methodology and size may not be sufficient to 

identify inaccurate or potentially fraudulent payments to contractors.  

 

High 

 

Action plans 

Recommendation Responsible Officer 

1. The invoice authorisation compliance form should be completed, signed, 

and retained in line with the authorisation matrix for all invoices in excess 

of £5K; 

2. Approval authorisations to be applied in the absence of the Senior 

Manager (Housing Property) will be documented within existing 

procedures;  

3. Training attendance and completion on invoice and work order processes 

and authorisation should be recorded and retained; and  

4. The process to be applied when selecting samples and recording outcomes 

of invoice authorisation reviews should be documented, implemented, and 

consistently applied.  Invoice sample selection should cover an appropriate 

range of invoice values and suppliers. 

Willie Gilhooly, Acting 
Housing Property 
Manager 

Agreed Management Action Estimated 
Implementation Date 

1. A stamp will be created and applied to all invoices that will record the 

appropriate authorisations in line with established approval limits;  

2. Approval authorisations will be documented within existing procedures;  

3. Induction training templates have been revised to include signatures of new 

employees to confirm and record attendance.  For future training a check 

will be implemented to confirm that all attendees have signed the 

attendance sheet; and  

4. Risks associated with invoices will be considered at monthly HP 

management team meetings, and sample sizes selected and advised to the 

compliance team. Performance information detailing the outcomes of 

sample testing performed will be provided to the monthly contract 

management board meeting for review and action.  

29 June 2018 

 

2. Original Finding 3 (High) – Quality Assurance  

Findings 

Our review established that two of the six agreed management actions required to support closure of 

this High rated finding have not been implemented.  As the residual risk associated with the outstanding 

actions is considered moderate, this finding will be reopened with a Medium rating.  

Specifically:   
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Management action 2 – targeted site inspections 

Whilst HP completes a programme of site inspections, there is no established methodology supporting 

selection of and reasons for the sample of sites to be visited. Currently, site inspections are completed 

based on an absolute number (a target of 40 for each team leader which is currently not being achieved) 

instead of the 2%of completed jobs specified in the agreed management action. It should be noted that 

the target of 40 site visits exceeds the previously agreed 2% check based on current volumes of sub 

contracted work.  

Additionally, there is no evidence available to confirm that site inspections provide appropriate coverage 

of individual trades; expenditure levels; customer feedback and any potential or reported safety risk or 

incidents.  

Management action 1 – implementation of site inspection checklists 

Additionally, review of a sample of 25 site inspections checklists established some minor control gaps 

as 3 inspections were not scored and 2 were not signed by the relevant Quality Control Officer or Team 

Leader.       

Business Implication Finding Rating 

• The sample of site inspections selected may not include high risk and high 

value works, resulting in inability to identify unacceptable quality or unsafe 

outcomes; and 

• Weaknesses identified from site inspections are not addressed.  

Medium 

 

Action plans 

Recommendation Responsible Officer 

1. The process to be applied when selecting samples and recording outcomes 

of site inspections should be documented, implemented, and consistently 

applied; and 

2. Invoice sample selection should be based on an appropriate percentage of 

completed works; cover an appropriate range of contractor spend and 

consider both reported safety concerns and customer feedback. 

Willie Gilhooly, Acting 
Housing Property 
Manager 

Agreed Management Action Estimated 
Implementation Date 

1. The contract board will retrospectively review the volume of subcontracted 

work each month, and confirm whether the current number of 40 site 

inspections remains appropriate or should be increased, as HP 

management is keen to maintain a minimum no of 40 monthly site 

inspections;  

2. The contract board will also select the sample of site inspections to be 

performed, ensuring appropriate coverage of contractor spend and 

considering reported safety concerns and customer feedback; and  

3. A briefing will be issued to all staff confirming that any site inspection 

checklist that are not fully completed will not be accepted by the Compliance 

team.  The Compliance team will also record details of any incomplete 

property inspection checklists. 

29 June 2018 
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3. New Finding - Repairs Direct 

Findings 

Following the original audit report in August 2016, an action plan was produced and implemented to 

improve the Repairs Direct contact centre performance and establish appropriate future performance 

targets, to support tenants when reporting housing repair requirements.   

An interim Service Level Agreement (SLA) was also agreed between Housing Property Services (HP) 

and Customer in November 2017 that specifies an 80% stretch target for calls to be answered within 30 

seconds and a 10% call abandonment rate. This rate exceeds the 55% target implemented across all 

other non critical services following Contact service transformation.   

Whilst Repairs Direct implemented all of the agreed actions to support closure of the High rated finding 

and performance has  improved (as detailed in the table below), it has not yet achieved the service 

levels delivered in April 2015, or met the agreed 80% call response rate SLA.  

Managers have recognised that an integrated service improvement plan is required to bring performance 

in line with that of similar housing organisations and to support compliance with Scottish Housing 

Regulator and Social Housing Charter standards.  

Analysis of Repairs Direct Performance 

 Average 

Call volumes 

Performance against 

80% target  

Abandoned Calls 

March to July 2017 6,676 41% 21.2% 

July to December 2017 8,897 56% 13% 

Source: Contact Performance Update Dashboards 

Business Implication Finding Rating 

• Potential non compliance with Scottish Housing Regulator requirements; 

• Increased risk associated with delays in responding to emergency repairs; 

and  

• Potentially adverse impact on citizen experience and reputational damage.   

 

Medium 

 

Action plans 

Recommendation Responsible Officer 

1. An integrated service improvement plan is developed to align contact 

centre, localities and the repairs and improvement teams. Demand is 

reviewed and baselined;  

2. Performance targets are reviewed and reset at a realistic and achievable 

level;   

3. Sufficient resources are allocated to support performance delivery; and  

Michael Thain, Head 

of Place Development 
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4. Meetings are established between senior HP and Customer management 

o review and challenge performance.  

Agreed Management Action Estimated 
Implementation Date 

1. Agree integrated service improvement strategy and plan;  

2. Review year end results and agree  interim SLA, to align performance with 

compliance with regulatory requirements and benchmarked against 

performance of other similar landlord organisations.  ; and 

3. Implement new online forms for non emergency repairs, with associated 

automation to allow for greater focus on emergency repairs. 

30 September 2018 

31 May 2018 

 

 

31 August 2018 

 

 

 

4. New Finding - Payments Records Management    

Findings 

During testing of Housing Property invoices, 25 invoices were requested from the Council’s archives. 

The box containing one invoice could not be identified and one invoice could not be located in the box 

numbers provided.  

The payments team has subsequently sourced the correct box and also obtained a copy of the missing 

invoice from the supplier. 

Business Implication Finding Rating 

• Original invoices cannot be located to support the audit trail of paid invoices; 

and  

• Potential non compliance with Council records management policies and 

non compliance with current Data Protection and the forthcoming General 

Data Protection Regulations if sensitive information is recorded on original 

invoices. 

 

Low 

 

Action plans 

Recommendation Responsible Officer 

Payments records management procedures should be reviewed, updated 
where required, and consistently applied when archiving invoices.  

Sheila Haig, 
Customer Manager. 
Transactions: 
Assessment & 
Finance 

Agreed Management Action Estimated 
Implementation Date 

Archiving procedure to be reviewed and refresher provided to all relevant staff.  31 May 2018 
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Appendix 1 – Outcomes summary 
Original Finding raised 

in August 2016 

Rating Status December 

2017 

Testing outcomes and next steps 

Revenue Works 

1. Allocation of works to 

contactors and 

authorisation of 

payments 

High Partially 

implemented 

Testing Outcomes 

Three of the original five agreed management actions in relation to application of invoice 

approval authorities; employee training; and compliance checking performed by the HP 

compliance team have not been fully implemented.   

Next Steps 

This High rated finding will be reopened and tracked as overdue until all agreed management 

actions have been implemented as the remaining risks are significant.  

2. Scrutiny of Invoices High Partially 

implemented  

Testing Outcomes 

One of the original seven agreed management actions in relation to quality assurance has 

not been implemented. Management action required to address this finding is included in 

recommendation 1 above.  

Next Steps 

This finding will be closed and the outstanding management action addressed as part of 

finding 1 (above) 

3. Quality Assurance  High Partially 

implemented 

Testing Outcomes 

Two of the original six agreed management actions in relation to site inspections have not 

been implemented.  

Next Steps 

As the remaining risks are moderate as opposed to significant, this finding will be reopened 

with a Medium rating and tracked as overdue until all agreed management actions have been 

implemented 
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Original Finding raised 

in August 2016 

Rating Status December 

2017 

Testing outcomes and next steps 

4. Repairs Direct  High Fully implemented Next Steps 

Whilst all agreed management actions to close the High rated finding have been 

implemented, the expected uplift in performance has not been achieved.   

Consequently, a new Medium rated finding reflecting the opportunity to improve performance 

has been included at finding 3.  

5. Contract Monitoring  Medium Fully implemented N/A 

6. Management 

Information 

Medium Fully implemented N/A 

7. Manual Process Advisory Fully implemented N/A 

Capital Works 

1. Contract Monitoring High Fully implemented No new capital contracts have been authorised since June 2016. However, delegated 

authority approval dated 27 January 2017 in favour of the Housing Property Manager is 

available for contract values of up to 5 million, signed by Executive Director of Place. 

2. Capital projects 

procured by third 

parties 

Low Fully implemented  N/A 
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Appendix 1 - Basis of our classifications 

Finding 

rating Assessment rationale 

Critical A finding that could have a: 

• Critical impact on operational performance; or 

• Critical monetary or financial statement impact; or 

• Critical breach in laws and regulations that could result in material fines or consequences; or 

• Critical impact on the reputation or brand of the organisation which could threaten its future viability. 

High A finding that could have a:  

• Significant impact on operational performance; or 

• Significant monetary or financial statement impact; or 

• Significant breach in laws and regulations resulting in significant fines and consequences; or 

• Significant impact on the reputation or brand of the organisation. 

Medium A finding that could have a: 

• Moderate impact on operational performance; or 

• Moderate monetary or financial statement impact; or 

• Moderate breach in laws and regulations resulting in fines and consequences; or 

• Moderate impact on the reputation or brand of the organisation. 

Low A finding that could have a: 

• Minor impact on the organisation’s operational performance ; or 

• Minor monetary or financial statement impact; or 

• Minor breach in laws and regulations with limited consequences; or  

• Minor impact on the reputation of the organisation. 

Advisory A finding that does not have a risk impact but has been raised to highlight areas of inefficiencies or good 

practice.  
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Appendix 3 – Terms of Reference 
 

Place 
 
Terms of Reference – Edinburgh Building Services  
 
To: Paul Lawrence, Executive Director of Place 
   
From: Lesley Newdall, Chief Internal Auditor    Date:  27th November 2017 

    

Cc:  Michael Thain, Head of Place Development  

Alexander Burns, Housing Property Manager - Housing & Regulatory Services    

 

This review is being undertaken as part of the 2017/18 internal audit plan approved by the Governance, 
Risk and Best Value Committee in March 2017.   

 

Background 

In August 2016, an Internal Audit of contract management arrangements and processes was conducted 

for two service areas, Edinburgh Building Services (EBS), and Housing Asset Management. The two 

service areas joined together on 5 September 2016 to form ‘Housing Property’ through the transformation 

programme and provide a streamlined repair, maintenance and capital programme service to council 

houses and Housing Revenue Account land.   

In December 2016, Internal Audit submitted a report to the Governance, Risk, and Best Value Committee 
(GRBV), detailing the outcomes of the EBS Contract Management review.   

The audit raised 9 Findings raised (5 High; 2 Medium; 1 Low and 1 Advisory), and EBS has confirmed that 
all agreed management actions have now been completed.   

GRBV requested that Internal Audit provide an update on recommendations to GRBV by November 2017.   

Scope  

This review will confirm whether all agreed management actions resulting August 2016 Contract 
Management review have been effectively implemented and sustained, and support provision of a 
progress update to GRBV in January 2017. Our scope will also consider the design and operating 
effectiveness of any newly introduced controls in EBS.  

Where management actions have been controlled, and our testing confirms that controls have not been 
sustained, audit recommendations will be re-opened.  

Limitations of Scope 

Our scope is detailed above, and there are no specific scope limitations.  

Approach 

Our audit approach is as follows: 

• Obtain an understanding of the management actions implemented to address the control weaknesses 
identified in relation to work allocation; contractor monitoring; invoice scrutiny; and quality assurance 
through discussions with key personnel, review of systems documentation and walkthrough tests; 
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• Confirm whether the key risks associated with these processes are being effectively managed; 

• Confirm that the controls that have been implemented have been sustained; and  

• Test the operating effectiveness of the key controls. 

 
The sub-processes and related control objectives included in the review are: 
 

Sub-process Control Objectives 

 
Ensure that management actions to address the following Internal Audit 
recommendations have been effectively implemented and maintained: 

Allocation of works to 
contractors and 
authorisation of 
payments 

• The existing delegation of financial limits for authorisation of repair 
orders to Repairs Direct and authorisation of invoices will be reviewed 
and revised. Repair orders and invoices of high value will subject to 
secondary approval.  

• The allocation of works process (assigning work to a procured 
contractor) will be reviewed and a robust system identified and 
embedded to ensure that an officer does not authorise the payment 
of any works which they ordered 

• All staff involved in authorisation of work and payments will be trained 
in these new limits and processes. 

• Role of compliance teams will be strengthened and include a 
percentage audit of authorisation processes and secondary 
approvals. Any anomalies will be reported to the Housing Property 
Manager. 

• Contract Management Board meetings will be set up and held 
monthly, chaired by Housing Property Manager.  These board 
meetings will scrutinise contract management across the service, for 
both revenue and capital works.  A quarterly report will be brought to 
the Housing and Regulatory Services Senior Management Team. 

Scrutiny of Invoices 

• Letter will be sent to contractors re-iterating the requirement to 
comply with all aspects of invoice submissions. Where this is not 
complied with the invoice will be rejected. 

• Schedule of Rates (SORs) have been re-issued to contractors and 
Team Leaders. 

• Variation to any works order will require to be agreed in advance of 
work being carried out. Any variation above a set financial limit will 
require sign off by Team Leader or Operations Manager, depending 
on the value. This will be communicated to contractors. 

• Process for authorisation of invoices will be reviewed ensuring clarity 
on authorisation limits, what information/documentation must be 
present for sign off, where invoices should be rejected. 

• All relevant staff will be retrained on revised procedures including 
SORs. 

• Random selection of invoices from each contractor will be 
investigated each month by the Compliance Team to ensure that 
agreed submission and authorisation processes are being followed. 
Any anomalies will be reported to the Housing Property Manager  

• Contract Management Board meetings will be set up and held 
monthly, chaired by Housing Property Manager.  These board 
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meetings will scrutinise contract management across the service, for 
both revenue and capital works.  A quarterly report will be brought to 
the Housing and Regulatory Services Senior Management Team. 

Quality Assurance  

• An improved Site Inspection Checklist has been devised, which 
includes a scoring framework for works.   

• Site inspection will be targeted to contractors, and individual trades 
based on analysis of increased expenditure, customer feedback and 
any potential or reported safety risk or incidents. The programme will 
target 2% of jobs completed. 

• Empty Homes and Kitchen and Bathroom inspections will be included 
as part of the quality assurance check process.  This would provide 
an additional 2,500 inspections within the programme. 

• All relevant staff will be retrained on revised procedure. 

• Independent Review of Gas Safety Processes and Standard of Work 
to be carried out. 

• Contract Management Board meetings will be set up and held 
monthly, chaired by Housing Property Manager.  These board 
meetings will scrutinise contract management across the service, for 
both revenue and capital works. A quarterly report will be brought to 
the Housing and Regulatory Senior Management Team. 

• Discussions were held with Procurement Services on Housing 
Property being early adopters of revised corporate contract 
management processes. 

Repairs Direct 

• The recommendation to consider accelerating Channel Shift at 
Repairs Direct will be taken to Senior Managers in the Resources 
directorate. 

• Performance measures set out in the SLA will be jointly scrutinised 
and monitored on a monthly basis.   

• Staffing at Repairs Direct to be reviewed and additional staff put in 
place. 

• Revised shift patterns to be implemented. 

Contract Monitoring 

• Contract Management Board meetings will be set up and held 
monthly, chaired by Housing Property Manager.  These board 
meetings will scrutinise contract management across the service, for 
both revenue and capital works. A quarterly report will be brought to 
the Housing and Regulatory Services Senior Management Team. 

• Within the new Housing Property Structure the focus of the in-house 
Compliance team will be to audit all aspects of the practices and 
procedures of contract management and to report findings directly to 
the Housing Property Manager. Members of team will be trained in 
role and required processes. 

• Letter will be sent to contractors re-iterating the requirement to 
comply with all aspects of invoice submissions. Where this is not 
complied with the invoice will be rejected. 

Management 
Information 

• EBS will work with Finance colleagues to agree a formula to calculate 
the true cost of EBS operatives and external contractors. 
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• A business case to procure a consultant to review the SOR rates will 
be put forward to Commercial Procurement Services.   

• A review of the cost of external and internal resources will be carried 
out. 

Manual Processes 

• Refresher training to be rolled out to all relevant staff regarding all 
aspects of authorisation or work and invoices including checking of 
SORs.  Where schedule of rates have not been applied, the invoice 
will be rejected. 

• The requirements for the new ICT system to support electronic 
invoicing will form part of the scoping document which will be 
submitted to ICT team. 

Contract Monitoring 

• Bi monthly meetings will be held with contractors which will include 
review of KPI performance, quality of work, cost and safety. 

• Capital contracts will be included in the remit of the Contract 
Management Board which will sit on a monthly basis, chaired by the 
Housing Property Manager.  Reports on KPIs, quality, cost and safety 
will be reviewed by the contract management board so that any 
issues will be quickly identified and risk managed appropriately. 

Capital projects 
procured by third 
parties 

• Housing Property will ensure that all contracts are approved in line 
with contract standing orders. All delegated authority approval will be 
evidenced for records. 

• Compliance Team will audit compliant sign off of contracts as part of 
their monthly audit; any anomalies will be reported to Housing 
Property Manager and Head of Service.  

 

 
Internal Audit Team 
 

Name Role Contact Details 

Lesley Newdall Chief Internal Auditor lesley.newdall@edinburgh.gov.uk 

0131 429 3216 

Dheeraj Shekhar Auditor dheeraj.shekhar@edinburgh.gov.uk 

07753458625  

 

 
Key Contacts 
 

Name Title Role Contact Details 

Paul Lawrence Executive Director – Place Review Sponsor 0131 529 7325 

Michael Thain Head of Place Development Key Contact 0131 529 2426 

Alexander Burns Housing Property Manager  Key Contact 0131 529 5890 

 

 
Timetable  
 

Fieldwork Start 21 November 2017 

mailto:lesley.newdall@edinburgh.gov.uk
mailto:dheeraj.shekhar@edinburgh.gov.uk
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Fieldwork Completed 12 December 2017 

Submission of Draft Report  22 December 2017 

Response from Auditee 15 January 2018 

Final Report to Auditee 26 January 2018 

 

 
Follow Up Process    
 
Where reportable audit findings are identified, the extent to which each recommendation has been implemented will 

be reviewed in accordance with estimated implementation dates outlined in the final report.  

Evidence should be prepared and submitted to Audit in support of action taken to implement recommendations. 

Actions remain outstanding until suitable evidence is provided to close them down.  

Monitoring of outstanding management actions is undertaken via monthly updates to the Director and his 
executive assistant. The executive assistant liaises with service areas to ensure that updates and 
appropriate evidence are provided when required.  
 
Details of outstanding actions are reported to the Governance, Risk & Best Value (GRBV) Committee on 
a quarterly basis.  
 
 

 
 

Appendix 1: Information Request 
 
It would be helpful to have the following available prior to our audit or at the latest our first day of field work: 
 

• The file containing evidence of implementation of recommended action points  
 
This list is not intended to be exhaustive; we may require additional information during the audit which we 
will bring to your attention at the earliest opportunity. 
 



 

 

 

 

Governance, Risk and Best Value Committee 

 

10.00am, Tuesday 5 June 2018 

 

 

 

Internal Audit and Risk – Update on service delivery 

model 

Executive Summary 

A report was presented to the Governance, Risk and Best Value Committee in April 2016 

setting out a proposed new model of working for the Internal Audit and Risk functions of the 

Council. 

The Head of Legal and Risk was requested to bring back a report one year after 

implementation of the new model in April 2017.   This report discharges that request and 

provides the Committee with an update on delivery through the new model of working. 

 Item number  

 Report number  

Executive/routine   

 Wards  

 Council Commitments  

 

 

 

1132347
7.3



 

Governance, Risk and Best Value Committee – Tuesday 5 June 2018 

 Page 2 

 

Report 

 

Internal Audit Report – Update on service delivery 

model 

 

1. Recommendations 

1.1 The Committee is recommended to note the content of this report.  

2. Background 

2.1 The improvements made in the Council’s internal audit function, as well as its risk 

management arrangements, through the co-source arrangements with PwC have 

been well documented and are outlined in previous reports to Committee in May and 

October 2013, May 2014, March 2015, June 2015 and April 2016. 

3. Main report 

3.1 The April 2016 report to this Committee signalled a change of approach in that the 

Council would seek to reduce the level of the co-source arrangements with PwC and 

move to employ a substantive Chief Internal Auditor and Chief Risk Officer. 

3.2 It was proposed that, to ensure that the Internal Audit and Risk functions maintained 

the strength and depth of expertise, the continuation of a co-source “light” 

arrangement was to be retained through a new procurement. 

3.3 A new procurement was carried out in late 2016 and PwC were the successful 

provider.   The Council entered into a new agreement with PwC for the provision of 

Internal Audit and risk services from March 2017 until 31 March 2019, with the option 

to extend for a further two years.   This contract operates on a service drawdown 

basis and includes provision for both specialist and generalist support. In late 2016 a 

recruitment process was completed for the posts of both Chief Internal Auditor and 

Chief Risk Officer and the successful candidates commenced with the Council in 

Spring 2017.  

3.4 The Head of Legal and Risk was requested to bring back a report after a year 

following implementation of the new service delivery model.   This report discharges 

that request. 
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Internal Audit 

3.5 Lesley Newdall commenced as the Council’s Chief Internal Auditor in May 2017. 

3.6 In terms of service delivery there have been some key benefits to having a 

substantive Chief Internal Auditor employed by the Council.  These include a growing 

and consistent knowledge of the Council’s areas of operations, as well as the ability 

to build strong and trusted relationships with colleagues as part of one organisation.  

There have also been significant financial benefits when compared to the co-source 

arrangements.  

3.7 As at March 2017 the Internal Audit team comprised the Chief Internal Auditor, two 

Principal Audit Managers and four Internal Auditors.   This team was supplemented 

by co-source resource from PwC to allow the annual audit plan to be delivered. 

3.8 To further enhance knowledge and capacity within the team, the Chief Internal 

Auditor recommended that the drawdown of three, three-week blocks of generalist 

audit capacity from the co-source provider be replaced by the recruitment of two new 

Senior Internal Auditors. 

3.9 The recruitment process for these posts has commenced and one internal candidate 

has been successfully promoted to Senior Internal Auditor.  Recruitment for the two 

remaining vacancies for Auditor and Senior Auditor is ongoing.  

3.10 As Committee is aware from the report provided in May 2018, a historic issue has 

been identified in relation to previous effectiveness of the Internal Audit follow-up 

process, which has resulted in non-compliance with Public Sector Internal Audit 

Standards (PSIAS).  This will be reflected in the 2017/18 Internal Audit annual opinion 

to be presented to Committee in July 2018. Upon identification, this issue was 

addressed through implementation of a manual follow-up process in September 

2017, with implementation of a fully automated solution scheduled for July 2018.  The 

new system-based solution is designed to make the follow-up of audit findings more 

streamlined, effective and user-friendly. 

3.11 The Internal Audit team has faced some resource pressures when delivering the 

2017/18 plan and further funds were allocated to the team on a one-off basis to assist 

with this.   Given the issues identified within the report to this Committee in May in 

relation to the historic audit follow-up process and ongoing staff absence at Principal 

Audit Manager level, these resource challenges remain.    

3.12 Resourcing challenges have also had an impact on the Internal Audit quality 

assurance process, which has not been completed in 2017/18. This will also be 

reflected in the 2017/18 Internal Audit annual opinion.  The risks in relation to PSIAS 

non-compliance and internal quality assurance have been included in the Resources 

Directorate risk register.  

3.13 The issue of current Internal Audit resource challenges is addressed in another report 

to this Committee today.    
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3.14 The Chief Internal Auditor has developed a strong working relationship with Scott 

Moncrieff as the Council’s external auditors and partnership working arrangements 

have been established in order to avoid duplication and minimise impact on services.  

3.15 Overall, notwithstanding the present resource challenges, the changes within the 

Internal Audit team has been positive for the Council, achieving a higher quality and 

independent service in a cost-effective manner. 

3.16 The co-source “light” arrangement also appears to be working well, enabling to 

Council to draw on specific expertise as required. 

Risk 

3.17 Duncan Harwood commenced as the new Chief Risk Officer with the Council in 

February 2017.  The Corporate Risk Team is presently 2.8 FTE, with one Chief Risk 

Officer and two Principal Risk Officers. 

3.18 An internal audit was carried out on risk management in late 2016 and, since then, 

work has been undertaken to help strengthen the Council’s risk management 

framework and to cascade and embed knowledge and understanding of risk 

management within the organisation.   It is, however, recognised that this is very 

much still work in progress and that understanding and acceptance of risk 

management as a beneficial tool in the Council still requires to be more embedded.   

3.19 The Chief Risk Officer presented a paper to the Corporate Leadership Team in 

February 2018 outlining further improvements which are intended to strengthen the 

risk management framework through 2018-19. These include updating the Council’s 

enterprise risk management policy and procedures (including re-setting the Council’s 

risk appetite), delivering risk identification workshops for some Council services and 

introducing a new software solution which will assist in the recording, monitoring and 

reporting of risk across the Council. 

3.20 Quarterly Risk and Assurance Committees and Risk Management Groups are now 

established in all Directorates.  The Corporate Risk Team is working with services to 

encourage Directorates to regularly update and challenge the content of their risk 

registers.  Representatives from Internal Audit and Health and Safety attend these 

Committees to seek to ensure that relevant risks, issues and performance within 

those areas are considered appropriately. Risk Management Groups focus on risk at 

an operational and managerial level and provide a mechanism for the collective 

assessment, scrutiny and escalation of risks to the appropriate Committee where 

required.   

3.21 The Corporate Risk Team are working alongside colleagues from NHS Lothian to 

establish and embed risk management within the Health and Social Care 

Partnership. Work is currently underway to review and update the Partnership’s risks, 

and embed risk management within the Partnership localities. Risks to the Council 

which arise from the work of the Partnership will be escalated and reported through 

the Council’s existing risk management structures. The Corporate Risk Team are 

also currently considering any impacts of the change in reporting lines for Safer and 
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Stronger Communities when it moves to become part of the Communities and 

Families Directorate. 

3.22 The Corporate Risk Team is working with service areas to improve the early 

identification and flow of specific risks to ensure that risks are appropriately and 

timeously escalated through the relevant registers and committees.   Once more fully 

embedded, this will significantly improve the Council’s ability to prioritise and manage 

risks effectively. 

3.23 Members of the Corporate Risk Team now provide input at each Leaders’ Induction 

session, ensuring that all new leaders have an appropriate understanding of their 

responsibilities as they relate to risk management. Two new e-learning packages 

have also been created which provide updated guidance and information for 

managers and staff working at all levels.  

3.24 The Corporate Risk Team are also working alongside teams in Strategy and Insight, 

particularly in Strategic Change and Delivery, to improve the reporting mechanisms 

between projects, performance and risk.  

3.25 There are two outstanding Internal Audit actions.   One has now been closed and the 

other requires the implementation of the new Enterprise Risk Management Policy 

and Risk Appetite.   These documents will be submitted to the Corporate Policy and 

Strategy Committee in August 2018 which will enable closure of the relevant 

outstanding actions.  

4. Measures of success 

4.1 The Council has high quality Internal Audit and Risk services delivered in a cost-

efficient manner which provide the Council with assurance that the Council is 

operating in an appropriate manner and consistently identifying and addressing any 

key risk and control gaps.  

5. Financial impact 

5.1 The current service model is funded by the Legal and Risk Service budget.  Any 

financial pressures arising are being monitored and will be resolved or reported as 

required. 

6. Risk, policy, compliance and governance impact 

6.1 Having effective Internal Audit and Risk services is of key importance to ensure the 

Council is operating in an appropriate manner and identifying and addressing any 

key risk and control gaps.  
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7. Equalities impact 

7.1 Not applicable. 

  

8. Sustainability impact 

8.1 Not applicable. 

 

9. Consultation and engagement 

9.1 Not applicable. 

 

10. Background reading/external references 

10.1 GRBV Committee 23 May 2013 - Internal Audit Co-Source Update Report 

10.2 GRBV Committee 10 October 2013 - Internal Audit Co-Source Update Report 

10.3 GRBV Committee 22 May 2014 - Internal Audit Co-Source Update Report 

10.4 GRBV Committee 5 March 2015 - Internal Audit & Risk Service Delivery Update 

Report 

10.5 GRBV Committee 18 June 2015 - Internal Audit & Risk Service Delivery Update 

Report 

10.6 GRBV Committee 21 April 2016 - Internal Audit & Risk Service: Delivery Model 

Report 

 

 

Stephen S. Moir 

Executive Director of Resources 

Contact: Nick Smith, Head of Legal and Risk, nick.smith@edinburgh.gov.uk Tel: 0131 529 

4377 

 

11. Appendices  

None. 

http://www.edinburgh.gov.uk/meetings/meeting/2990/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/3118/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/3355/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/3622/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/3622/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/3698/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/3698/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/3922/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/3922/governance_risk_and_best_value_committee
mailto:nick.smith@edinburgh.gov.uk
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Accounts Commission: Local Government in 

Scotland – Challenges and Performance 2018  

Executive summary 

Following the publication in November 2017 of its Scotland-wide review of 2016/17 

local government financial performance, the Accounts Commission has now issued a 

complementary, forward-looking report assessing councils’ readiness to confront the 

growing challenges that lie ahead.  The report re-emphasises a number of previous 

messages of relevance to all councils in Scotland, including the need for robust 

financial and service planning, appropriately-resourced transformational change 

programmes and close working with elected members and communities in prioritising 

services to deliver key outcomes and secure financial sustainability.   

 

  

 Item number  

 Report number 

Executive/routine 

 

Routine  

 

 

Wards 

Council Commitments 

n/a 

n/a 

 

1132347
7.4
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Report 

Accounts Commission: Local Government in 

Scotland – Challenges and Performance 2018   

 

1.      Recommendations 

1.1 Members of the Governance, Risk and Best Value Committee are asked to: 

1.1.1 note the contents of the report; and 

1.1.2 refer the report to the Finance and Resources Committee for its 

consideration.   

 

2.      Background 

2.1  At the meeting of the Governance, Risk and Best Value Committee on 16 

January 2018, members considered the key findings of the Accounts 

Commission’s Financial Overview 2016/17 report.  The report concluded that in 

light of increasing demand and reducing funding, the financial challenges facing 

all councils had continued to grow, with savings correspondingly more difficult to 

identify and greater use made of reserves, in some cases to support routine 

service delivery.   

2.2 Given an accompanying increase in debt levels in some authorities, robust 

medium-term planning, transparent reporting and effective leadership were 

identified as being key to securing on-going financial sustainability.  In 

confronting the challenges of necessary service redesign and prioritisation, close 

working amongst officers, councillors, stakeholders and partners will be vital. 

2.3 As in 2016/17, the financial overview report has been supplemented by a follow-

up Challenges and Performance report, released on 5 April 2018, providing a 

high-level, independent view of the challenges facing councils, assessing how 

well they are addressing these and what more they can do going forward.  The 

recommendations of the report intentionally complement those set out in the 

earlier Financial Overview.   

2.4 The Challenges and Performance report’s findings are aimed primarily at 

councillors and senior officers, supporting them in their increasingly complex and 

demanding roles.  As with previous similar reports, a self-assessment checklist 

(with the corresponding questions included at relevant points within the report) is 

provided to assist councillors in understanding their own council’s position and 

scrutinising its performance, thereby informing the difficult decisions that 

http://www.audit-scotland.gov.uk/uploads/docs/report/2018/nr_180405_local_government_supp1.pdf
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undoubtedly lie ahead.  An interactive online tool, facilitating inter-authority 

comparison of councils’ performance, has also been developed. 

2.5 As with similar previous publications, in view of its Scotland-wide coverage, the 

report’s contents are correspondingly general, although the underlying issues 

presented resonate with those faced within Edinburgh.  Other reports focusing 

specifically on the Council’s activities are, however, regularly considered by the 

Finance and Resources and Governance, Risk and Best Value Committees.  Of 

particular relevance is the Council’s own Annual Audit Report, considered by the 

Governance, Risk and Best Value Committee on 26 September 2017.   

 

3.      Main report 

 Overview of report and key messages  

3.1 The Accounts Commission report comprises three distinct sections.  The first (on 

pages 10 to 20) provides a succinct, high-level overview of the challenges facing 

all councils, with a useful summary of the key UK and Scottish policy drivers 

included on pages 11 to 13.  This overview also incorporates commentary and 

analysis of the differing impacts of demographic change on key demand-led 

services across Scotland’s councils, all set against a backdrop of on-going 

reductions in real-terms funding levels and significant legislative reform.   

3.2 Exhibit 4 on page 19 confirms Edinburgh’s estimated overall population growth 

as the second-highest in Scotland in proportionate terms between 2014 and 

2039, increasing by 21% over this period.  Within this overall increase, growth is 

particularly pronounced amongst those of pensionable age or above, amounting 

to almost 70%.  Expected growth in those aged 0 to 5 is also amongst the 

highest in Scotland.   

3.3 The report highlights the resulting increase in the proportion of councils’ budgets 

allocated to education and, in particular, health and social care, with a 

consequent impact on “non-protected” services outside these areas such as 

cultural services, regulatory functions and corporate services.  This emphasises 

not only the importance of effective service prioritisation but the need to consider 

different and innovative ways of managing demand within these core areas.  

Against a backdrop of reducing resources, protection needs to be relative rather 

than absolute, with all functional areas requiring to contribute in meeting overall 

savings targets.   

3.4 The second and third sections of the report then proceed to examine how 

councils have responded to these challenges, emphasising that further 

incremental changes will not be sufficient to deliver the required level of savings 

and sustain performance improvement.  The report therefore reiterates the 

importance of longer-term financial planning, aligned with comprehensive 

workforce planning approaches, improved productivity and the importance of 

digital solutions to deliver savings and make services more efficient, as well as 

http://www.audit-scotland.gov.uk/local-government-in-scotland-challenges-and-performance-2018
http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
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the need for effective political and managerial leadership in considering all 

options for service delivery and transformation, underpinned by robust option 

appraisal.   

 Relevance to Edinburgh  

3.5 As noted above, given the report’s Scotland-wide coverage, there are few 

Edinburgh-specific references.  The report also provides considerable contextual 

information, intentionally complementing and reinforcing recommendations 

included in the earlier Financial Overview report.   

3.6 On this basis, rather than commenting in detail on specific report references, 

members’ attention is drawn to a number of the points made with regard to the 

earlier report as follows: 

3.6.1 the Council was one of the first in Scotland to introduce a long-term 

financial plan, doing so in 2009.  The plan captures movements in key 

expenditure (and income) factors influencing the Council’s activities.  The 

content of the plan is reviewed on a regular basis, with the outcome of the 

most recent review to be reported to the Finance and Resources 

Committee on 12 June 2018;  

 

3.6.2 the Council adopted a corporate charging policy framework in June 2014, 

with increases in most discretionary fees and charges linked to wider 

changes in inflation rates to supplement the level of investment in key 

services; 

 

3.6.3 in line with the position for Scotland as a whole, the Council has afforded 

relative protection to education and social work services in recent years’ 

budgets.  As is set out in the report, however, given that expenditure in 

these areas accounts for over two-thirds of the Council’s budget and is 

increasing with each year of relative protection, all areas need to 

contribute to addressing savings requirements going forward if financial 

sustainability is to be secured; 

 

3.6.4 the Council was one of a minority in Scotland that increased their levels of 

reserves in 2016/17 against the backdrop of an overall Scotland-wide 

reduction of £32m.  The Council’s 2016/17 external audit concluded that 

an effective approach to the management of reserves was in place, with 

the combination of unallocated and earmarked reserves appropriate to 

the risks it faces and the annual Risks and Reserves report considered by 

the Finance and Resources Committee identified as an example of good 

practice.  In this vein, the Council has applied earmarked reserves in 

2017/18 in meeting, for example, building dilapidation liabilities and 

obligations associated with its waste disposal contract;  
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3.6.5 the Scotland-wide demand-driven nature of a number of service 

overspends in 2016/17 mirrors the experience in Edinburgh, with the 

2018/19 budget framework subsequently providing additional investment 

in the areas of Health and Social Care and Safer and Stronger 

Communities.  This additional investment is, however, only affordable 

through the identification of corresponding savings elsewhere within the 

budget, with a consequent need for much more fundamental 

consideration of what the Council does and how it does it;  

 

3.6.6 enhanced senior officer and elected member scrutiny at the inception, 

development and implementation stages have seen significant 

improvements in the proportion of savings subsequently delivered in 

recent years, with nearly 90% by value delivered in both 2015/16 and 

2016/17; 

 

3.6.7 no use of general (unallocated) reserves was assumed in approving 

either the 2017/18 or 2018/19 budget.  In view of external audit 

recommendations around enhancing in-year transparency of the use of 

earmarked reserves, however, a review of practice elsewhere is being 

undertaken and will be incorporated in subsequent Council-wide revenue 

monitoring reports; 

 

4.      Measures of success 

4.1 The report reiterates a number of principles of sound financial management and 

assesses councils’ current practices against these.   The Council’s own 

arrangements were assessed to be effective as part of the 2016/17 Annual Audit 

process, with expenditure contained within budget for the tenth successive year 

and almost 90% of approved savings delivered.      

4.2 In the more immediate context of the 2018/19 financial year, the key targets are 

achieving a balanced overall budget outturn position and successful delivery of 

approved savings and key service performance indicators.      

 

5.      Financial impact 

5.1 Delivery of a balanced budget in any given year is contingent upon the 

development, and subsequent delivery, of robust savings, alongside 

management of all risks and pressures, particularly those of a demand-led 

nature.    
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6.      Risk, policy, compliance and governance impact 

6.1 An annual report on the risks inherent in the budget process is considered by the 

 Finance and Resources Committee, usually in January, and referred to Council 

 as part of setting the revenue and capital budgets.    

6.2 The savings assurance process is intended to ensure that, as far as is 

 practicable, those proposals approved by Council deliver the anticipated level of 

 financial savings in a way consistent with the expected service impacts 

 outlined in the respective budget templates.  Subsequent delivery is 

 reported to the Finance and Resources Committee on a quarterly basis.     

6.3 Wider progress in the delivery of targeted outcomes is assessed as part of 

annual performance updates, the most recent of which was reported to Council 

in November 2017.  Going forward, Executive Committees will consider an 

overview of performance relevant to their area, scrutinising indicators, 

improvement actions, issues and opportunities, on an annual basis. 

6.4 The performance framework will be reviewed annually and will include refreshing 

the measures, actions, milestones and targets to ensure that the data collected 

is useful in terms of being able to measure performance and delivery against 

strategic aims, outcomes and commitments. This annual cycle will ensure that 

the framework provides timely information needed to lead and scrutinise 

performance but with enough flexibility to be able to change and adapt as 

necessary. 

6.5 The effectiveness of the Council’s wider governance framework is similarly 

assessed on an annual basis, with the most recent such review reported to the 

Governance, Risk and Best Value Committee on 28 November 2017.    

 

7.      Equalities impact 

7.1 Proposals comprising the budget framework are assessed for their 

corresponding potential equalities and human rights impacts.  The results of this 

assessment are reported to the Finance and Resources Committee to allow 

members to pay due regard to them in setting the Council’s budget.    

 

8.      Sustainability impact 

8.1 The proposals comprising the budget framework are also subject to an 

assessment of their likely corresponding carbon, climate change adaptation and 

sustainable development impacts, with the results reported to the Council as part 

of annual budget-setting.     

  

http://www.edinburgh.gov.uk/download/meetings/id/55431/item_82_-_implementing_the_programme_for_the_capital_-_council_performance_framework_2017-22
http://www.edinburgh.gov.uk/download/meetings/id/55457/item_78_-_corporate_governance_framework_2016-2017
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9.      Consultation and engagement 

9.1 As in previous years, the Council’s budget framework for 2018/23 was the 

subject of a number of weeks’ engagement, with the key findings reported to the 

Finance and Resources Committee on 8 February 2018.   

 

 

 

Stephen S. Moir       Andrew Kerr  

Executive Director of Resources     Chief Executive  

 

Contact: Hugh Dunn, Head of Finance 

E-mail: hugh.dunn@edinburgh.gov.uk | Tel: 0131 469 3150 

 

Contact: Laurence Rockey, Head of Strategy and Insight 

E-mail: Laurence.rockey@edinburgh.gov.uk | Tel: 0131 469 3493  

 

 
10.     Background reading/external references 

City of Edinburgh Council 2016/17 Annual Audit Report to the Council and Controller of 

Audit, Governance, Risk and Best Value Committee, 26 September 2017  

Implementing the Programme for the Capital – Council Performance Framework 

2017/22, City of Edinburgh Council, 23 November 2017  

Corporate Governance Framework 2016/17, Governance, Risk and Best Value 

Committee, 28 November 2017  

Accounts Commission – Local Government in Scotland – Financial Overview, 

Governance, Risk and Best Value Committee, 16 January 2018  

 

11.     Appendices 

One – Accounts Commission – Local Government in Scotland – Performance and 

Challenges 2018  

 

mailto:hugh.dunn@edinburgh.gov.uk
mailto:Laurence.rockey@edinburgh.gov.uk
http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
http://www.edinburgh.gov.uk/download/meetings/id/55431/item_82_-_implementing_the_programme_for_the_capital_-_council_performance_framework_2017-22
http://www.edinburgh.gov.uk/download/meetings/id/55431/item_82_-_implementing_the_programme_for_the_capital_-_council_performance_framework_2017-22
http://www.edinburgh.gov.uk/download/meetings/id/55457/item_78_-_corporate_governance_framework_2016-2017
http://www.edinburgh.gov.uk/download/meetings/id/55770/item_74_-_accounts_commission_-_local_government_in_scotland_-_financial_overview_2016-17
http://www.audit-scotland.gov.uk/uploads/docs/report/2018/nr_180405_local_government.pdf
http://www.audit-scotland.gov.uk/uploads/docs/report/2018/nr_180405_local_government.pdf
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Response to GRBV decision on historic Internal Audit 

findings 

Executive Summary 

The purpose of this paper is to present the Council’s response to the decision of the 

Governance, Risk, and Best Value Committee (“GRBV”) in May 2018 in relation to historic 

Internal Audit findings. 

Statements have been obtained from each Directorate that confirms their ability and 

capacity to address all the full population of current, historic and emerging Internal Audit 

(“IA”) findings and their capacity to support delivery of the 2018/19 Internal Audit annual 

plan.   

These statements are supported by a Council wide action plan (“Action Plan”) that 

addresses the points raised by the GRBV decision, and confirms that services will prioritise 

workloads to ensure appropriate focus on implementation of their remedial actions.  

The implications for Internal Audit capacity is under consideration by the Executive Director 

of Resources.  

To ensure dissemination of the decision, the Chief Executive has also issued a 

communication reminding staff that scrutiny and mitigation of risks identified during internal 

audits is the responsibility of all to ensure reduced risks and improved performance, thereby 

protecting frontline services through the efficient use of finances.  

Finally, a reporting format has been designed to support referrals of overdue Internal Audit 

findings to the relevant Executive Committees for their attention and follow-up. 

 Item number  

 Report number  

Executive/routine   

 Wards  

 Council Commitments:  
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Report  

 

 

Response to GRBV Motion on historic Internal Audit 

findings  

1. Recommendations 

1.1 It is recommended that the Committee notes the Council’s response to the decision 

on historic Internal Audit findings.  

2. Background 

2.1 Following presentation of a report on historic Internal Audit findings, a motion on the 

Council’s approach and capacity for addressing both current and historic Internal 

Audit findings was agreed at Committee in May 2018.   The terms of the agreed 

decision are attached at Appendix 1 for reference. 

2.2 The decision included a requirement to consider the adequacy of resources in 

Internal Audit and requested the creation of a suitable reporting format enabling 

referral of overdue Internal Audit findings to the relevant Executive Committee for 

their attention and follow-up.  

3. Main report 

Total Population of Internal Audit Findings 

3.1 As at 16 April 2018, there were a total of 86 open IA findings (High; Medium and 

Low). Of these, 39 (45%) were designated as being overdue.  

3.2 A further 30 historic High and Medium IA findings have been reopened as overdue 

based on self-attestation by Directors and Heads of Service.  A further 56 draft 

findings (approximately two-thirds of which are high or medium rated) are included 

within draft IA reports that are being finalised as part of the 2017/18 Internal Audit 

plan.  Additional findings are also expected to be raised from three ongoing reviews 

that have not yet reached draft reporting stage.  

3.3 Consequently, the Council will need to address a population of circa 170-180 

findings, including 67 (circa 40%) that are presently overdue.  

3.4 Note that this total excludes the 53 low rated IA findings raised between 1 April 2016 

and 31 March 2017 that were not included in the Council wide self-attestation 

exercise.  Directors will address these separately as the focus is currently on the high 

and medium risks. 
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3.5 Since the decision at the May Committee meeting, the following progress has been 

made: 

3.5.1 There are 67 overdue findings within the full population of 116 open and 

overdue findings. All 67 now have clear next steps and actions if they are not 

already recommended for closure; 

3.5.2 39 findings are with Internal Audit recommended for closure, pending 

validation of completion of the relevant management actions; 

3.5.3 72 findings are designated ‘Will be treated - in progress by Service Area’; 

3.5.4 5 findings have been closed; 

3.5.5 All Directors have confirmed that they do not expect any adverse impact on 
Service Area workloads. This will continue to be assessed by CLT as the 
relevant actions are progressed. 

Director Statements and Action Plans 

3.6 Statements have been obtained from each Directorate that confirms their ability and 

capacity to address this population of IA findings and support delivery of the 2018/19 

IA plan.   Each Director has confirmed that they are satisfied with the Action Plan 

submitted for their Directorate and that they have sufficient resource to support 

closure of the current open and overdue IA findings, the emerging findings from draft 

IA reports and the planned 2018/19 audits. 

3.7 These statements and the Action Plan address the points raised in the decision, and 

details how services will prioritise workloads to ensure appropriate focus on 

implementation of their remedial actions. The Action Plan is attached at Appendix 2. 

It should be noted that Internal Audit has not yet reviewed the adequacy of actions 

and timeframes detailed in the consolidated Action Plan given the tight timeframes 

for preparation by service areas and reporting.    

3.8 A list of ongoing Internal Audit work within each Directorate is set out in Appendix 3.   

3.9 The Chief Executive will be monitoring each Directorate’s audit actions on a regular 

basis and this will continue to be regularly reported to CLT.  In addition, challenge 

panels will be put in place to ensure that actions are being progressed. 

Internal Audit Resources 

3.10 The impact on Internal Audit capacity is presently being considered by the Executive 

Director of Resources. 

Communication  

3.11 To ensure dissemination of the decision, the Chief Executive has also issued a 

communication reminding staff that scrutiny and mitigation of risks identified during 

internal audits is the responsibility of all to ensure reduced risks and improved 

performance, thereby protecting frontline services through the efficient use of 

finances. This message will be reinforced by a further message from the Chief 

Executive in a video supporting the launch of the new IA follow-up system and 

rebranding in July, and training delivered by the IA team.   
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Executive Committee Referral Report 

3.12 A reporting format has been designed to support referrals of overdue Internal Audit 

findings to the relevant Executive Committees for their attention.  This is attached at 

Appendix 4. 

4. Measures of success 

4.1 Appropriate action is taken by Service Areas to address service delivery risks 

associated with IA recommendations that have not been implemented or 

implemented and not effectively sustained. 

5. Financial impact 

5.1 There are potentially financial risks associated with historic IA findings that have not 

been addressed.  However, although these have not been quantified, they are not 

expected to be material as financial risk is also subject to review by external audit.  

6. Risk, policy, compliance and governance impact 

6.1 Risks identified by IA have not been effectively addressed and mitigated by Service 

Areas.  

7. Equalities impact 

7.1 Not applicable. 

8. Sustainability impact 

8.1 Not applicable. 

9. Consultation and engagement 

9.1 Not applicable. 
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10. Background reading/external references 

10.1 Internal Audit - Historic Internal Audit Findings - Item7.3 

10.2 GRBV Historic Internal Audit Findings Motion - Item 7.3 

10.3 Internal Audit Annual Plan - Item 7.2 

 

Andrew Kerr 

Chief Executive 

Contact – Nick Smith, Head of Legal and Risk, nick.smith@edinburgh.gov.uk | Tel: 0131 

529 4377 

 

 

11. Appendices  
 

Appendix 1 – GRBV Decision 

Appendix 2 – Action Plan 

Appendix 3 – List of ongoing Internal Audit work within service areas 

Appendix 4 – Executive Committee Referral Report  

 

 

http://www.edinburgh.gov.uk/meetings/meeting/4389/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/4389/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/4354/governance_risk_and_best_value_committee
mailto:nick.smith@edinburgh.gov.uk






Internal Audit - Open and Overdue Recommendations as at

13/04/2018

Current volume of Open and Overdue Internal Audit Findings as at 29 May 2018 

Open 

13/04/2018

Historic Re-

Opened Totals

4 2 6

28 9 37

7 0 7

23 7 30

15 5 20

6 7 13

3 0 3

86 30 116

The objective of this document is to provide Directorates and Service Areas with 

details of all open and overdue Internal Audit findings. 

Total Open and Overdue Findings

Communities and Families

Health and Social Care

IJB

Resources (including Pensions and ICT)

Place

Strategy and Insight

Safer and Stronger Communities

The report will be produced on the 10th of each month (or nearest working day) 

with responses from findings owners required by the 15th of each month
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Open findings as at 13th April 2018 Service Area Code

Unique 

No

Project 

Code
Project Name Group Issue Code Rating Finding Business Implication Recommendation Agreed Management Action Status Due Date Revised Date Revisions Status Update Owner Audit Contact Treated

Additional Resource 

Requirements

Impact on Service 

Workload

CF1619I

SS.3
CF1619

Complaints 

Process

Communit

ies & 

Families

ISS.3 Medium

The Chief Social Work Officer 

conducted a review of complaints 

handling for secondary schools in 2015, 

and surveyed the head teachers of the 

18 secondary schools which had not 

recorded a complaint in the previous 2 

years.  9 head teachers responded that 

they were unsure what type or level of 

complaint should be shared with the 

Advice and Complaints (Education) 

Service; and4 acknowledged that they 

had not followed the complaints 

procedure. Perhaps as a result of 

increased awareness of the complaints 

procedure following the Chief Social 

Performance 

information is 

inaccurate as it does 

not include all Stage 

1 complaints;There is 

a risk that complaints 

are not being 

reported / handled 

appropriately by the 

schools, meaning 

problems are not 

addressed early on 

and may 

escalate;Communitie

s and Families do not 

We recommend the 

Advice & Complaints 

(Education) Service 

issues guidance to 

schools on what is 

considered a complaint, 

and how a complaint 

should be handled and 

recorded. This may be 

delivered most 

effectively through 

forums such as the 

Communities & Families 

Risk Group or Head 

Teachers Groups.  We 

The current Jadu form will be reviewed, in 

consultation with the wider work ongoing within 

Strategy & Insight, to ensure that complaint 

information can be collected at an earlier stage in the 

process.

Overdue 31/08/2017 31/07/2018
Suggest to 

close

A meeting was held on the 3 May 2018 with the Chief 

Internal Auditor and Internal Auditor. There is no change 

in the process and the Jadu recording process still 

applies.

Education complaints cannot be logged on the Council 

wide complaints system (Capture).  Robust procedures 

are in place to ensure that all Education complaints are 

recorded and responded to as per the Council’s 

complaints procedure.

Andy Gray, Head of Schools and Lifelong Learning  

agreed to accept the risk and is assured that the 

Education complaints are being recorded within 

timescale.

Frances  Smith, 

Advice & 

Complaints Officer 

(Education)

Lesley Newdall
With IA for 

validation
N/A N/A

CF1621I

SS.2
CF1621

GIRFEC 

Named 

Person

Communit

ies & 

Families

ISS.2 High

There is currently no defined Named 

Person allocation or process for 

children aged 16 to 18 no longer in 

secondary education.

There is a risk that 

without a defined 

process a +16 

vulnerable person 

may not receive the 

required support or 

assistance resulting 

in harm to them and 

reputational damage 

to the Council.

A named person, or 

persons, should be 

defined to protect this 

group.

This is in progress. Two “Getting it Right 

Implementation Officers” are seconded to develop this 

work. The Young People’s Service is currently being 

considered as being the service in which Named 

Persons will be provided for under-18s who have left 

school.Implementation of this Service is conditional on 

the requirement for a +16 Named Person Service 

remaining within the relevant legislation which is 

being progressed through Parliament by the Deputy 

First Minister.

Overdue 30/03/2018 N/A

The timescale for implementation of this part of the 

legislation is still entirely unclear and there is no local 

authority that has yet developed a specific 16+ named 

person service. It is the intention of children’s services 

management to use existing services such as the Young 

People’s Service and Family and Household Support to 

provide this service if and when required. This will meet 

any statutory obligation.  Andy  Jeffries, 

Interim Head of 

Children's Services

Anne Smith

Will be treated - 

in progress by 

Service Area

N/A N/A

CF1621I

SS.3
CF1621

GIRFEC 

Named 

Person

Communit

ies & 

Families

ISS.3 Medium

Although the GIRFEC legislation does 

not require documentation of 

chronology in Wellbeing Concern (WC) 

files, this currently works well in Child 

Protection (CP) files to enable analysis 

of history and patterns of concern, and 

is to be promoted as good practice.  

There is no single repository for all 

Wellbeing Concern and Child Protection 

notes to enable data sharing between 

SCD and Named Persons.  Testing 

identified relevant information being 

recorded in the following 

mediums:Paper files;SEEMIS pastoral 

notes;Off the shelf packages such as 

“on the button”; andSWIFTTesting 

evidenced that the current GIRFEC Child 

Protection records management 

requirements are not being fully 

adhered to, resulting in breaches of the 

Council’s data protection policy and 

General Data Protection Regulations 

(GDPR) (April 2017).   The following 

areas for concern were identified:Child 

Protection meeting notes retained in 

Pupil Progress Records (PPR 

files)Additional Child Protection files 

being sent to a feeder High School for 

pupils not transitioning on to their S1 

Lack of chronology in 

Wellbeing Concern 

files can result in 

difficulty analysing 

the history and 

patterns of concerns 

raised.Lack of a 

single repository to 

share data prevents 

professionals from 

being able to access 

the full picture for 

each child, and 

enhances the risk of 

inaccurate or 

insufficient action 

being taken to ensure 

a child’s wellbeing is 

maintained.Data 

protection legislation 

and policy could be 

breached and not 

identified.

A standard chronology 

template should be 

prepared for WC files 

and supported with 

guidance on the analysis 

of data, trends and 

preparing planning 

meeting 

summaries.Whilst we 

understand that 

management accept the 

risk posed in relation to 

the current inability to 

share data, they should 

investigate the feasibility 

of using an established or 

introducing a new Data 

Management System 

DMS option by which the 

wellbeing chronology can 

be securely shared 

between relevant parties.  

Additionally, the SLL and 

SCD registers should be 

updated to reflect the 

risk that data cannot 

currently be shared and 

could result in the risk of 

inaccurate or insufficient 

1. Current seconded staff will develop a template for 

chronology. 

2. GIRFEC training will reinforce the need for named 

person in school to put in place a chronology of 

wellbeing concerns. Training will also specify that 

where the level of concern leads to a lead professional 

being appointed (e.g. social worker), that person then 

becomes responsible for the preparation of the single 

child plan including subsequent versions of the 

chronology.  

3. The risk of continuing to operate with separate 

electronic recording systems for schools and social 

care is accepted by senior management as no 

practicable solution currently exists within any of the 

32 Local Authorities in Scotland.  SLL and SCD will 

update their risk registers to reflect this accepted risk.  

4. There is good practice evident in special schools in 

relation to records management. The officers currently 

seconded to develop GIRFEC recording practice in 

schools will review the learning from this, issue 

guidance to schools about application of Records 

Management policy/procedures, and offer training as 

appropriate. 

5. They are also undertaking work to embed the use of 

the wellbeing app within SEEMIS which will 

Overdue 29/12/2017

1 . Suggest to 

Close

2. Suggest to 

Close

3. Suggest to 

Close

4. Suggest to 

Close

5. 31/08/2018

1. Implemented – Chronology template was issued to 

schools in June 2017.

2. Implemented and Sustained - GIRFEC training is 

ongoing.  36/88 primary, 13/23 secondary and 1/11 

special schools have been represented at training. 

Decision has yet to be made as to whether Wellbeing 

Application will be used for GIRFEC child planning 

process.  Key Head Quarters contact still to be identified 

to oversee Wellbeing Application operational tasks.

3. This is being been added to the C&F risk register by 

the Principle Risk Manager,  full details of the risk has 

been provided.

4. A GIRFEC Practitioners Guide has been produced 

which covers guidance on the application of records 

management.

5. The wellbeing app has been trialled in 2 schools, a 

primary and a secondary. The outcome of the trial is 

that it has not proved to be an effective or efficient way 

to manage information and a management decision has 

been taken to dispense with it. Pastoral notes within 

SEEMIS are being used instead and we are in the process 

of embedding this across all schools by end of August 

2018.

1. Martin Gemmell

2. Martin Gemmell

3. Maria Plant

4. Martin Gemmell

5. Andy Jeffries / 

Maria Plant

Anne Smith

Will be treated - 

in progress by 

Service Area

N/A N/A

RES1605ISS.1RES1605

Service Level 

Agreements 

with Outside 

Entities

Communit

ies & 

Families

ISS.1 Low

We reviewed the arrangements in place 

with 5 organisations to which the 

Council provides professional services. 

OrganisationServices provided2015/16 

Fees Lothian Valuation Joint 

BoardPayroll servicesAccountancy 

servicesInternal 

Audit£20,100SEStranAccountancy 

servicesPayments and procurement 

InsuranceTreasury managementInternal 

AuditPayroll services£23,350Lothian & 

Borders Community Justice 

AuthorityAccountancy 

servicesPaymentsInternal 

Audit£22,000CEC HoldingsAccountancy 

services£20,000Royal Edinburgh 

Military TattooPayroll servicesTreasury 

managementInternal Audit£1,500 

There was a current Service Level 

Agreement (SLA) in place with only one 

of those 5 entities (SEStran). The 

agreement had been set up in June 

2013 for a period of 12 months, and 

has been extended a further 3 times 

since then.  There was a further SLA 

with the Lothian & Borders Community 

Justice Authority. This SLA expired in 

March 2010. The Council has continued 

to provide accounting support including 

If service levels are 

not formally agreed 

with the other 

organisation, there is 

a risk that: There is 

reputational damage 

and increased 

resource pressure if 

the Council does not 

deliver services as 

expected by the 

counter party;The 

Council may not 

receive appropriate 

remuneration for 

services 

provided;and 

Arrangements in 

place may not be 

appropriate or may 

conflict with other 

Council duties.

Service Level Agreements 

with the organisations to 

which the Council 

provides professional 

services should be 

reviewed and/or 

established. These should 

set out services provided, 

key activities and 

deliverables, and the 

respective roles and 

responsibilities of the 

Council and the 

counterparty. Service 

Level Agreements should 

be for a defined period 

and refreshed regularly 

to ensure that agreed 

services and charges 

remain appropriate.

Directors will ensure that a service level agreement 

(SLA) has been established with all arms level 

organisations (ALEOs) that they support. The SLA 

should set out all services provided and received by 

the Council, key activities and deliverables, and the 

respective roles and responsibilities of the Council and 

the counterparty.    The agreements should be for a 

one year period and refreshed annually to ensure that 

agreed services and charges remain appropriate.

Overdue 30/11/2017 Closed

30/05 - Keith Irwin - Principal Solicitor has advised that 

the Edinburgh Leisure Funding Agreement has been 

issued to Edinburgh Leisure for signing. This sets out the 

terms of the agreement.

Internal Audit concluded that it is now appropriate to 

close this audit action.

Alistair  Gaw / Andy 

Gray
Lesley Newdall Closed N/A N/A

CF1621 CF1621

GIRFEC 

Named 

Person

1. 

Arrangement

s for Out 

with School 

Terms

Communit

ies & 

Families

High

Out with term times, there is no 

process for the Named Person / head 

of establishment to be informed of 

child concern referrals given that their 

establishment will be closed and that 

school staff are not required to be 

available to work during school 

holidays. During school holiday periods 

child concerns are always routed 

through Social Care Direct (SCD) in the 

first instance. Testing demonstrated 

that there is no service agreement and 

supporting process in place between 

Schools and Life Long Learning (SLL) 

and SCD to ensure that the named 

person is made aware of concerns 

raised out with term time.

On receipt of concerns, SCD are 

currently contacting some (but not all) 

Named Persons on an ad-hoc basis 

using a variety of different mediums, 

some of which are non-secure This 

risks breaching the Council’s Data 

Protection Policy and the General Data 

Protection Regulations (GDPR) (April 

2017).

Current practice 

leads to the risk that:

Wellbeing support 

action is delayed 

putting child at 

increased risk;

Wellbeing support 

action is taken 

without the named 

person being fully 

informed; and

Data protection 

legislation and policy 

is breached

Out of Hours Named 

Person Responsibility

1. A formal Service Level 

Agreement (SLA) 

between SLL and SCD 

should be established to 

ensure that all referrals 

out with term time are 

communicated to the 

Named Person / head of 

establishment in a timely 

manner.

2. An agreed 

communication process 

should be established to 

support the SLA. This 

should include use of a 

standard secure 

communication process 

that is aligned with 

Council data protection 

policies and procedures 

and the newly introduced 

GDPR regulations.

3. The new process 

should also include 

performance of 

retrospective risk based 

It is not possible to require named persons in schools 

to be continuously available during school holiday 

periods. Contingency planning is therefore required 

which involves referring all concerns to Social Care 

Direct (SCD). Social Care Direct also operates with a 

lower threshold of referral to practice teams during 

holiday periods to allow early intervention to take 

place to avoid escalation of need and/or risk. The 

following additional The City of Edinburgh Council 5 

Internal Audit Report - GIRFEC Named Person actions 

will be implemented to support this process: 

1. Where the named person anticipates that concerns 

may occur over holiday periods, they will call a child 

planning meeting, the outcome of which will be 

referred to Social Care Direct, allowing social care staff 

to have clear information on which to act should 

concerns arise.

2. A Service Level agreement regarding prompt 

communication of concerns arising in holiday periods 

will be established between SLL and SCD to ensure that 

all information is available no later than the first day 

of term. This will include a standard secure 

communication process that is aligned with Council 

data protection policies and procedures and the newly 

introduced GDPR regulations. It will also include an 

agreed method of reconciling wellbeing concerns 

received by SCD with the information they have passed 

Historic 30/08/2017

1: Suggest to 

Close

2: 29/05/2018

3: Suggest to 

Close

1. Implemented and Sustained– As part of Getting it 

Right Implementation Officers remit, the business 

continuity arrangements were communicated to the 

schools in advance of the summer holidays. Head of 

Service for Schools and Lifelong Learning will continue 

to issue prompts prior to holidays.

2. In progress –The drafting of the SLA has been 

assigned to the Schools and Lifelong Senior Manager 

and Children’s Services Team Leader.  The Acting Head 

of Children’s Services has advised this will be in place 1 

June.

3. Implemented - The Head of Childrens Services agreed 

that this risk should be added to the GIRFEC Risk 

Register and assigned an owner. This has been added to 

the Risk Register. At the GIRFEC Leadership meeting on 

the 30 May the risk will be rated and key controls put in 

place for monitoring.

Andy Gray / Andy 

Jeffries

With IA for 

validation
N/A N/A



CF1621 CF1621

GIRFEC 

Named 

Person 

4. Consent to 

share 

information

Communit

ies & 

Families

Medium

There is an inconsistent approach to 

recording the request for consent from 

Parents/Carers to share information 

regarding Wellbeing Concerns. In a 

number of files reviewed, consent was 

not recorded adequately.

Whilst the current child protection 

training specifies the need to obtain 

consent the requirement to record the 

outcome of the conversation 

adequately is not highlighted.

It may not be 

possible to evidence 

that the proper 

procedure has been 

followed, in the 

event of external 

inspection or 

challenge.

There is an 

inconsistent 

approach to 

recording consent 

across the school 

Child Protection 

process.

Recording Consent 

Conversations

1. Where consent to 

sharing Wellbeing 

Concern information is 

discussed with a 

Parent/Carer, this should 

be recorded as a consent 

conversation with the 

outcome clearly noted 

and the reason for action 

documented.

2. Child Protection and 

GIRFEC training should 

emphasise the need to 

record all 

communication in 

relation to consent.

1. GIRFEC lead officer and child protection trainers 

have agreed training content on the need to record all 

communication.

2. New combined paperwork for schools and partners 

will be created, which allows for the clear recording of 

consent or, in cases where consent has not been given, 

the reasons for this.

Historic 31/08/2017
Suggest to 

Close

1. Implemented. - The Getting it Right Officers have 

worked closely with the Learning and Development 

Officers in Child Protection to ensure that there is a 

consistent message in training regarding the use of 

SEEMIS for recording Pastoral Notes, professional 

judgement and the creation of chronology. This section 

has been incorporated into both Child Protection and 

GIRFEC training offered by the Education Psychologists 

and delivered by the GRI Officers. 

2. Implemented - Combined paperwork has been 

created and is available on the Orb. 

http://www.edinburgh.gov.uk/downloads/file/10182/as

sessment of need and child young persons planning 

meeting

Martin Gemmell
With IA for 

validation
N/A N/A
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Open findings as at 13th April  2018 Service Area Code

Unique No Project Name Group Rating Finding Business Implication Recommendation Agreed Management Action Status Due Date Revised Date Revisions Status Update Owner Audit Contact Treated Additional Resource 

Requirements 

Impact on Service 

Workload

HSC1503ISS.1
Personalisation SDS - 

Option 3
Health & Social Care High

The Social Care (Self-directed Support) (Scotland) Act 2013 

states that the authority must “inform the supported person of 

the amount that is the relevant amount for each of the options 

for self-directed support from which the authority is giving the 

person the opportunity to choose, and the period to which the 

amount relates.” The “relevant amount” is defined as “the 

amount that the local authority considers is a reasonable 

estimate of the cost of securing the provision of support for 

the supported person”.At present, the supported person is not 

informed of their assessed budget when they are asked to 

choose their option. They are only told of the resources 

available to them when they receive their personal support plan 

after they have selected their option.

There is a risk of non-compliance with The Social 

Care (Self-directed Support) (Scotland) Act 

2013.The supported person may not have 

sufficient financial information to make an 

informed decision on the feasibility and 

affordability of arranging their own care under 

Option 1.

Management should seek clarification from Scottish 

Government on how the legislation should be applied 

where the supported person is allocated the same budget 

whichever option is chosen. Management must then 

ensure that the SDS assessment process is compliant 

with Scottish Government’s instructions. This may mean 

informing the supported person of their personal budget 

at an earlier stage of the assessment process.

Scottish Government have been approached on this issue through 

the Social Work Scotland SDS Sub-group and have indicated that 

they are prepared to consider issuing further guidance and in 

particular revisit the issue of whether local authorities need to notify 

individuals of the indicative budget for each of the four options or 

just provide a single indicative budget which is what most 

authorities seem to be doing in practice. These discussions will take 

place through the Social Work Scotland SDS Sub-group and Senior 

management will ensure that Edinburgh is involved in these 

discussions.The current processes and practice in relation to 

providing individuals with an indicative budget will be reviewed and 

updated and clear guidance issued to staff taking account of any 

change in guidance from the Scottish Government. In either case, an 

indicative budget will be given to individuals before they are asked to 

select their preferred option.

Overdue ########### 31/03/18 31/07/2018

A plan has been produced for the 

production and testing of a new funding 

allocation mechanism by the end of June 

2018. A copy of the plan will be 

submitted by separate email.

Wendy  Dale, 

Strategic 

Commissioning 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

HSC1503ISS.3
Personalisation SDS - 

Option 3

xx Integration Joint 

Board
Medium

Scottish Government collects data on SDS users through annual 

and quarterly statistical surveys of local authorities. The 

answers to survey questions are based on data held in Swift. 

The accuracy and completeness of data input is therefore 

essential. There have been several changes in the assessment 

process and data captured in the past year such as: Eligibility for 

services (on which data is required by Scottish Government) 

has been recorded since January 2015;‘Initial steps to support’ 

assessments were in use for new contacts between August 

2014 and May 2015 but are now used only for crisis care;A new 

personal support plan was introduced in October 2015. Where 

a new personal support plan is used, ‘Option 4’ is now recorded 

as a combination of Options 1, 2 and 3. There was no cut-off 

date after which all assessments would be carried out using new 

templates. The full process of assessment and arranging care 

can be lengthy. This means that there are several different ways 

of recording assessments running concurrently, with different 

data captured in each one. It is therefore difficult to extract 

complete and accurate data for management information and 

for reporting to Scottish Government.

Data on Swift is used to provide internal and 

external reporting which is likely to be incorrect. 

Data quality is affected where several processes 

to capture the same information are in use. There 

are over 500 practitioners completing 

assessments on Swift: multiple process changes 

over a short period of time increase the likelihood 

of errors in data input.

Further changes to the assessment process are expected 

over the next year as a result of the Transformation 

Programme and integration with the NHS. A change 

management process should be in place to minimise the 

number of process and recording changes through the 

year, implement clear cut-off dates, and to ensure 

changes are communicated to staff clearly.In the 

meantime, Research and Information should be aware of 

the likely inconsistencies in data recorded and ensure 

that reports are thoroughly reviewed before issue.

A change management process will be established and overseen by 

the SDS Infrastructure Steering Group. The inconsistencies in data 

recording are as a result of numerous changes to processes and 

trying to reduce the recording burden of implementing these on 

frontline practitioners. The Research and Information Team are 

aware of all changes to recording practice and take these into 

account. A summary of all changes and the impact on data 

extraction has also been produced.

Overdue ########### 31/03/18 30-Sep-18

There is a current process in place which 

is not being adhered to. Business support 

have asked for an exception report to be 

developed. Health and Social Care have 

prioritised other actions in the 

Compliance and Data management team - 

the team that will develop the 

requirements for the exceptions report. 

Mary  McIntosh, 

Business 

Services 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

1 x additional resource 

has been added to the 

team to help with audit 

actions, and work with 

IA to complete 

evidence validations. 

N/A

HSC1503ISS.6
Personalisation SDS - 

Option 3

xx Integration Joint 

Board
Medium

Since October 2015, all personal care plans must be signed off 

by a senior. This is a measure introduced to improve the quality 

of personal support plans. We obtained a report of all personal 

support plans completed between October 2015 and January 

2016.  We identified 44 cases out of 811 (5.4%) where the 

system recorded that the assessor who prepared the personal 

support plan also signed it off. This was reflected in the variable 

quality of the 25 personal care plans we reviewed as part of our 

audit work.

The quality of personal support plans is a vital 

aspect of delivering SDS and ensuring that people 

receive the care that they choose and need. A lack 

of review may affect the quality of care received.

All personal care plans should be signed off by a senior, 

as required by HSC policy. ‘Workarounds’ on Swift should 

be deactivated to prevent this breach of segregation of 

duties recurring.

Ensure that there is a mechanism in place on SWIFT for the senior to 

record that they have signed off the support plan. At present any 

edits made by the senior at the time of the review will show that the 

senior has both prepared and reviewed the plan.Data quality reports 

will be set up to identify any support plan signed off by the assessor 

who produced the plan.  Sector Managers and seniors to ensure 

appropriate oversight and sign off by senior for the personal care 

plans

Overdue ########### 30/06/18 30/09/2018

There is a current process in place which 

is not being adhered to. Business support 

have asked for an exception report to be 

developed. Health and Social Care have 

prioritised other actions in the 

Compliance and Data management team - 

the team that will develop the 

requirements for the exceptions report.

Mary  

McIntosh,Busin

ess Services 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

1 x additional resource 

has been added to the 

team to help with audit 

actions, and work with 

IA to complete 

evidence validations. 

N/A

HSC1504ISS.1 Care Sector Capacity
xx Integration Joint 

Board
Medium

A Joint Strategic Needs Assessment (JSNA) has been drafted by 

the Research and Information team in preparation for health 

and social care integration. This analyses demographics across 

the city and the attendant pressures on social care provision 

such as life expectancy, morbidity, deprivation, prevalence of 

unpaid carers and employment levels (affecting both need for 

social care and the availability of carers). While the JSNA gives a 

sophisticated analysis of the current demographic and 

economic profile of the city, it is a snapshot based on historic 

statistics. Forecasting is limited to percentage growth according 

to the National Records of Scotland population projections by 

age group. The demographic trends and pressures on social care 

provision identified in the JSNA have not been translated into 

the likely effect they will have on demand for services in the 

medium- to long- term.  This means that the Council does not 

have a robust forecasting model of demand for social care in 

the City to inform its strategic planning.

Lack of robust forecasting models impedes 

informed strategic planning of future service 

provision;New service structures and initiatives 

may be created in an attempt to address current 

problems which are not suitable for changing 

demands caused by foreseeable movements and 

trends in the population.

Forecasting The JSNA should be developed into a robust 

forecasting model for demand for social care in the City. 

This should involve an appropriate level of scrutiny of the 

reliability of the data used and the assumptions used in 

the model. We recommend that an officer from Health 

and Social Care is involved in the development of the 

JSNA in order to assess the assumptions used. The 

forecasting model should include a sensitivity analysis to 

assess the likely impact of variation in forecast trends. 

This is particularly important given the recognised 

breadth and complexity of social and economic factors 

affecting demand for care.  Gap Analysis Once demand 

for homecare services has been forecasted, the Service 

should identify the gap between current and required 

capacity. If the forecast is sufficiently nuanced, the 

Service will be able to identify the gap between available 

resources and need for different groups, types of care, 

and localities.  Implementation To date, population 

projections have generally been used to illustrate the 

need for service reform. The forecasting model and gap 

analysis should be used to inform strategic planning of 

Health and Social Care services.

ForecastingThe Edinburgh Health and Social Care Partnership’s 

Strategic Plan includes as a priority the improvement of our 

understanding of the strengths and needs of the local population 

through the ongoing development of the JSNA. A working group has 

been established to carry out this work. Members include colleagues 

from Public Health in NHS Lothian as well as from the Health and 

Social Care Partnership.   One of the work streams which have been 

identified for the group is to further investigate methods of 

forecasting needs among specific groups, and our Public Health 

colleagues are supporting this work.  Sensitivity analyses will be built 

into forecasting models. Gap Analysis Existing methods enable the 

gap to be identified between demand and supply in broad terms. 

Further work will be done in conjunction with Strategic Planning and 

Contracting colleagues to provide analyses in relation to specific 

service models. Implementation Improved understanding of the 

strengths and needs of local populations, and the gap between 

demand and supply, will be used to develop service models and will 

inform strategic planning.

Overdue ########### 31/12/17 Dec-18

This will be included in the Outline 

Commissioning Plan that will be 

presented to the IJB at the end of the 

year.

Colin  Briggs Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

There is a risk that without clear roles and 

responsibilities, legal requirements or regulations 

are not met or are addressed in isolation.There is 

a risk that IJB members and the executive board 

cannot monitor progress against strategic 

objectives effectively.With no clear 

implementation roadmap, the IJB might 

experience resourcing issue or miss important 

dependencies between requirements.If internal 

communication is not well defined, there is the 

risk that employees do not make best use of the 

available data with a knock on impact on 

patient/customer outcomes.

The IJB should ensure roles and responsibilities for the 

management of access to critical systems, reporting and 

escalation of issues and compliance with legal regulations 

are clearly defined and communicated.

Nominated officer to be identified in respect of ICT and Information 

Governance to take responsibility for ensuring that appropriate 

governance arrangements are in place for both the Edinburgh 

Integration Joint Board (EIJB) and the Edinburgh Health & Social Care 

Partnership (EHSCP).

Closed - 

Verified
########### 31/12/17 Closed   

Michelle  Miller, 

Interim Chief 

Officer. EH&SCP

Karen  Sutherland Closed N/A N/A

There is a risk that without clear roles and 

responsibilities, legal requirements or regulations 

are not met or are addressed in isolation.There is 

a risk that IJB members and the executive board 

cannot monitor progress against strategic 

objectives effectively.With no clear 

implementation roadmap, the IJB might 

experience resourcing issue or miss important 

dependencies between requirements.If internal 

communication is not well defined, there is the 

risk that employees do not make best use of the 

The IJB should have a clear roadmap, detailing which 

requirements are to be implemented when, highlighting 

resources needs and eventual cross-dependencies.

Roadmap of ICT requirements to be developed based upon priorities 

for delivery of the IJB Strategic Plan.

Overdue ########### 30/06/18

A template has been drawn up to allow 

ICT requirements to be collected from a 

business user perspective. This will allow 

colleagues in ICT Services within the 

Council and eHealth within NHS Lothian 

to produce costed recommendations for 

inclusion within the Roadmap. Work is 

underway to develop a list of current ICT 

requirements. The requirements template 

will be issued to officers responsible for 

taking forward the development of the 

Wendy  Dale, 

Strategic 

Commissioning 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

There is a risk that without clear roles and 

responsibilities, legal requirements or regulations 

are not met or are addressed in isolation.There is 

a risk that IJB members and the executive board 

cannot monitor progress against strategic 

objectives effectively.With no clear 

implementation roadmap, the IJB might 

experience resourcing issue or miss important 

dependencies between requirements.If internal 

communication is not well defined, there is the 

risk that employees do not make best use of the 

available data with a knock on impact on 

patient/customer outcomes.

A clear prioritisation process should be implemented. 

Priorities should be revised each time a new requirement 

is gathered.

Prioritisation of requirements to be agreed through the EHSCP ICT 

and Information Governance Steering Group.

Overdue ########### 30/06/18

A communication has gone out from the 

Interim Chief Officer asking staff to 

complete a Survey Monkey questionnaire 

about their current experience of using 

ICT in joint working sites. The opportunity 

will be taken to set out what the Health 

and Social Care Partnership is seeking to 

achieve in terms of ICT to support better 

integrated working.

Wendy  Dale, 

Strategic 

Commissioning 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

There is a risk that without clear roles and 

responsibilities, legal requirements or regulations 

are not met or are addressed in isolation.There is 

a risk that IJB members and the executive board 

cannot monitor progress against strategic 

objectives effectively.With no clear 

implementation roadmap, the IJB might 

experience resourcing issue or miss important 

dependencies between requirements.If internal 

communication is not well defined, there is the 

risk that employees do not make best use of the 

available data with a knock on impact on 

patient/customer outcomes.

The IJB should ensure they communicate their visions 

and goals to the NHS and CEC staff.

Vision and goals in respect of ICT to be conveyed through the 

development and publication of an ICT Strategy for the EHSCP.

Overdue ########### 31/10/18

#

#

#

#

#

#

#

#

#

#

#

#

#

A communication has gone out from the 

Interim Chief Officer asking staff to 

complete a Survey Monkey questionnaire 

about their current experience of using 

ICT in joint working sites. The opportunity 

will be taken to set out what the Health 

and Social Care Partnership is seeking to 

achieve in terms of ICT to support better 

integrated working.

Wendy  Dale, 

Strategic 

Commissioning 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

During interviews conducted with NHS and CEC, it was noted 

that two processes (specifically access management and 

communication protocols for data sharing) do not fully 

support the objectives of the IJB. Responsibilities for ensuring 

that access rights to NHS and CEC systems remains appropriate 

have not been established.  Currently, managers within NHS 

should notify CEC and vice versa of staff joiners, leavers or 

movers. This allows access rights to be updated in line with 

revised operational requirements.  However, there is no formal 

documented process or guidance that sets out the requirement 

to notify the two bodies of staff changes, and interviewees 

reported that access control is inconsistently applied (for 

example not all managers notify their ‘non-home’ organisation’ 

IJB should ensure the communication protocols for data 

sharing are fully established and mature on data 

protection.

A pan Lothian General Data Sharing Protocol that facilitates trust 

among all parties (NHS Lothian, Edinburgh, East, West and Mid 

Lothian Councils and IJBs) is now in place and the Memorandum of 

Understanding (MOU) defining the joint data controller 

responsibilities between the City of Edinburgh Council, NHS Lothian 

and the EIJB is in the final draft. It is envisaged that the MOU will be 

signed off by all parties by the end of June 2017. Once sign off has 

been achieved details will be shared with staff through the regular 

staff newsletter.

IA Validation 

in Progress
########### 31/01/18

IA Validation in Progress March 2018 

update: Copy of signed MoU and Chief 

Officer Newsletter has been sent for 

validation. 

Kevin  

Wilbraham,Infor

mation 

Governance 

Manager, 

Corporate 

Governance.

Karen  Sutherland With IA for validation N/A N/A

During interviews conducted with NHS and CEC, it was noted 

that two processes (specifically access management and 

communication protocols for data sharing) do not fully 

support the objectives of the IJB. Responsibilities for ensuring 

that access rights to NHS and CEC systems remains appropriate 

have not been established.  Currently, managers within NHS 

should notify CEC and vice versa of staff joiners, leavers or 

movers. This allows access rights to be updated in line with 

revised operational requirements.  However, there is no formal 

documented process or guidance that sets out the requirement 

to notify the two bodies of staff changes, and interviewees 

reported that access control is inconsistently applied (for 

The processes for notifying system owners of staff 

changes should be well defined and communicated to 

stakeholders.Controls should be implemented to ensure 

access to CEC and NHS systems remain appropriate. This 

should include processes to ensure that changes are 

applied in a timely manner and access rights are regularly 

recertified.  This would provide assurance to system 

owners over the operating effectiveness of these 

controls.

The existing processes within the Council and NHS Lothian for 

notifying system owners of staff changes will be communicated to 

all managers of integrated teams. Establishing an integrated system 

setting out the systems access requirements for all posts and the 

mechanism for gaining access for new staff and notifying system 

owners of leavers and changes in role will be a priority for the 

nominated officer to be identified in respect of ICT and Information 

Governance.

Overdue ########### 30/09/18

Draft project plan to be discussed at the 

next ICT Steering Group. Responses 

received from Survey Monkey 

questionnaire to staff in integrated team 

will define the project/workstream's 

scope.  It is anticipated that the 

questionnaire's returns will be completed 

by May. Thereafter, the project will be 

launched at the next available Locality 

Manager's Forum in early June.

Cathy   Wilson, 

Operations 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

HSC1604ISS.3
IJB Data Integration 

& Sharing

xx Integration Joint 

Board
Medium

During our audit procedures, we observed there are 

compatibility and connectivity issues when using CEC hardware 

at NHS locations or to access NHS owned systems and vice 

versa. CEC staff have experienced difficulties in connecting 

through Wi-Fi at NHS sites (and vice versa) in order to access 

their emails, and some systems cannot be accessed using 

specific hardware such as mobile devices (i.e. tablets, mobile 

phones).

There is a risk of the operational efficiency and 

effectiveness being impacted by an inability to 

access system in a timely manner.

The IJB should ask for a review of connectivity and 

hardware compatibility to be conducted in NHS and CEC 

sites, to ensure all staff can be fully operational wherever 

they are located.

The ICT and Information Governance Steering Group will request a 

review of connectivity and hardware compatibility to be conducted 

across all sites housing integrated teams and consider any 

recommendations arising from that review.
Overdue ########### 31/06/2018

The Survey Monkey questionnaire was 

sent out in April 2018. Results will be 

analysed, shared with CEC and NHSL ICT 

Teams and reported to the ICT and 

Information Governance Steering Group

Wendy  Dale, 

Strategic 

Commissioning 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

If employees are not trained on how to use a new 

system, or made aware of the policies inherent to 

the use of that system, there is a risk that data 

confidentiality might not be respected.  This 

could result in regulatory fines or reputational 

damage for NHS and CEC.There is a risk that the 

staff will not be able to use systems they are 

provided access to at Go-live (planned for 3rd 

April 2017) if no training plan has been defined 

or rolled out.

Training should be mandatory for employees accessing a 

system for the first time (particularly where that system 

holds sensitive information).  This should be defined in a 

training plan.

The nominated officer with responsibility for ICT and Information 

Governance will work with relevant colleagues in the Council and 

NHS Lothian to develop an integrated approach to data protection 

training taking account of the role and responsibilities of the IJB.

Overdue ########### 30/09/18

Meeting arranged with the Partnership's 

Data Protection Officer (Council's 

Information Governance Manager) to 

discuss actions arising from Information 

Governance Survey that was completed 

by management teams across the 

Partnership.  Further work is required 

with NHS Lothian's Information 

Governance Unit to agree on which 

training module (Council or NHS Lothian) 

integrated teams should complete.  Both 

organisations jointly recognise that 

Cathy   

Wilson,Operatio

ns Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

If employees are not trained on how to use a new 

system, or made aware of the policies inherent to 

the use of that system, there is a risk that data 

confidentiality might not be respected.  This 

could result in regulatory fines or reputational 

damage for NHS and CEC.There is a risk that the 

staff will not be able to use systems they are 

provided access to at Go-live (planned for 3rd 

April 2017) if no training plan has been defined 

or rolled out.

Depending on the systems, this training should be 

monitored either by CEC or NHS, and supervised by the 

IJB.

A training plan will be developed to ensure all existing staff who 

need to access systems belonging to both the Council and NHS 

Lothian receive the appropriate training to enable them to use the 

system appropriately with due regard to data protection. Training on 

all systems to be used by a postholder will become part of the 

mandatory training for new appointments. Compliance with this 

arrangement will be overseen by the nominated officer with 

responsibility for ICT and Information Governance.

Overdue ########### 30/09/18

Draft project plan to be discussed at the 

next ICT Steering Group. Responses 

received from Survey Monkey 

questionnaire to staff in integrated team 

will define the project/workstream's 

scope.  It is anticipated that the 

questionnaire's returns will be completed 

by May. Thereafter, the project will be 

launched at the next available Locality 

Manager's Forum in early June.  

Cathy Wilson, 

Operations 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

HSC1701ISS.1
H&SC Care Homes - 

Corporate Report
Health & Social Care High

Action is required to address the significant and systemic 

operational control gaps emerging from the combined Internal 

Audit; Health and Safety and Information Governance review of 

the Council's Care Homes.

The Health and Social Care partnership should develop 

and implement a ‘self-assurance’ framework for care 

homes (similar to that implemented by Communities and 

Families across schools in 2017/18) to enable early 

identification and resolution of control weaknesses, and 

prevent future exposure to significant care quality; health 

and safety; clinical patient’s safety; information 

governance; and other operational risks.

A self assurance framework will be designed and implemented that 

will validate effective operation of controls in place to manage these 

risks.  The Health and Social Care Partnership Operations Manager 

will be accountable for development; implementation and ongoing 

operation of the framework.  Development and implementation 

support will be requested from Business Support and Quality 

Assurance and Compliance.

Not yet due ###########

Current Position as at 26/03/18 - Open 

March 2018 Update: Draft copy of self-

assurance framework was presented at 

the Locality Managers Forum and was 

positively received. Additional Health & 

Safety questions have been included to 

reflect care home action plans. Still 

waiting on business support key business 

processes to further progress and 

implement. Cluster Managers are to be 

consulted in April 2018.  February 2018 

Update from H&SCP Operations Manager:  

Operations Manager has prepared a draft 

self-assurance framework for Care 

Homes, and submitted this to Internal 

Audit to evidence progress. Awaiting 

additional key business support products 

(compliance checklists and guideline 

notes) from Business Support Manager.

Michelle  

Miller,Interim 

Chief Officer. 

EH&SCP

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A

Clear guidance should be produced for care homes 

detailing the process to be applied when a resident does 

not have sufficient funds to cover necessary personal 

expenditure.

Business Officer compliance with weekly reconciliations. Officers 

assigned to write guidance.
Not yet due ########### 30/06/2018

Guidelines for weekly reconciliations are 

now active and evidence passed to IA for 

verification some evidence has still to 

produced to close.

Mary  McIntosh, 

Business 

Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A 

Care home managers should be permitted discretion over 

small negative balances, but they must be recorded 

accurately and promptly, and the care home manager’s 

authorisation of the position recorded.

To be input to the guidance. Business Officer compliance with 

current procedure.  Space will be included in forms to record Unit 

Manager authorisation of the negative position.

Overdue ########### IA Validation

All forms have been updated and are 

consistent across the City.  There is now a 

process in place that does not allow for 

negative balances. All have been trained to 

make sure the relevant social work centre 

is contacted to get funds released.  

Evidence sent to IA for validation. 

Mary  McIntosh, 

Business 

Services 

Manager

Christine  Shaw With IA for validation N/A N/A

Recurring problems in relation to insufficient resident’s 

savings funds should be discussed with the residents’ 

social worker, and a process developed with Social Care 

Finance to enable access to interim financial support.

Raise Awareness of S.12 financial assistance from SWCs to all care 

staff and input to guidance. This will be achieved via an initial visit to 

all care homes by the Business Services Manager, Health and Social 

Care who will engage with Business Support Managers and Business 

Support Officers.
Overdue ########### IA Validation

All forms have been updated and are 

consistent across the City. There is now a 

process in place that does not allow for 

negative balances. All have been trained to 

make sure the relevant social work centre 

is contacted to get funds released. 

Evidence sent to IA for validation.

Mary  McIntosh, 

Business 

Services 

Manager

Christine  Shaw With IA for validation N/A N/A

Business Support Team Leader should ensure that the 

reconciliation process is undertaken at all care homes on 

a regular basis. Any significant errors found within the 

reconciliation process should be reported to the 

Business Support Team Leader and rectified as soon as 

possible.

Reconciliations process will be included as part of a new monthly 

controls process to be implemented and monitored via completion 

of a monthly spreadsheet.  A working group has been established to 

document all processes to be included.  Business Officers will be 

responsible for ongoing compliance with procedure and evidenced 

in supervision notes.

Not yet due ###########

Mary  McIntosh, 

Business 

Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A

Forms to record residents’ cash and property held by the 

care home at death should be reviewed by Health and 

Social Care Finance to ensure that the content of the form 

is clear and confirm that all assets owned by the resident 

should be recorded.

Form 309 to be reviewed.  Assigned to Business Support Officers to 

review and update in liaison with Unit Managers.

IA Validation 

in progress
###########

IA Validation in progress. Changes made 

to admission and discharge form to 

ensure that residents’ cash and property 

is recorded. Guideline has also been 

updated.  Internal Audit Note: Evidence of 

compliance submitted on 29/03/18; see 

D.1.3 & will be reviewed in the week 

Mary  McIntosh, 

Business 

Services 

Manager

Christine  Shaw With IA for validation N/A N/A

The value of cash details of physical possessions held 

should be certified by the care home manager prior to 

forwarding the form to Health and Social Care Finance or 

returning the assets to the family

To be reviewed and included in Admissions and discharge procedure 

paperwork.

Overdue ########### 31/05/18

#

#

#

#

#

#

Staff have been assigned to work this city 

wide. The plan is to look at this in 

conjunction with the admissions and 

discharge procedure.

Mary  McIntosh, 

Business 

Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

1 x additional resource 

has been added to the 

team to help with audit 

actions, and work with 

IA to complete 

evidence validations. 

N/A

Care homes should be reminded to obtain written 

confirmation from the family where cash or valuables are 

donated to the care home, receipts should also be 

obtained when returning assets or money to relatives.

Simple, standard donation form to be introduced which includes 

part for receipting signatures. This will be included in the revised 

admissions / discharge process that will be included as part of a new 

monthly controls process to be implemented and monitored via 

completion of a monthly spreadsheet.  A working group has been 

established to document all processes to be included.

Not yet due ###########

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A

Care home managers should perform a six-monthly 

review to confirm that all employees have completed 

mandatory, induction and refresher training and that 

completion has been recorded on the iTrent human 

resources system. Where training has not been 

completed, this should be discussed with employees and 

reflected (where appropriate) in their annual performance 

discussions.

This will be included as part of a new monthly controls process to 

be implemented and monitored via completion of a monthly 

spreadsheet.  A working group has been established to document all 

processes to be included.

Not yet due ###########

Current Position at 12/04/18 - Open - 

Not Yet Due.  March 2018 update: Draft 

copy of self-assurance framework was 

presented  at the Locality Managers 

Forum  and was positively received. 

Additional health and safety questions 

have been included to reflect care home 

action plans. Still waiting on business 

support key business processes to 

further progress and implement. This 

continued delay has been escalated to the 

Head of Customer Services and a more 

senior manager allocated as lead officer. 

Cluster Managers are to be consulted in 

April 2018.  Position at 22/02/18 - Open - 

Not Yet Due.  February Update:  This has 

been included in the draft self-assurance 

framework.  Draft assurance framework 

document has been submitted to Internal 

Audit to evidence progress.  Awaiting 

additional key business support products 

(compliance checklists and guideline 

notes) from Business Support Manager.

Cathy   

Wilson,Operatio

ns Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

Training planning should be implemented across all care 

homes to support assessment and identification of 

employee training needs and ensure that these are 

addressed by either attending at or delivering of training.

A spreadsheet has been developed for all mandatory training and is 

being implemented in each home.  The Business Support Officer will 

ensure the info is up to date and liaise with the Unit manager.

Overdue ########### IA Validation
Evidence has been sent to IA for 

validation.

Mary  McIntosh, 

Business 

Services 

Manager

Karen  Sutherland With IA for validation N/A N/A

Care home managers should be trained in the new 

Performance Conversation framework.

Business Support Teams All Business Support Officers have 

attended the training and will cover performance conversations for 

handymen and domestic care home staff.

Overdue ########### IA Validation

Conversations completed by all except for 

2 homes where there is currently no 

Business Support Officers.  Evidence 

submitted to IA for validation. 

Mary  McIntosh, 

Business 

Services 

Manager

Karen  Sutherland With IA for validation N/A N/A

Six monthly and annual performance conversations 

should be completed for all employees and the outcomes 

recorded on the iTrent human resources system.

Business Support Teams All Business Support Officers have 

attended the training and will cover performance conversations for 

handymen and domestic care home staff.  MyPeople has been 

updated to reflect completion of annual performance conversations 

for these employees. Overdue ########### 31/05/18 30-Jun-18 Currently at 90% completion for all 

conversations ref HR Itrent.

Mary  McIntosh, 

Business 

Services 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

1 x additional resource 

has been added to the 

team to help with audit 

actions, and work with 

IA to complete 

evidence validations. 

N/A

Care home managers and business support officers 

should attend the ‘managing attendance’ workshops 

which are currently being delivered by Human Resources 

and ensure that managing attendance procedures are 

consistently applied.

Business Support TeamsBusiness Support Officer planned program 

in place
Not yet due ###########

Mary  

McIntosh,Busin

ess Services 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

The iTrent system should be reviewed on a quarterly basis 

by business support managers to confirm that absences 

and performance conversations are completely and 

accurately recorded.

This is the responsibility of the Unit manager for their direct reports.  

The Business Support Officer will ensure that the Unit Manager is 

aware on a monthly basis for Domestics and Handymen reporting to 

them The Business Support Officer is required to monitor and 

report through the Customer process on a monthly basis.  The staff 

nurse / charge nurse to be appointed at Gylemuir will ensure that 

this is performed for all NHS staff.

Not yet due ###########

Mary  

McIntosh,Busin

ess Services 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

Care home managers should be trained in the new 

Performance Conversation framework.

Health and Social Care Teams Will ensure that performance 

conversation training has been attended by all H&SC line managers 

in Care Homes.

Not yet due ###########

Current Position 12/04/18 -  iTrent 

confirmation received for 6 out 10 care 

home managers having completed the 

training. The four remaining care home 

managers have been contacted directly to 

book the two-day Conversation Spotlight 

Workshop training date. One care home 

manager has advised that they have 

completed the course through Cecil - 

getting guidance from Learning and 

Cathy   

Wilson,Operatio

ns Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

Six monthly and annual performance conversations 

should be completed for all employees and the outcomes 

recorded on the iTrent human resources system.

Health and Social Care Teams  Will ensure that annual performance 

conversations (once completed) are recorded on the iTrent system.
Not yet due ###########

Current Position 12/04/18 -  iTrent report 

request for each care home will be run on 

16 April 2018 to establish completion 

levels. Going forward, this is included in 

the care home self-assurance framework 

currently in development.

Cathy   

Wilson,Operatio

ns Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

Care home managers and business support officers 

should attend the ‘managing attendance’ workshops 

which are currently being delivered by Human Resources 

and ensure that managing attendance procedures are 

consistently applied.

Health and Social Care Teams  Will ensure that managing attendance 

workshops have been attended by all H&SC line managers in Care 

Homes.

Not yet due ###########

Current Position 12/04/18 - Request sent 

to HR to confirm current training 

completion rate.

Cathy   

Wilson,Operatio

ns Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

The iTrent system should be reviewed on a quarterly basis 

by business support managers to confirm that absences 

and performance conversations are completely and 

accurately recorded.

This is the responsibility of the Unit manager for their direct reports.  

The Business Support Officer will ensure that the Unit Manager is 

aware on a monthly basis for Domestics and Handymen reporting to 

them The Business Support Officer is required to monitor and 

report through the Customer process on a monthly basis.  The staff 

nurse / charge nurse to be appointed at Gylemuir will ensure that 

this is performed for all NHS staff.

Not yet due ###########

Current Position at  14/03/18 - Cluster 

Managers to be consulted in April on the 

new care home self-assurance framework.  

Cathy Wilson, 

Operations 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

The iTrent system should be reviewed on a quarterly basis 

by business support managers to confirm that absences 

and performance conversations are completely and 

accurately recorded.

This is the responsibility of the Unit manager for their direct reports.  

The Business Support Officer will ensure that the Unit Manager is 

aware on a monthly basis for Domestics and Handymen reporting to 

them The Business Support Officer is required to monitor and 

report through the Customer process on a monthly basis.  The staff 

nurse / charge nurse to be appointed at Gylemuir will ensure that 

this is performed for all NHS staff.

Not yet due ###########

Current Position at  14/03/18 - Open - 

Not Yet Due March 2018 update: This will 

be addressed through the care home self-

assurance framework.

Pat  Wynne, 

Chief Nurse
Karen  Sutherland

Will be treated - in 

progress by Service 

Area

N/A N/A

Guidance should be produced for all care homes 

regarding the documentation that should be retained in 

the care homes to ensure agency staff have the necessary 

training and ID.

To be integrated with Starters/Leavers process.
IA Validation 

in Progress
###########

Meeting held between IA, Business 

Support Manager and H&SCP Operations 

Manager12.04.18 to discuss further 

evidence required. Business Support 

Manager to advise of date for validation 

of relevant evidence to IA.

Mary McIntosh, 

Business 

Services 

Manager

Karen  Sutherland With IA for validation N/A N/A

Care homes should receive analysis of the agency staff 

and hours worked charged to their cost centres to allow 

these to be reviewed and validated.

The BSO will assist the UM (See A2.1). A paper is being presented to 

the Health and Social Care Senior Management Team week 

commencing 15th January 2018 that proposes a solution where 

information will be provided to Locality Managers who will prepare 

reports for Care Homes. If this solution is agreed, it will be 

implemented immediately.

Overdue ########### 31/10/18

Following January SMT meeting, it was 

agreed that a Project Manager would be 

appointed to take on this work. Chief 

Officer signed off a key vacancy form on 

21 March 2018 for a one-year fixed 

contract. Once post holder is appointed, 

request to change item ownership to this 

post holder. 

Recruitment underway. Once post holder 

is announced, IA will be notified to 

change action ownership.

TBC, Project 

Manager
Karen  Sutherland

Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

HSC1701ISS.1
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H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

The Care Inspectorate Dependency Assessment was on display 

in all ten care homes and staffing levels were met on the day of 

the audit in nine of the ten care homes visited. The Care 

Inspectorate Dependency Assessment for the Royston Mains 

care home specifies that a dedicated mental health nurse must 

be on duty between 7am and 2pm. Royston Mains care home 

opened in April 2017 and is not yet operating at full capacity 

with only 45 of 60 places filled, as the specialist dementia unit 

is not yet open. There are no mental health nurses currently 

working at the home.The Gylemuir Care Inspectorate 

Dependency Assessment is based on a 30-bed centre, whilst 

the care home has capacity for 60 residents and regularly 

accommodates more than 30 residents. The care Inspectorate 

has been informed of this discrepancy, however Gylemuir are 

currently determining their own resourcing requirement for 

Gylemuir as opposed to applying Care Inspectorate 

requirements.

Employee resources and budgets should be reviewed to 

ensure that Care Inspectorate Dependency Assessments 

requirements are consistently achieved.

Unit managers submit monthly reports to Cluster manager and 

Locality management team. Locality management team responsible 

for ensuring resource meets the demand based on dependency 

scoring.

Not yet due ###########

This has been included in the draft self-

assurance framework.  Draft assurance 

framework document has been submitted 

to Internal Audit to evidence progress.  

Awaiting additional key business support 

products (compliance checklists and 

guideline notes) from Business Support 

Manager.

Cathy 

Wilson,Operatio

ns Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

Gifts and hospitality registers should be maintained in 

each care home to record all gifts and hospitality received 

by employees.

This will be included as part of a new monthly controls process to 

be implemented and monitored via completion of a monthly 

spreadsheet.   A working group has been established to document 

all processes to be included.  The new process will specify that 

anything in excess of £10 in value should be included in the gifts 

and hospitality register

Overdue ########### 30/06/18 IA Validation

It has been agreed that the unit managers 

will be responsible for this through one 

register for the home – Business Support 

staff are aware of this existing process 

and how to follow it.  Evidence submitted 

to IA.

Mary  McIntosh, 

Business 

Services 

Manager

Karen  Sutherland With IA for validation N/A N/A

Gifts and hospitality details should be provided quarterly 

to the Health and Social team (including provision of a nil 

return where applicable) to ensure that the central 

register is regularly updated and maintained.

This will be included as part of a new monthly controls process to 

be implemented and monitored via completion of a monthly 

spreadsheet.  A working group has been established to document all 

processes to be included.  The new process will specify that 

anything in excess of £10 in value should be included in the gifts 

and hospitality register and that the central hospitality register 

should be updated quarterly.

Overdue ########### 30/06/18 IA Validation

It has been agreed that the unit managers 

will be responsible for this through one 

register for the home – Business Support 

staff are aware of this existing process 

and how to follow it.  Evidence submitted 

to IA.

Mary  McIntosh, 

Business 

Services 

Manager

Karen  Sutherland With IA for validation N/A N/A

A list of emergency contact details for senior management 

and Council staff should be produced to reflect the 

revised Council structure.

List pulled together by Business Support Officer and Business 

Support Managers and has been distributed.
Not yet due ########### 30/06/2018

Current Position at 30/05/18  - the 

required emergency contact list has been 

written and ditributed all that remains is 

to get the evidence to the IA to close. 

Mary  

McIntosh,Busin

ess Services 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

This list should be cascaded to all care homes with the 

instruction that local plans and contact lists be updated 

accordingly.

List pulled together by Business Support Officer and Business 

Support Managers and has been distributed.
Not yet due ########### 30/06/2018

Current Position at -  IA Update 12.04.18 - 

Meeting held between IA, Business 

Support Manager and H&SCP Operations 

Manager12.04.18 to discuss evidence 

required. Business Support Manager to 

advise of date for validation of relevant 

evidence to IA. Update for 30/05/18 - 

Mary  

McIntosh,Busin

ess Services 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

All care homes should then be instructed to display 

updated incident flow charts at key points around the 

building.

This will be included as part of a new monthly controls process to 

be implemented and monitored via completion of a monthly 

spreadsheet.   A working group has been established to document 

all processes to be included.  Unit Managers will be responsible for 

the content of the incident flow charts.

Not yet due ###########

Mary McIntosh, 

Business 

Services 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

Contingency boxes should be established in all care 

homes.

All contingency boxes being revamped and sustained by Handyman.   

Evidenced in supervision notes.

Overdue ########### 30/06/18 IA Validation

List of contents for boxes has been 

agreed and is being implemented by the 

end of April and can be evidenced.

Mary McIntosh, 

Business 

Services 

Manager

Karen  Sutherland With IA for validation N/A N/A

HSC1701ISS.1
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H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

In seven of the ten care homes, employees who had left the 

Council were still listed on the Global Address List and had live 

active directory account enabling them to access Council 

systems, including e mail.

Care home managers should ensure that the Council’s 

procedures for leavers are consistently applied, with 

requests to remove access directory accounts submitted 

in advance of the leaving date with a request for this to be 

actioned by ICT the day after the agreed termination date.

This will be part of the revamped Starters/Leavers process.

Overdue ########### IA Validation

There is a tick box leavers form which 

covers these issues and is kept in the file.

Ongoing IA Validation 

Mary McIntosh, 

Business 

Services 

Manager

Karen  Sutherland With IA for validation N/A N/A

Plans to address the most recent Care Inspectorate 

findings included in their June report should be defined 

and implemented.

Action plan developed in discussion with Care Inspectorate. 

Gylemuir action group set up with monthly meetings to monitor 

outputs and outcomes

Overdue ########### IA Validation

Action Plan submitted to the Care 

Inspectorate has been submitted to IA for 

validation. 

Pat Wynne, 

Chief Nurse
Christine  Shaw With IA for validation N/A N/A

The current admissions suspension decision should be 

regularly reviewed, and removed only when considered 

appropriate.

Following review of action plan, and ongoing improvement, 

admission suspension was lifted. Currently open to 30 residents, 

capacity will increase when staff recruited

Overdue ########### IA Validation
Evidence submitted to IA demonstrating 

capacity increase.

Pat Wynne, 

Chief Nurse
Christine  Shaw With IA for validation N/A N/A

A specific risk should be recorded in the Health and Social 

Care risk register reflecting the strategic risk associated 

with operation of the Gylemuir care home.

A new risk was added to the Edinburgh Integration Joint Board risk 

register in relation to Gylemuir.   The H&SC risk register is in the 

process of being refreshed with specific locality risks being 

developed that will be recorded in Datex (NHS risk Management 

system).  A specific risk for Gylemuir will be recorded in the relevant 

locality risk register and in the consolidated Health and Social Care 

risk register.
Overdue ########### 30/04/18 31-Jul-18

The Partnership Risk Register is 

progressing well.  Workshop are planned 

for localities for May/June by the Quality 

and Safety Manager.

Pat Wynne,Chief 

Nurse
Christine Shaw

Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

Regular progress updates should be provided to the 

Inspectorate in relation to development of the Gylemuir 

strategy and progress with addressing inspectorate 

recommendations.

Ongoing communication with the Care Inspectorate continues at 

local and senior level. Care Inspectorate invited to join Gylemuir 

action group

Not yet due ###########
Pat Wynne, 

Chief Nurse
Christine  Shaw

Will be treated - in 

progress by Service 

Area

N/A N/A

H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

There have been significant changes in the Health & Social Care 

senior management and business support structures in the 

past year. These changes have not been updated on resilience 

information provided to all care homes, so emergency contact 

lists are out of date. The standard business continuity plan 

template includes a flow chart outlining what procedures to 

follow in the event of an incident. Only two care homes 

displayed this chart in Duty Offices. However, as noted above, 

the flowchart was out of date as the emergency contacts listed 

no longer work for the Council; Two of the care homes visited 

did not have formal contingency boxes (boxes containing items 

for use in an emergency) in place.

H&SC Care Homes - 

Corporate Report
Health & Social Care High

A temporary Care Inspectorate registration certificate was in 

place at Gylemuir Care Home during the audit visit in June 2017, 

which was due to expire at the end of that month. The 

registration was then extended until the end of August 2017 

with the condition that either the proposed date and the 

strategy for closure of the service or plans for refurbishment 

should be agreed with the Care Inspectorate.  Since then, the 

registration has been extended to June 2018 and a subsequent 

Inspectorate review performed.  The interim Health and Social 

Care Chief Officer is prioritising the concerns raised by the 

Inspectorate to ensure that these are addressed and has 

suspended new admissions in the interim period.  The revised 

Inspectorate conditions of registration are that the Council 

‘must inform the Care Inspectorate by 30 March 2018 of the 

proposed date and the strategy for closure of the service or 

provide details of the future plans for the service. If the service 

is to be long term and a home for life a full programme of 

refurbishment must be agreed with the Care Inspectorate to 

ensure the premises comply with current standards and best 

practice’. Finally, our review confirmed that there were no clear 

operational guidelines in place for Gylemuir detailing 

management responsibilities for management and oversight of 

NHS team members providing care at the home. For example, 

the care home manager was unable to confirm that NHS team 

members had completed all necessary training for their role, or 

whether attendance management for NHS team managers was 

being recorded.

H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

Only 4 of the 10 care homes could demonstrate that induction 

checklists had been completed and copies of photo ID retained 

for agency staff on duty on the day of our visit.   Care homes do 

not receive a breakdown of invoices from Adecco (the agency 

staffing supplier pre-April 2017) or Pertemps (the supplier post 

April 2017). Significant discrepancies between timesheets and 

hours billed were identified in four of the care homes, with 

minor differences identified in a further three care homes.

H&SC Care Homes - 

Corporate Report
Health & Social Care Low

Whilst no concerns were identified at any of the care homes in 

relation to employees accepting gifts from residents or family 

members, no formal gifts and hospitality registers are 

maintained at individual care homes.  Social Care finance 

maintain a central gifts and hospitality register for care homes, 

however there is no established guidance or procedures to 

ensure that details of gifts and hospitality received are provided 

by care homes to the Social Care finance team to support 

maintenance of the centralised register.

H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

All employees are required to complete bi-annual essential 

learning about the Council’s key policies and procedures. The 

iTrent human resources system should be updated to confirm 

completion and enable HR to monitor completion across all 

council employees (a completion rate of 56% across all Council 

employees was recorded in 2016). Three of the ten care homes 

were unable to demonstrate that all employees had completed 

essential learning with completion recorded on iTrent.  In 

addition to mandatory training, induction and regular refresher 

training should also be completed. Four of the ten care homes 

could not demonstrate that all social care workers had 

completed medications training in the last 2 years, and three of 

the ten care homes could not demonstrate that all relevant staff 

had competed manual handling training in the last 18 months. 

Three of the ten care homes were unable to provide evidence of 

training plans to confirm that employee training needs had been 

assessed and appropriate training attended or delivered.

H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

Line managers must complete annual performance reviews for 

all staff at grade 5 or above and record the outcomes in the 

iTrent human resources system. Performance reviews and 

scores had been recorded on iTrent for all ten care home 

management teams (care home managers; depute and business 

support officers) included in our sample. However, in 

discussion with care home managers, it was established that 

whilst scores had been recorded in iTrent, performance review 

meetings had not taken across at least 5 of the 10 care homes.   

The Managing Attendance policy was not well embedded across 

the care homes. Eight care homes had not consistently recorded 

sickness absence dates in the iTrent system.Only three of the 

ten care homes could demonstrate that return to work 

interviews were carried out within 3 working days of the 

employee’s return, and that employees with frequent or long-

term absence were managed through the Managing Attendance 

stages.

H&SC Care Homes - 

Corporate Report
Health & Social Care Low

Cash and bank reconciliations were completed weekly at 7 of 

the 10 care homes, and signed as evidence of review by the 

business support officer at 5 of the care homes.   Residents at 8 

care homes had negative balances on their savings accounts at 

the time of audit. This was generally less than £20, but there 

were residents with significant ‘negative balances’ on their 

Residents’ Savings Card at 2 care homes – Fords Road and 

Royston Mains. The BSA at Fords Road care home identified 

that there was unallocated Residents Savings of £1,379.64. 

Following an investigation; this was found to be attributable to 

a banking error and mismanagement of records.  The 

reconciliation process had not been carried out at Royston 

Mains care home as the resident’s savings records had not been 

amalgamated from Porthaven and Parkview Care homes into the 

new home and the BSO and BSA did not have full access to the 

necessary bank accounts.

H&SC Care Homes - 

Corporate Report
Health & Social Care Low

Forms to record residents’ cash and property held by the care 

home at death were routinely completed and forwarded to 

Health and Social Care Finance, however it was not clear what 

cash, valuables and other possessions should be recorded, or 

which sections of the form should be signed by the care 

home.There was one case where a family member had donated 

the amount left on the resident’s savings card to the care home 

on his death: however, there was no confirmation of the family 

member’s decision to make this donation, such as an email or 

letter.

There is a risk of managers not being aware of 

their responsibilities to notify their ‘non-home’ 

organisation of staff changes.  This could lead to 

access rights not being updated for leavers or 

movers and result in confidentiality of sensitive 

citizen data being put at risk, leading to regulatory 

fines or censure.Immature data sharing protocols 

increase the risk of data being inappropriately 

handled or misused, putting theconfidentiality of 

sensitive citizen data at risk, leading to regulatory 

fines or censure.

IJB Data Integration 

& Sharing

xx Integration Joint 

Board
Medium

Training processes do not meet the changing requirements 

imposed by newly provisioned access to NHS or CEC data sets. 

CEC and NHS employees receive mandatory training as part of 

their induction to CEC and NHS respectively. However where 

CEC staff are provided access to NHS data (and vice versa) there 

are no additional training requirements.  As a result NHS or CEC 

staff may handle data inappropriately as they have not been 

briefed on specific requirements.Training is not regularly 

refreshed or reviewed, and there are no clear policies that staff 

are required to follow when receiving new access to systems to 

positively affirm compliance.

IJB Data Integration 

& Sharing

xx Integration Joint 

Board
High

The governance processes in place are not sufficiently mature to 

support the vision of seamlessly sharing data between both 

parties to the IJB.  We observed the following areas of 

weakness:Roles and responsibilitiesRoles and responsibilities 

are not well defined or communicated between CEC and NHS, in 

particular relating to:Management of access to critical 

systems;Reporting and escalation of issues; andEnsuring 

compliance with legal information governance regulations. 

Management structureA process is currently ongoing to 

establish and capture cross party system access requirements 

for the NHS, CEC and external parties (e.g. GP practices).  While 

we recognise that this exercise is now complete, at the time of 

the review, a management structure to manage access has not 

been established, and there is no clear roadmap or timeline that 

details when and how access will be implemented.  In the 

interim system access is being granted to individuals on an ad-

hoc basis. Communication strategyDuring our review, it was 

observed that the communication strategy is not well defined. 

The IJB does not promote awareness of its remit or the benefits 

it can facilitate to staff within CEC and NHS.  This has resulted in 

a lack of awareness on the types of data, not originating from 

their ‘home’ organisation, which is now available to staff.

IJB Data Integration 

& Sharing

xx Integration Joint 

Board
High
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Clear guidance is required in relation to management and 

oversight of NHS team members employed at Gylemuir. 

This guidance should be developed and applied to all care 

homes where it is expected that NHS and CEC team 

members will work together in partnership.

The staffing model at Gylemuir house has been reviewed, a Senior 

Charge Nurse has been seconded in to support direct management 

and professional support of NHS staff while the recruiting process 

continues to identify a substantive Senior Charge Nurse. NHS staff 

continue to operate under NHS governance and are professionally 

accountable through the nursing line. It is expected that this post 

will be permanently filled by April 2018 Nursing staff remain under 

NHS terms and conditions. The Senior Charge Nurse is directly 

managed by the Care Home manager and professionally accountable 

to the professional lead in North West locality

Not yet due ########### 31/10/2018

The Clinical Nurse Manager (CNM) 

continues to lead the team.   The new Care 

Home Manager who will take up post in 

July, has a nursing background and will 

therefore  provide direct supervision to 

the nursing staff as well as management 

oversight of Gylemuir House. This will be 

supported by CNM and Chief Nurse line 

management.  The deputy position which 

is funded as a Charge Nurse, however is 

open to either a nurse or social care staff. 

Recruitment for this post will take place 

once the new Care Home Manager is in 

post. Further clarification from IA on what 

evidence is needed to close down this 

Pat Wynne, 

Chief Nurse
Christine  Shaw

Will be treated - in 

progress by Service 

Area

N/A N/A

HSC1701ISS.2

0

H&SC Care Homes - 

Corporate Report
Health & Social Care Low

Five care homes did not have an asset register in place at the 

time of our audit visit, with three of those indicating that they 

had no high value assets to record. The nature of items 

recorded on the 5 asset registers varied and usually only 

included Council issued desktops and mobile phones. Other 

assets including artwork, TVs, computers for service users and 

rented items were often excluded.

Clear guidance should be provided by Finance and ICT 

regarding the value and nature of items that should be 

recorded in an asset register.

The asset registers currently used in Social Work centres has been 

copied and e mailed to all business support teams and unit 

managers in care homes for completion.

Not yet due ########### 30/06/2018

IA Update 12.04.18 -  Meeting held 

between IA, Business Support Manager 

and H&SCP Operations Manager12.04.18 

to discuss evidence required. Business 

Support Manager to advise of date for 

validation of relevant evidence to IA.

Mary McIntosh, 

Business 

Services 

Manager

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A N/A

HSC1701ISS.3
H&SC Care Homes - 

Corporate Report
Health & Social Care High

Our audit programme included visits to Gylemuir Care Facility, 

which was brought under Council management in December 

2014, and Royston Mains Care Home, which opened in April 

2017. Both Gylemuir and Royston Mains were rated ‘red’ 

(‘requires immediate attention’) in multiple categories, and 

highlighted areas where the processes supporting opening care 

homes and closing care homes could be improved. Whilst 

Gylemuir was an existing care facility transferred to the Council 

from another external provider and Royston Mains is a new 

purpose-built care home, both management teams have 

experienced similar difficulties since these care homes were 

established.  These include: Service models - have not yet been 

finalised for Gylemuir or Royston Mains. Financial management 

– As with all care homes; the budget for Royston Mains was not 

finalised until July 2017 (more than three months’ post year 

end) and the care home manager was not provided with detailed 

2017/18 budget information to allow him to make informed 

choices over budget spend.  The 2017/18 budget for Gylemuir 

has not yet been finalised. Telephony and technology – the 

homes have experienced unreliable connections to the 

Council’s phone and computer networks since opening, 

resulting in inability to make or receive calls, send, or receive 

faxes (which are required to send prescriptions to the 

pharmacy), and access Council systems. Business support 

resources – high volumes of turnover in business support 

resource have impacted the homes ability to implement and 

maintain effective operational controls and ensure appropriate 

access to core Council systems. Systems access – neither 

management team had full (Royston Mains) or reliable 

Health and Social Care plans to deliver at least two new 

care homes in the next few years. We recommend that 

‘lessons learned’ review of the issues experienced at 

Gylemuir and Royston Mains is performed and the 

outcomes factored into the plans for opening new care 

homes in future to ensure that these issues do not recur. 

This should include:Input from care professionals 

throughout the design and build process to identify 

design elements to avoid in future builds.Specification of 

key systems and tools which must be available on the day 

a new care home opens, andRecruitment and training of 

all care and business support teams prior to opening.

Business Support is in the process of developing a care homes open 

and closure plan to be applied to the opening and closure of all care 

homes in future. Once developed, this document can be used by the 

relevant Health and Social Care project managers responsible for 

opening and closure of Care Homes.

IA Validation 

in Progress
###########

With IA for validation 

Open March 2018 Update: All care homes 

now have a copy of opening and closing 

care home spreadsheet. Oakland is 

currently closing (spreadsheet in use) - 

will be submitted as evidence.  Internal 

Audit Note: Evidence of compliance 

submitted on 29/03/18; see D.1.4 & will 

be reviewed in the week commencing 9th 

April; CS.

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw With IA for validation N/A N/A

HSC1701ISS.4
H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

Porthaven and Parkview Care Homes were closed in April 2017 

and all residents were transferred to Royston Mains. We visited 

Royston Mains in July 2017, 3 months after the care home 

opened, and found:Bank Accounts - Porthaven and Parkview 

bank accounts were still open, but signatories had left the 

Council or transferred to another care home and Royston 

Mains staff, who were now responsible for managing those 

accounts, had no access to bank statements.Records 

Management – Financial records such as Cash Books relating to 

Porthaven and Parkview Welfare income were held in storage 

following the move to Royston Mains and were therefore, 

unavailable for review.Safes - the Porthaven safe had been 

moved to Royston Mains but was still registered with the 

Council’s Insurance team as being located at Porthaven. Staff 

records - staff records had not been updated on the iTrent 

human resources system to reflect the care homes they had 

been transferred to, so the care home manager did not have 

access to personnel records. Review of the process applied 

when staff transfer between care homes confirmed that this is 

an ongoing issue.  System access rights - Porthaven and 

Parkview purchasing approvers and requisitioners who had not 

transferred to Royston Mains were still active in the Oracle 

finance system.

0

We recommend that a checklist is created to guide 

managers through the process of closing a care home. 

This should include: Ensuring all staff and patient records 

(which may contain personal information) are cleared 

from the building and archivedClosing bank accounts and 

updating insurance records Removal of employee access 

rights to all core CEC systems and creating new access 

rights (where required).This checklist should be suitable 

for use when closing any Council unit, not just care 

homes.

Business Support is in the process of developing a care homes open 

and closure plan to be applied to the opening and closure of all care 

homes in future. Once developed, this document can be used by the 

relevant Health and Social Care project managers responsible for 

opening and closure of Care Homes.

Not yet due ########### 30/06/2018

Update 30/05/18  Internal Audit Note: 

Evidence outstanding and will be sent in 

to IA for action clusure in the next 2 

weeks.

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A

Care home budgets should be reviewed and rebased to 

align them with current operational service models and 

expected operating costs.

This piece of work was completed as part of the restructure of 

budgets to reflect the locality operating model in September 2017. 

Budgets are regularly monitored through general ongoing 

monitoring performed by Finance and there is an established 

process for ensuring that overspends are communicated to budget 

owners.  Business support will also be providing more support to 

Unit Managers in relation to ongoing budget management.

IA Validation 

in Progress
###########

Current Position as at 26/03/18 - IA 

Validation in Progress March 2018 

Update: This piece of work has been 

completed. Now done more regularly. 

Evidence already submitted to close in 

November - can this please be followed 

up by IA. IA Update: Meeting held on 

09/04/18 and supporting evidence 

requested for a sample of Care Homes; 

CS.

Kenny   

Raeburn,Senior 

Accountant

Christine  Shaw With IA for validation N/A N/A

All care home managers should be provided with monthly 

budget reports or given access to the Frontier system to 

enable review of performance against budget and 

communication of any issues.

Frontier reports sent out monthly
IA Validation 

in Progress
###########

Current Position as at 26/03/18 - IA 

Validation in Progress March 2018 

Update: This piece of work has been 

completed. Frontier reports are now sent 

to Care Home Managers monthly. 

Evidence already submitted to close in 

November - can this please be followed 

up by IA?  IA Update: Meeting held on 

09/04/18 and supporting evidence 

requested for a sample of Care Homes; 

CS.

Kenny   

Raeburn,Senior 

Accountant

Christine  Shaw With IA for validation N/A N/A

Care home managers should be supported with budget 

management by re-establishing regular meetings with 

Finance and their line managers (cluster managers).

All care home managers will have a budget meeting once a year with 

finance and on an ad hoc basis when required. Budget meetings 

started in Sept 2017.

IA Validation 

in Progress
###########

Current Position as at 26/03/18 - IA 

Validation in Progress March 2018 

Update: This is done. Evidence already 

submitted - Can this please be followed 

up by IA?  IA Update: Meeting held on 

09/04/18 and supporting evidence 

requested for a sample of Care Homes; 

CS.

Kenny   

Raeburn,Senior 

Accountant

Christine  Shaw With IA for validation N/A N/A

Oracle approval limits for care home managers should be 

reviewed to ensure that these are realistic and reflect 

operational requirements.

All requisitioners / authorisers listed and limits will be reviewed, 

agreed, and formally documented. Discussions will be held with 

Finance and revised limits have agreed and implemented.   Revised 

limits will be based on the highest invoice value expected in any one 

unit and applied consistently across all Care Homes Unit Managers.

Overdue ########### 31/05/18

Work to establish the current 

requisitioners and authorisers for the 

Partnership is underway. SEA will be 

working with Finance for the next few 

weeks to sense check approval limits are 

sufficient and the approval routes are 

correct. Where these are insufficient or 

incorrect, these will be amended in 

Cathy   

Wilson,Operatio

ns Manager

Christine Shaw
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

Cluster managers with the appropriate approval limits 

should be asked to approve any purchase orders that 

exceed care home manager approval limits.

Current approval guidelines and requisitioners / authorisers 

established to reflect new locality structure. Cluster Managers will 

approve any invoices that are outwith the authority limits for Unity 

Managers.

Overdue ########### 31/05/18

Once approval structure has been agreed, 

this will be communicated to the relevant 

parties.

Cathy   

Wilson,Operatio

ns Manager

Christine Shaw
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

H&SC, Business Support and the Finance Systems 

Administration Team should review current Oracle access 

rights across all care home cost centres to identify and 

resolve any incorrect access rights.

Reviewed and cost centres removed from staff who have left.

Overdue ########### IA Validation
Evidence sent to IA showing the leavers 

checklists that are currently in use. 

Mary  

McIntosh,Busin

ess Services 

Manager

Christine Shaw With IA for validation N/A N/A

Guidelines for managing Welfare Funds that are aligned 

with the Welfare Fund constitution requirements should 

be developed and rolled out to all care homes.

A working group has been established that will focus on welfare. The 

remit of the group will focus on welfare committees; constitutions; 

accounts; criteria and donations. 2 officers from the working group 

have been assigned responsibility to write and implement welfare 

guidelines.

Not yet due ###########

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A

Each care home should establish a Welfare Fund 

committee to oversee administration of the Fund; decide 

how the funds should be spent and who can authorise 

expenditure.

A working group has been established that will focus on welfare. The 

remit of the group will focus on welfare committees; constitutions; 

accounts; criteria and donations. 2 officers from the working group 

have been assigned responsibility to write and implement welfare 

guidelines.

Not yet due ###########

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A

Each care home should produce a set of annual accounts 

to be reviewed by the Welfare Fund Committee. We do 

not consider an external audit of these accounts 

necessary given that Welfare Funds are typically low in 

value, but recommend that care homes establish peer 

review arrangement.

A working group has been established that will focus on welfare. The 

remit of the group will focus on welfare committees; constitutions; 

accounts; criteria and donations. 2 officers from the working group 

have been assigned responsibility to write and implement welfare 

guidelines Task assigned to Business Officer for annual accounts 

and daily bookkeeping.  Guidelines to be written for consistency.

Not yet due ###########

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A

Guidance should be prepared by Social Care Finance on 

how the outings fund should be used;

A working group has been established that will focus on welfare. The 

remit of the group will focus on welfare committees; constitutions; 

accounts; criteria and donations. 2 officers from the working group 

have been assigned responsibility to write and implement welfare 

guidelines.

Not yet due ###########

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A

Care homes should be provided with pre - paid purchase 

cards to reduce the amount of cash being handled in the 

care homes and avoid the need for staff to purchase 

items on personal cards.

Ensuring compliance with current procedures should reduce the 

amount of cash being handled in care homes, with no requirement 

for implementation of pre paid cards.   Existing procedures will be 

reinforced.

Overdue ########### IA Validation

Meeting held with IA on previously 

submitted evidence, but evidence was not 

agreed.  Action required to clarify what 

evidence is required as processes are in 

place and are being reinforced.

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw With IA for validation N/A N/A

Audit has provided Business Support with an Excel 

template which can be used to record cash and bank 

transactions and perform bank reconciliations. Business 

Support should consider rolling this across all care 

homes with training and guidance provided on how this 

should be used.

Spreadsheet introduced for all cash and running in all homes.

Overdue ########### IA Validation

Spreadsheet introduced for all cash and 

running in all homes.  Evidence with IA for 

validation

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw With IA for validation N/A N/A

Bank account signatory lists should be reviewed quarterly 

by Care Home managers and any necessary changes 

advised to the Council’s Treasury team.

All homes are accurate as at October 2018 Signatory changes to be 

aligned to starters and leavers process

Overdue ########### IA Validation
Evidence submitted to IA.  IA Validation in 

progress

Mary  McIntosh, 

Business 

Services 

Manager

Christine  Shaw With IA for validation N/A N/A

Treasury should perform an annual review of all care 

home bank account signatories to ensure that they are 

complete and accurate.

The recorded list of signatories will be issued annually by Treasury to 

the Care Homes with a request that they revert back within one 

month detailing any leavers who should be removed.   Finance will 

then make the appropriate adjustments to existing bank account 

signatories.

Not yet due ###########

Innes  Edwards, 

Principal 

Treasury and 

Banking 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A

Details of make/model, size and position of safes should 

be provided by care homes to the Council’s insurance 

team.

All safes re-registered with Insurance Section.

Overdue ########### Closed in May
Closed

Evidence submitted to IA.

Mary  McIntosh, 

Business 

Services 

Christine  Shaw With IA for validation N/A N/A

Once received, the Insurance team should perform a 

review of limits to held in safes and determine the grading 

of safes.

Discussion between Insurance & Business support to determine 

that Corporate appointees included in CEC policy. Process for 

informing client/family of personal insurance requirements on 

admission for cash & valuables.
Overdue ########### 30-Jun-18 Additional meeting held between 

Business Support and Insurance Team. 

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

1 x additional resource 

has been added to the 

team to help with audit 

actions, and work with 

IA to complete 

evidence validations. 

N/A

Revised safe limits should be communicated to all Care 

Homes.

List distributed to all homes.

Overdue ########### 30/06/18 Closed in May Evidence submitted to IA.

Mary  McIntosh, 

Business 

Services 

Christine  Shaw With IA for validation N/A N/A

Care homes should perform periodic reviews to confirm 

that safe insurance limits are not breached.

Discussions to be held with family members as part of the 

admission process to ensure family is clear that insurance does not 

cover personal items for residents. CEC is covered for client money 

only where the Council is the resident’s corporate appointee.  

Admission process will be included as part of a new monthly 

controls process to be implemented and monitored via completion 

of a monthly spreadsheet.  A working group has been established to 

document the admissions process.

Not yet due ###########

Mary  

McIntosh,Busin

ess Services 

Manager

Christine  Shaw
Will be treated - in 

progress by Service 

Area

N/A N/A

1. All staff responsible for cash handling/management 

should complete the Council's new Finance 

Reconciliation training and confirm awareness of Policy 

and Procedures prior to commencing cash handling 

activities. Completion of training should be formally 

documented.

1. All current Business Support staff responsible for cash 

handling/management will complete the Council's new Finance 

Reconciliation E-Learning course. Business Support Team Managers 

can request confirmation of their teams’ E-Learning course 

completion from The Business Hub. A record will be kept locally for 

each member of staff as to when their annual refresher is due, this 

will be tracked on a team spreadsheet. Completion will be evidenced 

by a screen shot from the E-Leaning module. It is our intention to 

self-audit periodically that these actions are being adhered to.

With IA for 

validation
########### N/A

Update 30/05/18 - all staff have 

completed training screen shots for e 

learing captured and submitted by 

30/05/18

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall With IA for validation N/A N/A

2. Imprest and Emergency Grant fund administration 

should be performed in line with the Council's Imprest 

Procedures, Bank Reconciliation Procedures, and the 

Procedure for Adults at Risk (section 12 funds). Regular 

reconciliation of the funds should be completed only by 

staff employed and trained to handle cash.

2. Business Support induction plans will ensure that all staff 

responsible for cash handling/management will complete the 

Council's new E-Learning Finance Reconciliation training and 

confirm awareness of Policy and Procedures prior to commencing 

cash handling activities. Induction plans are signed off by both staff 

member and line manager. Completion will be evidenced by a screen 

shot from the E-Leaning module. It is our intention to self-audit 

periodically that these actions are being adhered to. To ensure 

Clients Cash and Emergency Grant fund administration is performed 

in line with the Council's Imprest Procedures, Bank Reconciliation 

Procedures, and the Procedure for Adults at Risk (section 12 

funds), a separate weekly reconciliation of the funds held in both 

Clients Cash and Emergency Grants will be completed by staff 

employed and trained to handle cash in every centre.

With IA for 

validation
########### N/A

Update 30/05/18 - all staff have 

completed training screen shots for e 

learing captured and submitted by 

30/0518

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall With IA for validation N/A N/A

3. Imprest and Emergency Grant funds should remain 

separate and effective cash flow management procedures 

should be established to prevent transfers between 

funds occurring.

3. A note to all staff will be sent reminding them that it is policy and 

procedure not to mix the two accounts cash and reiterate that if 

there are any issues in complying with this instruction, it should be 

escalated to both the relevant Business Support Manager and 

Business Support Team Manager.

With IA for 

validation
########### N/A

30/05/18 - all evidence has been 

submitted to IA for closure - evidence of 

email to team managers reminding them 

of the process and attatching banking 

recocilation updated guidance notes.

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall With IA for validation N/A N/A

4. Cash management and reconciliation administration 

activities performed across centres should be regularly 

reviewed in line with Council Policy and procedures, by an 

officer independent of the process and documented 

evidence of review retained.

4. Copies of the signed reconciliations are to be stored within the 

relevant teams’ G Drive folder with the spreadsheets. A spot check 

of these requirements will be carried out and recorded by Business 

Support Managers. Business Support Team Managers will complete 

a monthly review of financial processes within their team to ensure 

Clients Cash and Emergency Grant funds remain separate and 

effective cash flow management procedures are followed to prevent 

transfers between funds occurring. The Business Support Team 

Managers responsible for Residential Units have a large number of 

bank accounts so in these instances a spot check of different 

accounts every month will be completed. Business Support Team 

Managers will complete peer reviews of financial processes within a 

colleague’s team, a review to be conducted every two weeks, to 

ensure cash management and reconciliation administration activities 

performed across centres are in line with Council Policy and 

procedures, Findings will be documented and discussed with the 

appropriate Business Support Team Manager. If required an action 

plan will be agreed and signed by both managers and all 

documentation will be retained within the relevant team G Drive 

folder.

With IA for 

validation
########### 05/06/2018

Update on 30/05/18 - g drive proofs sent 

to IA for validation including reconcilation 

checks and spreadsheet for various 

locations as required by IA - just waiting 

on the evidence being accepted as this 

action is linked to other audit actions.

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall With IA for validation N/A N/A

5. Bank signatories should be reviewed annually and 

immediately updated following changes in personnel 

involved the cash management process.

5. Bank signatories will be reviewed annually at the start of every 

financial year in April and immediately updated following changes in 

personnel involved in the cash management process. Business 

Support Team Manager to add this to team diary and Business 

Support Officer should ensure that all signatories are up to date and 

appropriate. Business Support Manager will arrange reoccurring 

annual meeting to discuss requirements.

With IA for 

validation
########### N/A

update 30/5/18 - signatories have been 

reviewed and will be evidence on team 

managers monthly reconcilation returns 

and will be sent for validation on the 

31/05/18. Annual diary remiders are all in 

place as well as the annula finance review 

meetings - evidence provided to close.

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall With IA for validation N/A N/A

6. There should be an annual review of the Insurance 

provision for cash and items of value held by the unit to 

confirm that insurance limits remain appropriate. The BSO 

should ensure that insurance conditions regarding cash 

limits and key storage are consistently applied.

6. An annual review of the Insurance provision for cash and items of 

value held by the unit will take place at the start of every financial 

year in April to confirm that insurance limits remain appropriate. To 

ensure that insurance limits are adhered to, Business Support 

Officers will contact CEC Insurance to enquire of any changes in safe 

limits. The Business Support Officer should ensure that insurance 

conditions regarding cash limits and key storage are consistently 

applied.

With IA for 

validation
########### N/A

Update 30/5/18 - all complete and and 

will be evidence on team managers 

monthly reconcilation returns and will be 

sent for validation on the 31/05/18. 

Annual diary remiders are all in place as 

well as the annula finance review meetings 

- evidence provided to close.

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall With IA for validation N/A N/A

7. Guidance will be developed detailing the process and 

relevant authority levels to be applied when writing off 

unreconciled cash amounts, and communicated to all 

budget owners.

7. As part of the 6-monthly update of the Council’s key governance 

framework, delegated authority with regard to any necessary write-

off of imprest related monies will be clarified and incorporated 

accordingly in the Council’s Scheme of Delegation and Financial 

Regulations. Additional guidance in this area will also be included in 

refreshed imprest guidance which will be published on the Council’s 

Orb and communicated to all relevant budget managers.

Not yet due ###########

Alison Henry, 

Corporate 

Finance Manager

Lesley Newdall
Will be treated - in 

progress by Service 

Area

N/A N/A

To ensure effective control over funds held on behalf of 

CEC Clients the following actions should be implemented: 

1. A full review of all Corporate Appointee contracts 

should be carried out to establish if:o Clients remain 

eligible with an ongoing need for a CA contract;o All 

corporate appointees have an allocated Social Worker 

administering and monitoring their contract,o Funds held 

on behalf of the client are within the maximum limits set 

by DWPo DWP should be contacted on behalf of the 

client to discuss funds held in excess of maximum cap 

set,o The client had needs which may be met by 

expenditure from their DWP funds.

1. Health and Social Care: Given the considerable business support 

and social worker resources implications, the above 

recommendations will take time to design, implement and maintain. 

Business Support is resolving problem appointee arrangements as 

we go along, however, the backlog of reviews will need a programme 

management approach to rectify errors and support the governance 

required. In the meantime, associated risks will be added to the 

Partnership’s risk register to monitor controls and progress on a 

monthly basis, given its high finding rating. Following the Care Home 

Assurance Review, the Partnership is developing a self-assurance 

control framework. Locality Managers have agreed for corporate 

appointee arrangements to be included in the assurance framework 

– which if found to be successful and useful, can be mirrored by the 

other applicable services in this report. Business Support is working 

on new guidelines for the administration of Corporate 

Appointeeship (e.g. new procedures, monthly checklists, etc.), which 

will support the effective delivery of the framework.

Not yet due ###########

Cathy   

Wilson,Operatio

ns Manager

Lesley Newdall
Will be treated - in 

progress by Service 

Area

N/A N/A

To ensure effective control over funds held on behalf of 

CEC Clients the following actions should be implemented: 

2. Adults at Risk: Guardianship, Intervention Orders and 

Access to Funds procedures should be reviewed and 

updated to include a requirement for an annual review of 

existing Corporate Appointee contracts to confirm 

ongoing eligibility and need. The procedures should also 

be updated to include a requirement for ongoing review 

of client balances to ensure that applicable DWP limits 

are not breached.

2. New guidelines will be written to ensure clarity of responsibilities. 

Sections will be included detailing Social Work; Business Support; 

and Transactions team responsibilities. The objective is to create and 

implement an end to end process that includes eligibility criteria, 

DWP processes and a full administrative process that will

Not yet due ########### 30/06/2018

30/05/18 - this is in the process of being 

written and required input from other 

audit actions to be completed - a senior 

manager is working on this with HSC to 

close.

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall
Will be treated - in 

progress by Service 

Area

N/A N/A

To ensure effective control over funds held on behalf of 

CEC Clients the following actions should be implemented: 

3. Processes in Centres holding Corporate Appointee 

accounts should be aligned with the afore mentioned 

Procedure and consistently applied across all Centres.

3. Disability residential and day clients cash administration is 

currently being reviewed and updated. Robust processes have 

already been implemented and further processes are scheduled for 

review. Deceased client process will be a section within the main 

guidelines and the update of these processes is in progress.

Not yet due ########### 30/06/2018

30/05/18 - this is in the process of being 

written and required input from other 

audit actions to be completed - a senior 

manager is working on this with HSC to 

close.

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall
Will be treated - in 

progress by Service 

Area

N/A N/A

To ensure effective control over funds held on behalf of 

CEC Clients the following actions should be implemented: 

4. Provision for additional secure cash holding facilities in 

relevant areas used to issue weekly allowance monies to 

clients should be introduced, to avoid transportation of 

large quantities of cash through main office areas.

4. Each individual property will be reviewed to minimise the risk of 

cash movement across main offices and protocols put in place for 

each.

Not yet due ###########

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall
Will be treated - in 

progress by Service 

Area

N/A N/A

To ensure effective control over funds held on behalf of 

CEC Clients the following actions should be implemented: 

5. Compliance with all Client fund and cash procedures 

should be independently monitored by the Business 

Support Officer, at least monthly, and evidence of this 

review documented and retained.

5. Monitoring of all client cash is held on a separate spreadsheet 

that the Business Support Officer will sign off weekly. The business 

support team manager will check against the new procedure and 

countersign monthly.

With IA for 

validation
########### N/A

30/05/18 - this is all in place and the 

evidence for the clients cash reconcilation 

and audit processes should be enough to 

close this down - seek IA advice to close 

as evidence provided for this in other 

audit actions.

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall With IA for validation N/A N/A

â€¢ Breach of CEC cash management policies and 

procedures, and Council standing orders;â€¢ Risk 

of fraud from unauthorised imprest or 

Emergency Grant payments;â€¢ Lack of 

awareness of Council policy for cash 

management and bank reconciliations leads to 

poor practice and errors in banking/cash 

accounting;â€¢ Staff at risk when carrying cash 

from the bank to the unit, especially as bank 

locations have reduced significantly in 

number;â€¢ Risk of fraud where staff, who are no 

longer employed by CEC remain as authorised 

signatories on accounts; andâ€¢ Cash and 

property is not insured due to breach of agreed 

safe insurance limits and other insurance 

conditions.

Four of the 7 centres reviewed held Corporate Appointee 

Contracts (CA) for vulnerable citizens. The total value of funds 

CEC holds under Corporate Appointee contracts is high, with 

£1.1M being managed collectively on behalf of clients by the 

Wester Hailes Healthy Living Bonnington Centres.The process 

for managing Client Funds varied across the 4 centres and the 

following control gaps were identified:â€¢ No regular review 

process has been established to determine whether clients 

remain eligible with an ongoing need for a CA contract;â€¢ The 

client fund spreadsheets in the Bonnington Road and West 

Pilton Gardens centres highlighted that funds held on behalf of 

a client receiving Department of Work and Pension benefits 

exceeded the set upper benefit entitlement threshold of 

£16,000;â€¢ West Pilton social work, The Access Point and 

Bonnington centres were not handing personal cash allowances 

to recipients in a private, secure environment. They did not have 

a dedicated private room where cash envelopes could be 

securely stored during the allocated client cash collection 

days;â€¢ There was a lack of evidence across all four centres 

that Business Support Officers (BSOs) in all four centres 

performed independent monitoring of corporate appointee 

fund management processes;â€¢ There was no consistent 

approach to dealing with client funds following their death. 

BSO’s found it difficult to locate the relevant guidance and 

advice;â€¢ Firrhill Centre did not hold client personal spending 

money in the safe. It was held in an unlocked cupboard 

accessible by all employees;â€¢ Castle Crags did not hold client 

spending money in the safe during daytime opening hours but 

held the funds in a box in the open office accessed by 

authorised CEC employees;â€¢ Firrhill and Castle Crags Business 

support staff did not have operational responsibility for the 

daily management of client’ spending money. Senior social 

workers carried out this responsibility without having 

completed the necessary cash management training;â€¢ Firrhill 

Day centre had inconsistent procedures for the management of 

client spending money between the ‘Blue’ and ‘Green’ Centre 

teams;â€¢ Castle Crags day client team did not follow the good 

practice evidenced by the residential client team and had no 

controls in place for the management of day to day client 

spending money. Due to the high level of risk this presented 

they were requested by audit to implement the required process 

immediately.

Social Work Centre 

Bank Account 

Reconciliations

Health & Social Care High

Control weaknesses in the management of client 

funds presents the following risks:â€¢ Potential 

reduction in or loss of benefit income due to 

excess funds held in client corporate Appointee 

accounts;â€¢ Potential breach of DWP legislation 

through continued acceptance of benefit 

payments when account balances exceed 

specified maximum savings limits;â€¢ Risk of 

fraud in client funds held under Corporate 

Appointee contracts.â€¢ Misappropriation of 

client cash provided by relatives for their 

personal use; andâ€¢ Inability to demonstrate 

that client funds are appropriately administered 

on their behalf.

H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

Care home safe insurance details were not held by the Council’s 

insurance team for 2 of the 10 care homes, and the location of 

a third safe was also not updated on the insurance list. One care 

home with a registered maximum insurance limit for holding 

cash in safes had exceeded the limit by £1,160 on the day of 

the audit.

Social Work Centre 

Bank Account 

Reconciliations

Health & Social Care High

Cash management and reconciliation processes supporting 

imprest and emergency grant accounts were not consistently 

applied across all centres, and the following control gaps 

identified:â€¢ Bank reconciliations were not consistently 

performed each month. Grindlay Court Criminal Justice centre 

had not completed bank reconciliations due to lack of access to 

the electronic Bankline system, despite repeated requests for 

access being submitted to the Council’s Chief Cashier;â€¢ None 

of the centres reviewed were applying input VAT accurately to 

imprest expenditure, with the result that VAT paid was not fully 

reclaimed as part of the Council’s quarterly VAT return process. 

This concern was raised with the Council's VAT officer who is 

now investigating the matter further;â€¢ Cash reconciliations in 

the Firrhill, Bonnington and Grindlay Court centres were 

affected by problems with the standard reconciliation 

spreadsheet provided by Finance, which prevented automated 

population and preparation of the general ledger journal entries 

from the completed reconciliation spreadsheet tab;â€¢ 

Inconsistent use of the standard bank reconciliation proforma 

and failure to retain sufficient evidence of completion of bank 

reconciliations impacted the level of evidence available to 

confirm completion of independent review/oversight by the 

Business Support Officer (BSO);â€¢ Bonnington Centre was in 

breach of Section 12.8 of the Council Finance rules, using 

imprest cash to 'top up' emergency grant cash as a method of 

cash flow. At the time of our review, the full value of the imprest 

fund had been used for payment of emergency grants, with no 

written evidence available supporting the rationale for this 

approach or confirming if or when the funds had been 

repaid;â€¢ There was a lack of Business Support Officer 

awareness of imprest cash management procedures, and not all 

BSO’s had received recent cash management training;â€¢ The 

Firrhill and Grindlay Street centres do not use the cash 

collection and deposit service offered by Loomis;â€¢ There have 

been significant changes in the administration staff within some 

of the centres and bank signatory lists have not been 

consistently updated to reflect these changes; andâ€¢ Evidence 

showed that Firrhill Day Centre, The Access Point, Castle Crags 

and Wester Hailes Healthy Living centres, were not aware of 

their safe insurance limits and were holding cash in excess of 

their approved rating. None of the centres were aware of the 

requirement to ensure safe keys are not stored in the building 

overnight; andâ€¢ There is no established guidance detailing the 

process to be applied and relevant authority levels when writing 

off unreconciled cash amounts.

H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

Welfare funds held across the care homes were generally less 

that £1K in value. The Welfare Fund Constitution (prepared by 

Finance) requires each care home to operate a Welfare Fund 

committee and to produce annual, audited, financial accounts. 

None of the care homes had a Welfare Fund Constitution in 

place, and only one produced an annual statement of accounts. 

A second care home was proactive about setting up a Welfare 

Fund Committee after our audit visit. There was evidence at 

some care homes that residents and their families were 

encouraged to participate in meetings about the Welfare Fund 

and submit suggestions for fundraising activities and how the 

Welfare Fund should be used.  The Royston Mains care home 

operated a separate ‘outings fund’ in addition to the welfare 

fund.  No guidance was available on how these funds should be 

used. No formal authorisation protocol was in place for welfare 

expenditure at any of the Care Homes visited. Seven of the care 

homes told us that the care home manager approves items of 

expenditure in excess of a specified amount, but this approval 

was not generally documented.Welfare Fund transactions are 

generally in cash, with some cheques used. Care homes do not 

have purchase cards or debit cards for the Welfare Fund, so in 

some cases a member of staff made online purchases on their 

personal credit card and reclaimed the expense back.All care 

home Welfare Fund income and expenditure records were 

maintained in paper format.  None of the care homes kept 

electronic records.

H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

Standard RBS forms for changes to bank account signatories 

enables any existing signatory to set up a new signatory. Bank 

accounts signatories at all 10 care homes had not been 

reviewed or updated and (in some cases) care home managers 

were not aware of all signatories in place for their care home 

accounts.  Current signatories included staff who had 

transferred to other care homes or other areas of the Council, 

and staff who had left Council employment. In one case, a 

signatory had transferred to another care home three years 

previously. Bank accounts remained open for two care homes 

that are now closed (Porthaven and Parkview), and included 10 

signatories who are not employed at the new Royston Mains 

care home that residents were transferred to.

H&SC Care Homes - 

Corporate Report
Health & Social Care High

At the time of our final visit in July 2017, four months into the 

new financial year, none of the care homes 2017/18 budgets 

had been finalised and no financial monitoring reports had 

been provided since March 2017.  9 out of 10 care homes 

significantly overspent staffing budgets in 2016/17 due to high 

sickness absence rates, unfilled vacancies & lack of budget for 

holiday cover for non-care roles necessitating increased 

expenditure on agency staff. Care home managers previously 

met with Finance (Service Accounting) monthly. These meetings 

no longer happen regularly resulting in a lack of oversight and 

challenge of care home expenditure. Consequently, care home 

managers no longer have a regular forum where they can seek 

advice on financial matters or raise operational issues (such as 

long-term sickness absence or new residents with high care 

needs) which may impact on their ability to meet their 

budget.Additionally, changes in the care home management 

structure implemented in January 2017 has resulted in limited 

contact between care centre managers and their line managers, 

and limited oversight of budgets within Health and Social Care.

H&SC Care Homes - 

Corporate Report
Health & Social Care Medium

Care home managers are currently authorised to approve 

expenditure up to £5,000 on the Oracle purchasing system. 

Weekly agency staffing invoices are frequently higher than this. 

Oracle authorisation limits were found to have been 

circumvented by 6 of the 10 care homes by processing part 

orders (for example a single invoice to the value of £6K is 

processed as two separate orders of £5K and £1K on Oracle). 

Oracle user access rights are not updated to reflect staff 

changes where team members leave, or are transferred to 

another care home. Additionally, current Oracle access rights do 

not reflect recent changes in senior management structures. We 

identified incorrect Oracle user access rights for approvers and 

requisitioners at 8 care homes.

H&SC Care Homes - 

Corporate Report
Health & Social Care High

A temporary Care Inspectorate registration certificate was in 

place at Gylemuir Care Home during the audit visit in June 2017, 

which was due to expire at the end of that month. The 

registration was then extended until the end of August 2017 

with the condition that either the proposed date and the 

strategy for closure of the service or plans for refurbishment 

should be agreed with the Care Inspectorate.  Since then, the 

registration has been extended to June 2018 and a subsequent 

Inspectorate review performed.  The interim Health and Social 

Care Chief Officer is prioritising the concerns raised by the 

Inspectorate to ensure that these are addressed and has 

suspended new admissions in the interim period.  The revised 

Inspectorate conditions of registration are that the Council 

‘must inform the Care Inspectorate by 30 March 2018 of the 

proposed date and the strategy for closure of the service or 

provide details of the future plans for the service. If the service 

is to be long term and a home for life a full programme of 

refurbishment must be agreed with the Care Inspectorate to 

ensure the premises comply with current standards and best 

practice’. Finally, our review confirmed that there were no clear 

operational guidelines in place for Gylemuir detailing 

management responsibilities for management and oversight of 

NHS team members providing care at the home. For example, 

the care home manager was unable to confirm that NHS team 

members had completed all necessary training for their role, or 

whether attendance management for NHS team managers was 

being recorded.

HSC1714ISS.2

HSC1701ISS.2

HSC1701ISS.5

HSC1701ISS.6

HSC1701ISS.7

HSC1701ISS.8

HSC1701ISS.9

HSC1714ISS.1



To ensure effective control over funds held on behalf of 

CEC Clients the following actions should be implemented: 

6. A more robust Day and Residential client cash 

administration process should be introduced, with 

documentary evidence of transactions retained, and cash 

balances appropriate secured.

6. Disability Day & Residential processes will be included in the new 

procedures under a specific section and will include the requirement 

to document and retain evidence of transactions, and ensure that 

cash balances are appropriately secured.

Not yet due ########### 30/06/2018

Update 30/05/18 - procedures manual to 

document this is in the process of being 

written before this can be closed.

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall
Will be treated - in 

progress by Service 

Area

N/A N/A

To ensure effective control over funds held on behalf of 

CEC Clients the following actions should be implemented: 

7. Monthly, reconciliation of all funds held for clients 

should be carried out by a member of staff independent 

of the daily administration process.

7. Monthly reconciliation by Business Support Officers in Disability 

Day & Residential has already been implemented

With IA for 

validation
########### 0 0

Update 30/05/18 - this is all in place and 

clients cash reconcilaition processes and 

audit are live - last evidence to complete 

this to be provided 31/05/18

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall With IA for validation N/A N/A

To ensure effective control over funds held on behalf of 

CEC Clients the following actions should be implemented:  

8. All BSO’s and Senior Social Workers should receive 

refresher training on the closing and reallocation of any 

deceased client fund accounts. Senior SW and BSO’s 

should provide Senior H&SC management with an annual 

assurance that Client funds and cash have been managed 

in accordance with Council Policy and procedures, and 

regularly independently reviewed.

8. Refresher training will be offered as part of the implementation of 

the new guidelines to all staff involved in the process, and recorded 

on staff training records. The training will also be incorporated into 

the new staff induction process.

Not yet due ########### 31/06/18

Update 30/05/18 - all BS staff have been 

trained and evidence provided via screen 

shots the training is also noted on the 

new staff induction checklist. Evidence 

for Social workers and senior Social 

workers is still being gathered. 

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall
Will be treated - in 

progress by Service 

Area

N/A N/A

To ensure effective control over funds held on behalf of 

CEC Clients the following actions should be implemented: 

1. A full review of all Corporate Appointee contracts 

should be carried out to establish if:o Clients remain 

eligible with an ongoing need for a CA contract;o All 

corporate appointees have an allocated Social Worker 

administering and monitoring their contract,o Funds held 

on behalf of the client are within the maximum limits set 

by DWPo DWP should be contacted on behalf of the 

client to discuss funds held in excess of maximum cap 

set,o The client had needs which may be met by 

expenditure from their DWP funds.

1. Business Support: Business Support will enable the review of 

current processes and guidelines in conjunction with Hub and 

Cluster Managers with sign off at the Locality Managers Forum. 

Business support will review all Corporate Appointee accounts and 

contact the relevant social worker, support worker or hub where the 

funds are over £16K for immediate review. Business support will 

advise social work when the funds exceed £16K where there is not a 

valid reason (for example, client deceased and social worker 

discussing estate with solicitor). Clarity on contact with DWP is 

being progressed and will be written into the new guidelines. Regular 

reporting will be introduced from the revised systems being 

implemented. This will be provided monthly at Senior Social Work 

level and annually for H&SC management

Not yet due ########### 30/07/2018

Update 30/05/18 - Corporate Appointee 

accounts have been reviewed contact 

made with  the relevant social worker, 

support worker or hub where the funds 

are over £16K for immediate review. 

Locality managers have still to sign off on 

the new processes.

John  

Arthur,Senior 

Business 

Support 

Manager

Lesley Newdall
Will be treated - in 

progress by Service 

Area

N/A N/A

Risk management and reporting should be established 

with quarterly reviews of risk registers performed to 

identify and prioritise all new and emerging risks, 

determine actions required and allocate ownership. Risk 

registers should also be reviewed and approved by 

relevant committees / governance forums.

A contracts management risk register will be developed describing, 

prioritising, and addressing risks to delivery. The risk register will be 

shared with and approved by the Core group by January 2018.  The 

risk register will be refreshed quarterly and reviewed by the Core 

Group.

Overdue ########### 30/06/2018

After seeking advice from procurement, it 

was discovered that the Council is 

currently developing its first "Contract 

Handover and Management Plan".  The 

draft includes guidance on contract risks. 

Ops Manager met Principle Risk Manager 

and Strategy and Quality Manager (Mental 

Health and Substance Misuse) on 17/04 

to agree on an action plan for EADP's 

contract management.  It was agreed that 

the EADP Joint Commissioning Officer 

would meet the Partnership's Contract 

Team to develop its own contract 

management procedure document, 

mirrored after the Council's draft and 

another recognised local authority.  

Although this piece of work will be 

developed in parallel with the Council's 

own contract management plan (which is 

anticipated to be completed ion in 

August), the EADP will prioritise this work 

in May.  

David  Williams, 

EADP Joint 

Commissioning 

Officer

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

An escalation process should be established and agreed 

with third party suppliers and appropriate committees / 

governance forums (such as the Core Group) to ensure 

that all significant supplier performance management 

issues are identified and resolved. This will include 

specification of thresholds to raise an issue, and a 

process to ensure that all issues are communicated to 

suppliers and resolution monitored.

The existing contract management procedures will be summarised in 

a single document. It will include the dates information needs to 

come in, the key contacts, the escalation process in the event of non-

performance and the priority metrics that would trigger those 

processes (waiting times, numbers taken onto caseloads, planned 

discharges). There will still be subject knowledge and judgement 

involved in monitoring the contracts; the escalation process cannot 

be reduced to an algorithm. To be agreed with the providers to 

confirm our shared understanding and shared with the EADP core 

group by January 2018.

Overdue ########### 30-Jun-18

After seeking advice from procurement, it 

was discovered that the Council is 

currently developing its first "Contract 

Handover and Management Plan".  The 

draft includes guidance on contract risks. 

Ops Manager met Principle Risk Manager 

and Strategy and Quality Manager (Mental 

Health and Substance Misuse) on 17/04 

to agree on an action plan for EADP's 

contract management.  It was agreed that 

the EADP Joint Commissioning Officer 

would meet the Partnership's Contract 

Team to develop its own contract 

management procedure document, 

mirrored after the Council's draft and 

another recognised local authority.  

Although this piece of work will be 

developed in parallel with the Council's 

own contract management plan (which is 

anticipated to be completed ion in 

August), the EADP will prioritise this work 

in May.  

David  

Williams,EADP 

Joint 

Commissioning 

Officer

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

Supplier performance expectations should be prioritised 

and communicated and agreed with third party suppliers.

The existing contract management procedures will be summarised in 

a single document. It will include the dates information needs to 

come in, the key contacts, the escalation process in the event of non-

performance and the priority metrics that would trigger those 

processes (waiting times, numbers taken onto caseloads, planned 

discharges). There will still be subject knowledge and judgement 

involved in monitoring the contracts; the escalation process cannot 

be reduced to an algorithm. To be agreed with the providers to 

confirm our shared understanding and shared with the EADP core 

group by January 2018.

Overdue ########### 30-Jun-18

After seeking advice from procurement, it 

was discovered that the Council is 

currently developing its first "Contract 

Handover and Management Plan".  The 

draft includes guidance on contract risks. 

Ops Manager met Principle Risk Manager 

and Strategy and Quality Manager (Mental 

Health and Substance Misuse) on 17/04 

to agree on an action plan for EADP's 

contract management.  It was agreed that 

the EADP Joint Commissioning Officer 

would meet the Partnership's Contract 

Team to develop its own contract 

management procedure document, 

mirrored after the Council's draft and 

another recognised local authority.  

Although this piece of work will be 

developed in parallel with the Council's 

own contract management plan (which is 

anticipated to be completed ion in 

August), the EADP will prioritise this work 

in May.  

David  Williams, 

EADP Joint 

Commissioning 

Officer

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

Timeframes for receipt of quarterly supplier returns 

should be established and agreed with third party 

suppliers.

The existing contract management procedures will be summarised in 

a single document. It will include the dates information needs to 

come in, the key contacts, the escalation process in the event of non-

performance and the priority metrics that would trigger those 

processes (waiting times, numbers taken onto caseloads, planned 

discharges). There will still be subject knowledge and judgement 

involved in monitoring the contracts; the escalation process cannot 

be reduced to an algorithm. To be agreed with the providers to 

confirm our shared understanding and shared with the EADP core 

group by January 2018.

IA Validation 

in Progress
###########

IA Validation in Progresss.

Current Position at 12/04/18 – IA 

Validation in Progress Contract procedure 

document has been shared. Email 

submitted as evidence.

David  

Williams,EADP 

Joint 

Commissioning 

Officer

Karen  Sutherland With IA for validation N/A N/A

Management should consider whether independent 

validation of 3rd party management information should 

be performed (perhaps on a sample basis). If validation is 

implemented, the process applied and the outcomes 

should be documented.  If validation is not implemented, 

risk of receipt of inaccurate supplier information should 

be recorded in the relevant risk register.

The Health and Social Care quality assurance team will be 

approached to discuss the potential for an annual audit review that 

may reduce our dependence on provider generated data. They will 

provide an options paper to the Core group by January 2018 

confirming whether this is possible.  Implementation Date 

31.01.2018. If the QA team can support completion of an annual 

review, the first annual review will be performed by June 2018.  If 

this is not possible, management will accept this risk on the basis 

that there is insufficient resource capacity within the contract 

management team. Implementation Date 29.06.2018.

IA Validation 

in Progress
###########

IA Validation in Progresss.

Current Position at 12/04/18 – IA 

Validation in Progress. March 2018 

update: Contract procedure document 

has been shared. Email submitted as 

evidence.

David  

Williams,EADP 

Joint 

Commissioning 

Officer

Karen  Sutherland With IA for validation N/A N/A

Contingent resources / support should be identified and 

suitably trained to support ongoing contract 

management

Involvement from Health and Social Care contracts team will be 

requested to support contract monitoring to ensure that there is a 

second person with knowledge of the process. An options paper 

confirming whether this possible will be provided to the Core group 

by January 2018. If the contracts team cannot provide additional 

support, key person dependency risk will be recorded as a risk on 

the risk register.

IA Validation 

in Progress
###########

IA Validation in Progresss.

Current Position at 12/04/018 - Overdue - 

IA Validation in ProgressMarch 2018 

update: Contract procedure document 

has been shared with risk register. Email 

submitted as evidence

David  

Williams,EADP 

Joint 

Commissioning 

Officer

Karen  Sutherland With IA for validation N/A N/A

Contract management processes should be documented.

The existing contract management procedures will be summarised in 

a single document. It will include the dates information needs to 

come in, the key contacts, the escalation process in the event of non-

performance and the priority metrics that would trigger those 

processes (waiting times, numbers taken onto caseloads, planned 

discharges). There will still be subject knowledge and judgement 

involved in monitoring the contracts; the escalation process cannot 

be reduced to an algorithm. To be agreed with the providers to 

confirm our shared understanding and shared with the EADP core 

group by January 2018.

IA Validation 

in Progress
###########

IA Validation in Progresss.

Current Position at 12/04/018 -Contract 

procedure document has been shared 

with risk register. Email submitted as 

evidence.

David  

Williams,EADP 

Joint 

Commissioning 

Officer

Karen  Sutherland With IA for validation N/A N/A

The escalation process referred to within the “Risk and 

Supplier Performance Management issue 

(recommendation 2)” should be documented within the 

new contract management processes.

The existing contract management procedures will be summarised in 

a single document. It will include the dates information needs to 

come in, the key contacts, the escalation process in the event of non-

performance and the priority metrics that would trigger those 

processes (waiting times, numbers taken onto caseloads, planned 

discharges). There will still be subject knowledge and judgement 

involved in monitoring the contracts; the escalation process cannot 

be reduced to an algorithm. To be agreed with the providers to 

confirm our shared understanding and shared with the EADP core 

group by January 2018.

IA Validation 

in Progress
###########

IA Validation in Progresss.

Current Position at 12/04/018 - Contract 

procedure document has been shared 

with risk register. Email submitted as 

evidence.

David  

Williams,EADP 

Joint 

Commissioning 

Officer

Karen  Sutherland With IA for validation N/A N/A

A list of key supplier contacts for each of the individual 

contracts should be prepared and maintained.

The existing contract management procedures will be summarised in 

a single document. It will include the dates information needs to 

come in, the key contacts, the escalation process in the event of non-

performance and the priority metrics that would trigger those 

processes (waiting times, numbers taken onto caseloads, planned 

discharges). There will still be subject knowledge and judgement 

involved in monitoring the contracts; the escalation process cannot 

be reduced to an algorithm. To be agreed with the providers to 

confirm our shared understanding and shared with the EADP core 

group by January 2018.

IA Validation 

in Progress
###########

IA Validation in Progresss.

Current Position at 12/04/018 - Contract 

procedure document has been shared 

with risk register. Email submitted as 

evidence.

David  

Williams,EADP 

Joint 

Commissioning 

Officer

Karen  Sutherland With IA for validation N/A N/A

To ensure ongoing compliance with the Council’s Records 

Management policy, a process should be established 

specifying the contract management records and 

information to be retained; detailing, where the 

information should be stored and specifying dates for 

archiving and disposal.

Records retention policy: Direction will be requested from the 

Information Governance team in relation to Records Management 

Policy requirements and how they should be applied to retention, 

archiving and destruction of contract management information.  

Any lessons learned will be shared with the Health and Social Care 

contracts management team.

IA Validation 

in Progress
########### 0 0

IA Validation in Progresss.

Current Position at 12/04/018 - Contract 

procedure document has been shared 

with risk register. Email submitted as 

evidence.

David  

Williams,EADP 

Joint 

Commissioning 

Officer

Karen  Sutherland With IA for validation N/A N/A

The Contract Manager should ensure that third party 

supplier monitoring information received is transferred 

from his electronic email box to the secured drive in a 

timely manner.

The existing contract management procedures will be summarised in 

a single document. It will include the dates information needs to 

come in, the key contacts, the escalation process in the event of non-

performance and the priority metrics that would trigger those 

processes (waiting times, numbers taken onto caseloads, planned 

discharges). There will still be subject knowledge and judgement 

involved in monitoring the contracts; the escalation process cannot 

be reduced to an algorithm. To be agreed with the providers to 

confirm our shared understanding and shared with the EADP core 

group by January 2018.Involvement from Health and Social Care 

contracts team will be requested to support contract monitoring to 

ensure that there is a second person with knowledge of the process. 

An options paper confirming whether this possible will be provided 

to the Core group by January 2018.

IA Validation 

in Progress
###########

IA Validation in Progresss.

Current Position at 12/04/018 - Contract 

procedure document has been shared 

with risk register. Email submitted as 

evidence.

David  

Williams,EADP 

Joint 

Commissioning 

Officer

Karen  Sutherland With IA for validation N/A N/A

No reviews are currently performed to confirm ongoing 

sustainability of 3rd party service providers. In June 2017, one 

third party provider went into administration and the EADP 

team were unaware of this until the provider advised the Joint 

Programme Manager a few days before. It is noted that no 

issues occurred in this instance as services were transferred to a 

new provider via a TUPE agreement by the existing supplier.The 

risk of Supplier Sustainability was not recorded on any risk 

register to manage the risk of loss of service provision due to 

loss of provider.

Lack of sustainability of service provision.
A supplier sustainability risk will be recorded in the risk register to be 

developed by March and implemented by March 2018

IA Validation 

in Progress
########### 30/06/2018

After seeking advice from procurement, it 

was discovered that the Council is 

currently developing its first "Contract 

Handover and Management Plan".  The 

draft includes guidance on contract risks. 

Ops Manager met Principle Risk Manager 

and Strategy and Quality Manager (Mental 

Health and Substance Misuse) on 17/04 

to agree on an action plan for EADP's 

contract management.  It was agreed that 

the EADP Joint Commissioning Officer 

would meet the Partnership's Contract 

Team to develop its own contract 

management procedure document, 

mirrored after the Council's draft and 

another recognised local authority.  

Although this piece of work will be 

developed in parallel with the Council's 

own contract management plan (which is 

anticipated to be completed ion in 

August), the EADP will prioritise this work 

in May.  

David  

Williams,EADP 

Joint 

Commissioning 

Officer

Karen  Sutherland With IA for validation N/A N/A

No reviews are currently performed to confirm ongoing 

sustainability of 3rd party service providers. In June 2017, one 

third party provider went into administration and the EADP 

team were unaware of this until the provider advised the Joint 

Programme Manager a few days before. It is noted that no 

issues occurred in this instance as services were transferred to a 

new provider via a TUPE agreement by the existing supplier.The 

risk of Supplier Sustainability was not recorded on any risk 

register to manage the risk of loss of service provision due to 

loss of provider.

Lack of sustainability of service provision. Contingency plans will be developed, discussed with existing 

suppliers, and approved by the Core Group.

Overdue ########### 30-Jun-18

After seeking advice from procurement, it 

was discovered that the Council is 

currently developing its first "Contract 

Handover and Management Plan".  The 

draft includes guidance on contract risks. 

Ops Manager met Principle Risk Manager 

and Strategy and Quality Manager (Mental 

Health and Substance Misuse) on 17/04 

to agree on an action plan for EADP's 

contract management.  It was agreed that 

the EADP Joint Commissioning Officer 

would meet the Partnership's Contract 

Team to develop its own contract 

management procedure document, 

mirrored after the Council's draft and 

another recognised local authority.  

Although this piece of work will be 

developed in parallel with the Council's 

own contract management plan (which is 

anticipated to be completed ion in 

August), the EADP will prioritise this work 

in May.  

David  Williams, 

EADP Joint 

Commissioning 

Officer

Karen  Sutherland
Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 

The "Recruitment and Selection Guidance for Managers 

Pre-Employment Checks for Nominated Candidates" 

should be updated to reflect the above change in 

procedure.

Employees should currently retain vetting information received as a 

result of a PVG disclosure check for regulated work. If an existing 

employee working in regulated work is the nominated candidate for 

another position within the Council which is also regulated work 

then that candidate should evidence the vetting information for the 

original PVG check. It should be noted that Disclosure Scotland have 

confirmed that Scheme Record updates now contain original vetting 

information. Employees who fail to evidence the original vetting 

information will result in the Council requiring to pay for a Scheme 

Record update. The cost of this update is £18, this will be an 

additional cost to the Council. The vetting information will continue 

to be destroyed by the People Support Recruitment Team as it is not 

deemed efficient to retain huge amounts of vetting information on a 

‘just in case basis’. The required documentation will be sought on a 

‘need’ basis  In the first instance the responsibility to provide 

information will be the employees.  The requirement to evidence 

vetting information when recruiting staff internally will be included 

in the guidance at its next review.

Closed - 

Verified
########### 14/02/17 0 Closed and Verified by PAM

Grant  

Craig,People 

Support 

Manager

Karen  Sutherland Closed N/A N/A

All nominated candidates should be requested to bring 

their copy of the PVG certificate to the pre-employment 

checks meeting; in order to allow mangers to make an 

informed decision as to whether to proceed with the 

recruitment process or to rescind the offer.

Locality Managers to obtain confirmation from their recruiting 

managers that nominated candidates are being requested to bring 

their PVG certificate to the pre-employment checks meeting. This 

requirement has been effectively communicated to all relevant 

managers / staff and a mechanism will be introduced to ensure that 

the requirement is being adhered too.  This procedure will be 

embedded within the HSC and Safer & Stronger Communities 

protocol.

Overdue ########### 30/04/18 IA Validation  IA Validation in progess

Cathy Wilson, 

Operations 

Manager

Karen  Sutherland With IA for validation N/A N/A

All relevant policies and procedures should be updated 

with the requirement to formally record the ‘Recruiting 

Managers’ decision on the "PVG / Disclosure Risk 

Assessment form" and "Record of Meeting on PVG / 

Disclosure Information" form in order to show clear 

evidence of the decision made. Once complete these 

procedures should be formally communicated to all 

relevant staff / Recruiting Managers. This should include 

the safe storage and retention periods of both forms.

The forms "PVG / Disclosure Risk Assessment form" and "Record of 

Meeting on PVG / Disclosure Information" should be forwarded to 

the Council Recruitment Team checked then retained as part of the 

employees personal file. This will evidence the decision of the 

recruiting manager to offer or rescind employment. A process review 

will be carried out and implemented by 31/12/2016  As part of the 

process review between the HSC Team and HR Recruitment the HSC 

Team have made a commitment to communicate to all relevant staff 

and recruiting managers.

Closed - 

Verified
########### 14/02/17 Closed

Grant Craig, 

People Support 

Manager

Karen  Sutherland Closed N/A N/A

Procedures should be produced by the HSC Recruitment 

Co-ordination Team in conjunction with HR Recruitment 

Team and senior HSC Management to ensure the 

recruitment process is safe, consistent and compliant 

with appropriate legislation and CEC policies. This should 

include the requirement to complete the ‘PVG/Disclosure 

Risk Assessment Form’ and ‘Record Of Meeting on 

PVG/Disclosure Form’

HSC Recruitment Co-ordination Team will work with HR Recruitment 

Team to develop safe and consistent procedure including the 

requirement to update both of the PVG / Disclosure Forms noted.   

Procedures to be strengthened to ensure that we are up to date to 

reflect safe storage and retention procedures.  HSC to formally 

communicate this to all relevant staff and recruiting managers, 

including the safe storage and retention periods of both forms. 

Confirmation of this to be sent to Locality Managers.

Overdue ########### 30/04/18 IA Validation Ongoing IA Validation

Cathy Wilson, 

Operations 

Manager

Karen  Sutherland With IA for validation N/A N/A

SW1601ISS.7

Social Work: Pre-

Employment 

Verification

Health & Social Care Medium

The HSC Recruitment Co-ordination Team carry out 'Bulk 

Interviews' on a monthly basis for Care Home and Homecare 

posts where there are a number of different posts required at 

different locations around the city. This is due to a high volume 

of staff movement within these posts, which due to the nature 

of the posts are required to be filled timeously.  However; it was 

established that the 'Location Manager' who the nominated 

candidate reports to on their first day of work is not necessarily 

the same manager who has interviewed the candidate or taken 

the candidate through the pre-employment checks to check 

their identification.  It is acknowledged that this carries the risk 

that the person who turns up for work may not be the person 

that was interviewed.

Risk of identification fraud resulting in the 

Council employing a candidate who does not 

have the skills or experience required to fulfil the 

duties of the post.  Risk of financial sanctions re 

Right to Work in UK Legislation

All nominated candidates be requested to bring 

photographic identification with them which should be 

checked and verified by the 'Location Manager' on the 

candidates first day of work.  Failure to bring the 

appropriate identification should result in the candidate 

being refused to start work within the Council.  This 

should be embedded within H&SC and Safer and Stronger 

Communities procedures and communicated to all 

relevant staff.

Locality Managers to seek confirmation from either recruiting 

managers and/or location managers to ensure that candidates are 

being requested to bring photographic ID on their first day of work. 

This process will also be embedded within the H&SC and Safer & 

Stronger Communities procedures and communicated to all relevant 

staff.

Overdue ########### 30/04/18 IA Validation Ongoing IA Validation
Cathy Wilson, 

Operations 

Manager

Karen  Sutherland With IA for validation N/A N/A

HSC1601

Care Home Debt 

Management

2. Gross Funding

Health & Social Care Medium

There are occasions when clients are placed in care homes 

within the Private and Voluntary sector where the Client's 

Financial Contact does not have sufficient authority in place (i.e. 

power of attorney or guardianship) to access the client's funds 

and pay the care home fees. In this situation the Council may 

put in place a gross funding contract with the care home in 

order to pay the fees until such times as the Financial Contact 

can access the funds.

Once access to funds has been granted an invoice is raised to 

allow the care home fees to be repaid to the Council.

The failure to actively manage the gross funding 

portfolio could result in the Council paying gross 

funding for longer than is necessary. It also 

increases the risk of the Council being unable to 

recover gross funding paid out.

Gross Funding Follow Up

A regular review of the Care Home Services Gross and 

Miscellaneous Debt spreadsheet should be undertaken 

with the date of the review and action taken noted. Where 

the gross funding provision has ended the spreadsheet 

should be updated to reflect that a bill has been raised to 

reclaim the care home fees.

1. Current Cases

A column has been added to the Care Home Services Gross and 

Miscellaneous Debt spreadsheet to record the date of the review 

and any action taken. A member of the Financial Assessment Team is 

being allocated to identify deaths or changes to a client’s situation 

on a monthly basis and to update the spreadsheet accordingly.

2. Historical Cases

Although for more recent clients the procedure is more streamlined, 

some historical cases have not been dealt with in the same way. The 

two Team Leaders in the Financial Assessment Team intend trawling 

Historic ###########

1. Complete

2. 30/06/18

3. Complete

1. Current Cases: Demonstrated as 

implemented and sustained during self-

assurance exercise. 

Not within the historic IA scope.

2. Historic Cases: Transaction Team have 

now produced a Gross Funding 

Procedure with a statement on gross 

progress (18 May 2018) from the Team 

Leader.  

1. N/A

2. Elizabeth 

Davern, 

Transaction 

Team Officer

3. N/A

With IA for validation N/A N/A

CG1502

Use of demographics 

in the budgeting 

process

1. Health and Social 

Care demographic 

provision

Health & Social Care Medium

The future cost of providing services to older people and to 

adults with learning and/or physical disabilities was calculated 

in 2012 based on the 2010 mid-year populations projections 

and the weighted average cost of delivering Health and Social 

Care services in 2011/12. National Records of Scotland revised 

the population projections for the city in May 2014. The 

population is expected to be around 4% lower each year than 

previously forecast.

The current projections within the long term plan, 

for future demand for services for adults with 

disabilities does not make use of the most 

recently available population projections.

The most recently available population projections (along 

with the most recent information on the other relevant 

factors) should be used in completing the reassessment 

of the cost of providing services to adults with 

disabilities. The revised estimates should then be used to 

update the Long Term Financial Plan.

The costs estimates for older people’s services should be 

revisited as and when new population projections 

become available.

The time series of disabled school leavers that is used as 

the basis for forward projections of the numbers of 

people with learning disabilities requiring adult social care 

services should be updated each year.

1. Review future cost estimates for social care services for older 

people every two years in line with the publication of updated 

population projections by National Records of Scotland. (The next 

publication is expected in 2016).

2. Update annually the time series used to project future numbers 

of people with learning disabilities requiring adult social care 

services.

3. 3. Within the above timescales, also update the unit costs and 

other assumptions used in the Health and Social Care estimates for 

the Long Term Financial Plan Historic ###########

1. 01/12/2018

2. 30/06/2018

3. 30/06/2018

1. The outline commissioning plan is 

heavily influenced by demographical data 

to make decisions and create the current 

financial framework.  The new 

Commissioning Plan will be delivered by 

the end of this year by the Chief Strategy 

and Performance Officer.  Each Plan will 

be supported by a financial framework 

(provided by the Chief Finance Officer).

2. This was reported in the last Edinburgh 

Integration Joint Board Report – 18 May 

2018.  

Item 5.3 & 5.4 

Forward Plan

Report sent to IA for Validation with 

request to close this IA Item.

3. This was reported in the last Edinburgh 

Integration Joint Board Report – 18 May 

2018.  

1. Moira Pringle, 

Chief Finance 

Officer

2. Judith 

Proctor, Chief 

Officer

3. Judith 

Proctor, Chief 

Officer

Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload.

HSC1603

Management 

Information

1. Performance 

Management 

Framework in 

development

Health & Social Care High

A key part of the strategic plan is the development of a 

performance management framework, which will allow the EIJB 

to monitor progress against national and local outcomes, and 

embed quality improvement.

The EIJB is also required by the Public Bodies (Joint Working) 

(Scotland) Act 2014 to publish a performance report each year, 

with the first report due in July 2017. The Scottish Ministers 

have indicated that this will be a report on performance against 

There is a risk that EIJB members and the 

executive board do not have the information 

available to them to monitor progress against 

strategic objectives effectively, and make 

informed decisions about the provision of health 

and social care; and

There is a risk that the EIJB does not have the full-

year data it requires to report on 2016/17 

The Performance Management Framework, including 

preparation for the Annual Performance Report, should 

be finalised and embedded. This should include:

- Performance measures (whether criteria for rubrics, or 

‘traditional’ performance indicators);

- Data required to assess performance against the 

National Outcomes and internal performance measures;

- Establishing the source and timing of data;

1. We now monitor and have data against the 23 core indicators. 

However, the 2016/17 data will not be available by July 2017. This is 

a national issue and Scottish Government is aware of it.

2. A Performance Board is being established as part of the overall 

governance framework for the Health and Social Care Partnership 

which will work closely with the IJB Performance and Quality Group. 

The main role of the Performance Board will be to agree the core set 

of performance indicators and monitor delivery against these. The 

Historic ########### 1 - 3 Complete

4. Feb 2019

1 - 3:  Demonstrated as implemented and 

sustained during self-assurance exercise. 

Not within the historic IA scope.

4. With the new Chief Officer now in post 

(May 2018), early consideration will be 

given to re-establish the Partnership’s 

Performance Board as part of her wider 

1-3: N/A 

4: Judith 

Proctor, Chief 

Officer

With IA for validation N/A N/A

HSC1603

Management 

Information

2. Performance 

information does 

not meet the needs 

of users

Health & Social Care Medium

From 1 July 2016, NHS Boards have been required to submit a 

single data return to the NHS Information Services Division 

containing details of patients delayed in hospital for one or 

more days. A weekly report of delayed discharges is circulated to 

locality managers, and a bi-monthly report is submitted to the 

EIJB which analyses trends in delayed discharges, the causes of 

delays, and actions management have taken to address delays.

Delayed discharges have been reported by point of access to 

care, meaning that the reports cannot be used to identify:

- The number of patients in a particular locality delayed in 

hospital, and the causes for those delays;

- Patients residing outwith the Edinburgh area but delayed in an 

Edinburgh hospital cannot be identified (the delay in discharge 

may be due to delays at their ‘home’ local authority); or

- Patients in hospitals which are not run by NHS Lothian, who 

reside in Edinburgh localities.

Locality managers highlighted that the delayed discharge reports 

are of limited use without this information, as they cannot 

identify the volume or cause of delays in their area, or assess 

the impact of action they take locally to address delays. 

Concerns were also raised about the accuracy of delayed 

discharge reports, given that NHS Lothian sources its data from 

two systems (TRAK and Edison – which is due to be 

decommissioned), with low level discrepancies between the two 

occurring.

It is difficult to ascertain which locality individual 

patients belong to and target resources to 

localities where there are more delays;

Inefficient use of resources where information 

produced cannot be used by the key 

stakeholders to achieve desired objectives.

Delayed Discharge Reporting

Locality managers highlighted that patient postcodes or 

GP registration could be used to identify their locality. 

The NHS Data Set team should include these fields in their 

reporting, grouped into locality, to provide locality 

managers with the granularity they require to identify and 

address delays in their locality.

The Edison system should be decommissioned as 

planned. A review of data quality should be carried out 

for the TRAK system to identify systematic errors in data 

input or in generating reports, and build user confidence 

in the data supplied.

Lessons Learned

Locality managers, the Executive Board and other 

stakeholder groups should be consulted in the 

development of performance measures under the new 

Performance Management Framework, to ensure that 

data and reporting provided supports effective 

monitoring.

1. Delayed discharge reports now include details of GP registrations. 

Edison has now been decommissioned and all reporting is from 

TRAK. 

2. The existing Performance Improvement Meeting (PIM) will be 

replaced by a Performance Board, membership of which will include 

all members of the IJB Executive Team. 

3. The set of indicators agreed by the PIM, which includes the 

Locality Managers are under development and monitoring 

information will be available on both a citywide and locality basis.

Historic ###########

1: Complete

2: Feb 2019

3: Feb 2019

1. Demonstrated as implemented and 

sustained during self-assurance exercise.

2. With the new Chief Officer now in post 

(May 2018), early consideration will be 

given to re-establish the Partnership’s 

Performance Board as part of her wider 

improvement strategy. The groups’ 

membership and remits will be clearly 

defined in their respective terms of 

reference.

3. With the new Chief Officer now in post 

(May 2018), early consideration will be 

given to re-establish the Partnership’s 

Performance Board as part of her wider 

improvement strategy.

1: Complete

2: Judith 

Proctor, Chief 

Officer

3: Judith 

Proctor, Chief 

Officer

Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload.

HSC1502

SWIFT Access 

Controls - 

1. Lack of routine 

monitoring of users

Health & Social Care High

There is no routine monitoring of user activity on Swift. Users 

have access to all client records on Swift, within their access 

group, which can be wide ranging and include significant 

volumes of sensitive data.

Inappropriate activity on Swift can be defined as an individual 

accessing Swift records where there is no professional or 

business reason. Access may be sought to facilitate unethical 

behaviour, data protection breaches and fraudulent activity. 

This could result in financial and reputational damage to the 

Without routine monitoring, there is an increased 

risk that inappropriate activity by registered users 

is not detected and addressed.

Introduction of monitoring controls

Monitoring controls which allow management to identify 

inappropriate access to client records should be 

implemented. These may also deter users from accessing 

records they do not need to view to carry out their duties.

1. Central Audit Systems. Discussions with ICT Solutions indicate 

that there is currently no plan to implement a generic audit system 

to record access to data within all IT systems; auditing is dependant 

on the capability of the specific application.

2. A briefing note has been requested by the Michelle Miller, Swift 

Governance Board chair, to identify proportionate reporting options 

which could be circulated to managers to confirm appropriate 

access to records by their staff. This will be presented at the 

December board. Once an approach has been agreed by the Swift 

Historic ###########

1. Complete

2. Sept 2018

3. Complete

4. Jan 2019

1. Demonstrated as implemented and 

sustained during self-assurance exercise. 

Not within the historic IA scope.

2. Although a system similar to NHS 

Lothian’s ‘Fairwarning’ to monitor 

potential unethical end user access to 

certain accounts/files is not in place, 

current mitigating controls are in place to 

1. N/A

2. Judith 

Proctor, Chief 

Officer

3. N/A

4. Dougal Allan, 

ICT Systems 

Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload.

HSC1502

SWIFT - Access 

Controls 

2. No regular review 

of user access rights

Health & Social Care Medium

There is no regular review of an individual's user access rights to 

check that their access remains appropriate.

There is a risk that active accounts belonging to 

users who no longer require access to Swift 

because they have left the Council or changed 

roles, are not identified and disabled.

This gives rise to the opportunity for 

inappropriate access by current Council 

employee’s using leavers’ accounts which remain 

Regular revalidation of users is introduced

A regular revalidation of all users should be performed. 

Line managers should check each individual's access to 

Swift and ensure that the type of access they have is 

appropriate.

1. On a six monthly basis, managers will be sent a report detailing all 

active end user accounts listed against the teams they manage, 

requesting active confirmation that access rights for all these 

individuals is correct.

2. This will have a confirmation turnaround date of 2 weeks. Failure 

to comply will be escalated to Swift Governance Board. These 

reports will be circulated in November and May.

Historic ########### 30/08/2018

1. Aprox 1200 SWIFT systems users in 

H&SC. 

List of every active users in the past 90 

days (account expiry after 90 days) will 

firstly need to be produced to identify 

group of managers.  

1. Mark 

Burtenshaw, 

Systems Support 

Lead Officer

2. Mark 

Burtenshaw, 

Systems Support 

Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload.

HSC1503
Self-Directed 

Support Option 3

3. Quality Assurance

Health & Social Care High

We reviewed a sample of 25 personal support plans and noted 

a wide variation in the quality and quantity of documentation.

Some teams, such as the North West team, have introduced 

quality assurance procedures to improve the quality of 

assessments and care plans. We were unable to find evidence of 

similar quality assurance procedures across other 

neighbourhoods and teams. There have also been some ad hoc 

interventions centrally, such as a review of a sample of 50 

The lack of a centralised, formalised and 

continuous quality assurance process means 

that the standard of assessments varies 

considerably from area to area. This may have an 

impact on the quality of care delivered.

Quality of assessments and personal support 

plans are a vital aspect of delivering SDS and 

ensuring that people receive the care that they 

Implement a formalised and continuous quality 

assurance process that gets carried out across the 

localities.

1. There is an existing file audit process that will pick up on overall 

issues of both data quality and quality of recording. In order to 

address the specific issues identified through this audit the Quality 

Assurance Team will undertake a themed audit in respect of Personal 

Support Plans. This will involve engaging with key managers to 

establish the questions that need to be answered and will include 

consideration of the model used in the North West Team.

2. Work is underway to embed quality assurance processes in the 

Historic

The themed 

audit will 

commence 

in July 2016 

and the 

final report 

will be 

produced in 

December 

1. Mar 2019

2. Complete

1. Significant piece of work will need to be 

carried out to address Quality Assurance 

Team’s audit findings – these will need to 

be prioritised for action.   The Assessment 

and Review Board will take the lead to 

move this forward. 

2. This has now been developed – recent 

evidence given to Care Inspectorate.

1. Judith 

Proctor, Chief 

Officer

2. Jennifer 

Evans, Quality 

Assurance and 

Safety Manager

Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload.

HSC1503

Self-Directed 

Support Option 3 

6. Sign off Process – 

Assessments and 

Budgets

Health & Social Care Medium

To ensure segregation of duties and the quality of assessments, 

all assessments (which include the user’s budget) are checked 

and then authorised or returned by the assessor’s senior. 

Where a special service (e.g. a care home placement) is required, 

then the assessment and personal support plan also need to be 

authorised by the Sector Manager

We analysed all cases that were added to the Swift database 

between April 2015 and January 2016 and compared the user 

ID of the person who completed the budget to the user ID of 

Not having the budget or personal support plan 

approved by a second set of eyes decreases its 

quality and increases the risk of fraudulent 

activity.

All assessments and budgets should be signed off by a 

senior in accordance with HSC policy. ‘Workarounds’ on 

Swift should be deactivated to prevent this breach of 

segregation of duties recurring

1. ‘Workarounds’ on Swift will be deactivated by 31 December 2016:

Work is being taken forward through the Health and Social Care 

Transformation Project (Governance, Devolved Budgets and Budget 

Management) to implement the budget management functionality 

within SWIFT which will address issues around separation of duties. 

A working group has been established and identified all the 

workstreams required to implement delegated budget management. 

A workshop will be held in mid-May 2016 to agree new operational 

processes including the management of budgets through SWIFT 

with authorisation limits and the facility for budget holders to 

Historic ###########
1. Complete

2. 31/07/2018

1. Demonstrated as implemented and 

sustained during self-assurance exercise. 

Not within the historic IA scope.

2. Request was sent to IA in July 2017 to 

lower risk rating from MEDIUM to LOW. 

To close finding completely, evidence to 

demonstrate the changes requested from 

1. N/A

2. Wendy Dale, 

Strategic 

Planning 

Manager

With IA for validation N/A N/A

Social Work: Pre-

Employment 

Verification

Health & Social Care Medium

Testing identified that working practices between recruiting 

managers, HSC Recruitment, and HR Recruitment are not fully 

documented and this has led to inconsistencies including: - 

bypassing the HSC Recruitment Co-ordination Team;- 

inadequate recording of Criminal Convictions form (CCF) and 

PVG information; - inappropriate record management; and- no 

clear formal procedure has been issued to Recruiting Managers 

to advice them of the requirement to formally document the 

decision to proceed with or recind the offer of employment; 

following receipt of 'vetting information' in respected of the 

nominated candidate.

Key information may not be retained. HSC 

Recruitment Staff and Recruiting Managers may 

not be aware of what is expected of them.  Risk of 

non-compliance with Disclosure Scotland's 'Code 

of Practice'.

Edinburgh Alcohol 

and Drug 

Partnership (EADP) – 

Contract 

Management

Health & Social Care Medium
A Supplier Sustainability risk should be recorded on the 

appropriate risk register.

Social Work: Pre-

Employment 

Verification

Health & Social Care Medium

There was insufficientevidence to support the PVG checks of 

three nominated candidates who were 'existing Council 

employees'. The original PVG certificate is destroyed at the initial 

point of employment. Therefore recruiting managers of 

nominated candidates, who are existing employees, may not be 

aware of the 'vetting information' included in the original PVG 

Check. This restricts managers’ ability to make an informed 

decision to proceed with the employment.  It should be noted 

that Scheme Record Updates (which carry out a check between 

the original PVG Certificated issued; to the date of the 

requested update) do not include details of any 'vetting 

information' held within the original certificate.  The current 

"Recruitment and Selection Guidance for Managers Pre-

Employment Checks for Nominated Candidates" states that "no 

further check is required if the individual is a PVG Scheme 

member in the Council for the same type of 'regulated work'.  

There is potential for staff to be recruited to a role which is not 

appropriate given their previous convictions. For example; a 

person with fraud convictions may properly be recruited to a 

care home if they are not handling cash but a future 

appointment to the homecare service; with access to vulnerable 

people's funds may be approved without due consideration of 

the risk.In October 2016 a carer in East Lothian was convicted 

of Fraud amounting to £46,000 from two clients.

Recruiting managers may have insufficient 

evidence of PVG 'vetting information' to allow 

them to make an informed decision over whether 

to proceed with employment.  This may lead to 

recruitment of staff not appropriate to the role.

Management of the two Treatment Services and Counselling 

contracts is performed by two key EADP partnership team 

members – the Joint Programme Manager and the 

Commissioning Manager; who have specialised contract and 

budget management knowledge specific to these contracts. The 

Joint Programme Manager has left the Council in October 2017. 

It is understood that the Commissioning Manager will assume 

some of the Joint Programme Manager's responsibilities. with a 

more senior manager providing overview.Our review of the 

existing contract management process established that the 

current contract management process has not been 

documented and that existing contract management 

documentation is not maintained in line with the requirements 

of the Council’s Records Management Policy. Specifically: There 

are no documented operational procedures supporting the 

current contract management process. There is no established 

escalation process for reporting supplier performance issues. 

There is no list of key supplier contacts.  Evidence supporting 

the current contract monitoring process (including emails) is 

retained on a server, however, documents are not stored in a 

format consistent with the Council’s Records Management 

policy, including retention and disposal of records as per 

prescribed policy requirements. It is understood that an 

Administrator previously dealt with the administration of 

contract monitoring documents including adherence to 

timescales for receipt and review of third party quarterly returns 

This resource has now been removed from the team as part of 

the Council’s transformation programme.

MediumHealth & Social Care

Edinburgh Alcohol 

and Drug 

Partnership (EADP) – 

Contract 

Management

Key person dependency risk -  due to the 

departure of the Joint Programme Manager, 

resulting in loss of knowledge and 

experience.Inability to effectively manage the 

contracts due to lack of process documentation 

and supplier contact information.Risk that 

supplier performance issues are not identified 

and escalated in a timely manner. Non-

compliance with the Council's Records 

Management Policy.

Edinburgh Alcohol 

and Drug 

Partnership (EADP) – 

Contract 

Management

Risk Management Risks associated with contract management 

and supplier performance have not been recorded and there is 

no evidence to confirm that risks are being managed or reported 

to relevant governance forums. Two risks have already 

crystallised:  Supplier Sustainability - in June 2017, one third 

party provider went into administration and the Council were 

unaware of this until the provider advised the Joint Programme 

Manager a few days before. Whilst no issues occurred in this 

instance as services were transferred to a new provider via a 

TUPE agreement by the existing supplier, this risk was not 

documented and was not identified via ongoing contract 

management. Key Person Dependency - The Joint Programme 

Manager has left the Council in October 2017 and no 

contingent resource has been established to fulfil this 

role.Supplier Performance Management Whilst we have been 

advised that third party supplier performance is mostly 

outcomes based, there are a number of expectations and 

success measures included in the contract specification 

documentation supporting the contracts. We identified one 

service specification included within the Adult Treatment 

Services contract that was not delivered in a timely manner or 

appropriately escalated when not delivered. This related to the 

requirement for provision of an NHS nurse to support training 

for staff on ‘dried blood spot testing’. This training was not 

provided until almost the end of the first year of the contract 

due to lack of NHS funding, and could have significantly 

impacted on service delivery and customer experience. This 

service issue occurred due to lack of a clear escalation process 

to ensure that supplier performance issues are identified and 

resolved in a timely manner. We also established that: Success 

measures included in the contract specification documentation 

are not prioritised or ranked in terms of service delivery 

importance, The contract specification includes the requirement 

for receipt of quarterly supplier returns, however, submission 

dates have not been specified, and There is no independent 

validation of management information supporting success 

measures provided by 3rd parties.

HighHealth & Social Care

Suboptimal 3rd party performance is not 

identified and escalated with adverse impact on 

service provision and customer experience.

Four of the 7 centres reviewed held Corporate Appointee 

Contracts (CA) for vulnerable citizens. The total value of funds 

CEC holds under Corporate Appointee contracts is high, with 

£1.1M being managed collectively on behalf of clients by the 

Wester Hailes Healthy Living Bonnington Centres.The process 

for managing Client Funds varied across the 4 centres and the 

following control gaps were identified:â€¢ No regular review 

process has been established to determine whether clients 

remain eligible with an ongoing need for a CA contract;â€¢ The 

client fund spreadsheets in the Bonnington Road and West 

Pilton Gardens centres highlighted that funds held on behalf of 

a client receiving Department of Work and Pension benefits 

exceeded the set upper benefit entitlement threshold of 

£16,000;â€¢ West Pilton social work, The Access Point and 

Bonnington centres were not handing personal cash allowances 

to recipients in a private, secure environment. They did not have 

a dedicated private room where cash envelopes could be 

securely stored during the allocated client cash collection 

days;â€¢ There was a lack of evidence across all four centres 

that Business Support Officers (BSOs) in all four centres 

performed independent monitoring of corporate appointee 

fund management processes;â€¢ There was no consistent 

approach to dealing with client funds following their death. 

BSO’s found it difficult to locate the relevant guidance and 

advice;â€¢ Firrhill Centre did not hold client personal spending 

money in the safe. It was held in an unlocked cupboard 

accessible by all employees;â€¢ Castle Crags did not hold client 

spending money in the safe during daytime opening hours but 

held the funds in a box in the open office accessed by 

authorised CEC employees;â€¢ Firrhill and Castle Crags Business 

support staff did not have operational responsibility for the 

daily management of client’ spending money. Senior social 

workers carried out this responsibility without having 

completed the necessary cash management training;â€¢ Firrhill 

Day centre had inconsistent procedures for the management of 

client spending money between the ‘Blue’ and ‘Green’ Centre 

teams;â€¢ Castle Crags day client team did not follow the good 

practice evidenced by the residential client team and had no 

controls in place for the management of day to day client 

spending money. Due to the high level of risk this presented 

they were requested by audit to implement the required process 

immediately.

Social Work Centre 

Bank Account 

Reconciliations

Health & Social Care High

Control weaknesses in the management of client 

funds presents the following risks:â€¢ Potential 

reduction in or loss of benefit income due to 

excess funds held in client corporate Appointee 

accounts;â€¢ Potential breach of DWP legislation 

through continued acceptance of benefit 

payments when account balances exceed 

specified maximum savings limits;â€¢ Risk of 

fraud in client funds held under Corporate 

Appointee contracts.â€¢ Misappropriation of 

client cash provided by relatives for their 

personal use; andâ€¢ Inability to demonstrate 

that client funds are appropriately administered 

on their behalf.

SW1601ISS.4

SW1601ISS.5

HSC1714ISS.2

HSC1715ISS.1

HSC1715ISS.2

HSC1715ISS.3



CG1511

Continuous Testing-

Standby, On Call & 

Disturbance 

Payments

1. Claims Breaching 

Council Rules and 

subsequently 

Authorised without 

Due Diligence

Health & Social Care High

The claims of the 22 highest disturbance claimants across the 

Council were scrutinised for a three month period. 15 of the 

claimants (68%) had submitted inappropriate claims. In each of 

the other seven cases some claims lacked sufficient detail to 

independently verify validity.

Full detail of inappropriate claims have been passed to the 

relevant Heads of Service but there is a clear trend that claims 

which are excessive, inappropriate, or erroneous are 

commonplace in certain functions of the Council and 

subsequently authorised without effective due diligence by Line 

Invalid claims are being paid leading to financial 

loss to the Council. Failure to address this will 

lead to current inappropriate practices being 

condoned.

Effective scrutiny of claims

Roles and responsibilities should be reinforced and 

communicated to all staff. Claims should not be 

approved if there is not sufficient evidence to 

demonstrate validity.

Periodic monitoring should be carried out centrally within 

the Directorate until the system is demonstrably 

operating correctly.

1. Electronic Communication to all staff reinforcing their roles and 

responsibilities, clarifying the claims process and the required level 

of information to substantiate these claims.

2. Meet with authorising Managers to remind them of their 

responsibilities, paying particular attention to detail, when 

approving claims.

3. Budget Holding Managers will carry out an ad-hoc analysis of 

claims, on a quarterly basis, to ensure compliance with procedures.

Historic ###########

1. 30/06/2018

2. Complete

3. 30/08/2018

1. Communications to be sent from Chief 

Officer in May 2018

2. Demonstrated as implemented and 

sustained during self-assurance exercise. 

Not within the historic IA scope.

3. 1. Quarterly report of claims to be 

developed and shared with Senior 

Management Team for scrutiny and 

1. Cathy Wilson, 

Operations 

Manager

2. N/A

3. Change and 

Delivery Officer 

(Strategy and 

Insight)/Senior 

Finance Manager 

Will be treated - in 

progress by Service 

Area

N/A

None. Projected 

timeframes allow for 

the work to be carried 

out alongside current 

workload. 



Open findings as at 13th April  2018Service Area Code

Unique No Project Name Group Rating Finding Business Implication Recommendation Agreed Management Action Status Due Date Revised Date Revisions Status Update Owner Audit Contact Treated
Additional Resource 

Requirements

Impact on Service 

Workload

PL1601ISS

.4

Recycling 

Targets
Place Medium

There are a number of Council service 

areas and divisions effected by the 

waste management strategy but are 

unaware of key issues, regulation 

changesand decisions. This appears 

to have been as a result of key 

stakeholders not having been 

appropriately identified and engaged 

in all areas of the process. The key 

stakeholders for the Council's overall 

waste management strategy are wide 

ranging, affecting related strategies 

and span both across the Council 

and externally.

Key stakeholders not 

appropriately engaged leading 

to inefficienciesLack of joined 

up working within the 

CouncilRegulation changes 

not appropriately 

communicated resulting in 

breachesRelated strategies 

suffer from a lack of co-

ordination.

A key stakeholder identification 

exercise should be performed to 

ensure all required individuals 

are included in the process. Key 

groups identified could include: 

Waste Services, Sustainability 

Team, Property Services and 

other external groups.In 

alignment with the creation of 

an internal waste management 

policy, stakeholders could be 

engaged through an overarching 

steering group with 

representation from each key 

group. This group would help 

ensure that relevant information 

is appropriately disseminated 

and that all stakeholders needs 

are considered. It would also 

enable stakeholders to monitor 

and challenge performance 

against the overall waste 

management strategy.

As outlined within the response 

to Action 2, it is our intention to 

refresh the existing strategy and 

to consult with both internal and 

external stakeholders to help 

shape the final strategy.  A series 

of commitments/actions will be a 

key output from the strategy and 

progress against individual 

actions/commitments will form a 

key part of reporting progress to 

stakeholders.

Overdue 31/03/2017 31/03/2018 31/08/2018

The Council’s Waste and Recycling 

Strategy is ready in draft form and will 

be presented to the August Transport 

and Environment Committee for 

approval.

Angus  Murdoch, 

Strategy Officer
Lesley Newdall

Will be treated - in 

progress by 

Service Area

N/A N/A

PL1601ISS

.5

Recycling 

Targets
Place Medium

Although there is considerable 

recycling internally within the 

council, there is currently no internal 

waste management policy.The Waste 

and Recycling Strategy 2010 - 2025 

focuses on external, public waste but 

there is no supportingpolicy which 

specifically states how the Council 

itself as amajor local employer,plans 

on reducing waste arising from its 

own operations (e.g. schools, council 

offices) and increasingrecycling 

participation. The Council's strategic 

aim is to reduce overall waste being 

sent to landfill within the local 

authority by increasing recycling 

participation.Budgets have been set 

aside for schemes to increase public 

awareness and participation in an 

effort to achieve this strategic aim; 

however, agroup of contributors to 

Edinburgh's overall waste (i.e. 

Council employees themselves) is 

being overlooked by not allocating 

sufficient resource to internal waste 

management schemes. In addition, 

there is a lack of data on how much 

waste is sent to landfill as a result of 

Council operations; therefore it 

Lack of clarity over Council’s 

own waste contribution that 

results in financial and 

environmental impact: - Risk 

of reputational damage due to 

lack of own strategy; and - 

Opportunity cost lost on not 

providing an overarching 

framework to support the 

Council’s own recycling 

participation.

The Council should allocate 

sufficient resources to create 

and action an internal waste 

management or resource 

efficiency policy that embraces 

reducing, reusing and 

recycling.Many staff members 

will live in the City of Edinburgh 

Council, therefore generating 

waste at work and at home. 

Providing this awareness at work 

could realise additional benefits 

for the Council as a potential 

reduction for both internally 

generated waste and household 

generated waste within the local 

authority.With the continued 

future increases in landfill tax, it 

is advisable that the Council 

leads by example and gives 

consideration to monitoring its 

own waste data to ensure 

effective targeting of effort.

Our proposed management 

action is to approach the 

Sustainable Development Unit 

and Facilities Management to 

establish a working group to 

review any existing internal waste 

policy, the purpose being to 

incorporating this within, and 

consult on, a refreshed Waste 

Strategy Document (Ref Action 2). 

The inclusion of the Sustainable 

Development Unit is critical in 

moving forward this action as 

they hold responsibility for 

development of the Council’s 

internal waste policy and 

recording data on internal waste 

arisings. Waste & Fleet Services 

will commit to taking the lead in 

establishment of the internal 

working group. Opportunities to 

improve the way in which the 

Council gathers and records data 

on its own waste arisings will be a 

key outcome of the working 

group. The Council’s Trade Waste 

Service (part of the Waste & Fleet 

structure) has already met with 

Facilities Management to identify 

Overdue 30/09/2016 31/12/2017 31/08/2018

78% of the Council estate now has a 

full recycling service in place. The 

remaining 22% may have some streams 

of recycling but not all. Work will be 

completed by the end of August to 

ensure that the appropriate recycling 

bins have been sited at each location. 

Facilities Management have rolled out a 

significant number of internal recycling 

bins across the estate through the use 

of funding from the Waste and 

Cleansing service. 

Karen  Reeves, 

Technical Team Leader
Lesley Newdall

Will be treated - in 

progress by 

Service Area

N/A N/A

PL1603ISS

.3

Mortuary 

Services
Place Medium

The current Bereavement Services risk 

register, dated July 2015, outlines a 

range of controls in place as part of 

the mitigation strategy to manage the 

body holding capacity risk. The risk 

was escalated to the Place risk 

register, and as at April 2016 was in 

the top 10 Departmental residual 

risks, categorised as one of the most 

controlled risks due to the controls 

noted as being in place.  The 

mitigation strategy includes the 

following:Mortuary plan in place; and 

Staff training and participation in a 

Service quality action group. The 

Scientific, Bereavement and 

Registration Services Senior Manager 

noted that there are no formal 

mortuary plans in place covering 

arrangements to minimise storage 

times, and no such training is 

currently being delivered. In addition, 

no Service KPIs orperformance / 

service standards are currently 

produced. Quality documents for the 

Mortuary covering forms, plans and 

procedures are being drafted.  The 

mitigation strategy also notes that 

Funeral Directors are contacted to 

The lack of an accurate risk 

register and formal mortuary 

plan increases the risk that 

intended controls are not 

implemented in practice 

leading to inefficient use of 

resources and demand not 

being managed effectively.

The Bereavement Services risk 

register requires to be updated 

to reflect current controls in 

place. Issues currently outwith 

Council control should be 

added to facilitate wider 

discussion on ways to better 

manage these. A mortuary plan 

should be prepared covering the 

management of body holding 

capacity. The plan should 

include: An outline of current 

arrangements; An outline of all 

key stakeholders;  Service 

standards expected of Mortuary 

staff to ensure an efficient, 

prompt and respectful service;  

Standards expected of key 

stakeholders, for example, 

processes to be followed by 

Police when storing a body out 

of hours, prompt notification 

from Funeral Directors when 

assigned, and prompt collection 

by Funeral Directors when 

notified that a body has been 

released for uplift; and  A 

programme of regular staff 

training sessions to ensure that 

Work with Environment Service 

and Place Directorate to update 

the risk register post 

transformation review. A 

mortuary plan is under 

development and should be 

completed before the end of 

December 2016. Implementation 

by 31/01/2017 is anticipated.

Overdue 31/03/2017 31/10/2017 30/06/2018

Engagement with colleagues in other 

local authorities and with the 

Procurator Fiscal and Police Scotland is 

continuing.  

A comprehensive Management Plan for 

the Mortuary is being prepared and will 

be complete by 30 June 2018.  This will 

include a dedicated risk register for the 

mortuary as well as a business 

continuity plan.  

These final plans will be submitted for 

consideration by the Internal Audit 

team by the end of June 2018. 

Robbie  Beattie, 

Scientific, Bereavement 

& Registration Services 

SeniorManager

Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

PL1603ISS

.5

Mortuary 

Services
Place Medium

The City Mortuary is a key 

stakeholder in the following 

plans:City of Edinburgh Council 

(CEC) Emergency Plan; interim update 

Jul 2014;CEC Corporate Business 

Continuity Plan; Oct 2013;CEC 

Corporate Pandemic Influenza 

Business Continuity Plan; Jul 2009 

(re-issue due Apr 2017);Emergency 

Mortuary Management 

Arrangements Module of CEC 

Emergency Plan; draft Apr 

2015;Services for Communities 

Contingency Plan (Bereavement 

Services); draft Jul 2015; and Services 

for Communities Business 

Continuity Plans for Bereavement 

Services; Dec 2013. There are 

inconsistencies and gaps between 

the plans including:The Bereavement 

Services contingency plan includes 

no detailed action plan covering 

body storage arrangements in the 

event of an extensive emergency, 

such as a pandemic, where National / 

reciprocal body storage resources 

will not be available. This area is 

currently under review nationally via 

the Scottish Government Silver Swan 

If contingency plans in place 

are not comprehensive, with 

accurate and up to date 

capacity information, the 

required actions to be 

undertaken by Council staff 

may be unclear, increasing the 

risk of inappropriate treatment 

of fatalities.

All Mortuary Service contingency 

plans require to be reviewed and 

redrafted to ensure that they are 

up to date, comprehensive and 

reflect current government 

guidance.  Capacity and location 

information within contingency 

documents should be corrected 

to reflect current arrangements.  

Following review and update of 

plans in place: Training should 

be rolled out to staff; and  The 

Corporate Resilience Unit 

should be provided with 

updated extracts.

Work with Corporate Resilience 

Unit to update contingency plans 

drafted before transformation 

review. Work with NHS Lothian to 

support them taking on the role 

of host mortuary for mass 

fatalities, thus easing pressure on 

Council mortuary.

Overdue 31/03/2017 01/06/2018 30/06/2018

Engagement with colleagues in other 

local authorities and with the 

Procurator Fiscal and Police Scotland is 

continuing.  

A comprehensive Management Plan for 

the Mortuary is being prepared and will 

be complete by 30 June 2018.  This will 

include a dedicated risk register for the 

mortuary as well as a business 

continuity plan.  

These final plans will be submitted for 

consideration by the Internal Audit 

team by the end of June 2018. 

Robbie  Beattie, 

Scientific, Bereavement 

& Registration Services 

SeniorManager

Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

High

Skilled project management 

resource should be sourced to 

support effective and timely 

implementation of the Building 

Standards service delivery action 

plan;

A project manager has been 

provided by the Strategy and 

Insight Team. This will initially last 

until April 2017 with the 

intention to continue with this 

until the actions set out in the 

Detailed Continuous 

Improvement Programme are met. 

Weekly meetings are held between 

the project manager and service 

managers with monthly reporting 

to the Head of Service. – Action 

Complete

Not yet 

due
30/03/2018 30/09/2018

Project management resource has been 

secured until 30/09/2018.  Weekly 

meetings have been established and 

the Head of Service is updated regularly 

on progress and meets with the project 

team on a monthly basis.  

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

ICT should be engaged and a 

requirements specification 

designed and timeframes agreed 

to support full and effective 

implementation of the 

Enterprise System to support 

ongoing Building Standards 

service delivery.

ICT are working closely with the 

Council’s IT provided, CGI, to 

deliver an up-to-date version of 

the document management and 

case management systems (Idox 

and Uniform) and their 

associated software systems and 

will ensure that these are 

delivered in Quarter 2 2018/19.

Not yet 

due
28/09/2018

The service continues to work with CGI 

on this.  The target date for completion 

is 28/09/2018.

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

Management should consider 

whether workload should be 

transferred to Aberdeen City and 

Argyll and Bute Councils as part 

of the existing shared services 

arrangements to enable 

sufficient time for full and 

effective implementation of the 

service delivery transformation 

plan and staff training.

Due to its own workload 

pressures, Aberdeen City Council, 

have had to withdraw from the 

shared services arrangement 

temporarily. The quantity of work 

being allocated to Argyll and Bute 

Council has been increased 

accordingly. This is being kept 

closely monitored to ensure any 

issues arising from the additional 

work are resolved. Management 

are finding out whether 

arrangements could be put in 

Not yet 

due
30/04/2018 30/06/2018

Work continues to be allocated to 

Argyll and Bute Council;.  This is being 

monitored with a spreadsheet retained 

which shows the cases allocated. 

Management have contacted 2 

additional Councils so far to esablish 

whether additional arrangements could 

be put in place.  One, West Lothian, 

has indicated potential for this.

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

High

Documented procedures should 

be implemented for deemed 

determination of first reports, 

demolition, completion 

certificates and 

discharge/variation of 

continuing requirements in 

accordance with the 

requirements of the Operating 

Framework for Building 

Standards Verifiers.

A project to deliver a 

comprehensive and up-to-date 

procedures manual is underway. 

This has identified a full range of 

documents that need tobe 

included in the manual. So far 

30% of 42 documents have been 

authored.

Not yet 

due
31/03/2018 31/08/2018

All of the procedures have now been 

updated and 20% have been approved 

for implementation by managers.  The 

remaining ones will be reviewed and 

approved by end of July 2018.  They 

will then be passed to Internal Audit 

for full verification.  The draft 

documents can be made available to 

Internal Audit if required.  

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

The deemed determination 

process for building warrants 

should be implemented and 

documented in accordance with 

the Operating Framework for 

Building Standards Verifiers.

An MS Access report has been 

developed to allow deemed 

determination warning letters to 

be sent out to agents and 

applicants in cases where a first 

report has been issued but there 

has been limited activity to 

resolve the issues raised. From 31 

January 2018, letters are now 

being issued. – Action Complete

Not yet 

due
30/03/2018 30/06/2018

This has been completed and will be 

provided to Internal Audit for 

verification.

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

The construction compliance 

and notification plans 

procedure should be reviewed 

and updated to reflect current 

LABSS guidance and training 

scheduled for all staff to ensure 

awareness of construction 

compliance and notification 

plan requirements.

The whole process of CCNP and 

site inspection is being reviewed. 

This has developed a more 

streamlined method of preparing 

CCNP documentation which will 

highlight fewer work stages to be 

inspected but make clear that the 

site inspections that result are 

more comprehensive than at 

present. All staff have taken part 

in training on this and when the 

new process is ready to be 

implemented there will be further 

procedural training on that.

Not yet 

due
30/04/2018 31/08/2018

CCNP procedure has been updated 

and the ICT changes required to the 

computer system are being progressed.  

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

A documented procedure 

should be implemented for the 

identification and processing of 

applications for disabled 

adaptations and the council 

website should be updated to 

provide information on fast 

tracking and fee relief for 

disabled adaptations.

As part of the development of the 

procedures manual, a document 

highlighting the process for 

disabled persons’ adaptations is 

being prepared. This will set out 

the requirements for Transactions 

and Building Standards staff.

Not yet 

due
30/03/2018 30/06/2018

This has been completed and will be 

provided to Internal Audit for 

verification.

David  Givan,Service 

Manager
Dheeraj Shekhar With IA for 

Validation
N/A N/A

The quality assurance process 

for building warrants; 

completion certificates; and 

construction, compliance and 

notification plans should be 

designed, implemented and 

documented. This will include, 

but should not be restricted to 

sampling methodology; 

documentation of testing 

results and evidence of 

corrective actions taken. The 

process should be aligned to the 

requirements of the Operating 

Framework for building 

Standards Verifiers.

A project to deliver robust quality 

assurance for the service is being 

developed. This will broaden out 

checks that are already being 

carried out at the plan reporting 

stage to ensure that these cover 

all staff and are randomised. In 

addition, quality assurance 

processes will be developed to 

review cases at post decision 

stage. This process will go hand in 

hand with the development of the 

procedures manual with feedback 

from the quality assurance checks 

being fed into regular reviews of 

procedural documentation. 

Where thematic issues emerge, 

staff training will be provided. If 

the quality assurance processes 

Not yet 

due
28/12/2018

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

High

â€¢ Published documents are 

not aligned with the latest 

Performance and Operating 

Framework and legislative 

requirements and do not 

reflect current internal 

processes;â€¢ The level of data 

published on the Council's 

website may not be compliant 

with the Performance 

Framework and Scottish 

Government’s BSD 

expectations;â€¢ Increased 

customer dissatisfaction, 

complaints and eventually non-

compliance with the Scottish 

Government’s Performance 

Framework for Verifiers and 

Key Performance Outcomes; 

andâ€¢ If the required service 

improvements identified by 

Version control should be 

added to all published 

documents in accordance with 

the Council’s Records 

Management Policy 

requirements and Scottish 

Government BSD expectations.

Version control has been added 

to all new documents and will be 

added to future documentation.

Not yet 

due
30/03/2018 31/08/2018

Version control has been added to all 

documents and is set out in the 

Annual Performance Report which was 

recently approved by Planning 

Committee 

(http://www.edinburgh.gov.uk/downlo

ads/file/10809/annual_verification_per

formance_report_2017-18_q4).  This 

will be verified when the procedures 

are reviewed by Internal Audit. 

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

â€¢ Published documents are 

not aligned with the latest 

Performance and Operating 

Framework and legislative 

requirements and do not 

reflect current internal 

processes;â€¢ The level of data 

published on the Council's 

website may not be compliant 

with the Performance 

Framework and Scottish 

Government’s BSD 

expectations;â€¢ Increased 

customer dissatisfaction, 

complaints and eventually non-

compliance with the Scottish 

Government’s Performance 

Framework for Verifiers and 

Key Performance Outcomes; 

andâ€¢ If the required service 

improvements identified by 

the BSD are not implemented 

The local customer charter 

should be updated to reflect 

current targets, legislation, 

councillors and contact details.

The Customer Charter will be 

updated when it is next 

scheduled for review.

With IA 

for 

validatio

n

31/05/2018 31/05/2018

The revised Customer Charter was 

considered by Planning Committee on 

30/05/2018

David  Givan,Service 

Manager
Dheeraj Shekhar With IA for 

Validation
N/A N/A

â€¢ Published documents are 

not aligned with the latest 

Performance and Operating 

Framework and legislative 

requirements and do not 

reflect current internal 

processes;â€¢ The level of data 

published on the Council's 

website may not be compliant 

with the Performance 

Framework and Scottish 

Government’s BSD 

expectations;â€¢ Increased 

customer dissatisfaction, 

complaints and eventually non-

compliance with the Scottish 

Government’s Performance 

Framework for Verifiers and 

Key Performance Outcomes; 

andâ€¢ If the required service 

improvements identified by 

the BSD are not implemented 

within the agreed timeframe 

the Scottish Government may 

The council website should be 

updated with new performance 

reports as these become 

available.

The Building Standards webpages 

are updated 3 monthly with 

performance reports.

Not yet 

due
28/09/2018

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

â€¢ Published documents are 

not aligned with the latest 

Performance and Operating 

Framework and legislative 

requirements and do not 

reflect current internal 

processes;â€¢ The level of data 

published on the Council's 

website may not be compliant 

with the Performance 

Framework and Scottish 

Government’s BSD 

expectations;â€¢ Increased 

customer dissatisfaction, 

complaints and eventually non-

compliance with the Scottish 

Government’s Performance 

Framework for Verifiers and 

Key Performance Outcomes; 

andâ€¢ If the required service 

improvements identified by 

the BSD are not implemented 

within the agreed timeframe 

Information on customer 

complaints and how to make a 

complaint should be added to 

the councils building standards 

webpages or links added to the 

council’s complaints process.

A weblink to the Council’s 

complaints webpage is being 

added to the Building Standards 

homepage.

With IA 

for 

validatio

n

30/03/2018 08/05/2018

These are now being put on the 

website: 

http://www.edinburgh.gov.uk/downloa

ds/download/330/building_standards

David  Givan,Service 

Manager
Dheeraj Shekhar With IA for 

Validation
N/A N/A

â€¢ Published documents are 

not aligned with the latest 

Performance and Operating 

Framework and legislative 

requirements and do not 

reflect current internal 

processes;â€¢ The level of data 

published on the Council's 

website may not be compliant 

with the Performance 

Framework and Scottish 

Government’s BSD 

expectations;â€¢ Increased 

customer dissatisfaction, 

complaints and eventually non-

compliance with the Scottish 

Government’s Performance 

Framework for Verifiers and 

Key Performance Outcomes; 

andâ€¢ If the required service 

improvements identified by 

the BSD are not implemented 

A documented process should 

be implemented to ensure the 

content of the councils building 

standards webpages are 

reviewed and refreshed at least 

annually.

A documented process for 

website review will be prepared.

With IA 

for 

validatio

n

30/04/2018 08/05/2018

A customer engagement webpage has 

been put online.  

http://www.edinburgh.gov.uk/building

standardsfeedback.  This has a link to 

the complaints webpage to allow 

complaints to be made.  

David  Givan,Service 

Manager
Dheeraj Shekhar With IA for 

Validation
N/A N/A

â€¢ Published documents are 

not aligned with the latest 

Performance and Operating 

Framework and legislative 

requirements and do not 

reflect current internal 

processes;â€¢ The level of data 

published on the Council's 

website may not be compliant 

with the Performance 

Framework and Scottish 

Government’s BSD 

expectations;â€¢ Increased 

customer dissatisfaction, 

complaints and eventually non-

compliance with the Scottish 

Government’s Performance 

Framework for Verifiers and 

Key Performance Outcomes; 

andâ€¢ If the required service 

improvements identified by 

Feedback following agent events 

and customer surveys should be 

documented and an action plan 

prepared and implemented to 

address customer concerns. The 

action plan should contain 

timeframes for implementation 

of actions and responsible 

officer details and evidence of 

implementation retained.

Feedback from all agent events 

has now been documented. Main 

themes emerging were related to 

performance and 

communications. These are being 

addressed within the detailed 

continuous improvement 

programme. A “You said – We 

did” will be put on the building 

standards webpage.

With IA 

for 

validatio

n

30/03/2018 08/05/2018

A customer engagement webpage has 

been put online.  

http://www.edinburgh.gov.uk/building

standardsfeedback.  This includes a 

download of "You said - we did".

David  Givan,Service 

Manager
Dheeraj Shekhar With IA for 

Validation
N/A N/A

â€¢ Published documents are 

not aligned with the latest 

Performance and Operating 

Framework and legislative 

requirements and do not 

reflect current internal 

processes;â€¢ The level of data 

published on the Council's 

website may not be compliant 

with the Performance 

Framework and Scottish 

Government’s BSD 

expectations;â€¢ Increased 

customer dissatisfaction, 

complaints and eventually non-

compliance with the Scottish 

Government’s Performance 

Framework for Verifiers and 

Key Performance Outcomes; 

andâ€¢ If the required service 

improvements identified by 

the BSD are not implemented 

The CEC Building Standards 

improvement plan should be 

reviewed to ensure it is aligned 

with customer feedback from 

the National Customer Survey of 

Building Standards and feedback 

from agency reviews.

The detailed continuous 

programme is being updated to 

reflect customer feedback.

Not yet 

due
30/03/2018 30/09/2018

This work is ongoing and will now be 

completed with the Improvement 

Team.  An update on this is being 

reported to Planning Committee on 30 

May 18. 

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

â€¢ Published documents are 

not aligned with the latest 

Performance and Operating 

Framework and legislative 

requirements and do not 

reflect current internal 

processes;â€¢ The level of data 

published on the Council's 

website may not be compliant 

with the Performance 

Framework and Scottish 

Government’s BSD 

expectations;â€¢ Increased 

customer dissatisfaction, 

complaints and eventually non-

compliance with the Scottish 

Government’s Performance 

Framework for Verifiers and 

Key Performance Outcomes; 

andâ€¢ If the required service 

improvements identified by 

the BSD are not implemented 

Post warrant surveys should be 

implemented in line with the 

response provided to the 

Scottish Government.

Post warrant surveys have been 

implemented. However so far, 

feedback has been very limited. As 

part of a review of the format and 

content of decision notices that 

is being undertaken as part of the 

wider CCNP review, the way in 

which the feedback for post 

warrant is highlighted will be 

amended with the aim of 

improving uptake.

Not yet 

due
30/04/2018 31/08/2018

This will be implemented once the work 

to update the computer system with to 

take account of the new methodology 

of the CCNP has been added.

David Givan, Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

High

Contingency arrangements 

should be defined, agreed, 

documented and implemented 

to support the service during 

periods of high demand, this 

may include the use of overtime, 

agency staff and shared service 

arrangements.

Contingency arrangements are in 

place for overtime, shared 

services and agency staff. These 

arrangements will be 

documented.

Not yet 

due
30/03/2018 31/08/2018

A contingeny planning procedure has 

been written. This sets out the 

arrangements.

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

A documented procedure 

should be established detailing 

the relevant data sources and 

compilation process required to 

complete the quarterly KPO 

returns.

The process for quarter returns to 

Scottish Government has been 

documented.

Not yet 

due
30/03/2018 31/08/2018

This procedure has been written and is 

awaiting approval.

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

Performance data sources 

should be periodically reviewed 

and validated to ensure reports 

are complete and accurate 

following changes to the 

systems and reporting 

requirements.

Staff have been trained on the MS 

Access and Excel reporting 

process to ensure resilience in 

this area (completed by 31 

December 2017). A process for 

reviewing these reports will be 

developed.

Not yet 

due
30/03/2018 31/08/2018

The training has been completed and 

the revised procedure prepared.  

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

Performance data should be 

added to the council website 

and updated with new 

performance reports as these 

become available.

Performance data is added to the 

Council’s website every 3 months.

Not yet 

due
28/09/2018

David Givan, Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

Service performance issues are 

not identified and actioned in 

a timely manner and are 

further exacerbated in periods 

of high demand;â€¢ KPO 

targets for performance and 

customer expectations may 

not be achieved in accordance 

with the Operating Framework 

targets and BSD 

expectations;â€¢ KPO 

information cannot be 

compiled in a timely and 

efficient manner and could be 

incomplete and / or 

inaccurate;â€¢ Quarterly 

statistical reports cannot be 

delivered on time to the BSD; 

andâ€¢ If the required service 

improvements identified by 

the BSD are not implemented 

within the agreed timeframe 

the Scottish Government may 

elect to not extend or CECs 

verifier status.

Our review confirmed that the 

following Building Standards 

publication and customer 

engagement recommendations made 

by the Scottish Government’s 

Building Standards Division (BSD) in 

their April 2017 report had not been 

addressed by the agreed 

implementation date and that 

actions had not been fully 

implemented in advance of their 

November visit:â€¢ Version control – 

whilst an updated version of the 

National Customer Charter has been 

added to the Council website this is 

linked to a Local Customer Charter 

from 2015 and was not prominently 

displayed on the Council’s Building 

Standards webpage. Additionally, 

version control is not adequately 

embedded in the documents 

published on the CEC Building 

Standards webpages as only one of 

the documents viewed contained a 

version history, version number and 

last review date;â€¢ Performance 

data and complaints guidance - the 

Council website does not contain the 

latest data on Building Standards 

performance or guidance on 

customer complaints;â€¢ Review of 

published documentation - there is 

no clearly defined procedure or 

timeframe for review and refresh 

building standards webpages or 

published documentation;â€¢ 

Customer feedback - only 3 agent 

feedback events were held during 

2017-18 in comparison to 6 planned 

events, and no documented 

feedback or internal action plan was 

available for 2 of them. An action 

plan had been developed to address 

feedback from one agent event held 

on the 20th of June 2017, however 

this did not contain details of 

responsible officers and timeframes 

forThe City of Edinburgh Council 

9Internal Audit Report – Building 

Standardsimplementation, and no 

evidence was available to confirm 

implementation of the agreed 

actions;â€¢ There was no available 

evidence demonstrating that the CEC 

Building Standards action plan 

developed to transform service 

delivery was linked to customer 

feedback from the National 

Customer Survey of Building 

Standards; andâ€¢ Post warrant 

feedback surveys had not been 

implemented.

Planning 

Control - 

Building 

Standards

Place

Planning 

Control - 

Building 

Standards

Place

Our review established that the 

Council’s Building Standards 

performance is not consistently 

reviewed to confirm whether targets 

specified in the Scottish 

Government’s (SG) Building 

Standards Performance Framework 

for Verifiers covering the 

Professional Expertise and Technical 

Processes; Quality Customer 

Experience; and Operational and 

Financial Efficiency key performance 

outcomes are 

achieved.Consequently, the root 

causes of poor performance are not 

consistently identified and action 

plans developed and implemented to 

address performance issues. 

Additionally:â€¢ The CEC ‘Building 

Standards – Operational Procedures’ 

document has not been revised in 

accordance with the Operational 

Framework for Building Standards 

Verifiers;â€¢ Performance 

Management Information - design 

issues were identified that affected 

the accuracy of the reported first 

report 20 days target data.â€¢ There 

is no documented procedure to 

ensure complete and accurate 

collection and collation of data from 

various sources for timely 

submission of KPO returns;â€¢ 

Contingency Arrangements - there is 

currently no clearly defined process 

for implementation of contingency 

arrangements to deal with periods of 

high demand. Reported performance 

temporarily increased during Q1 

2017-18 and shared working 

arrangements with Aberdeen and 

Argyll and Bute Councils were 

suspended. These arrangements were 

reintroduced in Q2 when reported 

performance declined;â€¢ There was 

no evidence of quarterly updates, 

balanced scorecards and continuous 

improvement being submitted during 

financial year 2016-17. Additionally, 

an extension was requested for the 

Q1 2017 KPO submission; andThe 

City of Edinburgh Council 11Internal 

Audit Report – Building Standardsâ€¢ 

The CEC website did not contain 

performance reports, balanced 

scorecards and continuous 

improvement plans for 2016-17 or 

the performance report for Q1 2017-

18.

Our review confirmed that the 

following process and quality 

assurance recommendations made 

by the Scottish Government’s 

Building Standards Division (BSD) in 

their April 2017 report had not been 

addressed by the agreed 

implementation date and that 

actions had not been fully 

implemented in advance of their 

November visit:â€¢ Deemed 

Decisions, Determinations and 

Refusals - there was no established 

and documented process in place to 

ensure that deemed decisions for 

first reports, demolition, completion 

certificates and discharge/variation 

of continuing requirements were 

performed in line with applicable 

legislative requirements and the 

Scottish Government’s Performance 

Framework for Verifiers;â€¢ The 

deemed determination process for 

building warrants had not been 

implemented;â€¢ Construction, 

compliance and notification plan 

(CCNP) - CCNP processes had not 

been reviewed since November 2015 

to ensure alignment with Local 

Authority Building Standards 

Scotland (LABSS) guidance and to 

identify training needs. Additionally, 

no training had been completed 

since the BSD visit in February 2017 

to increase staff awareness of CCNP 

requirements;â€¢ ‘Fast Track’ process 

for disabled adaptations and 

applications less than £5K - there are 

no established controls to identify 

and prioritise applications that relate 

to disabled adaptations, and no 

documented procedures for dealing 

with them. There are also no clearly 

defined timescales for processing 

disabled applications via the fast 

track process within the new ‘virtual 

team’, and responsibility for 

processing refunds where a fee has 

been applied in error to a disabled 

adaptation is unclear. Additionally, 

the CEC website did not contain 

information regarding the provision 

of fast track applications or reduced 

fees for disabled adaptations;â€¢ 

Quality Assurance (QA) - There was 

no effective and fully documented 

quality assurance process for 

building warrants, completion 

certificates and construction 

compliance and notification plans; 

andWhilst QA is performed on first 

reports, this is not applied 

consistently, there is no 

documentedThe City of Edinburgh 

Lack of documented 

processes leads to non-

compliance compliance with 

the Scottish Government 

Performance Framework for 

Verifiers and legislation.â€¢ 

Building standards staff are 

not aware of the LABSS 

construction compliance and 

notification plan guidance 

resulting in decisions which 

do not comply with legislation 

and the Scottish Government 

Performance Framework for 

Verifiers.â€¢ Urgent building 

works required to make a 

building fit for disabled 

persons are delayed, and fees 

are applied in error.â€¢ 

Inappropriate decisions may 

be made by members of staff 

who do not have the 

necessary qualifications or 

experience which are not 

identified by management 

resulting in non-compliance 

with the quality assurance 

aspect of the Scottish 

Government Performance 

Framework for Verifiers.â€¢ If 

the required service 

improvements identified by 

the BSD are not implemented 

within the agreed timeframe 

the Scottish Government may 

not extend CECs verifier 

status.

Place

Planning 

Control - 

Building 

Standards

Planning 

Control - 

Building 

Standards

Place

Skilled project management resource 

and support from ICT Solutions is 

required to facilitate effective 

implementation of the service 

delivery transformation plan 

(including full implementation of the 

Enterprise technology system) and 

enable management to focus on 

delivery operational Building 

Standards services.Whilst, an action 

plan had been created to address the 

Scottish Government’s Building 

Standards Division 

recommendations and was in the 

process of implementation at the 

time of our review, dates provided to 

the BSD in response to their findings 

had already been missed.It is 

essential to ensure that 

implementation of the improvement 

plan is effectively managed by a 

dedicated resource, to ensure that 

subsequent implementation dates 

agreed with the Scottish 

Government’s Building Standards 

Division (BSD) following their 

November visit are achieved.

If the required service 

improvements identified by 

the BSD are not implemented 

within the agreed timeframe 

the Scottish Government may 

elect to not extend CECs 

verifier status.

PL1701ISS

.1

PL1701ISS

.2

PL1701ISS

.3

PL1701ISS

.4



A reporting timetable should be 

developed and implemented to 

ensure that KPO returns and 

Performance Reports are 

produced and reviewed prior to 

submission to the Scottish 

Government within the 

permitted timeframe.

A reporting timetable will be 

developed and implemented to 

ensure that KPO returns and 

Performance Reports are 

produced and reviewed prior to 

submission to the Scottish 

Government within the permitted 

timeframe and this will be added 

to the procedure in (2) above.

Not yet 

due
30/03/2018 31/08/2018

This has been included in the revised 

procedure.

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

Opportunities to streamline the 

process of KPO report 

compilation should be 

investigated in line with 

potential enhancements to the 

Enterprise system.

The MS Access and Excel reports 

that are being used to records 

quarterly KPO stats will be 

replicated in Enterprise once the 

new case management system. 

However, in the interim, the MS 

Access and Excel reports are 

robust, provide accurate 

information and are simple to 

use. Therefore, delivery of these 

with Enterprise is not considered 

essential by Management at this 

time.

Not yet 

due
30/03/2018 31/12/2018

There is no further action required at 

this time.  When the Enterprise system 

is introduced action will be taken to 

ensure these reports are replicated in 

the system. 

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

High

Workflow management reports 

should be developed and 

implemented to enable 

management to appropriately 

allocate applications.

Management reports have been 

developed using MS Access and 

MS Excel. These enable managers 

to accurately track their team’s 

work and ensure they can see 

allocations, workload and 

progress of particular cases. 

These reports have been adapted 

for individual members of staff. 

Both sets of reports are proving 

successful and allowing all staff 

to better monitor workload. As 

with quarterly reporting of KPO 

stats, because of the success of 

the MS Access and Excel reports, 

the delivery of these reports on 

Enterprise is not considered 

essential at this time, however it is 

intended to implement these by 

End 2018. A skills matrix is to be 

developed and implemented to 

allocate cases to appropriately 

skilled staff.

Not yet 

due
29/06/2018

David Givan, Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

The workload allocation process 

should be reviewed, 

implemented and regularly 

monitored to ensure that a 

consistent workload allocation 

approach is applied by Team 

Leaders that considers the 

qualifications, experience, 

workload and performance of 

staff across all teams.

As part of the implementation of 

MS Access and Excel reports in 

(1) above, the monitoring of 

workload within teams and across 

the service has become more 

consistent. Coupled with the 

managers’ knowledge of 

individual staff experience and 

qualifications, work is being 

allocated more evenly.

With IA 

for 

validatio

n

30/03/2018

Management reports have been 

prepared to show how workload is 

being monitored.   In addition, a virtual 

team summary report allows for this 

work to be monitored.  Copies of these 

reports have been provided to Internal 

Audit for verification.  

David  Givan,Service 

Manager
Dheeraj Shekhar With IA for 

Validation
N/A N/A

PL1701ISS

.6

Planning 

Control - 

Building 

Standards

Place Advisory

Applications are submitted to the e-

government website which is 

interfaced with CEC's Idox Uniform 

system that is used to manage 

applications. The version of Uniform 

used by Building Standards is not 

supported and has not been 

updated to reflect changes in fees, 

resulting in manual calculation of 

fees by transactions team members. 

Actual fees are then manually entered 

into the Uniform system. Fees are 

then quality checked on a sample 

basis by the Team Leader and 

Transactions Officer. Whilst, the 

quality assurance controls in place 

were found to be effective, the fee 

application process is not efficient 

and requires extensive manual 

intervention.As the version of 

Uniform used by Building Standards 

is no longer supported there is a risk 

it may not be compatible with future 

changes to the eBuilding Standards 

portal.

â€¢ The manually calculated 

application fees are incorrect 

thereby leading to lost revenue 

or overcharging of citizens.â€¢ 

Additional resources are 

required to manually calculate 

fees and implement quality 

assurance.â€¢ Uniform may 

not be compliant with new 

legislative requirements, and 

citizens may be unable to 

submit applications 

electronically with an adverse 

impact on customer 

experience.

Investigate options to upgrade 

existing Idox Uniform software 

to ensure that the system is 

compliant with new legislative 

requirements and revised fee 

structure, and implement these 

changes as part of the Building 

Standards Continuous 

Improvement Programme.

The new Uniform system to be 

deployed by end September 2018 

will the case management system 

is up-to-date in relation to 

legislative requirements including 

fee scales.

Not yet 

due
30/09/2018

David  Givan,Service 

Manager
Dheeraj Shekhar

Will be treated - in 

progress by 

Service Area

N/A N/A

PL1705ISS

.1

Local 

Developme

nt Plan

Place High

Separate governance structures were 

established to support development 

of both the LDP and supporting AP. 

Our review of these governance 

arrangements established that:1. LDP 

governance arrangements were 

documented in the LDP project 

initiation document, dated April 

2010. The LDP was adopted in 

November 2016 however the 

governance arrangements were not 

revisited or reviewed during this 

period to confirm that they remained 

appropriate.2. Meeting frequency – 

The AP Board and Oversight group 

should meet monthly and quarterly 

respectively. No AP Board meetings 

were held between Jan 2016 - May 

2016 and Dec 2016 - Jan 2017. The 

AP Oversight Group only met twice 

during 2015 (March and July). The 

LDP Steering Group is designed to 

meet once in two months but no 

meetings were held between January 

and May 2016. The rationale for 

missing these meetings was not 

documented.3. Management 

Information – No defined 

Management Information (MI) was 

Delayed or ineffective decision 

making.â€¢ Lack of alignment 

between LDP and AP.â€¢ 

Crystallisation of risks, issues 

and dependencies that have 

not been identified and 

managed that could impact on 

or delay completion of the 

LDP and APâ€¢ Delayed 

completion / finalisation of 

LDP and AP where action 

points are not addressed in a 

timely manner.â€¢ Potential 

risk that stakeholders are not 

consulted or engaged when 

required.

The following recommendations 

should be considered for 

implementation now (where 

appropriate) to ensure effective 

implementation of Action 

Programmes, and to support 

development of the next LDP. 

Planning to support 

development of the next LDP is 

due to commence in December 

2017 – the target for an agreed 

project plan is March 2018.1. 

Governance arrangements 

should be reviewed on an 

annual basis by the chair and 

members of steering group 

during to confirm that they 

remain appropriate. Any change 

required as part of 

developments/changes in 

project should be reflected in its 

governance arrangements.2. If a 

governance meeting is not 

required, the rationale for 

cancelling the meeting should be 

documented.3. Roles, 

responsibilities and 

expectations regarding quality 

and timelines for deliverables 

Review the LDP risk register at the 

next relevant governance meeting 

to confirm that risks have either 

been addressed or will be 

transferred across into AP. â€¢ 

Agree project plan for LDP 2 

project which implements above 

recommendations. (March 2018) 

â€¢ Action Programme – review 

governance arrangements, agree 

Management Information, 

prepare and agree Risk, Issues and 

Dependency Register, agree 

Communications Plan. (March 

2018)

Overdue 31/03/2018 30/06/2018

Actions relating to governance of the 

project to prepare a replacement LDP 

have not been closed. They require a 

project plan to be approved in final 

form by the Project Board. This is due 

to take place by end of June 2018. IA 

have been advised of this schedule.

David  Leslie, Service 

Manager & Chief 

Planning Officer

Lesley Newdall
With IA for 

Validation
N/A N/A

PL1705ISS

.2

Local 

Developme

nt Plan

Place High

Development costs for healthcare 

and transport infrastructure 

requirements were prepared by NHS 

Lothian and the Council’s transport 

service area respectively. The 

healthcare costs were not 

independently reviewed and 

assessed by the Council, and no 

granular detail is available to support 

calculation of the transport costs. 

Whilst potential funding LDP 

funding gaps had been highlighted to 

the Finance and Resources 

Committee in January and August 

2015, financial modelling to 

determine and quantify the level of 

funding required to support 

infrastructure investment was 

completed in April 2017. Outcomes 

from the modelling process were 

presented in draft to the LDP 

Oversight Group in June 2017, six 

months after approval and 

publication of the LDP and 

supporting APs in December 2016 

and highlighted a total funding 

requirement of £148M over the ten 

year lifespan of the LDP (after 

accounting for potential developer 

Inability to source funding to 

support implementation of 

the infrastructure proposals 

included in the published LDP.

1. Costs supporting LDP 

infrastructure proposals should 

be reviewed, challenged and 

approved by the relevant LDP 

and AP governance forums prior 

to commencement of financial 

modelling. 2. Funding gaps 

identified should be escalated to 

CLT and the Finance and 

Resources Committee together 

with proposals to source the 

funding required. 3. For the next 

LDP, financial modelling should 

be performed in conjunction 

with LDP/AP development, and 

(if statutory timeframes permit) 

the funding plan approved by 

CLT and the Finance and 

Resources committee prior to 

LDP and AP adoption and 

publication.

Challenge of infrastructure 

proposals will be performed at 

the LDP Action Programme 

oversight group.â€¢ Complete 

and agree Financial Model of 

2018 LDP Action Programmeâ€¢ 

Annual Report to CLT and F&R 

Committeesâ€¢ Prepare update to 

Financial Model in line with next 

LDP project plan.

Overdue 31/03/2018 30/06/2018

Actions relating to governance of the 

project to prepare a replacement LDP 

have not been closed. They require a 

project plan to be approved in final 

form by the Project Board. This is due 

to take place by end of June 2018. IA 

have been advised of this schedule.

David  Leslie, Service 

Manager & Chief 

Planning Officer

Lesley Newdall With IA for 

Validation
N/A N/A

PL1705ISS

.3

Local 

Developme

nt Plan

Place Medium

Our review of technical appraisals 

performed to support the education, 

transport and primary healthcare 

elements of the LDP confirmed that 

the education appraisal was 

performed by the Council’s 

Communities and Families Service 

Area, whilst the transport and 

healthcare appraisals were performed 

by an external consultancy and NHS 

Lothian respectively. These appraisals 

formed the basis of detailed actions 

in the Action Programme developed 

to support delivery of the 

LDP.Review of the process to create 

the appraisals established that: 1. No 

terms of agreement were established 

with NHS Lothian for completion and 

delivery of the healthcare appraisal. 

2. Costing for primary healthcare 

infrastructure requirements was 

prepared by the NHS and was also 

not subject to review and challenge, 

prior to inclusion in the financial 

modelling process. 3. Assumptions 

supporting the basis of the 

appraisals prepared by the external 

consultant and NHS Lothian were 

not subject to formal oversight, 

â€¢ Delayed, inadequate or 

inaccurate infrastructure 

assessments received from 

third parties that are based on 

inappropriate assumptions 

and do not meet Council 

expectations. â€¢ Inability to 

delivery transport 

development growth plans 

detailed in the LDP.

1. Where an external agency is 

engaged to provide appraisals, 

detailed terms of engagement 

that includes expected 

deliverables; delivery timeframes; 

and the review and approval 

process should be agreed.2. 

Assumptions and costs forming 

the basis of the technical 

appraisals should be discussed, 

agreed and approved by the 

Council and third party agencies 

prior to their preparation.3. All 

third party appraisals should be 

subject to review and challenge 

prior to final approval.4. All 

future contracts with third party 

consultancy firms should 

include a specific clause to 

ensure that any rework of the 

appraisal does not incur 

additional cost and is delivered 

on time.5. All areas involved in 

the delivery of LDP growth 

should be requested to confirm 

that they have the resources and 

capacity to achieve this in 

addition to existing work plans.

Establish and agree appropriate 

roles, resources and the 

responsibilities for delivery the 

above matters as an early action 

in the project plan for LDP 2. â€¢ 

Oversight will be provided by the 

Project Board to ensure that all 

individual appraisals performed 

across Service Areas have applied 

these recommendations. (sept 

18)

Overdue 31/03/2018 30/06/2018

Actions relating to governance of the 

project to prepare a replacement LDP 

have not been closed. They require a 

project plan to be approved in final 

form by the Project Board. This is due 

to take place by end of June 2018. IA 

have been advised of this schedule.

David  Leslie, Service 

Manager & Chief 

Planning Officer

Lesley Newdall With IA for 

Validation
N/A N/A

PR1701IS

S.1

Project 

Assurance 

Review - 

Ross Band 

Stand

Place Medium

Whilst the project is at an early stage, 

the following areas of project 

governance require to be improved 

to ensure that the project is 

effectively manage as the Ross Band 

Stand redevelopment works 

progress: Steering Group Meetings – 

steering group meeting notes 

currently do not record attendees or 

the meeting outcomes and decisions 

made. Roles and responsibilities are 

documented but there is no evidence 

that they have been communicated 

to all relevant parties both internal 

and externalBusiness case – no 

business case has been prepared 

detailing the rationale and costs 

associated with the project.  It is 

therefore not currently possible to 

confirm whether the £25m external 

funding will be sufficient to cover the 

West Princes Street Gardens 

redevelopment costs including the 

band stand design that has now 

been selected. Risk Management - It 

is essential that the project is fully 

aware of all CEC risks that cannot be 

‘outsourced’ to the Trust.  Whilst a 

basic project risk register has been 

There is a non-transferrable 

risk that the project is not 

effectively managed by 

external parties resulting in 

adverse reputational 

consequences for the Council.

Steering group meeting minutes 

should be updated to record (as 

a minimum) details of attendees 

and meeting outcomes / 

decisions made. A business case 

should be prepared that 

includes (as a minimum) the 

rationale for the project, 

associated costs and funding 

proposals.  The business case 

should be approved by the 

project steering group and the 

Council’s Senior Responsible 

Officer. The risk register should 

be updated to reflect all project 

risks and any CEC specific risks.  

These risks will be allocated to 

appropriate risk owners who will 

prepare action plans (for 

inclusion in the risk register and 

monitoring by the steering 

group) to ensure that risks are 

effectively managed. Project 

dependencies should also be 

identified and recorded.  

Dependencies will be allocated 

to appropriate owners who will 

prepare action plans to ensure 

that these are effectively 

There is now a governance 

structure in place and a full 

stakeholder plan/map will be 

produced. Minutes of all 

meetings will specify attendees, 

meeting outcome and decisions 

made. The RDT is appointing a 

Development/Project manager 

who will work with the winning 

architects and CEC team to 

develop further There is no 

requirement for a business case 

as the project passed through 

Council via report3&4 Project 

team agree further work needs to 

be competed on the risk register, 

identifying project dependencies 

and allocating ownership for 

action.  The team have asked 

Corporate risk to facilitate a 

session in September and this will 

include key members from the 

trust.  There is a working project 

plan with indicative dates. a 

detailed plan will follow once 

further work has been carried out 

on the design and a full and 

comprehensive fundraising 

strategy is signed off by CEC.

Closed 27/04/2018 15/05/2018

This finding has now been closed by 

Internal Audit as the finding is no 

longer applicable on the basis that the 

project we audited technically no 

longer exists.

Graeme  McGartland, 

Investments Senior 

Manager, Resources

Anne Smith Closed N/A N/A

RES1605ISS.1

Service 

Level 

Agreements 

with 

Outside 

Entities

Place Low

We reviewed the arrangements in 

place with 5 organisations to which 

the Council provides professional 

services. OrganisationServices 

provided2015/16 Fees Lothian 

Valuation Joint BoardPayroll 

servicesAccountancy servicesInternal 

Audit£20,100SEStranAccountancy 

servicesPayments and procurement 

InsuranceTreasury 

managementInternal AuditPayroll 

services£23,350Lothian & Borders 

Community Justice 

AuthorityAccountancy 

servicesPaymentsInternal 

Audit£22,000CEC 

HoldingsAccountancy 

services£20,000Royal Edinburgh 

Military TattooPayroll 

servicesTreasury managementInternal 

Audit£1,500 There was a current 

Service Level Agreement (SLA) in place 

with only one of those 5 entities 

(SEStran). The agreement had been 

set up in June 2013 for a period of 

12 months, and has been extended a 

further 3 times since then.  There was 

a further SLA with the Lothian & 

Borders Community Justice 

If service levels are not 

formally agreed with the other 

organisation, there is a risk 

that: There is reputational 

damage and increased 

resource pressure if the 

Council does not deliver 

services as expected by the 

counter party;The Council may 

not receive appropriate 

remuneration for services 

provided;and Arrangements in 

place may not be appropriate 

or may conflict with other 

Council duties.

Service Level Agreements with 

the organisations to which the 

Council provides professional 

services should be reviewed 

and/or established. These 

should set out services 

provided, key activities and 

deliverables, and the respective 

roles and responsibilities of the 

Council and the counterparty. 

Service Level Agreements should 

be for a defined period and 

refreshed regularly to ensure 

that agreed services and charges 

remain appropriate.

Directors will ensure that a service 

level agreement (SLA) has been 

established with all arms level 

organisations (ALEOs) that they 

support. The SLA should set out 

all services provided and received 

by the Council, key activities and 

deliverables, and the respective 

roles and responsibilities of the 

Council and the counterparty.   

The agreements should be for a 

one year period and refreshed 

annually to ensure that agreed 

services and charges remain 

appropriate.

Overdue 30/11/2017 Aug-18

Available information has been 

provided and the service will work with 

Internal Audit to ensure that this 

action is fully closed by the end of 

August 2018.  

Paul  Lawrence, 

Executive Director of 

Place and SRO

Lesley Newdall
Will be treated - in 

progress by 

Service Area

N/A N/A

ED1501

Sustainable 

Energy 

Action Plan

2.1. 

Resource 

risk with 

delivering 

the SEAP 

programme

Medium

The Council Team set up to oversee 

the SEAP and monitor and co-

ordinate the projects and initiatives 

within it is staffed by 2.4 Officers.

Communications Plan

The SEAP requires that a 

communications plan is developed 

to set out the actions for ongoing 

engagement and consultation with 

wider stakeholders, and address how 

internal and external information and 

updates are best disseminated. At 

the time of the audit, the 

communications plan had not been 

fully rolled out.

Project Resourcing

Future financial resources are 

difficult to predict as project costs 

cannot be quantified until projects 

are off the ground, and costs are also 

dependent on the levels of 

engagement with other partners. The 

SEAP Project Team do not have a 

budget for development costs 

therefore cannot undertake 

feasibility studies unless external 

funding can be sourced. In a lot of 

Without the necessary 

resources being committed, 

there is a risk that the action 

plan / individual projects 

within the plan will not be 

delivered and carbon 

reduction targets not 

achieved.

Resources to Deliver the SEAP

(i) The communications plan 

should be rolled out to inform 

all staff and stakeholders of 

good practice and how they can 

engage.

(ii) Risks to the success of the 

SEAP, including financial 

resource limitations, need to be 

formalised in a SEAP Project 

Team risk register and tabled for 

discussion with senior 

management and politicians to 

establish actions that can be 

taken to minimise the risks 

identified.

(i) The Communications Plan will 

be rolled out. 

(ii) A risk register will be 

developed as part of the reporting 

to Committee. 

Resourcing the SEAP is still an 

ongoing concern.  As the Council 

Transformation Programme 

progresses, it will be crucial to 

ensure existing resources are in 

place (as far as possible) to 

ensure delivery of the SEAP. 

Historic 30/04/2016 30/06/2018

Review resources and organisation of 

sustainability functions across the 

Council by 30 June 2018.

Develop a resource plan with Strategy 

and Insight and Corporate Property by 

30 June 2018.

John Inman
Will be treated - in 

progress by 

Service Area

N/A N/A

SFC1502

Planning 

Controls & 

the Local 

Developme

nt Plan

1. Effective 

Monitoring 

within 

Uniform

Medium

Standardisation

A development management module 

within the Planning Uniform 

database is used to record tasks, 

actions and receipts for each legal 

agreement concluded. Numbered 

clauses are set up for each agreement 

covering key tasks, such as site 

inspections, receipt of agreement, 

forward of agreement to relevant 

functions etc. Within each clause, 

notes, key dates and value are 

entered, and supporting documents 

are attached to provide a detailed 

summary of all actions taken. 

Reports can be produced by 

planning application reference 

detailing all open and closed clauses 

for each agreement monitored.

It was noted that clauses are not set 

up in a standard way in terms of

number order of common clauses;

the description applied to common 

clauses; and

the consistency with which clauses 

are set up, for example 'legal fees' 

clause was only set up for five of 

eleven agreements reviewed.

Clauses may not be effectively 

monitored through lack of 

review process.

Effective Monitoring within 

Uniform

(i) Consideration should be 

given to standardising and 

rationalising clauses set up to 

record tasks and actions to:

act as a prompt, and ensure 

consistency for required actions 

common to all agreements; and

provide better management 

information.

(ii) Consideration should be 

given to implementing a regular 

supervisory review process for 

active workload to ensure that 

all developments are subject to 

regular review.

(iii) Current procedures should 

be revised to incorporate the 

requirement for an error 

escalation process.

(i) The monitoring system is 

robust but it is accepted that 

further standardisation could be 

achieved. This will be reviewed 

and where appropriate changes 

made. In particular 

standardisation of ‘checking 

clauses’ will be explored and 

introduced.

(ii) Team managers can already 

review progress. This arrangement 

will be formalised and recorded 

so it can be evidenced.

(iii) This will be taken forward as 

part of exercise outlined above.

Historic 01/01/2016 01/08/2018

A review of the monitoring system is 

underway to ensure standardisation is 

achieved and any changes identified 

will be implemented by 1 August 2018.  

Managers will formally review progress 

and will ensure this is recorded. 

John Inman
Will be treated - in 

progress by 

Service Area

N/A N/A

SFC1502

Planning 

Controls & 

the Local 

Developme

nt Plan

4. 

Reporting

Medium

The Developer Contributions Internal 

Working Arrangements process 

requires an annual report to be 

prepared and presented to the 

Planning Committee and CMT (now 

Corporate Leadership Group) 

detailing agreements concluded, 

payments received and infrastructure 

delivered. This report is no longer 

produced.

Management and elected 

members not aware of key 

issues, and improvements not 

identified and actioned.

Reporting

Regular updates should be 

provided to senior management 

and Committee to facilitate 

challenge and scrutiny.

This has been established while 

the Audit has been underway. See 

CLG report on LDP Action 

Programme – Governance 

Arrangements.

Planning Information Bulletins are 

now being used to advise 

managers and Planning 

Committee members of progress 

on matters. Developer 

Contributions will be done 

annually

The review of the Internal Working 

Arrangements process will revisit 

roles and responsibilities for S75 

agreements from ‘start to finish’ 

of process.

Historic 30/06/2016 01/12/2018

Planning Information Bulletins were 

being used to advise managers and 

Planning Committee members of 

progress on matters.  This has not 

been sustained. A review of reporting 

arrangements will be carried out by end 

of September. 

Developer Contributions will be done 

annually

The review of the Internal Working 

Arrangements process will revisit roles 

and responsibilities for S75 

agreements from ‘start to finish’ of 

process by December 2018.

David  Leslie, Service 

Manager & Chief 

Planning Officer

Will be treated - in 

progress by 

Service Area

N/A N/A

PL1606

Contract 

Manageme

nt 

Edinburgh 

Building 

Services 

and 

Housing 

Asset 

Manageme

nt

1. 

Allocation 

of works to 

contractors 

and 

authorisati

on of 

payments

High

A framework contractor can be 

instructed to undertake a job by any 

EBS team leader, surveyor or 

operations manager with no 

secondary authorisation required.

This is appropriate for most EBS 

repairs where a speedy response is 

required and the works are routine 

and low value. However:

There is no threshold above which 

the allocation of work to an external 

contractor must be authorised by a 

senior officer;

There is no limit on the value of 

payments which a team leader may 

authorise;

Team leaders are permitted to 

authorise payment for work which 

they themselves instructed the 

contractor to complete.

As an illustration (and there were no 

concerns over this piece of work), 

there was one payment for £17,710 

in our sample which was authorised 

by the senior surveyor who had 

instructed the contractor to 

complete those works. The original 

Increased risk of fraud where 

there is no segregation of 

duties over commissioning 

and payments;  

Risk of inefficient use of 

resources; and

Poor budget management 

where budget holders do not 

have sight of high value 

contracted work before the 

invoice is paid and 

expenditure is recorded.

Commissioning works

A scheme of delegation should 

be agreed to establish 

authorisation limits for officers.

We recommend that high value 

works are authorised by a 

second individual before an 

external contractor is instructed 

to complete the works.

Authorisation of payments

A scheme of delegation should 

be agreed to establish 

authorisation limits for team 

leaders, operations managers 

and senior managers.

We recommend that high value 

invoices are authorised by a 

second individual.

Officers must not authorise 

payments for works which they 

themselves allocated to the 

contractor.

Review current schemes of 

delegation for authorisation limits 

and authorisation of payments 

for repair ordering in Repairs 

Direct and Housing Property. This 

will include a secondary approval 

stage for orders and invoices of 

high value.

The allocation of works process 

(assigning work to a procured 

contractor) will be reviewed and a 

robust system identified and 

embedded to ensure that an 

officer does not authorise the 

payment of any works which they 

ordered

All staff involved in authorisation 

of work and payments will be 

trained in these new limits and 

processes.

be strengthened and include a 

percentage audit of authorisation 

processes and secondary 

approvals. Any anomalies will be 

reported to the Housing Property 

Manager.

Historic 31/10/2016 29/06/2018

The process for control of supporting 

authorisation documents is being 

reviewed in response this follow up 

audit finding.  The service are currently 

working on this and will take 

appropriate action to ensure that this 

is effectively implemented.  

Induction training templates have been 

revised to include signatures of new 

employees to confirm and record 

attendance. For future training a check 

will be implemented to confirm that all 

attendees have signed the attendance 

sheet.

Risks associated with invoices will be 

considered at monthly management 

team meetings and sample sizes 

selected and advised to compliance 

team. Performance information 

detailing the outcomes of sample 

testing performance will be provided to 

the monthly contract management 

board meeting for review and action. 

Willie Gilhooly
Will be treated - in 

progress by 

Service Area

N/A N/A

PL1606

Contract 

Manageme

nt 

Edinburgh 

Building 

Services 

and 

Housing 

Asset 

Manageme

nt

3. Quality 

assurance

High

Each team leader is expected to 

conduct 20 site visits a month. These 

site visits should cover both EBS 

operatives and sub-contractors in 

order to verify that work is being 

completed safely and to an 

acceptable standard.

Team leaders completed 1,344 site 

visits between April 2015 and March 

2016, 49% of the target number of 

visits. This covers c. 1% of jobs 

completed in the year (127,000), and 

does not give sufficient data to 

monitor the quality of work 

completed by EBS and its 

contractors.

There is a risk that the unsafe 

working practices and poor 

quality work are not identified 

and addressed.

The quality assurance framework 

should be reviewed to achieve a 

targeted approach with focus on 

areas identified as higher risk 

through analysis of customer 

feedback, value of work 

completed, and potential safety 

risk. This should include 

recorded site visits.

Checklist has been devised, which 

includes a scoring framework for 

works.

to contractors, and individual 

trades based on analysis of 

increased expenditure, customer 

feedback and any potential or 

reported safety risk or incidents. 

The programme will target 2% of 

jobs completed.

Bathroom inspections will be 

included as part of the quality 

assurance check process. This 

would provide an additional 

Historic 31/10/2018 29/06/2018

The contract board will retrospectively 

review the volume of sub contracted 

work each month and confirm whether 

the current number of 40 site 

inspections remains appropriate or 

should be increased as management is 

keen to maintain a minimum number 

of 40 monthly site inspections.

The contract board will also select the 

sample of site inspections to be 

performed ensuring appropriate 

coverage of contractor spend and 

considering reported safety concerns 

and customer feedback; and

A briefing will be issued to all staff 

confirming that any site inspection 

checklist that are not fully completed 

Willie Gilhooly
Will be treated - in 

progress by 

Service Area

N/A N/A

Service performance issues are 

not identified and actioned in 

a timely manner and are 

further exacerbated in periods 

of high demand;â€¢ KPO 

targets for performance and 

customer expectations may 

not be achieved in accordance 

with the Operating Framework 

targets and BSD 

expectations;â€¢ KPO 

information cannot be 

compiled in a timely and 

efficient manner and could be 

incomplete and / or 

inaccurate;â€¢ Quarterly 

statistical reports cannot be 

delivered on time to the BSD; 

andâ€¢ If the required service 

improvements identified by 

the BSD are not implemented 

within the agreed timeframe 

the Scottish Government may 

elect to not extend or CECs 

verifier status.

Planning 

Control - 

Building 

Standards

Place

Our review confirmed that Building 

Standards workload allocation and 

management recommendations 

made by the Scottish Government’s 

Building Standards Division (BSD) in 

their April 2017 report had not been 

addressed by the agreed 

implementation date and that 

actions had not been fully 

implemented in advance of their 

November visit. Specifically:â€¢ 

Whilst the ‘Enterprise System’ has 

been implemented, it is not fully 

operational and management reports 

enabling effective oversight of 

workflow allocation and workflow 

management information cannot be 

generated;â€¢ Work is allocated 

based on the professional judgement 

of line managers and spreadsheets 

linked to the Idox Uniform system 

used to manage building standards 

applications. The spreadsheets are 

used to track the volume and value 

of cases allocated to surveyors 

according to their staff grade. This is 

in contrast to documented 

procedures which state that work 

allocation should be based on a risk 

assessment procedure accounting 

for 12 factors including staff 

qualifications and experience, level of 

fee, complexity and risk associated 

with the work involved;â€¢ Variations 

in the number of cases and values 

were identified between the 

workloads of staff at the same 

grade;â€¢ Team members in the 

virtual team self-select their workload 

from pending applications. Whilst 

the virtual team service managers 

review the overall status of workload 

allocation and the number of 

outstanding applications, the current 

virtual team allocation process does 

not consider the complexity of 

applications or qualifications and 

experience of staff; andâ€¢ The 

â€¢ Workflow allocation and 

management cannot be 

effectively monitored this 

resulting in inappropriate 

caseloads, applications being 

allocated to staff with 

insufficient expertise, missed 

Key Performance Outcomes 

and insufficient staff time to 

complete the required site 

visits and quality assurance 

activities;â€¢ The risks 

associated with ineffective 

workflow management are 

exacerbated by a quality 

assurance process which is 

not sufficiently embedded.â€¢ 

Training needs are not 

identified and resolved; 

andâ€¢ If the required service 

improvements identified by 

the BSD are not implemented 

within the agreed timeframe 

the Scottish Government may 

elect to not extend CECs 

verifier status.

Planning 

Control - 

Building 

Standards

Place

Our review established that the 

Council’s Building Standards 

performance is not consistently 

reviewed to confirm whether targets 

specified in the Scottish 

Government’s (SG) Building 

Standards Performance Framework 

for Verifiers covering the 

Professional Expertise and Technical 

Processes; Quality Customer 

Experience; and Operational and 

Financial Efficiency key performance 

outcomes are 

achieved.Consequently, the root 

causes of poor performance are not 

consistently identified and action 

plans developed and implemented to 

address performance issues. 

Additionally:â€¢ The CEC ‘Building 

Standards – Operational Procedures’ 

document has not been revised in 

accordance with the Operational 

Framework for Building Standards 

Verifiers;â€¢ Performance 

Management Information - design 

issues were identified that affected 

the accuracy of the reported first 

report 20 days target data.â€¢ There 

is no documented procedure to 

ensure complete and accurate 

collection and collation of data from 

various sources for timely 

submission of KPO returns;â€¢ 

Contingency Arrangements - there is 

currently no clearly defined process 

for implementation of contingency 

arrangements to deal with periods of 

high demand. Reported performance 

temporarily increased during Q1 

2017-18 and shared working 

arrangements with Aberdeen and 

Argyll and Bute Councils were 

suspended. These arrangements were 

reintroduced in Q2 when reported 

performance declined;â€¢ There was 

no evidence of quarterly updates, 

balanced scorecards and continuous 

improvement being submitted during 

financial year 2016-17. Additionally, 

an extension was requested for the 

Q1 2017 KPO submission; andThe 

City of Edinburgh Council 11Internal 

Audit Report – Building Standardsâ€¢ 

The CEC website did not contain 

performance reports, balanced 

scorecards and continuous 

improvement plans for 2016-17 or 

the performance report for Q1 2017-

18.

PL1701ISS

.4

PL1701ISS

.5



Open findings as at 13th April 2018 Service Area Code

Unique No Project Name Rating Finding Business Implication Recommendation Agreed Management Action Status Due Date Revised Date Revisions Status Update Owner Audit Contact Treated
Additional Resource 

Requirements 
Impact on Service Workload

The four elements to this recommendation are agreed. 

These actions also address the 3rd action in Finding 1 

of the ‘IT Disaster Recovery’ Internal Audit Report 

(CW1602) The proposed implementation dates are as 

follows:1) Risk assessment

Closed - no 

longer 

applicable

30/09/2017 13/09/2017

14/9/17: The Shadow IT Risk Assessment element has been 

marked as Closed – no longer applicable. A new finding has 

been created, as the existing action to determine the Shadow IT 

estate cannot be determined by ICT alone. Support from Heads 

of Service is required in order to determine the full extent of 

the Shadow IT estate – a new audit finding has been created. 

The remaining element (the on-boarding process), will remain 

open until the survey of the estate has completed and decisions 

have been made about what systems will and will not be on-

boarded into the central ICT management process.

Carolann Miller, ICT 

Solutions
Lesley Newdall Closed N/A N/A

ICT will review initial assessments provided by Service 

Areas and reach agreement with Services Areas and 

Corporate Leadership Team on the most critical 

shadow IT applications.  Those assessed as critical will 

be reviewed and a formal disaster recovery, business 

continuity and security risk assessment performed.  

Plans will then be established in conjunction with 

Service Areas to implement appropriate solutions to 

address these risks for the critical applications.  This 

could involve incorporating shadow IT applications into 

existing business as usual technology service provision 

arrangements, or negotiating enhanced agreements 

with existing shadow IT suppliers.

Not yet due 31/12/2018

This new finding  has been created, as the existing action to 

determine the Shadow IT estate cannot be determined by ICT 

alone. Support from Heads of Service is required in order to 

determine the full extent of the Shadow IT estate – a new audit 

finding has been created. This remaining element (the on-

boarding process) will remain open until the survey of the 

estate has completed and decisions have been made about 

what systems will and will not be on-boarded into the central 

ICT management process.

IA note:  Discussion with ICT has confirmed that due to 

receipt of late returns by service areas, this action cannot 

now be completed by the target date of 31/5/2018.  IA to flag 

this to CLT and request a revised extension date that will NOT 

result in this finding being tracked as overdue as the delay in 

addressing the risk is attributable to service areas and not to 

ICT. 

Carolann Miller, ICT 

Solutions
Lesley Newdall

Will be treated - in progress 

by Service Area
N/A N/A

CW1603ISS.5
External Vulnerability 

Assessment
Medium

For projects that involve the implementation of new 

technologies or information management, the 

Council have implemented processes such as 

‘Security Assurance Statements’ that ensure security 

considerations are acknowledged prior to project 

initiation and ‘Privacy Impact Assessments’ that 

assesses the use and management of sensitive data. 

However there is currently no Design Authority or 

appropriate governance forum in place within CGI 

to manage the introduction of new technologies 

and systems into the Council’s existing 

infrastructure. As new projects and systems are 

being developed, there is not a suitable forum that 

would support the identification of IT security and 

technical considerations associated with these 

Without a Design Authority in place, 

there is a risk that issues with new 

technologies and systems are not 

identified in a timely manner leading 

to wasted resources, duplication of 

effort and project delays.

The Council, with the support of CGI, should 

implement a Design Authority that has appropriate 

oversight and governance to consider whether new 

technologies comply with the Council’s security 

requirements, existing security architecture and aligns 

with the Council’s strategic IT objectives.

The existence of a Design Authority is a contractual 

requirement in the CGI contract.  The creation of this 

Authority will be progressed with CGI as a matter of 

priority.

IA Validation in 

progress
31/08/2017

March Update: A draft design authority terms of reference has 

been provided to IA.  This has been reviewed and comments 

shared with ICT.  

Neil  Dumbleton,ICT 

Enterprise Architect
Lesley Newdall With IA for validation N/A N/A

MIS1601aISS.2 Non Housing Invoices Medium

A fixed-price quote is obtained from prospective 

contractors for repairs estimated to cost more than 

£1,000. Any variance between the quote and the 

invoice is challenged before the technical officer 

will approve payment. Estimates and quotes are not 

routinely requested for repairs likely to cost less 

than £1,000 (and we would not expect this). The 

technical officer is expected to be experienced 

enough to make a reasonably accurate assessment 

of the likely cost of a repair, and challenge or 

approve payment of the contractor’s invoice 

accordingly. It is understood that a schedule of 

rates exists for the non-housing contract 

framework, but is not referred to.This means 

There is a risk that the Council is not 

achieving best value on non-housing 

repairs and maintenance.

We recommend that a schedule of rates is built into 

the next non-housing contract framework.

The non-Housing contractor framework will be re-

tendered during 2017. The inclusion of detailed best-

value and due-diligence options will be considered as 

part of the process. This may include schedule of rates, 

gain share, penalties etc or a combination.

Overdue 31/08/2017 31/12/2018 30/06/2018

Action: Chief Internal Auditor to meet FM Technical Operations 

Manager to discuss revised process and validate that this action 

can be closed.

Murdo  MacLeod, 

Maintenance Standards 

Officer

Lesley Newdall With IA for validation N/A N/A

MIS1601aISS.3 Non Housing Invoices Medium

The system used to manage repairs and 

maintenance to operational buildings, AS400, is due 

to be replaced in the Autumn/Winter 2016. The 

system is over 40 years old and is limited in its 

capabilities and links to other Council systems.  This 

means it is difficult to obtain information about 

repairs carried out. Only one officer is able to use 

AS400 reporting functions, and none we spoke to in 

Corporate Property knew how to access 

information about EBS non-housing recharges 

through the Frontier financial reporting system.  This 

limits the management information available to 

Corporate Property about the volume and value of 

repairs. It also delayed our audit fieldwork and 

restricted the scope of our audit. For example, the 

AS400 (works ordering), Total (billing) and Oracle 

Lack of management information 

about the volume and value of non-

housing repairs.

Management will not have ready access to accurate 

and reliable information about the volume and cost of 

repairs and maintenance until AS400 is replaced by 

CAFM in Autumn/Winter 2016. We note that the 

introduction of CAFM has been delayed, and every 

effort should be made to meet the new target 

implementation date.

It is anticipated that CAFM will be in operational use 

(services being implemented on a rolling programme 

thereafter) in early 2017 with a non-Housing R&M 

implementation process in place for FY 2017/18

Overdue 01/04/2017 01/04/2018 31/08/2018

Action: Chief Internal Auditor to meet FM Technical Operations 

Manager to discuss revised process and validate that this action 

can be closed.

Peter  Watton, Head of 

Corporate Property
Lesley Newdall With IA for validation N/A N/A

The Management Information team will provide 

Security with a list of leavers each week. Security will 

deactivate passes.

Closed - 

Verified
31/03/2018 22/03/2017 Edel  McManus Dheeraj Shekhar

An expiry date will be set for all cards issued to 

temporary staff, agency staff and contractors at 6 

months unless otherwise specified by the line manager.

Closed - 

Verified
30/04/2017 10/04/2017

Mark  Stenhouse,Facilities 

Management Senior 

Manager

Dheeraj Shekhar

All security passes which have not been used for 3 

weeks will be deactivated on 1 April. Cardholders will 

need to contact Security to reactivate them.

Closed - 

Verified
30/04/2017 30/06/2017

Mark  Stenhouse,Facilities 

Management Senior 

Manager

Dheeraj Shekhar

All temporary passes will be deactivated on 1 April. 

Cardholders will need to contact Security to reactivate 

them.

Overdue 30/04/2017 31/03/2018 31/08/2018

Currently, all non- CEC staff whether agency of FTC are given 90-

day access after which the card can no longer be used.

FES, the company that manages the software database, have 

been approached to carry out an exercise to purge the 

database and deactivate all cards with 6 months inactivity. This 

exercise is likely to take 3 – 4 days and will involve uploading 

the entire database.

Mark  Stenhouse, Facilities 

Management Senior 

Manager

Dheeraj Shekhar With IA for validation N/A N/A

As identified, we are in an ‘embedding’ phase with 

respect to the journey to develop risk management. 

Prior to transformation a risk steering group was in 

place whereby risk ‘champions’ from each directorate 

could drive messaging the need for training and 

maintain momentum. With the substantial 

organisational changes this arrangement was 

suspended and we are currently re-establishing such 

ownership within the Service Area Risk Management 

Closed - 

Verified
31/12/2016 25/02/2017

Rebecca  Tatar,Principal Risk 

Manager
Lesley Newdall

For clarity two risk modules exist on the Council’s 

eLearning site. One is generic and the other specific to 

CEC. We agree with the finding that the generic risk 

management module is not helpful from the 

perspective of specific messaging. Management will 

work with HR to ensure that only the single tailored 

solution is accessible.

Closed - 

Verified
31/03/2017

Rebecca  Tatar,Principal Risk 

Manager
Lesley Newdall

HR is currently reviewing the requirements of induction 

and essential learning throughout the Council. The 

latest timing for go-live is likely to be prior to the 

commencement of FY18. The plan with HR will be 

confirmed shortly.

Closed - 

Verified
30/11/2016 30/04/2017

Rebecca  Tatar,Principal Risk 

Manager
Lesley Newdall

The ‘different’ risk register template was adopted as a 

temporary measure in Place as part of a learning 

exercise to prompt focus on cause and effect in the 

articulation of risks. This version is now being 

superseded.

Closed - 

Verified
30/11/2016 25/02/2017

Rebecca  Tatar,Principal Risk 

Manager
Lesley Newdall

A training and communications plan involving input 

from HR and Communications teams was drafted 

within the last two years, however due to 

reorganisation of staff, teams and service delivery 

these plans had to be put on hold and will need to be 

reviewed once structures settle.

Overdue 30/09/2017 30/08/2018 Aug-18

Report on revised Enterprise Risk Management Policy and Risk 

Appetite Statement to be submitted to Corporate Policy and 

Strategy Committee for approval in August 2018.

Duncan  Harwood, Chief 

Risk Officer
Lesley Newdall

Will be treated - in progress 

by Service Area
N/A N/A

The Risk Management team is currently reviewing 

options with regard to a ‘GRC’ (Governance Risk and 

Compliance) solution that is fit-for-purpose for the 

Council. The new CGI contract identifies the need to 

introduce such a solution by the Summer of 2017. As 

such a business case will be developed in line with this 

critical path. In the meantime, risk registers for SMT 

and CLT are updated quarterly on consistently 

formatted spreadsheets and stored on a shared drive 

for version control.

Closed - 

Verified
30/09/2017 31/03/2018

Rebecca  Tatar,Principal Risk 

Manager
Lesley Newdall

CEC’s Risk Management Policy is updated annually in 

December.

Closed - 

Verified
31/12/2016 28/02/2017

Rebecca  Tatar,Principal Risk 

Manager
Lesley Newdall

The guidance set out in CEC’s Risk Management 

Procedure is scheduled to be updated by January 2017 

once the Council’s new structure and associated risk 

escalation path has been clarified and confirmed. 

These will then be available to all staff on the CEC 

Intranet.

Closed - 

Verified
31/01/2017 25/02/2017

Rebecca  Tatar,Principal Risk 

Manager
Lesley Newdall

Updating the Risk Appetite Statement is scheduled as 

part of a broader exercise on embedding improved 

understanding and consistency around risk appetite 

and tolerance levels once the new CRO is in place. It 

was always considered that the risk appetite would be 

further refined after two years once the risk 

management framework had been embedded and 

maturity of the organisation had developed with 

respect to risk management.

Overdue 30/09/2017 30/06/2018 Aug-18

Report on revised Enterprise Risk Management Policy and Risk 

Appetite Statement to be submitted to Corporate Policy and 

Strategy Committee for approval in August 2018.

Duncan  Harwood, Chief 

Risk Officer
Lesley Newdall

Will be treated - in progress 

by Service Area
N/A N/A

RES1615ISS.4 Property Maintenance Medium

All works are now carried out by framework 

contractors, who work to a Service Level Agreement 

(for example 1 day for urgent works). The 

contractor is not required to report back to the 

Facilities Management helpdesk when work is 

completed. Facilities Management rely on building 

users to raise concerns if no action has been taken 

in response to reported issues.  We note that 

technical officers now review contractor invoices 

before payment and quality check a sample of 10% 

of invoiced jobs. However, there is no monitoring of 

outstanding works orders (i.e. issues which have 

been reported, but not completed or invoiced).

Reported issues are not addressed 

within agreed timescales. Outstanding 

jobs may not be identified, with a risk 

that high risk issues are not resolved.

Contractors should confirm when jobs are completed. 

Outstanding jobs should be monitored.

The AS400 system does not allow recoding or reporting 

on completion until invoice stage. Contractors are 

already confirming when jobs complete to agreed SLAs 

(M&E in particular). This includes outstanding jobs. 

New contracts being procured will require all contracts 

to report on performance but this is not anticipated to 

be complete until end 2017 by which time CAFM will 

also be in place. CAFM will support monitoring of 

outstanding works orders. In the meantime, as noted in 

Finding 2, an interim monitoring/tracking process has 

been developed for condition survey high risk/urgent 

items

Not yet due 31/12/2017 01/04/2018

December Update  -  the use of CAFM to monitor and report on 

R&M work/expenditure is still expected to be operational in 

time for the start of the new FY 2018/19.    Current position at 

18/10/17 - Open - not yet due.The use of CAFM to monitor and 

report on R&M work / expenditure is still expected to be 

operational in time for the start of the new financial year 

2018/19. Work is progressing to review, cleanse and align the 

FM cost centres with the new hub models as being 

implemented by the FM Transformation programme. 

Engagement with key stakeholders with regards to 

implementing CAFM for R&M works management is due to 

commence shortly.  September UpdateAs per audit action 

MIS1601a1SS.3 above, the full roll out of the CAFM solution, 

including the capturing of R&M costs at cost centre level, 

Murdo  MacLeod, 

Maintenance Standards 

Officer

Lesley Newdall
Will be treated - in progress 

by Service Area
N/A N/A

Helpdesk staffing does not report to P&FM but form 

part of the Business Support service. Business 

continuity and resilience are line management 

responsibility. However: An agreed list of H&S W&WT 

items has been developed and is issued and reviewed 

annually to all Helpdesk staff along with SLA times for 

actions/attendance.

Closed - 

Verified
30/04/2017 27/04/2017

Mark  Stenhouse,Facilities 

Management Senior 

Manager

Lesley Newdall

New Hard FM Services SLAs are being developed as 

part of the AMS Transformation workstream which will 

give clear guidance to helpdesk and customers on 

services delivered, prioritisation process and 

associated timescales. These are anticipated to be in 

place by April 2017 although the full supplier retender 

will not be complete to support until December 2017.

Overdue 31/12/2017
31.12.19

Hard FM was not part of the original AMS Review scope. A self-

attestation submission was completed in February 2018 which 

recommended this action be marked as no longer applicable.

The development of new Hard FM service SLAs will form part of 

the overall Repairs and Maintenance contractor retendering 

exercise that is scheduled to be completed by Dec 2019. 

Mark  Stenhouse, Facilities 

Management Senior 

Manager

Lesley Newdall
Will be treated - in progress 

by Service Area
N/A N/A

RES1701ISS.2
Edinburgh Shared 

Repairs Service
Low

The Service aspires to become a paperless office 

with a single, trusted repository for all 

documentation relating to a case or property. Idox 

DMS will be introduced as an Enterprise Content 

Management system which will also enable the 

Service to share content with external stakeholders 

and allow remote working through mobile devices. 

However, the implementation of Idox DMS has been 

delayed and there is no ‘go live’ date for the new 

system. This is connected to wider delays in the ICT 

Transformation project, and is outwith the control 

of the Service. In the meantime, project 

documentation is held on the shared drive and in 

paper files. We found this affects the Service in two 

ways:Availability of documentationTwo documents 

requested during the audit could not be found. The 

documents were of minor relevance to the audit, 

but this indicates that current records management 

Risk that project documentation is 

inaccurate where duplicate records 

are held.Risk that core project 

documentation cannot be retrieved.

Develop records management procedures with a clear 

file structure and naming conventions.Assess whether 

Idox DMS will allow authorisation to be recorded 

electronically.As an interim measure, assess whether 

a digital signature on a PDF would provide an 

adequate record of authorisation at key stages of a 

project.

ESRS has a Records Manager from Information 

Governance working on historical paper files and part 

of this project is to implement a new electronic records 

management system. This project is underway and due 

to be complete by December 2017.  Due to the ERP 

project with CGI being delayed ESRS has had 

authorisation to implement a DMS system linked to the 

system already in use, Uniform. This will be 

implemented by early 2018.

Overdue 28/02/2018 31/9/18

ICT/CGI have advised that this date will not be achieved due to 

relative prioritisation of the Uniform software upgrade 

compared to other digital priorities.

A Revised implementation date of 31/9/18 for upgrade and 

implementation of DMS will follow this and take several 

months. Revised expected date for completion 31/01/19.

Jackie  Timmons, ESRS - 

Manager
Lesley Newdall

Will be treated - in progress 

by Service Area
N/A N/A

A review of existing shared property arrangements 

should be completed to identify Council properties 

shared with external organisations.

The Operational Estates team are also reviewing third 

sector tenancies across the Operational Estate.  This 

will require the collation of information directly from 

establishments (who have traditionally made direct 

arrangements with third parties), to capture all 

instances and formalise these arrangements.  Given the 

size and complexity of this task, it is envisaged that this 

will take around two years to complete.

Not yet due 31/10/2018
Lindsay  Glasgow,Asset 

Strategy Manager
Dheeraj Shekhar

Will be treated - in progress 

by Service Area
N/A N/A

For shared properties identified, it should be 

established which buildings non-Council employees 

can access. Appropriate physical security 

arrangements should then be implemented to prevent 

Council assets and records from being compromised.

In addition, as part of our preparations for the 

forthcoming General Data Protection Regulation, the 

Information Governance Unit will be undertaking a 

series of physical reviews to identify any risks to 

Council information. The reviews will assess a number 

of controls and practices, including control of access to 

Council buildings, visitor supervision, confidential waste 

disposal, and how information is stored and displayed. 

Buildings from across the Council’s estate have been 

identified with Facilities Management, with planned 

visits due to commence later this month. The review 

programme will run for an initial 12-month period. The 

Strategic Asset team will then implement any necessary 

Not yet due 31/10/2019

A Revised implementation date of 31/9/18 for upgrade and 

implementation of DMS will follow this and take several 

months. Revised expected date for completion 31/01/19.

Lindsay  Glasgow,Asset 

Strategy Manager
Dheeraj Shekhar

Will be treated - in progress 

by Service Area
N/A N/A

Where formal rental agreements do not exist for 

shared properties they should be formalised and 

implemented (where appropriate) to maximise 

income generated from these arrangements.

A review of the office estate is underway by the 

Operational Estates team to identify third party users 

and approach them to seek appropriate leases or 

licences to allow them to occupy the premises and 

ensure the Council is appropriately reimbursed.

Not yet due 31/10/2018
Lindsay  Glasgow,Asset 

Strategy Manager
Dheeraj Shekhar

Will be treated - in progress 

by Service Area
N/A N/A

Formalise guidance on prioritising and commissioning 

works to ensure consistency and continuity if staff 

leave.

Asset Management 

Strategy

There are historic arrangements in place with 

external partner agencies such as the Police, or third 

sector organisations to share space in Council 

owned properties. However, most of these are not 

supported by formal lease agreements and rent is 

not consistently charged. These agreements were 

created by individual service areas and there is a 

lack of visibility of informal property sharing 

arrangements. As there is no visibility of external 

property sharing arrangements with external 

partner agencies, it is unclear whether appropriate 

security arrangements have been established to 

ensure Council assets and records are protected. 

Waverley Court is one of the key projects where the 

Council estate is currently shared with an external 

third party (CGI) with plans to generate additional 

rental income. Security arrangements for Waverley 

Court were developed by the Capital Projects Team 

and the design report, with costs and 

recommendations, was submitted to the Corporate 

Leadership Team in August 2017. It is essential to 

ensure that the new security arrangements are 

implemented prior to finalisation of the revised CGI 

lease.

Lack of visibility of the Council’s 

shared estate arrangements and lack 

of formal security supporting them 

could result in the Council’s assets and 

records being compromised. 

Additionally, there may be 

opportunity to derive additional rental 

income from these arrangements.

Medium

Property Maintenance Medium

Low

All repairs and maintenance work is routed through 

the Facilities Management helpdesk. The helpdesk 

are a small, experienced team familiar with the 

Council’s buildings and contractors, who are 

responsible for prioritising and procuring low value 

works, and escalating higher value works to the 

technical operations manager.  There is no formal 

guidance available to Facilities Management 

helpdesk staff on how issues should be prioritised.

Risk of loss of corporate knowledge if 

members of the helpdesk team leave.

It is recommended that a risk assessment be 

performed to scope the technologies and systems in 

operation across the Council that are not managed by 

central ICT services. Following this, Senior 

Management should determine, on a case by case 

basis, whether to:accept the risk that these systems 

pose to the Council’s security and allow them to 

operate autonomously; or‘on-board’ these systems to 

allow them to be administered by Central ICT services. 

An ‘on-boarding’ process should be developed, with 

sufficient oversight and governance, to facilitate the 

transition of systems and technologies to central 

management.  Management should also consider how 

they can work with the functions and departments 

that are able to procure IT autonomously, to ensure 

that shadow IT systems are appropriately identified 

and risk assessed prior to acquisition.

Risk Management

CEC’s risk management ‘toolkit’ represents the key 

documents and system available to staff via the orb 

(intranet) to support risk management. Key 

documents include risk management policy and 

procedures and the risk appetite statement. Upon 

review of these documents and following interviews 

with staff, a number of inconsistencies have been 

identified: The Covalent system was introduced to 

support and encourage proactive and consistent 

management of performance, governance and risk. 

It offers the functionality to electronically 

consolidate information and make it simple and 

efficient for user to update and analyse data. This 

system is not used consistently throughout 

Directorates and CEC will be withdrawing Covalent 

in early 2017. Therefore, a manual and inconsistent 

approach to risk management is likely to ensue 

across Directorates upon withdrawal. The risk 

management policy and procedure documents are 

dated February 2015 and March 2014 respectively 

and do not reflect CEC’s current operating structure. 

These documents are also inconsistent with CEC’s 

risk appetite statement (dated February 2014). For 

example, the categories of ‘risk’ considered in the 

risk appetite statement are not consistent with the 

categories of ‘impact’ in the policy and procedure 

document. Indeed, CEC’s risk appetite statement 

explicitly refers to reputational and development / 

regeneration risks which are not included in the 

Manual risk management processes 

are labour-intensive and require an 

increased reliance on interpretation 

and judgement if there is a need to 

consolidate information based on 

different assessment criteria of 

formats. When risk MI is collated on 

this basis, vital information may be 

missed and not escalated on a timely 

basis. Use of an enterprise risk 

management system should increase 

the efficiency of collating and 

reporting data, and increase capacity 

to focus on analysis of risk. Risk 

Management policies and procedures 

coupled with a consistent risk 

appetite statement form the 

foundations for a sound risk 

framework. If an organisation is going 

through strategic change, its risk 

environment is also continuously 

changing. Therefore, annual review 

and updating of this information is 

important to ensure staff are 

provided with guidance and direction 

to manage risks in accordance with 

CEC’s expectations and requirements.

CEC should consider implementation of a replacement 

systemised risk management tool to drive efficiencies 

and consistency in risk management practices and 

provide the opportunity to generate risk MI without 

the need for manual intervention. The business case 

for an enterprise wide risk management system 

should be prepared and integrated with the wider IT 

change programme.In line with best practice, CEC risk 

documentation should be updated as soon as the new 

structure has been finalised, with updated versions 

communicated and circulated to staff.

Leavers Process Medium

We selected a sample of 45 employees who left the 

Council in August 2016. Security passes held by 18 of 

those employees (40%) had not been returned or 

disabled.

Security passes could be used to 

fraudulently gain access to Council 

buildings putting sensitive data and 

mobile assets at risk.

External Vulnerability 

Assessment
High

In discussion with Management, it was noted that 

there are areas of ‘shadow’ IT (where technology is 

implemented and maintained without knowledge or 

oversight from central IT Services) in operation at 

the Council. This poses an unquantifiable risk to the 

Council as it is unknown what types of data are 

stored, what security measures and processes are in 

place, who has access to this data and what if any 

Disaster Recovery provision is in place. 

Management have recognised these vulnerabilities 

in IT and information security however and are 

actively trying to remediate these areas. A new 

process has been implemented that requires all 

Council IT purchases made out with of standard CGI 

adoption processes to be applied via a procurement 

waiver, which will enable ICT to assess the adoption 

of new technologies prior to their acquisition. Areas 

of shadow IT that are currently in operation range 

from:Schools which implement their own hardware 

without being risk assessed or configured to a 

security baseline by Council IT Services. Desktops or 

laptops that are used to store and process sensitive 

or personable identifiable information (PII) may not 

have appropriate controls in place to safeguard this 

data. Departments within the Council that operate 

their own IT infrastructure or databases that are 

independent of central ICT services. As some 

If the Council’s areas of ‘Shadow IT’ 

have not been identified or do not 

have appropriate controls in place, 

there is an increased risk that the 

system can be compromised (either 

physically or digitally) leading to the 

disruption of services and loss of 

sensitive or PII data. This would incur 

significant reputational damage to the 

Council.

CW1603ISS.3

RES1603ISS.5

RES1608ISS.2

RES1608ISS.4

RES1615ISS.5

RES1712ISS.1

Security passes should be collected from payroll and 

non-payroll leavers and returned to the Facilities 

Management Hub.We recommend that Facilities 

Management are also provided with a daily or weekly 

list of leavers, so security passes can be deactivated.

The successful embedding of risk management 

throughout an organisation is achieved when staff 

of all levels are: aware of their risk management 

responsibilities; understand their responsibilities; 

and are motivated to act in accordance with their 

organisation’s risk management framework.  The 

Risk Function and CRO have delivered risk training to 

the CLT, their respective Senior Management Teams 

(‘SMTs’) and to GRBV Councillors. Feedback 

indicates that this training has been effective in 

securing buy-in and understanding at the senior 

manager level and above. However, risk training has 

not recently been provided to middle management 

levels, nor have senior managers within directorates 

been trained to provide risk management training to 

their teams. This represents a potential gap in the 

understanding and embedding of risk management 

below senior manager level.  The Risk Function have 

designed CEC specific risk management training as 

well as an internal controls module which teaches 

staff how to manage risks. These modules are 

available to everyone through CEC’s interactive 

learning platform (‘CECiL’), however, there is no 

mandatory requirement for staff to complete this 

training.  Within CECiL there is also a generic risk 

management training module, designed by the 

external system provider. This is not CEC specific 

and there is a risk that this may cause confusion 

amongst staff. From discussions with the Head of 

HR, we understand that all staff will be required to 

complete ‘essential learning’ when on-boarding and 

on an annual basis going forward. Good practice is 

achieved when HR have an important role in 

facilitating risk training so that it is considered 

alongside other key training and communications. 

MediumRisk Management

The risk management embedding gap 

below senior management level 

presents the risk that CEC may be 

exposed to a degree of undue risk: at 

times of significant change, people 

can unintentionally revert to 

behaviours that are not in keeping 

with expectations.If the generic risk 

management training module within 

CECiL is completed by staff, there is a 

risk that staff’s understanding is 

inconsistent with CEC’s risk 

management approach. If risk register 

templates are not used consistently 

across all Directorates, key 

information may be missed or 

reported incorrectly when 

consolidated by the Risk Function for 

CLT and GRBV. This undermines the 

quality of information present to CLT 

and GRBV. It makes management of 

risk and risk reporting less efficient 

and potentially less effective.

The Risk Function, supported by the new full-time 

CRO, should invest time and resource to embed risk 

management below senior management level. It is 

important to reflect on what contributed to the 

success of ‘buy-in’ and education of the senior team. 

Additionally, there needs to be pragmatic 

consideration given to the large numbers of staff 

across the council. We recommend a training and 

communications plan is drafted reflecting the above 

and approved by the appropriate committee. This 

should involve input from HR and other relevant non-

risk functions.Consideration should be given as to 

whether training senior management, to equip them 

to provide risk management training to their teams 

would held drive understanding and accountability 

below senior management level.  Human Resources 

should include risk management and internal controls 

training modules as part of CEC’s essential learning. 

Individual’s scores from the end of module 

assessments can be used to confirm staff’s 

understanding of their responsibilities.The system 

provider’s risk management module should be 

removed to avoid confusion. In keeping with policy, all 

service areas should use the CEC risk register 

template, with any other versions removed to avoid 

inaccurate information being reported to CLT and 

GRBV and improve the efficiency of the aggregation 

and reporting process.



Property inspections and repairs for investment 

properties should be recorded centrally to allow this 

information to be accessed when required.

All property inspections will now be recorded and 

placed on file with immediate effect. Notes of repairs 

and inspection notes for properties will be added to AIS 

system.

Closed - 

Verified
22/12/2017

Graeme  

McGartland,Investments 

Senior Manager, Resources

Dheeraj Shekhar N/A N/A

Monitoring of repairs across the Investment property 

portfolio should be implemented to confirm that 

essential repairs are completed in a timely manner.

Monitoring of repairs will now be routine and an 

inspection carried out when the invoice is received 

prior to payment. Tenants are generally on full 

repairing and insuring leases and therefore repairs etc 

will be identified during either interim or final 

dilapidation investigations. Structural survey exercise is 

also looking at investment portfolio.

Closed - 

Verified
22/12/2018

Graeme  

McGartland,Investments 

Senior Manager, Resources

Dheeraj Shekhar

Guidance should be produced on the acceptable 

timelines for agreeing new leases on rental properties.

A guidance good practice note will be prepared on 

timeline for dealing with the reletting and negotiation 

of new leases, this will include process for an options 

appraisal of properties that have been vacant for more 

than 6 months.

Closed - 

Verified
22/12/2017

Graeme  

McGartland,Investments 

Senior Manager, Resources

Dheeraj Shekhar

The KPIs reported by the Investment Team should be 

reviewed to include a specific KPI in relation to the 

percentage of the portfolio that has been leased.

Void rates on commercial property has been 

introduced as one of eleven KPI by Strategy and Insight 

and reported to RMT monthly.

Closed - 

Verified
22/12/2017

Graeme  

McGartland,Investments 

Senior Manager, Resources

Dheeraj Shekhar

Investment properties which have been vacant for 

more than six months should be reviewed to ascertain 

if other options would maximise returns.

A guidance good practice note will be prepared on 

timeline for dealing with the reletting and negotiation 

of new leases, this will include process for an options 

appraisal of properties that have been vacant for more 

than 6 months.

Closed - 

Verified
22/12/2017

Graeme  

McGartland,Investments 

Senior Manager, Resources

Dheeraj Shekhar

Records in the AIS system should be reviewed to 

ensure the information recorded for each property is 

up to date, complete and accurate.

All property inspections will now be recorded and 

placed on file with immediate effect. Notes of repairs 

and inspection notes for properties will be added to AIS 

system.

IA Validation in 

progress
22/12/2017

Current postion as at 20/02/18 - IA validation The service area 

has comfirmed that the management action has been 

implemented, Internal Audit will complete a walkthrough 

before the action can be closed. 

Graeme  

McGartland,Investments 

Senior Manager, Resources

Dheeraj Shekhar With IA for validation N/A N/A

The plan will also record those areas where 

implementation is dependent on completion of 

actions by other Service Areas.

Closed - 

Verified
29/12/2017

Current Status as at 19/01/17 - Closed Verified A FAST model 

has been produced to apply indexed lifecycle costs across the 

portfolio. Business cases have been produced for the projects 

within the portfolio as well as a process for pritorisiong 

requests. Guidelines have been added to the ORB for 

alterations to property and a RFMC from created (this is due to 

be implemented following the FM review).

Lindsay  Glasgow,Asset 

Strategy Manager
Dheeraj Shekhar N/A N/A

Regular progress updates against plan will be provided 

at appropriate governance forums.  This could include 

Senior Management meetings; Asset Management 

Strategy project meetings; or the Property Board.

Closed - 

Verified
29/12/2017

Current status as at 20/02/18 - Closed Verified Minutes has 

been provided to IA confirming agreement of the AIG terms of 

reference.  January UpdateAIG remits have been produced and 

discussed at each of the Asset investment groups, IA require 

conformation that these have been agreed by each of the AIGs.

Lindsay  Glasgow,Asset 

Strategy Manager
Dheeraj Shekhar

A project plan or roadmap detailing the remaining 

Operational Estate actions and timeframes for 

completion should be prepared.

Overdue 29/12/2017 N/A
Evidence/response   has been provided to IA. Action: IA to 

validate

Lindsay  Glasgow, Asset 

Strategy Manager
Dheeraj Shekhar With IA for validation N/A N/A

RES1712ISS.4
Asset Management 

Strategy
Low

The contractual agreement between the Council 

and Faithful and Gould specifies that a target of 10% 

of the condition surveys completed by Faithful and 

Gould’s external surveyors are to be reviewed by 

the Council to confirm that the quality of surveys 

meets Council expectations. To date circa 5% of 

condition surveys completed by the external 

contractor have been reviewed. Although the 

surveys sampled and reviewed by the Council have 

found the surveys to be thorough and the reported 

costs realistic, issues have been noted regarding the 

categorisation of property condition findings. 

Insufficient independent oversight of 

surveys performed by third parties 

and Council employees could result in 

failure to identify issues with quality 

or the estimated cost of repairs.

The volume of independent review of third party 

surveyors performed by the Council should be 

increased to meet the 10% target to ensure that any 

system issues with the quality of the surveys is 

identified and resolved. The review performed should 

ensure that survey grade applied (on a scale of A to D) 

accurately reflects the condition of the property and 

the costs associated with the repair.

Surveys were completed in mid-September 2017, with 

the quality assurance process well underway.  Any 

surveys identified as inconsistent between identified 

costs and condition grade are being returned to the 

third party for further assessment.  This has resulted in 

instances where the condition grade has been adjusted 

to reflect the level of spend required.  A full 10% 

sample will be completed, along with scrutiny of any 

other obvious anomalies.

Closed 22/12/2017

Current Status as at 20/02/2018 - IA Validation Reports 

reviewing the condition surveys completed by external 

contractors have been provided to Internal Audit. Internal Audit 

have requested additional information regarding how the issues 

identified have been remedied.

Lindsay  Glasgow,Asset 

Strategy Manager
Dheeraj Shekhar Closed N/A N/A

A review of the properties recorded on AIS should be 

performed to confirm that the full estate has been 

allocated to either the Investments of Operational 

Estate property portfolio.

Overdue 29/12/2017 N/A
Business case update shared with IA in December 2017 

and signed off by IA.

Lindsay  Glasgow, Asset 

Strategy Manager
Dheeraj Shekhar With IA for validation N/A N/A

Prior to the transfer of the source data feed from AIS 

to CAFM, it should be confirmed that the CAFM 

system includes the full population of property data, 

with the correct allocation of properties between the 

estates or investment portfolios.

Not yet due 28/12/2018
Lindsay  Glasgow,Asset 

Strategy Manager
Dheeraj Shekhar

Will be treated - in progress 

by Service Area
N/A N/A

A reconciliation between the property data recorded 

in the AIS and CAFM systems should be performed to 

confirm completeness of the property data held in 

CAFM and ensure that Logotech accurately reflects 

the value of the entire Council estate

The implementation plan for CAFM will include a 

quality assurance process to ensure that all data is 

correctly aligned between systems, in order to feed the 

Logotech system with complete details of the entire 

Council property base.  The timing of this relates to the 

go-live date of this module of CAFM.  In the meantime, 

the full Council database continues to be held on AIS.

Not yet due 28/12/2018
Lindsay  Glasgow,Asset 

Strategy Manager
Dheeraj Shekhar

Will be treated - in progress 

by Service Area
N/A N/A

RES1712ISS.7
Asset Management 

Strategy
Advisory

It has been identified that there may be a lack of 

oversight regarding security arrangements 

supporting the let of Council property for out of 

hours’ leases (for example, hire of school halls for 

evening community lets). It is understood that a 

draft Facilities Management Service Level 

Agreement is currently being prepared that will 

include provision of security and janitorial services.

If Council properties do not have 

appropriate internal security 

arrangements in place, the Council’s 

assets and records could be 

compromised due to out of hours 

letting arrangements.

The Facilities Management SLA should specify the 

minimum security arrangements required to support 

out of hours lets of Council properties and protect 

Council assets and records.

The SLA – and accompanying Services Portfolio Matrix 

(SPM) – will detail the requirement for security staff to 

have a thorough understanding of the layout, working 

and management knowledge of each building and its 

functionality. These will be managed and monitored 

through the static patrols or through the key holding 

alarm response mobile unit. Where applicable CCTV 

will also relay back to the control room.

Overdue 28/02/2018 N/A This has been implemented and sustained.  
Andrew  Field, Interim 

Operations Manager
Dheeraj Shekhar With IA for validation N/A N/A

RES1605ISS.1
Service Level 

Agreements with 

Outside Entities

Low

We reviewed the arrangements in place with 5 

organisations to which the Council provides 

professional services. OrganisationServices 

provided2015/16 Fees Lothian Valuation Joint 

BoardPayroll servicesAccountancy servicesInternal 

Audit£20,100SEStranAccountancy servicesPayments 

and procurement InsuranceTreasury 

managementInternal AuditPayroll 

services£23,350Lothian & Borders Community 

Justice AuthorityAccountancy 

servicesPaymentsInternal Audit£22,000CEC 

HoldingsAccountancy services£20,000Royal 

Edinburgh Military TattooPayroll servicesTreasury 

managementInternal Audit£1,500 There was a 

current Service Level Agreement (SLA) in place with 

If service levels are not formally 

agreed with the other organisation, 

there is a risk that: There is 

reputational damage and increased 

resource pressure if the Council does 

not deliver services as expected by 

the counter party;The Council may 

not receive appropriate remuneration 

for services provided;and 

Arrangements in place may not be 

appropriate or may conflict with 

other Council duties.

Service Level Agreements with the organisations to 

which the Council provides professional services 

should be reviewed and/or established. These should 

set out services provided, key activities and 

deliverables, and the respective roles and 

responsibilities of the Council and the counterparty. 

Service Level Agreements should be for a defined 

period and refreshed regularly to ensure that agreed 

services and charges remain appropriate.

Directors will ensure that a service level agreement 

(SLA) has been established with all arms level 

organisations (ALEOs) that they support. The SLA 

should set out all services provided and received by the 

Council, key activities and deliverables, and the 

respective roles and responsibilities of the Council and 

the counterparty.   The agreements should be for a one 

year period and refreshed annually to ensure that 

agreed services and charges remain appropriate.

Overdue 30/11/2017 Jun-18

SLAS with ALEOs for which Resources has agreements 

are now in place with only the Royal Edinburgh Military 

Tattoo to be signed.  

Action: Head of Finance to confirm position of REMT 

SLA.  REMT SLA was submitted (signed) to IA on 

29.5.2018

Stephen  Moir, Executive 

Director of Resources
Lesley Newdall With IA for validation N/A N/A

RES1601

Review of City of 

Edinburgh Council 

Contractor Management 

Arrangements

1. Supplier management

High

While the Council has a number of standing orders 

in place to provide guidance on Contractor 

procurement, there is no overarching strategy 

and/or policy in place for the control and 

management of contractors/suppliers. The standing 

orders in existence have been developed to meet 

various needs that are being identified as the 

procurement process becomes more robust. There 

is a need for a Contractor Management Policy to 

The Council has a responsibility to 

ensure that its contractors and 

subcontractors operate to acceptable 

standards in all aspects of their 

performance including quality of 

work, financial cost and risk 

management. Failure to satisfactorily 

monitor contractors could result in 

substandard performance by 

1. (a) Create a central team that has cross 

departmental oversight and is responsible for driving 

the different facets (Financial, Operational and Risk, 

plus Policy owners for H&S, data protection, 

resilience, etc.) of the control and management of 

contractors/suppliers. In the interest of consistency, 

we recommend that the current procurement team is 

augmented to be able to perform this additional 

oversight role. In order to effectively carry out this 

It is proposed that the findings will be addressed 

through the implementation of a Council-wide 

approach to Contract Management. The establishment 

of a dedicated team to facilitate the development of 

an overarching strategy and architecture to define 

common processes, best practice and to support 

management and reporting on a tiered basis was 

previously approved by CLT and will support the 

delivery of some of the recommendations within the 

Historic 31/12/2017 N/A With Internal Audit for Framework to be validated.
Finance - Commercial and 

Procurment Services
With IA for validation N/A N/A

MIS1601
Non-Housing Invoicing

1. Budgetary Impact

Medium

We inspected a sample of 60 charges to Corporate 

Property by EBS non-housing for repairs and 

maintenance to operational property. We 

identified:

42 charges ‘billed as estimate’ where no contractor 

Interdepartmental charges for repairs 

and maintenance are inaccurate; and

The budget allocation for repairs and 

maintenance in 2016/17 is likely to be 

based on an inaccurate assessment of 

Expenditure on repairs and maintenance to Corporate 

Property should be monitored closely during 2016/17. 

The budget for 2017/18 should be rebased using 

2016/17 actual expenditure on repairs and 

maintenance (R&M), given that recorded expenditure 

in previous years, which was used to set the 2016/17 

The R&M budget for 2016/17 will be closely monitored 

as services are now procured direct from suppliers and 

an imbedded due diligence process has been 

developed. This will inform the budget setting process 

but it should, however, be noted that this has 

historically been based on availability and not need.

Historic 31/03/2017 30.6.18

Evidence submitted for Internal Audit to review.

Action: Chief Internal Auditor to meet with Banking and 

Payment Services Manager to finalise.

Legal and Risk – Audit With IA for validation N/A N/A

CF1519

Resilience Planning

2. Significant Occurrence 

Training

Medium

We visited 15 schools as part of the schools 

assurance pilot. At least one member of the school 

management team had attended significant 

occurrence training at all but one of the schools. 

However, not all members of the school 

management team had attended the training at 6 

schools.

The significant occurrence training is mandatory for 

all members of the school management team (head 

Staff may not be aware of their roles 

and responsibilities if a significant 

incident occurs.

unable to identify staff who have not 

received training essential to their 

role and/or legally required.

Deputy head teachers, head teachers, or business 

managers who have not yet done so should attend the 

significant occurrence training course this academic 

year.

Completion of mandatory training should be 

monitored and action taken when non-compliance is 

identified.

A review of Council wide training recording 

mechanisms is underway.

In the meantime:

- A communication will be circulated by the Head of 

Schools and Lifelong Learning to instruct that any 

member of staff due to attend the significant 

occurrence workshop must do so.

- Attendance at significant occurrence workshops will 

be monitored.

Historic 30/06/2016 N/A Action has been completed from a Resources perspective.

Communities and Families - 

should no longer be showing 

as open on Resources.

With IA for validation N/A N/A

CG1513

Review of Management 

Information Quality 

within Facilities 

Management

1. Data architecture is 

not being managed 

within Facilities 

Management and the 

wider Corporate 

Property department 

which is delaying the 

CAFM implementation

High

A CAFM, Technology Forge solution (tfCloud), was 

selected by Corporate Property to provide a fully 

integrated property system in order to increase 

operational efficiency and provide improved 

Management Information reporting. However, the 

Council has not been able to implement CAFM in the 

timescales expected due to a number of factors, 

including issues collating the required source data, 

resulting in the expected benefits being delayed.

Phase 1 of the CAFM project has not yet been fully 

implemented with only City Chambers and Waverley 

Court currently using the system. Phase 1 aims to 

deliver a central recording system to support the 

delivery of facilities management for all operational 

buildings. This has been delayed primarily due to a 

lack of understanding of the correct source data 

needed and restructuring this into the required data 

hierarchy.

The data CAFM requires, from across the wider 

Due to a lack of consistent data 

surrounding their property portfolio 

CEC are at risk of not maintaining its 

portfolio effectively or efficiently, 

potentially resulting in risks to the 

safety of the staff or public;

Corporate Property do not have 

robust Management Information and 

are at risk of producing reporting that 

is inaccurate, inconsistent and/or 

incomplete;

Corporate Property are using staff 

resource inefficiently, i.e, too much 

time being spent collating the required 

data to produce reports; and

CEC are not realising the benefits 

expected from the implementation of 

the CAFM system;

Undertake a cost / benefit review of the CAFM project 

plan, prioritising deliverables with the greatest 

benefits.

Engage with the Data Council and wider Information 

Governance Unit, to develop an agreed data 

reference document of information and data required 

to effectively run the CAFM system and provide a 

single version of the ‘truth’ to Corporate Property

o Included in the reference document, for each 

attribute, should be a technical definition, a business 

definition and a definitive source;

Develop a regular feed of outgoing data from CAFM 

to the Business Intelligence team to allow the 

creation of dashboard reporting on Facilities 

Management;

The CAFM system delivery is now part of the scope for 

the Asset Management Strategy (AMS) approved by 

Finance and Resources in September 2015. It is 

accepted that closing out Phase 1 of the 

implementation plan must be a priority for the Division 

and therefore additional resources within the Council 

and TF are required to be put in place as a matter of 

urgency in order to help progress with implementation. 

The AMS proposes that the CAFM implementation is 

fully resourced and prioritised, as part of the delivery 

of the wider programme. In this context, new oversight 

and direction has been introduced to ensure robust 

project management to accelerate delivery.

of the Corporate Property service areas, has been 

created and is driving forward the CAFM 

implementation plan. This coupled with additional 

project management, consultancy and training support 

from TF will ensure an accelerated delivery plan. The 

Data Forum team meets every 3 weeks with the initial 

Historic 30/06/2016 N/A Risk accepted / action complete – Risk Acceptance Template 

completed on 22.5.18
Property and FM Risk Accepted N/A N/A

CG1513

Review of Management 

Information Quality 

within Facilities 

Management

2. Data Quality

Medium

Corporate Property are unable to produce robust 

reporting, due to numerous data quality issues, both 

within its own data and also within the wider 

Council data it uses.

Inconsistencies in reporting are often caused by 

staff that do not fully comprehend the need for 

accuracy when capturing data. A good example is 

the multiple teams that input data into the finance 

system. These individuals do not understand the 

importance of using the appropriate cost code and 

have on occasion reported staff remuneration 

against a building code or recorded building costs 

against a team code. Other examples include rooms 

being recorded as buildings or a single toilet block 

being recorded as a two separate buildings.

There is no evidence that these issues are being 

raised to the central Information Governance Unit 

and managed across the organisation.

Poor data processing and quality 

assurance is leading to incorrect 

allocation of costs through misuse of 

cost code data;

Staff time is being incurred to correct 

errors to ensure accurate data, 

resulting in these staff being unable to 

undertake other more valuable 

activities; and

As data is not completely accurate the 

Council are at risk of making 

inaccurate management decisions 

based on inaccurate, inconsistent 

and/or incomplete reports.

Provide verification to and gain sign off by the Data 

Council for the correct and accurate source of data 

within the Corporate Property data reference 

document;

Corporate Property data stewards to raise data 

quality concerns to the Data Council for centralised 

management and resolution; and

Data Council to promote the need for accurate data 

entry/processing across all Directorates.

The AMS proposes that the data cleansing and 

validation exercise is fully resourced and prioritised, as 

part of the delivery of the wider programme.

additional project management, training and 

consultancy support in the areas of data cleansing, 

validation, migration, system interface builds and 

performance reporting requirements etc.

Teams across the Corporate Property Division have 

been tasked with cleansing existing data, e.g all estates 

data that is recorded in AIS.

which is reviewed and monitored on a weekly basis.

Corporate Property for CAFM.

Historic 31/03/2016 N/A Risk accepted / action complete.  Risk Acceptance Template 

completed on 22.5.18
Property and FM Risk Accepted N/A N/A

CG1513

Review of Management 

Information Quality 

within Facilities 

Management

3. Management 

Information Production 

could be more efficient

Medium

There was no evidence of procedure manuals or 

other documentation found which instructs 

Corporate Property staff on how to produce the 

current suite of Management Information reports.

Consistent reporting procedures are not in place 

and reporting activity is carried out by staff that 

have not received training in the production of 

Management Information. Specifically there is no 

evidence of training on Cognos, the Councils’ main 

Dashboard tool.

There was no evidence to suggest that the 

centralisation of MI production has been 

considered, which would allow controls and 

efficiencies to be implemented, reducing the risk of 

duplication of effort and conflicting reporting, as 

well as also improving the efficiency of production.

The lack of documented procedures 

increases the risk of ‘key man’ 

dependency on MI production and the 

risk of generating multiple MI reports 

which are contradictory;

The devolved nature of MI production 

and lack of training on Cognos 

increases the risk of the Corporate 

Property generating multiple MI 

reports which are contradictory; and

Increasing the efficiency in the current 

MI production process could increase 

the capacity for Officers to perform 

other roles.

Corporate Property should document the procedures 

used to create all current reporting used within 

Facilities Management;

A training program should be introduced within the 

Corporate Property to develop skills with the Cognos 

dashboard tool; and

A benefits analysis should be undertaken, to consider 

implementing centralised reporting in conjunction 

with the Business Intelligence team, with a view to 

ensuring that Management Information is consistent, 

robust and easily accessible.

CP specific list of performance indicators to be 

reported out of TF Cloud post Phase 1.

regular reporting on energy, water and waste PI’s, 

identifying performance improvements and delivering 

against key actions.

PI’s. The creation of performance specific roles and 

responsibilities will form part of the AMS Review which 

is currently in progress.

interface with Oracle / Aggresso in order to capture all 

finance data in TF Cloud.

other clients and CEC are in discussions with TF to 

understand what they are and what they do so that this 

opportunity can be brought to the table with Finance / 

ERP project.

a review as to when this functionality can be delivered

Historic 30/06/2016 N/A Risk accepted / action complete.   Risk Acceptance Template 

completed on 22.5.18
Property and FM Risk Accepted N/A N/A

SFC1502

Planning Controls & the 

Local Development Plan

3. Review of Historic 

Contributions

Medium

Contributions received must be repaid if unspent 

within timescales designated in the legal agreement. 

Timescales vary between individual agreements, but 

contributions are generally refundable with interest 

if not utilised within either five or ten years from the 

date of payment (or date of commencement or 

completion of the development). The legal 

agreement generally stipulates that it is the 

responsibility of the contributor to request 

reimbursement.

As at March 2014, contributions held in investment 

accounts totalled £7,377,870. Of this balance, funds 

aged in excess of 5 years total £5,090,108. All of 

these historic contributions relate to Transport.

£3,499,850 has been identified as 'other 

infrastructure’, ring-fenced for specific projects 

ongoing.

Finance is currently engaging with Transport 

Planning to establish the position in relation to the 

remaining historic contributions totalling 

£1,590,258.

Where this review establishes that funds have not 

yet been spent, and the timescale for spend 

exceeded, Finance will liaise with Legal Services to 

determine the Council’s position in terms of 

refunding contributions or establish if any other 

works have been done in the area that the funds 

Contributions may not be spent within 

the timescales outlined in the legal 

agreement due to a lack of effective 

planning, monitoring and review.

Best value may not be achieved, as 

contributions may have to be 

refunded to the developer instead of 

being spent on necessary 

infrastructure.

Works may be undertaken and funded 

from core budgets rather than via the 

receipts obtained to fully or partially 

cover costs.

Review of Historic Contributions

The current position in relation to a number of historic 

contributions invested requires to be established, and 

appropriate follow on actions taken.

This process began at the start of this year. Finance 

asked officers within Transport to review the list of 

unused developer contributions with a view to stating 

if infrastructure has been delivered in line with the S.75 

conditions. In doing this, we asked officers to consider 

any historical works that may have been carried out 

that may meet the S.75 conditions.

The aim is to maximise as much of this unspent 

contribution as possible and get legal opinion on if we 

should reimburse developers for any unspent 

contribution received.

A partial return has been provided but more 

information is required before a final decision on how 

to treat this historical developer contribution can be 

made.

Finance will set some clear timescales to officers 

within Transport so that this exercise may be brought 

to a conclusion. Following on from this, Finance will 

then liaise with Legal Services to determine what 

action is required – either to bank the income on the 

basis of infrastructure delivery or consideration of 

paying back unused contribution to developers.

Historic 31/01/2016 N/A Action has been completed from a Resources perspective.

Place - should no longer 

being showing as Open on 

Resources.

With IA for validation N/A N/A

A project plan for the development of this information, 

bringing together the various on-going strands of work 

will be produced.  This will set out dependencies 

(including other service areas) and risks, and will be 

incorporated within the Property Board governance 

with regular updates.  It is also proposed to present 

this monthly to the Asset Management Strategy Board. 

This plan will reflect completion dates for the 

following: â€¢ The remit for the Asset Investment 

Groups has been drafted and is in the process of being 

approved at each departmental AIG meeting. â€¢ Base 

data and analysis for life cycle costing for the pipeline 

estate is nearing completion and the next step is to 

apply inflation.  This information will be stored in a 

FAST model, developed with Finance, to allow scenario 

planning.â€¢ The identification of locality office 

accommodation requirements is mid-way through a 

two-month assessment, with requirements identify by 

the end of October and detailed models to be 

completed in November.â€¢ A change request process 

for property changes has been developed and will be 

implemented in tandem with the ‘go-live’ date of the 

Asset Management 

Strategy
Low

The Asset Information System (AIS) maintains 

records of the Council’s full property portfolio, but 

does not have the functionality to record the 

allocation of the properties between the investment 

or estate portfolios. The Logotech system used by 

finance is populated from the AIS system 

maintained by corporate property. The AIS system is 

currently being replaced on a staged basis by the 

Computer Aided Facility Management (CAFM) 

system.  The expectation is that the data source for 

Logotech will transfer from AIS to CAFM when the 

relevant CAFM module is available.

â€¢ Risk that the full property 

portfolio has not been accurately 

allocated to either the Investments or 

Operational Estate portfolio, and that 

unallocated properties are not 

effectively managed. â€¢ Risk that the 

AIS, CAFM and Logotech systems are 

not fully and accurately populated 

with details of the Council’s property 

portfolio, with a potential impact on 

the value of fixed assets included in 

the financial statements.

The majority of assets have been ascribed to either 

Investments or Operational Estates.  There remain a 

number that are more difficult to categorise and it 

proposed that the two teams will meet to apportion 

these to the correct team by Christmas 2017.  This 

extra information will be added to the AIS system, 

which will subsequently feed CAFM when the data is 

migrated from AIS to CAFM.

Asset Management 

Strategy
Medium

Our review of the controls established to support 

management of the investment property portfolio 

identified the following operational control gaps: 

â€¢ Signed leases  requested for 2 investment 

properties could not be located. Additionally, 

records held on AIS are not fully up to date for all 

properties in the investment portfolio. â€¢ There is 

no centralised recording of inspections and repairs 

for investment property portfolio. Manual records 

of property inspections and repairs are held by 

surveyors. The Head of Service has advised that this 

due to resource constraints. â€¢ No monitoring is 

performed to confirm that necessary repairs have 

been performed, with reliance placed on receiving 

invoices to ensure that repairs have been 

completed. The Head of Service has advised that 

this is due to resource constraints. â€¢ The main key 

performance indicator (KPI) reported and monitored 

by the Investments team is the value of rental 

income received.  No KPIs have been established to 

illustrate the percentage of the investment portfolio 

properties that are leased and those that are 

currently vacant.  It is therefore not possible to 

determine whether rental or sales income 

generated across the portfolio has been optimised. 

â€¢ One Royal Institute of Chartered Surveyors 

(RICS) Registered Valuer currently completes rent 

renewals and negotiations with tenants. 

Negotiations can be verbal and are not always 

documented. Resources do not permit two officers 

to be involved in all negotiations, however all rent 

revaluations and new leases are approved by an 

independent Investments Manager in line with 

applicable Council standing orders.

Records management procedures 

should be reviewed and refreshed to 

ensure that all files can either be 

located or retrieved from storage 

upon request. The Investments team 

should ensure that the AIS system is 

updated to include all current 

property details. Current and accurate 

property details cannot be extracted 

from the AIS system for the 

Investment property portfolio. 

Information on investment property 

condition may not be easily 

accessible, especially where surveyors 

have left the Council or are on long 

term sickness absence. Risk that 

delayed completion of repairs is not 

identified where invoices are not 

received. Failure to record the need 

for essential repairs and ensure they 

are completed will increase the risk of 

occurrence of health and safety 

related incidents. Risk that a property 

could remain vacant for a significant 

period and that potential rental 

income is not optimised.

Asset Management 

Strategy
Low

The Property and Asset Management strategy 

presented to the Finance and Resources Committee 

in September 2015 introduced the concept of the 

corporate landlord. The actions required to develop 

the concept are still in progress. These include 

development, finalisation and implementation of: 

Terms of reference for the recently established 

Asset Investment Groups. The content of 

management information packs to be provided to 

Localities Leadership teams. Finalisation of locality 

property requirements. The process supporting, and 

responsibilities for, preparation of business cases 

for all new property development requests for 

submission to Asset Investment Groups and the 

Property Board. Fully indexed property lifecycle 

costs across the portfolio. A process for receipt, 

assessment, and prioritisation of requests for 

property space from Service Areas. Whilst there is 

clear evidence of progress in each of these areas, 

there is no defined project plan or roadmap to 

support delivery and oversight of the remaining 

Operational Estate aspects of the wider property 

Progress with implementation of the 

Operational Estate aspects of the 

property and asset management 

strategy cannot be formally 

monitored or tracked.

RES1712ISS.5

RES1712ISS.2

RES1712ISS.3



RES1614ISS.2
Lothian Pension Fund 

Cyber Security
Medium

There is no formal, ongoing security governance for 

these third parties.Without effective oversight, LPF 

cannot gain assurance that controls in place at third 

parties are appropriate based on the services and 

data hosted.LPF outsources the provision of the 

Pension Administration System, the hosting of the 

infrastructure that it sits on, and at the time of 

review was in the project phase for contracting with 

another 3rd-party supplier – Civica – to provide the 

‘Employer Data Transfer Portal’.By formally 

reviewing security requirements and the provisions 

at third parties, LPF will understand if controls at the 

supplier mitigate risks to an acceptable level, taking 

into account compliance with the security 

objectives, requirements, regulations, and 

contractual obligations that are important to 

LPF.The companies that provide these services to 

LPF are all ISO 27001 certified, and as such can 

demonstrate that they have a framework for 

managing security. However, ISO 27001 certification 

does not provide a report on information security 

controls that are in place within the organization. It 

is therefore important that LPF is satisfied that the 

controls in place at third parties are proportionate 

to the risks faced and that these controls protect 

LPF member data adequately.Regulators are 

increasingly focusing on oversight of third parties 

If LPF do not routinely consider the 

security of their suppliers, the impact 

and likelihood of a data breach, 

system compromise, or loss of service 

are increased. This may result, in 

adverse media coverage for LPF, loss 

of stakeholder confidence, an impact 

on financial results and could impact 

core services provided.Additional 

consequence can include increased 

vulnerability to litigation and the 

possibility of regulatory enforcement 

actions.

LPF should consider implementing a Supplier Risk 

Management Framework. Effective Supplier Risk 

Management will help LPF maintain consistency and 

visibility of the risks they face from the third parties 

that they contract with. It will also allow LPF to 

demonstrate to stakeholders, regulators and 

management that supplier risk is considered 

consistentlyLPF should review existing third party 

contracts to ensure that security provisions are 

appropriate.

LPF agrees to implement both recommendations. 

Existing third party contracts will be reviewed on a risk 

prioritised basis.

30/09/2017 30/03/2018

Evidence/response provided to IA. 

Action: IA to validate

Struan  Fairbairn,Chief Risk 

Officer, LPF
Lesley Newdall With IA for Validation N/A N/A

RES1705ISS.1
LPF - Information 

Governance
Medium

The Fund’s records management framework and 

supporting processes require improvement to 

ensure that Fund records are effectively managed in 

line with Data Protection Act requirements. Our 

review identified the following control weaknesses: 

There is currently no formal records management 

plan and supporting processes; Retention schedules 

and disposal logs are not used to record and action 

pre-determined disposal dates of Fund records; 

Regular clear out days are not held to ensure that 

electronic and paper records are archived or 

scheduled for disposal;Some records are duplicated 

between Pensions Web and the Fund’s shared 

drive.No documents have been archived in Pensions 

Web since its installation in 2013; andThe pensions 

mailbox is used to store correspondence that has 

not been attached to the Altair pensions 

administration system.

Lack of formal governance supporting 

records management breaches the 

requirements of the Council’s records 

management policy (sections 4.5 – 

4.8)The lack of a records retention 

schedule, records management 

process and disposal log means that 

decisions are not being 

maderegarding records, files and 

folders containing sensitive data that 

no longer requires to be held, or is 

being held in more than one location.

It is recommended that a records management plan is 

prepared that sets out the proper arrangements for 

the management of the Lothian Pension Funds 

records that include personal data. A model records 

management plan developed by National Records of 

Scotland includes 14 elements for effective records 

management.Whilst there is no statutory requirement 

for this plan to be applied, it would be good practice 

to incorporate as many of these elements as possible 

into existing records management processes where 

they are not already applied by LPF.  The 14 elements 

of the plan are noted below and further information 

can be found 

at:https://www.nrscotland.gov.uk/record-

keeping/public-records-scotland-act-

2011/resources/model-records-management-plan 

Senior management responsibility - An individual at 

senior level who has overall strategic accountability 

for records management. Records manager 

responsibility - An individual within the Fund to have 

day-to-day operational responsibility for records 

management. Records management policy statement - 

To underpin the effective management of the Fund’s 

records and information. Business Classification 

Scheme to organise records - A scheme describing 

what business activities the Fund 

undertakes.Retention schedules - A list of pensions 

records for which pre-determined disposal dates have 

been established. Destruction arrangements - Disposal 

Recommendations accepted – all actions 

recommended by Internal Audit will be fully 

implemented.

28/02/2018 N/A

Evidence/response provided to IA. 

Action: IA to validate

Struan  Fairbairn,Chief Risk 

Officer, LPF
Christine  Shaw With IA for Validation N/A N/A

1. LPF should identify and document the criticality of 

systems and processes they rely on to enable service 

provision in the event of an incident.2. Criticality 

requirements, and the procedures that suppliers will 

apply in the event of an incident, including their 

recovery time and point objectives for LPF’s web 

based systems should also be reflected in the Plan.3. 

LPF should introduce a process for oversight, 

monitoring and follow-up of DR tests performed by 

third party suppliers, ensuring that any adverse 

outcomes that cannot be resolved are recorded in the 

risk register.4. LPF should establish and formally 

communicate their workplace recovery requirements 

with CEC to ensure that critical operational processes 

can be relocated in the event of an incident.6. 

Involvement of process owners (and other 

stakeholders) in designing and updating the plan 

should be recorded to provide an effective audit trail 

and confirmation that all key processes have been 

included (where appropriate),7. The Plan should be 

updated to include clear roles and responsibilities for 

all staff before, during and after any incident. This 

should include allocation of LPF owners for each 

critical system with specific responsibility for ensuring 

oversight of third party DR arrangements.12. The Plan 

should be formally reviewed and signed-off by the 

process owner, Chief Executive Officer, and relevant 

governance forum / committee upon completion of 

each annual review.

To address recommendations 1, 2, 3, 4, 6, 7 & 12: The 

Business Continuity plan will be updated to include:â€¢ 

LPF Business critical systems.â€¢ Procedures that will 

be applied by third parties in the event of an incident 

including supplier recovery time and point objectives 

for the web hosted systems used by LPF.â€¢ Oversight, 

monitoring and follow-up of supplier DR tests will be 

performed as part of the annual review of the LPF plan 

and any adverse outcomes that cannot be resolved will 

be included in the LPF risk register.â€¢ The LPF 

Management team will maintain oversight of the plan 

to ensure that key business processes and team roles 

and responsibilities in the event of a disaster accurately 

recorded.â€¢ The revised plan will be 

reviewed/approved by the LPF management team, the 

Head of Finance and the Executive Director of 

Resources and shared with the CEC Resilience 

Committee to ensure that CEC are fully aware of LPF 

requirements.

30/06/2018
Clare  Scott,Chief Executive 

Officer, LPF
Lesley Newdall

Will be treated - in progress 

by Service Area
N/A N/A

An annual Business Impact Analysis (BIA) should be 

performed to establish whether recent internal and 

external changes affect current DR/BC arrangements. 

Where changes to the Plan are required, these should 

be implemented in conjunction with third party 

suppliers.

Business Impact Analysis of LPF, including supplier 

recovery requirements, to be updated and 

communicated fed into CEC’s Business Continuity 

arrangements, with subsequent updates provided 

annually.

28/02/2018 N/A
Evidence/response for all these overdue actions has 

been provided to IA.

Clare  Scott,Chief Executive 

Officer, LPF
Lesley Newdall With IA for Validation N/A N/A

8. The Plan should be updated to require completion 

of BC awareness training for key staff. 10. The Plan 

should be assessed and updated on an annual basis to 

ensure that it is fit for purpose and aligned with LPF’s 

structure and changing internal and external business 

environment. The process to assess the Plan should be 

carefully developed and formalised by LPF 

management, to ensure that approved and robust 

appraisal criteria are followed. 11. Third party 

contracts should be reviewed annually in conjunction 

with the LPF Plan, and processes should be 

implemented to review contractual arrangements in 

light of ad hoc changes (for example changes to 

regulatory requirements regarding IT resilience).

To address recommendation 8, 10 and 11: Annual 

review of the Business Continuity plan, including 

Business Impact Analysis and awareness 

sessions/rehearsals, will be incorporated into the LPF 

compliance checklist to ensure they are undertaken 

regularly. Third party contracts will be reviewed 

annually in conjunction with the LPF Plan and any 

necessary contractual changes communicated and 

agreed.

30/03/2018
Evidence/response for all these overdue actions has 

been provided to IA.

Clare  Scott,Chief Executive 

Officer, LPF
Lesley Newdall With IA for Validation N/A N/A 

1. LPF system criticality requirements and prioritised 

recovery objectives (recovery time and point 

objectives) should be communicated to third party 

system providers. 2. Contracts should be reviewed 

and where necessary renegotiated and updated to 

include DR provision where this is currently missing, or 

to ensure that DR clauses are updated to reflect LPF 

requirements. Contract revisions should include:â€¢ 

Agreed testing arrangements and frequencies;â€¢ 

RTOs and RPOs and penalties for failing to meet 

these;â€¢ Back up arrangements, including frequency, 

data security solutions applied by the supplier (e.g. 

type of encryption) and security measures in the 

location where the data will be stored.â€¢ Where 

contracts cannot be updated to reflect LPF 

requirements, the risk should be recorded in the LPF 

risk register.

To address recommendations 1 and 2: The points 

noted by Internal Audit (including system criticality and 

recovery objectives) will be discussed with third party 

providers for services not provided via CGI (pensions 

administration systems and custodian) and 

renegotiated/added to contracts where possible and 

practical. (DR provision is included in the specification 

of pensions administration system in the tender which 

is currently underway. However, in other cases LPF’s 

ability to vary established contractual provisions is 

expected to be limited). Where this cannot be 

achieved, the risk will be recorded in the LPF risk 

register.

30/03/2018 Action: IA to validate
Clare  Scott,Chief Executive 

Officer, LPF
Lesley Newdall With IA for Validation N/A N/A 

LPF should request that the Council ICT Service 

establishes a dedicated LPF relationship manager to 

support them in defining and agreeing their BC/DR 

requirements with the Council and CGI.

Disaster Recovery requirements will be added to the 

list of ongoing ICT issues currently being discussed with 

ICT. LPF’s full list of requirements will then be shared 

with the Resources ICT representative (to be 

established with ICT) to ensure that these are 

communicated to ICT.

28/02/2018 N/A
Evidence/response for all these overdue actions has 

been provided to IA.

Clare  Scott,Chief Executive 

Officer, LPF
Lesley Newdall With IA for Validation N/A N/A 

LPF should also request representation at CEC 

Resilience Committee meetings to ensure that all 

relevant LPF recovery and resilience issues are 

discussed and addressed.

LPF recovery and resilience requirements will be 

communicated to the Resources Resilience Business 

Partner for inclusion on the agenda at the next 

Resources Resilience Meeting.

28/02/2018 N/A
Evidence/response for all these overdue actions has 

been provided to IA.

Clare  Scott,Chief Executive 

Officer, LPF
Lesley Newdall With IA for Validation N/A N/A 

RES1708ISS.1
Pensions Payroll 

Outsourcing
High

In addition to their failure to satisfactorily complete 

the PwC IT Security control design questionnaire, 

the following weaknesses in the design of the 

Payescape and Blue Marble (Payescape’s main USA 

based subcontractor) information security controls 

were identified:1. The Payescape internal IT 

Systems Overview document detailed a number of 

the technical IT security controls operated by 

Payescape, such as data encryption; virtual network 

segmentation; and identity & access management 

controls.However, responsibility for operating these 

security controls was not clearly defined, and it 

appeared that in some instances responsibility for 

operation of these controls was delegated by 

Payescape to Blue Marble.2. Payescape offered a 

conference call with a member of their IT team to 

discuss questions resulting from review of their IT 

Systems Overview document. This call was attended 

by a member of the Blue Marble development 

team. During this call, a number of gaps in the 

design of the Blue Marble IT security environment 

were identified. Specifically:â€¢ Risk management 

framework - Blue Marble does not operate an 

Enterprise Risk Management (ERM) framework, 

meaning that information security risk and 

supporting controls are not documented and 

reviewed;â€¢ Penetration testing – penetration 

testing is not performed on the Blue Marble Unity 

application used to support payroll processing on 

â€¢ Risk that LPFE and LPFI employee 

payroll data could be corrupted, lost, 

or stolen; andâ€¢ Potential risk of non-

compliance with the seventh and 

eighth principles of the Data 

Protection Act.

1. LPF management should not progress with payroll 

outsourcing to Payescape; 2. Interim contingency 

arrangements should be established to support LPFE 

and LPFI payroll processing, and agreement reached 

with Payescape for the immediate cessation of payroll 

processing for the 13 employees transferred to them 

as part of the phased implementation approach. 3. An 

alternative supplier should be identified and a review 

of the design of their data security controls performed 

prior to final agreement to outsource the LPFE 

payroll. A separate payroll for LPFI, comprising only 

the Non-Executive Director, was deemed not to be 

required.

All recommendations have been implemented. 1. The 

Phase 2 transfer of the remaining 48 employees to 

Payescape did not proceed. 2. The transfer of the 

payroll from Payescape took place with effect from 

the January 2018 payroll. 3. The phase 2 transfer of the 

payrolls to Moorepay took place with effect from the 

February 2018 payroll.

09/04/2018
Clare  Scott,Chief Executive 

Officer, LPF
Lesley Newdall With IA for Validation N/A N/A 

RES1708ISS.2
Pensions Payroll 

Outsourcing
Low

Review of the industry accreditations and 

attestations available for NGA Resources (the 

Moorepay parent company), and responses 

received on follow-up questions in relation to the 

minor exceptions noted confirmed that the 

information security controls supporting provision 

of Moorepay payroll processing services were 

adequately designed as at December 2017. 

Specifically:1. ISAE34020 – Compliance with this 

standard is assessed by an independent certified 

auditor (in this case KPMG Denver, United States) 

who produced a Service Organisation Control (SOC) 

report on the adequacy of the design and operating 

effectiveness of NGA’s HR and Payroll services and 

related software application controls. The latest 

report was published in November 2016 and 

covered the period 1st January to 30th September 

2016. The assessment included review of security, 

privacy, availability, confidentially and processing 

integrity data controls and concluded favourably 

with only a few minor exceptions identified;2. 

International Standards Organisation (ISO) 

Certifications – compliance with ISO requirements is 

assessed by an independent body. In this case, the 

British Standards Industry performed independent 

accreditation reviews to assess which of the 

services and systems provided by NGA meet the 

requirements of the standards. NGA have current 

certifications for the following ISO standards:â€¢ 

If industry accreditations and 

certifications are not regularly 

updated, there is a risk that new and 

emerging weaknesses in the design of 

third party information security 

controls remain undetected, exposing 

LPF to information security risk and 

potential non-compliance with 

applicable Data Protection 

requirements.

1. LPF should ensure that they review Moorepay and / 

or their parent company’s industry accreditations and 

attestations detailed above annually, together with 

any additional independent assurance that can be 

provided (for example information security reviews 

performed by Internal Audit) to confirm that the 

design of Moorepay information security controls 

remain appropriate. 2. LPF should also consider 

whether a similar level of assurance is required from 

other external providers of systems and applications 

they use.

Reviews of data security for Moorepay is being 

considered as part of the preparations for GDPR and in 

proportion to the relative risks of all LPF’s systems and 

controls. Ongoing assurance will be considered as an 

integral element of LPF’s internal audit planning and 

risk review processes. Risk and compliance controls 

have already been updated to address this.

29/06/2018 Action: IA to validate
Clare  Scott,Chief Executive 

Officer, LPF
Lesley Newdall With IA for Validation N/A N/A 

RES1706ISS.2

Lothian Pension Fund - 

Review of IT Business 

Reslience and Disaster 

Recovery

High

There is no established process within LPF to review 

alignment of third party disaster recovery (DR) 

contractual requirements and capability with LPF’s 

requirements. Consequently, LPF is unable to 

identify systems where the DR provision falls short 

of LPF’s requirements and where contracts may 

need to be revised. A review of third party contracts 

supporting provision of LPF technology systems 

established that they do not consistently include DR 

provision clauses. Where DR provision is included, 

the requirements are based on supplier recovery 

capability which may not be aligned with LPF 

requirements. Our testing confirmed:â€¢ Lack of 

agreed DR provision between the Council (CGI) and 

LPF – Provision of network connectivity by the 

Council via CGI is the most critical service provided 

to LPF, as connectivity failure significantly impacts 

LPFs ability to operate, exposing the fund to 

potential regulatory and reputational risks.Following 

an incident in 2016 where there was no connectivity 

for 2 days, LPF has commenced dialogue with the 

CGI via the Council’s ICT team and has expressed an 

interest in increasing the DR criticality rating for the 

fibre optic cable that supports network 

connectivity. Whilst there is no evidence available 

to demonstrate that network connectivity has 

improved, LPF management has advised that CGI 

â€¢ Third party suppliers of LPF 

systems may not have sufficient 

capability to ensure recovery of 

critical systems within acceptable 

timeframes.â€¢ Failure to address 

LPF's DR requirements in the contract 

may leave crucial issues unspecified 

and open to implicit agreement. This 

lack of clarity over the DR 

responsibilities might lead to 

unexpected delays restoring critical 

processes in the event of an 

incidentâ€¢ Potential regulatory fines 

and reputational damage if critical 

systems and operations cannot be 

restored.

RES1706ISS.1

Lothian Pension Fund - 

Review of IT Business 

Reslience and Disaster 

Recovery

High

Our review established that existing LPF Disaster 

Recovery (DR) and Business Continuity (BC) 

processes are not sufficiently robust to provide 

assurance that LPF systems and services can be 

recovered in a prioritised and timely manner. 

Specifically:1. System criticality and recovery 

objectives - LPF has not specified their system 

criticality requirements or prioritised recovery time 

and point objectives for the systems used to support 

their operations. Instead, LPF adopts existing 

suppliers' recovery capability as de facto recovery 

objectives.2. Adequacy of BC Plan – Review of LPF’s 

current plan confirmed that:â€¢ Supplier Recovery 

Objectives – Third parties’ recovery time and point 

objectives, currently offered by suppliers for 

recovery of critical processes, are not documented 

within the Plan.â€¢ Review of Third Party DR Tests - 

The Plan does not include a process for oversight, 

monitoring and follow up of DR testing performed 

by suppliers to assess the potential impact of the 

outcomes on LPF. Currently, LPF is not engaged in 

third party DR testing arrangements (with the 

exception of pension administration system DR 

performed by Aquilla Heywood).â€¢ Workplace 

recovery requirements – LPF has not formally 

established their workplace recovery requirements 

with CEC to ensure that operational processes can 

be relocated in the event of an incident.â€¢ 

Business Impact Assessments - No process has been 

established to support completion of ongoing 

Business Impact Analysis (BIA) for inclusion in the 

plan. â€¢ Critical Processes – Whilst process owners 

provided their input to the design of the Plan in 

relation to critical processes, there is no 

documented evidence confirming that this input has 

been obtained.â€¢ Responsibilities - The Plan lists 

the names of individuals responsible for DR activity, 

however, it does not clearly specify their roles and 

responsibilities before, during and after any 

incident.â€¢ BC Training and Awareness - The Plan 

does not include a section on provision and 

completion of BC awareness training for the key 

staff involved in DR and BC activities.â€¢ Business 

Continuity Rehearsal - The Plan has been 

successfully invoked in the past during both planned 

and unexpected outages. However, LPF has not 

established an ongoing BC rehearsal programme 

and currently has no defined plan for future 

rehearsals under number of different scenarios. 

Additionally, the Plan does not clearly specify 

â€¢ LPF cannot assess whether 

current arrangements with third party 

suppliers (limited by suppliers’ 

capacity and capability) adequately 

meet their requirements for recovery 

of critical systems, resulting in 

potential unacceptable service 

recovery delays.â€¢ LPF have not 

performed a business systems 

criticality assessment, which might 

lead to inappropriate prioritisation of 

recovery in the event of the 

incident.â€¢ Lack of regular business 

impact assessment exercise may 

adversely affect the process of 

updating the Plan. As a result, the Plan 

might be invalid and affect 

management's ability to restore 

services in line with current business 

requirements.â€¢ Team members 

may be unclear on their respective 

roles and responsibilities in the event 

of an incident resulting in failure to 

fully execute the plan.â€¢ Failure to 

implement effective testing and staff 

training may lead to a decreased 

quality of a response in the event of 

an incidentâ€¢ The content of the 

plan may not include all necessary 

critical operational processes.â€¢ LPF 

has no assurance that the plan will 

support effective restoration and 

relocation of services in the event of 

a disaster.â€¢ Not having controls 

aligned with good practice and the 

FCA guidance may expose LPFI to 

regulatory risk.



Reconciliation - Safer and Stronger Communities

Open findings as at 13th April 2018 Service Area Code

Unique No Project 

Name

Group Rating Finding Business Implication Recommendation Agreed Management Action Status Due Date Revised Date Revisions Status Update Owner Audit Contact

Treated

Additional 

Resource 

Requirements

Impact on 

Service 

Workload

Implement an auditable process for 

recording previously established and 

ad hoc prices. This may involve 

restricting edit access to fields of the 

HIS database.

Access to edit B&B prices on HIS will be 

restricted by the addition of password 

protection for this element of the database, 

and only accessible to key personnel.Staff who 

authorise use of non-contracted properties 

ensure that details of the prices agreed and a 

booking confirmation are forwarded to the 

business support service to ensure accurate 

records are held of agreed prices.

Closed - 

Verified
31/07/2017 23/08/2017

Brian  Stewart, 

Hostels & Temporary 

Accommodation 

Manager

Christine  Shaw Closed N/A N/A

The HIS database is due to be replaced 

in the near future (though we 

recognise this is likely to be delayed 

due to delays in the wider ICT 

Transformation Programme). In 

procuring a new system, the team 

should consider:Ability to recorded 

required information, including details 

of dependent children Ability to 

restrict edit access and implement 

authorisation protocols (where a new 

price is agreed for example)Ability to 

The service is involved in the project 

implementing Northgate and will provide 

input in creating system specifications that 

include the type of data required, access 

restrictions, authorisation protocols, and an 

audit trail.

Closed - 

Verified
31/07/2017 23/08/2017

Brian  Stewart, 

Hostels & Temporary 

Accommodation 

Manager

Christine  Shaw Closed N/A N/A

Data held on HIS should be audited 

and cleansed.

Work is ongoing to migrate HIS to Northgate 

by 31 March 2018. Prior to the system 

migration, a full data cleanse will take place. 

Data retention guidelines will be applied fully 

once Northgate is in place. Currently there is 

no facility to cleanse HIS and the time and 

costs to deliver this would prohibitive.

Not yet 

due
31/03/2018 Dec-18

The current project has 

been further delayed due 

to legislative upgrades 

required for annual 

billing for year 2018/19, 

having a negative impact 

on Northgate Iworld 

delaying the 

implementation due date 

Sean  Davidson, 

Business Support 

Team Manager

Christine  Shaw

Will be treated - in 

progress by 

Service Area

N/A N/A

1. A corporate CCTV Strategy and 

standard operational procedures 

should be designed and implemented. 

This should include establishment of a 

centralised CCTV delivery budget and 

a recharge process to enable recovery 

of costs and support income 

maximisation (where possible).

1. A CCTV working group has been established 

that is chaired by an Elected Member. The 

Lead Officer is the Manager, Community 

Safety. Three sub working groups have also 

been established. The sub ‘Strategy’ group has 

been tasked with developing an overall CCTV 

Strategy with the objective of ‘future proofing’ 

the CCTV service. The strategy will include 

recommendations for establishment of a 

centralised CCTV delivery budget and a 

recharge process to enable recovery of costs 

and support income maximisation (where 

possible). It is not yet possible to commit to an 

agreed implementation date for the strategy 

which is likely to be longer term. It has 

therefore been agreed with Internal Audit that 

the finding will be closed and development 

and approval of the strategy, with further IA 

reviews scheduled to consider effective 

implementation of the strategy.

Not yet 

due
27/09/2019

Rona  Fraser, 

Community Justice 

Senior Manager

Lesley Newdall

Will be treated - in 

progress by 

Service Area

N/A N/A

2. Standard processes should be 

developed for implementation across 

all service areas providing CCTV 

services. These should be aligned with 

applicable legal and regulatory 

requirements and should include (as a 

minimum) procedures covering:â€¢ 

Approval and requisition of new CCTV 

equipment,â€¢ Prioritisation of 

requests for cameras in new locations 

and their allocation across 

geographical sites,â€¢ Identification 

and repair of damaged equipment,â€¢ 

Retention, archiving and destruction 

of footage that are aligned with the 

Council’s Records Management policy 

and Data Protection Act requirements, 

andâ€¢ Approval of requests for 

footage and the process for sharing 

footage in a secure manner.

2. The sub ‘Policy and Procedures’ group will 

deliver a standard set of CCTV operational 

processes and procedures to be implemented 

across all three CCTV service areas. These will 

include the areas noted in the audit 

recommendation.

Not yet 

due
28/09/2018

Rona  Fraser, 

Community Justice 

Senior Manager

Lesley Newdall

Will be treated - in 

progress by 

Service Area

N/A N/A

3. An action plan should be designed 

and implemented to address the CCTV 

infrastructure failings highlighted in 

the Boston Network report, and a 

request submitted to Finance and the 

relevant Council Committees for 

funding to support investment.

3. The objective of the sub ‘Tactical Working 

Group’ is to oversee and implement the 

upgrade of public space CCTV in line with 

Council wide technology and ensure it is 

compatible for future integration of council 

service. This will include the identification of 

funding sources to support the necessary 

CCTV investment.

Not yet 

due
27/09/2019

Rona  Fraser, 

Community Justice 

Senior Manager

Lesley Newdall

Will be treated - in 

progress by 

Service Area

N/A N/A

4. A corporate CCTV risk register 

recording the consolidated risks 

associated with delivery of CCTV 

services should be prepared. These 

should include details of action plans 

to mitigate the risks identified, and 

appropriate action owners. The risk 

register should also be subject to 

regular ongoing review to ensure that 

risk and action plans remain 

appropriate. 5. A consolidated asset 

register should be prepared and 

maintained to record all CCTV 

equipment owned by the Council, its 

condition and location. 6. A corporate 

business continuity plan should be 

designed and implemented to support 

recovery of

4. 5 & 6 It is expected that the strategy 

document will recommend the establishment 

of one centralised CCTV operations centre and 

data centre for the Council. This will be 

supported by appropriate risk registers; asset 

registers and resilience plans. The 

requirement for standardised approaches in 

these areas will be reflected in the strategy 

document produced. Meantime, Security are 

undertaking exercise to fully document all 

security systems (including CCTV) in detailed 

Asset Registers

Not yet 

due
27/09/2019

Rona  Fraser, 

Community Justice 

Senior Manager

Lesley Newdall

Will be treated - in 

progress by 

Service Area

N/A N/A

7. A gap analysis should be performed 

and a corporate plan developed to 

ensure the service will be compliant 

with GDPR by 25th May 2018.

7. Information Governance has performed 

their GDPR readiness review of three CCTV 

areas, and the questionnaire has been 

completed. Action plans are currently being 

developed.

Not yet 

due
29/06/2018

Rona  Fraser, 

Community Justice 

Senior Manager

Lesley Newdall

Will be treated - in 

progress by 

Service Area

N/A N/A

1. Immediate action should be taken 

to secure access to the Security 

Services file server and downloaded 

CCTV images and a request made to 

the Information Governance team to 

carry out a review of any new 

procedure, ensuring compliance with 

relevant policies and legislation.

1. The server hardware at NPH has been 

updated and is now secured behind 

constructed partition with air conditioning. 

Access is restricted by controlled entry, and 

the installation of air conditioning should now 

negate the need to leave the door open in 

summer to support ventilation. NPH is a 24/7 

facility and would not normally be unstaffed. 

Security of downloaded images has been 

addressed with a lockable filing cabinet. All 

procedures have been reviewed with policy 

guidance updated. These will be included in 

the ongoing work of the Procedures Sub group 

of the CCTV Working GroupFrom a DR 

perspective currently, all NPH alarms can be 

manually transferred to Waverley Court in the 

event of a catastrophic failure / loss of service. 

An upgrade CCTV viewing capability at 

Not yet 

due
27/04/2018 30/06/3018

The CCTV Working Group 

work are aspiring to meet 

the ‘gold standard’ for 

CCTV and work towards 

obtaining Surveillance 

Camera Commissioner 

(SCC) certification from a 

relevant UKAS accredited 

body. 

Updated policy/guidance 

issued to all Head 

Teachers, Community 

Centres and Business 

Managers who have CCTV 

monitoring equipment on 

their premises directs any 

staff accessing CCTV 

Will Boag, P&FM 

Security Manager
Lesley Newdall

Will be treated - in 

progress by 

Service Area

N/A N/A

2. Internal and peer reviews should be 

incorporated in operating procedures 

and performed as per the 

requirements of the National Strategy 

for Public Space CCTV to ensure Data 

Protection Act compliance

2. Public Space supervisors undertake review 

of staff work on a monthly basis in line with 

legislation around CCTV Governance. This is to 

be rolled out across Security and Concierge 

services. Additionally, the new policies and 

procedures being developed will include the 

requirement to record that the reviews have 

been performed, and document the actions 

taken to address any gaps identified, and any 

Data Protection breaches.

Not yet 

due
28/09/2018

Rona  Fraser, 

Community Justice 

Senior Manager

Lesley Newdall
Will be treated - in 

progress by 

Service Area

N/A N/A

3. Service Area procedures should be 

reviewed and aligned with Corporate 

CCTV and Records Management 

procedures (with specific focus on 

retention periods for CCTV images on 

systems, and retention of downloaded 

CCTV footage), and reviewed at least 

annually.

3. The ‘Policy and Procedures’ sub group is 

developing a standard set of CCTV policy and 

procedures to be applied consistently across 

the entire council CCTV Estate. These 

procedures will include records management 

requirements for CCTV images held on 

systems and also downloaded CCTV images. 

The requirement for an annual review to 

confirm to incorporate any necessary changes 

will also be included.

Not yet 

due
28/09/2018

Rona  Fraser, 

Community Justice 

Senior Manager

Lesley Newdall
Will be treated - in 

progress by 

Service Area

N/A N/A

4. Risks associated with delivery of 

CCTV services should be identified and 

recorded on the relevant Service Area 

risk registers.

4. The Council’s Risk Management team will 

be engaged to support a review of CCTV risk 

registers across all three areas, and ensure 

that the risk registers are refreshed. Risk 

registers will be standardised where possible. 

All security related CCTV risks have now been 

recorded on Property and Facilities 

Management risk register.

Not yet 

due
28/09/2018

Rona  Fraser, 

Community Justice 

Senior Manager

Lesley Newdall
Will be treated - in 

progress by 

Service Area

N/A N/A

5. Induction and ongoing training 

should be delivered to all CCTV staff 

and appropriate records maintained 

of completion.

5. The roll out of the new policies and 

procedures to be applied across all CCTV 

operations will be supported by employee 

briefings and training. The new policies and 

procedures will also include the requirement 

for induction training for all new employees 

and ongoing refresher training (to be 

delivered by each respective Service Area 

lead). Properties and Facilities Management 

has prepared a training matrix. A training 

provider has been also identified and training 

course dates established throughout 2018 for 

service users. A security information page is 

also being prepared for publishing on the Orb.

Not yet 

due
30/11/2018

Rona  Fraser, 

Community Justice 

Senior Manager

Lesley Newdall

Will be treated - in 

progress by 

Service Area

N/A N/A

Safer & 

Stronger 

Communities 

& CSWO

High

Lack of corporate strategy and standard 

operational procedures has resulted in 

three Service Areas (Public Space, 

Security, and Concierge) managing their 

CCTV services independently with 

differing standards of operational 

processes and controls, with examples of 

non-compliance with applicable 

legislation evident in all three areas.The 

following control gaps were identified 

consistently across all three Service 

Areas, and have been discussed 

separately with each: 1. Data protection 

regulations (the Seventh Principle), and 

the CEC Information Security Policy 

(ISO/IEC 2700) were non-compliant in 

Security Services area as the CCTV file 

server and downloaded CCTV images 

were stored in an open, regularly 

unstaffed room that was occasionally 

open to public access. 2. There is no 

evidence of regular internal or peer 

reviews of CCTV operations as required 

by the National Strategy for Public Space 

CCTV to ensure compliance with Data 

Protection Act requirements. 3. Service 

Area procedures supporting CCTV 

operations were not up to date and had 

not been subject to periodic review. and 

Current records management processes 

applied within the three service areas are 

not fully compliant with current Data 

Protection Act requirements and the 

Council’s Records Management policy. An 

example of this was that all three service 

areas had a different document retention 

process, with Security applying a process 

of retaining footage until they have been 

informed that a Police case file is closed; 

Public Safety retaining footage until told 

by the court that the footage can be 

destroyed; and Concierge retaining 

footage for a year before deletion. 4. 

Risks associated with the operation of 

CCTV services have not been identified 

and recorded on Service Area risk 

registers. 5. No induction training and 

ongoing training and development is 

provided for CCTV team members to 

ensure they are aware of all applicable 

legislation; legislative changes and 

operational processes for the Service 

Area.

Financial penalty and reputational 

damage associated with breach of 

Data Protection legislation and 

Council Records Management 

policies. Failure to operate 

consistently and effectively, and 

risk of potential legislative and 

National Strategy breaches. 

Employees may unknowingly 

breach applicable legislation or 

Council policies.

SSC1701I

SS.5

SSC1703I

SS.1

SSC1703I

SS.2

Short Term 

Homelessne

ss Provision

CCTV 

Infrastructu

re

CCTV 

Infrastructu

re

Safer & 

Stronger 

Communities 

& CSWO

Medium

The HomelessInformation System 

(HIS)database has been in place since 

2000 to manage homelessness cases and 

collect data on statutory activity. Data 

held on HIS includes client history, 

information about family groups, records 

of placements The system has three key 

uses relating to this audit:Off-contract 

and ‘spot’ purchases are often agreed by 

phone. The agreed rate is recorded on the 

HIS database. This should then be used to 

check the accuracy of invoices (see 

Finding 2);The accuracy of invoices is 

checked against room occupancy logged 

in HIS each morning; andManagement 

information (for example average length 

of stay) is generated from HIS.We 

identified multiple entries with inaccurate 

data including incorrect numbers of 

dependent children and errors in room 

rate. For example, one Premier Inn room 

was recorded at £547.78 per night.There 

is no audit trail in the database so 

changes cannot be tracked. This also 

means that there is no record of who 

agreed rates with off-contract B&Bs and 

when. Most team members with access 

to HIS have edit access and can amend 

Management information may be 

inaccurate;Risk of inaccurate 

payments where invoices are 

checked against database rates 

(once price check control is 

implemented); andRisk that 

statutory reporting on families 

staying in B&B accommodation is 

inaccurate.

Safer & 

Stronger 

Communities 

& CSWO

High

There is currently no consolidated 

corporate strategy and standard 

operational procedures supporting 

consistent and legislatively compliant 

delivery of CCTV Services across Service 

Areas, and no established recharge 

process to enable recovery of CCTV costs 

incurred by the Council. There has also 

been no progress in addressing the 

failings highlighted in the Boston Network 

report which highlighted that significant 

investment in the CCTV technology 

infrastructure was required to support 

future delivery of the service. Finally, 

there is no clearly documented corporate 

plan to ensure that all CCTV operations 

will be compliant with General Data 

Protection Regulations effective from 

25th May 2018.

Failure to operate consistently and 

effectively, and risk of potential 

legislative breaches.â€¢ 

Reputational risk associated with 

major failure in CCTV infrastructure 

resulting in inability to provide the 

Serviceâ€¢ Potential financial loss 

associated with failure to recharge 

costs.â€¢ Potential non-compliance 

with new GDPR regulations.
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Open Findings as at 13th April 2018 Service Area Code

Unique No Project Name Group Rating Finding Business Implication Recommendation Agreed Management Action Status Due Date Revised Date Status Update Owner Audit Contact

Treated
Additional Resource 

Requirements

Impact on Service 

Workload

The Council should 

proceed with procuring a 

new complaints handling 

system which can be used 

across all Services.

The procurement of a new CRM to 

record customer contacts is part of the 

new CGI contract. This is a medium- to 

long- term solution, and the project plan 

and implementation timetable have not 

yet been developed.

Not yet due 31/03/2019

The actions set out in the Corporate 

Complaints Improvement Plan are 

helping to make improvements in this 

area. In particular, more service areas 

are using CAPTURE to record and action 

complaints. Reducing the number of 

systems used for this purpose is 

providing greater consistency and 

visibility around complaints. However, 

this action cannot be met in full until a 

corporate CRM solution is rolled out 

across all service areas.  Timescales 

Lawrence  Rockey, 

Head of Strategy & 

Insight

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

As part of [complaints] 

system implementation, 

the complaints handling 

process should be 

reviewed to ensure the 

Council benefits fully from 

the efficiencies offered by 

any new system.

In the meantime [until complaints 

software is upgraded], we recognise the 

Council needs a formal complaints policy, 

and a functioning complaints handling 

process.Complaint handling and 

management (across the Council) is 

currently being established as part of the 

Council’s Transformation Programme. 

Strategy and Insight have committed to 

drafting a complaints policy, and 

reviewing associated procedures. These 

will be launched across schools for the 

new academic year. We anticipate that 

by the time the new CRM system is 

IA Validation 

in progress
31/08/2017 31/07/2018

IA has reviewed the draft complaints 

policy, procedures and complaints 

improvement plan which confirms that 

the revised policy and procedures.  We 

have reverted to IGU with some follow-

up questions, and (pending receipt of 

responses and final versions of the 

documentation) will be able to close this 

management action when we have seen 

evidence of implementaiton and roll out 

across the Council, with focus on 

implementation across schools. Further  

information has been provided to IA.

Kevin  Wilbraham, 

Information 

Governance 

Manager, 

Corporate 

Governance.

Lesley Newdall With IA for validation N/A N/A

Implementation [of the 

new complaints software] 

must also include a 

communication 

programme to ensure that 

officers are familiar with 

the new complaints 

handling process and 

understand how to use the 

system.

A Communications programme to 

promote and train staff on revised 

complaints handling procedures and 

policy will be incorporated into the 

project.

IA Validation 

in progress
31/12/2017

This action has been met. With IA for 

validation. 

Kevin  

Wilbraham,Inform

ation Governance 

Manager, 

Corporate 

Governance.

Lesley Newdall With IA for validation N/A N/A

Existing criteria to 

determine whether a 

project should be included 

in the Change Portfolio 

should be reviewed and 

enhanced. The revised 

criteria should be based on 

a thorough assessment of 

the risks associated with 

projects and will be 

reviewed and approved by 

the Change Board and 

GRBV.

New Criteria is in place and implemented 

to evaluate change initiatives and 

whether projects and programmes 

should be tracked via the Council’s 

Change Portfolio. This evaluates 

initiatives against the following criteria: 

strategic contribution; financial impact; 

level of risk; service improvement; 

political impact; citizen/community 

impact; and staff/culture impact. This 

prioritisation matrix informs what change 

initiatives should be included in the 

Portfolio. The Change Board will 

ultimately agree what is tracked via the 

portfolio. The matrix has been presented 

to CLT and Corporate Policy & Strategy 

Committee on 5 Nov 2017 and is being 

applied to all new change initiatives. 

Formal communication across the 

council is being developed and will be 

implemeted over the summer. 

Not yet due 30/06/2018 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

All projects currently 

outwith the Change 

Portfolio should be 

reviewed and assessed to 

establish whether they 

should be included based 

on the revised assessment 

criteria;

The portfolio of projects was agreed with 

the Change Board in December and is 

reviewd monthly to take into account 

project which have close and any new 

proposals. 

Not yet due 30/06/2018 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

SRO’s who are accountable 

for delivery of significant 

change projects should 

assess within the business 

case whether there is 

sufficient skills, capability, 

and capacity within their 

Service Areas to effectively 

deliver the project and 

programme in line with 

the recommendations set 

out in this report. S&I 

should work with SRO’s to 

support them in this 

regard and the outcomes 

together with any specific 

requests for project 

management support 

should be reported to the 

Change Board for 

consideration and 

approval.

The  Delivery Unit in S&I now provides 

support and guidance where required to 

SRO’s to ensure resource requirements 

are captured as part of the change 

initiatives business case. Guidance will be 

prepared by S&I’s Change Team and 

included in business case templates 

provided.

Past due date 30/03/2018

Evidence provided to IA and awaiting 

confirmation from IA that this evidence 

has satisfied the agreed management 

action.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall With IA for validation N/A N/A

A standard project 

management approach 

should be developed and 

applied by all projects 

being delivered across the 

Council. This should 

include (but not be 

restricted to) guidance on 

how to: manage external 

suppliers involved in 

project delivery; manage 

risks, issues and 

dependencies; and 

prepare key project plans 

and governance 

documents.

Standards and processes are being 

developed. Implementing and 

embedding these will take time as this is 

about culture change as much as it is 

project management, and buy in is 

needed across the council.  It is proposed 

that key standards are made mandatory 

for portfolio projects and programmes, 

i.e. business cases, PID (Project), PDD 

(Programme), status reporting, RAID 

Management, and Project/Programme 

Closure initially.A project toolkit will be 

published on the Orb. It is proposed that 

certain documents in this toolkit will be 

mandated for use by those initiatives 

within the Portfolio as detailed above. 

Projects and programmes out with the 

portfolio will be advised to use but not 

mandated.

Not yet due 29/03/2019 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

CF1619ISS.1

CW1701ISS.

1

Inefficient 

collation of 

complaints 

performance 

statistics as data 

must be 

extracted from 

multiple 

systems;Increase

d risk that 

complaint 

performance 

statistics are 

inaccurate; 

andIncreased risk 

that complaints 

received by the 

Council are not 

resolved.

Project 

Benefits 

Realisation

Strategy 

& Insight
High

The Portfolio and Governance 

(P&G) team within Strategy and 

Insight is responsible for 

oversight of the Council’s Change 

Portfolio, providing portfolio 

progress updates to the Council’s 

Change Board (essentially the 

Corporate Leadership Team) and 

elected members at the 

Governance, Risk, and Best Value 

Committee (GRBV).The P&G 

team also includes several skilled 

and qualified programme and 

project managers who are 

responsible for managing and 

supporting delivery of a small 

number of significant business 

change projects and 

programmes. Currently, the 

criteria applied to determine 

whether a project should be 

included in the Change Portfolio 

or delivered by a service area is 

based on both the cost of the 

project and/or reputational 

sensitivity. There is therefore a 

number of projects (not yet 

quantified) in progress across 

service areas that are being 

delivered by employees with 

potentially limited project 

management experience, or by 

external 3rd party project 

management specialists on a 

contractual basis that are not 

subject to oversight by the P&G 

team and the Council’s Change 

BoardOur review of four projects 

within the Change Portfolio 

established that whilst standard 

project management principles 

exist, they are not applied 

consistently across projects 

within the 

Portfolio.Consolidated reporting 

prepared by P&G and provided 

to the Change Board and GRBV is 

based on updates provided by 

individual projects and 

programmes within the Change 

Portfolio, however these 

updates are inconsistent in 

terms of content and level of 

detail provided. Additionally, 

P&G reporting does not include 

projects outwith the Change 

Portfolio that are being delivered 

by service areas that could 

potentially be categorised as 

‘Significant’ based on a broader 

set of criteria for inclusion in the 

Change Portfolio.Review of 

project governance across four 

of the projects included in the 

Change Portfolio established that 

projects are not being managed 

consistently, and identified 

several thematic control gaps. 

These included:â€¢ Standard 

business cases are not 

consistently produced. Project 

approval is often granted based 

on a paper presented to Council 

committees;â€¢ Failure to 

identify, record and monitor 

project benefits (refer Finding 

2);â€¢ Lack of clearly defined 

project plans that reflect project 

critical paths and key project 

dependencies;â€¢ Failure to 

identify, record, monitor and 

report project risks, issues, and 

dependencies;â€¢ Project 

governance minutes (e.g. 

steering group meeting minutes) 

do not consistently record 

attendees or meeting 

outcomes.â€¢ Weaknesses in the 

management and oversight of 

third parties involved in projects 

to ensure that their delivery is in 

line with contractual 

requirements;â€¢ Lack of secure 

arrangements supporting 

transfer of commercially 

sensitive and confidential 

information to and from third 

party suppliers involved in 

projects;â€¢ Lack of project 

management tools to support 

effective delivery of high risk or 

large scale projects (for example 

MS Project). Several projects are 

managing their project plans in 

Microsoft Excel which is not 

always adequate to support high 

risk or large scale changes.â€¢ 

Project close reports are not 

consistently completed when a 

project is closed.

The potential 

risks and business 

implications 

associated with 

our Findings 

are:â€¢ Failure of 

high risk projects 

being delivered 

by service areas 

as they are not 

subject to 

oversight by P&G 

team; the 

Council’s Change 

Board and 

relevant Council 

scrutiny 

committees; and 

are supported by 

staff with 

insufficient 

understanding 

and training in 

effective project 

management and 

delivery of 

projects;â€¢ 

Projects are not 

effectively and 

consistently 

managed with 

the potential for 

risks, issues, and 

dependencies to 

crystallise and 

adversely impact 

project 

delivery;â€¢ 

Consolidated 

reporting 

provided by P&G 

to the Change 

Board and GRBV 

is incomplete and 

inaccurate;â€¢ 

Third party 

supplier 

deliverables are 

not aligned with 

contractual 

requirements or 

Council 

expectations;â€¢ 

Breach of Data 

Protection Act 

requirements or 

leakage of 

commercially 

sensitive 

information; 

andâ€¢ Areas for 

improvement or 

best practice are 

not identified, 

recorded, and 

shared when 

projects close.

Complaints 

Process

Strategy 

& Insight
Medium

The Council has a complaints 

handling system, Capture, which 

allows a complaint to be tracked 

from the point where it is 

received, and which can be used 

to generate management 

information on response times, 

trends, and unresolved 

complaints. However, Capture 

cannot be accessed by schools 

on the LTAD network. An 

alternative system, Jadu, is used 

for complaints relating to schools 

but has its limitations. 

Complaints can only be recorded 

when resolved, so progress 

cannot be tracked on the 

system, and it cannot be used to 

produce meaningful 

management information.  This 

issue is not limited to schools. 

Core frontline services such as 

Social Work and Waste do not 

use Capture either.  A new 

complaints handling system is 

being procured under the CGI 

contract, but to date, there is no 

decision on the system to be 

used or timetable for 

implementation.



Standard project 

management standards 

and processes should be 

owned and maintained by 

P&G, with P&G providing 

oversight to confirm that it 

is consistently applied;

A new Delivery Unit has been established 

with responsibility for the governance 

and oversight of all significant change 

projects. They will be responsible for 

ensuring consistent standards around 

reporting on a monthly basis to CLT. 

Not yet due 30/04/2019 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

P&G reporting to the 

Change Board and GRBV 

should be reviewed and 

enhanced to demonstrate 

progress with all projects 

being delivered across the 

Council based on an 

appropriate set of 

standard monitoring 

metrics.

Reporting arrangements to both the 

Change Board, CP&S and GRBV have 

been reviewed and agreed. A new 

dashboard was presented at the Change 

Board in December and will be refined 

over the next few months. A workshop 

with GRBV was held bi-annual reports to 

GRBV was agreed. 

Not yet due 29/06/2018 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

Where projects will involve 

transfer of commercially 

sensitive or private 

sensitive data between the 

Council and third parties, 

the Information 

Governance Unit (IGU) 

should be consulted and 

details included in project 

Privacy Impact 

Assessments (PIAs). Where 

required, secure data 

transfer and storage 

arrangements should be 

established with third 

parties prior to 

commencement of 

projects. This requirement 

should be included in the 

project guidance made 

available by P&G to all 

service areas, and 

considered as part of the 

business case approval 

process for all significant 

projects included in the 

portfolio of change.

Project guidance will be updated to 

reflect the requirements of the 

recommendation in conjunction with the 

IGU.

Guidance will be developed with the 

involvement of the IGU.

Not yet due 29/03/2019 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

Provision of an appropriate 

range of project 

management tools to 

support effective project 

management and 

consolidated change 

Portfolio reporting by P&G 

should be made available 

to all significant, high risk 

and large scale projects 

across the Council.

A project toolkit will be available on the 

Orb that includes key templates. 

These will be part of a wider best 

practice approach to how the council 

delivers change. 

Not yet due 29/06/2018 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

A consolidated benefits 

realisation plan covering all 

Change Portfolio projects 

should be implemented 

and reported to the 

Change Board and GRBV to 

support effective 

monitoring of benefits 

across the portfolio.

The change board now receives monthly 

status updates detailing benefit 

realisation for all projects in the 

portfolio.

Not yet due 28/09/2018 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

Benefits should be 

included as a criterion for 

inclusion of a project 

within the Change 

Portfolio.

Agreed.

Benefits relaisation is part of the 

business case and no projects will come 

into the portfolio unless the business 

case and its contents have been 

approved. This will include approval of 

the project benefits, and a benefit 

owner. 

This will require time to embed and 

mature. 

Past due date 30/03/2018

Evidence provided to IA and awaiting 

confirmation from IA that this evidence 

has satisfied the agreed management 

action.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall With IA for validation N/A N/A

CW1701ISS.

1

CW1701ISS.

2

Project 

Benefits 

Realisation

Strategy 

& Insight
High

The Portfolio and Governance 

(P&G) team within Strategy and 

Insight is responsible for 

oversight of the Council’s Change 

Portfolio, providing portfolio 

progress updates to the Council’s 

Change Board (essentially the 

Corporate Leadership Team) and 

elected members at the 

Governance, Risk, and Best Value 

Committee (GRBV).The P&G 

team also includes several skilled 

and qualified programme and 

project managers who are 

responsible for managing and 

supporting delivery of a small 

number of significant business 

change projects and 

programmes. Currently, the 

criteria applied to determine 

whether a project should be 

included in the Change Portfolio 

or delivered by a service area is 

based on both the cost of the 

project and/or reputational 

sensitivity. There is therefore a 

number of projects (not yet 

quantified) in progress across 

service areas that are being 

delivered by employees with 

potentially limited project 

management experience, or by 

external 3rd party project 

management specialists on a 

contractual basis that are not 

subject to oversight by the P&G 

team and the Council’s Change 

BoardOur review of four projects 

within the Change Portfolio 

established that whilst standard 

project management principles 

exist, they are not applied 

consistently across projects 

within the 

Portfolio.Consolidated reporting 

prepared by P&G and provided 

to the Change Board and GRBV is 

based on updates provided by 

individual projects and 

programmes within the Change 

Portfolio, however these 

updates are inconsistent in 

terms of content and level of 

detail provided. Additionally, 

P&G reporting does not include 

projects outwith the Change 

Portfolio that are being delivered 

by service areas that could 

potentially be categorised as 

‘Significant’ based on a broader 

set of criteria for inclusion in the 

Change Portfolio.Review of 

project governance across four 

of the projects included in the 

Change Portfolio established that 

projects are not being managed 

consistently, and identified 

several thematic control gaps. 

These included:â€¢ Standard 

business cases are not 

consistently produced. Project 

approval is often granted based 

on a paper presented to Council 

committees;â€¢ Failure to 

identify, record and monitor 

project benefits (refer Finding 

2);â€¢ Lack of clearly defined 

project plans that reflect project 

critical paths and key project 

dependencies;â€¢ Failure to 

identify, record, monitor and 

report project risks, issues, and 

dependencies;â€¢ Project 

governance minutes (e.g. 

steering group meeting minutes) 

do not consistently record 

attendees or meeting 

outcomes.â€¢ Weaknesses in the 

management and oversight of 

third parties involved in projects 

to ensure that their delivery is in 

line with contractual 

requirements;â€¢ Lack of secure 

arrangements supporting 

transfer of commercially 

sensitive and confidential 

information to and from third 

party suppliers involved in 

projects;â€¢ Lack of project 

management tools to support 

effective delivery of high risk or 

large scale projects (for example 

MS Project). Several projects are 

managing their project plans in 

Microsoft Excel which is not 

always adequate to support high 

risk or large scale changes.â€¢ 

Project close reports are not 

consistently completed when a 

project is closed.

The potential 

risks and business 

implications 

associated with 

our Findings 

are:â€¢ Failure of 

high risk projects 

being delivered 

by service areas 

as they are not 

subject to 

oversight by P&G 

team; the 

Council’s Change 

Board and 

relevant Council 

scrutiny 

committees; and 

are supported by 

staff with 

insufficient 

understanding 

and training in 

effective project 

management and 

delivery of 

projects;â€¢ 

Projects are not 

effectively and 

consistently 

managed with 

the potential for 

risks, issues, and 

dependencies to 

crystallise and 

adversely impact 

project 

delivery;â€¢ 

Consolidated 

reporting 

provided by P&G 

to the Change 

Board and GRBV 

is incomplete and 

inaccurate;â€¢ 

Third party 

supplier 

deliverables are 

not aligned with 

contractual 

requirements or 

Council 

expectations;â€¢ 

Breach of Data 

Protection Act 

requirements or 

leakage of 

commercially 

sensitive 

information; 

andâ€¢ Areas for 

improvement or 

best practice are 

not identified, 

recorded, and 

shared when 

projects close.

Project 

Benefits 

Realisation

Strategy 

& Insight
High

Whilst a consolidated portfolio 

governance report including 

benefits monitoring is produced 

for the Council’s Change Board, 

our review of the controls in 

place supporting identification, 

monitoring, and post 

implementation review of 

project benefits across a sample 

of current and completed 

projects across the Council 

identified the following control 

weaknesses:â€¢ There is no 

consolidated benefits realisation 

plan covering all projects within 

the Council’s Change Portfolio 

enabling consolidated benefits 

monitoring (including the 

contribution of any financial 

benefits to costs saving targets) 

at portfolio level during the life 

of the project and post 

implementation;â€¢ Benefits are 

not currently specified as a 

criterion to determine whether a 

project should be included in the 

Change Portfolio;â€¢ There is a 

lack of clarity across projects 

regarding the definition and 

classification of benefits. Training 

materials covering benefits have 

been produced by P&G, but have 

not been shared across all 

projects;â€¢ When produced, 

project business cases do not 

consistently include details of 

expected project benefits;â€¢ 

Baseline measurements (the 

position prior to implementation 

of the change) are not always 

recorded, or are not sufficiently 

granular to support a post 

implementation review to 

confirm that expected benefits 

have been realised;â€¢ Project 

update reports prepared by 

individual projects and 

submitted to P&G to support 

consolidated Change Portfolio 

reporting do not include an 

appropriate level of detail in 

relation to benefits; andâ€¢ 

There is limited monitoring of 

benefits following project 

completion and transition into 

business as usual service delivery 

to confirm that all expected 

benefits have been achieved.

The potential 

risks and business 

implications 

associated with 

our Findings 

are:â€¢ 

Consolidated 

benefits across 

the Change 

Portfolio cannot 

be monitored or 

their total 

contribution to 

financial savings 

assessed;â€¢ 

Projects that are 

expected to 

deliver significant 

benefits will not 

be supported by 

P&G or reported 

to the Change 

Board as part of 

the Change 

Portfolio;â€¢ 

Project benefits 

are not 

completely and 

accurately 

assessed and 

recorded;â€¢ 

Projects are 

approved that 

will not deliver 

benefits and are 

not aligned with 

the Council’s 

strategic 

objectives;â€¢ 

Benefits delivered 

cannot be 

measured as the 

baseline 

measurements 

have not been 

accurately 

recorded;â€¢ 

Incomplete and 

inaccurate 

benefits reporting 

provided by P&G 

to the Change 

Board or GRBV; 

andâ€¢ Inability 

to accurately 

assess whether 

benefits have 

been realised 

post 

implementation.



P&G should prepare 

guidance in relation to the 

definition of benefits and 

the requirement to 

identify, record and 

monitor benefits 

throughout the life of the 

project and post 

implementation.

Agreed.

This will be part of the toolkit that will be 

published on the Orb.

Past due date 30/03/2018

Evidence provided to IA and awaiting 

confirmation from IA that this evidence 

has satisfied the agreed management 

action.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall With IA for validation N/A N/A

Standard business cases 

that detail expected 

project benefits, should 

form the basis for approval 

of all projects by the 

Change Board and relevant 

Council committees.

Recomendation agreed. Not yet due 30/08/2018 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

Project management 

methodology should 

include the requirement 

for business cases to be 

submitted to P&G for 

review prior to submission 

to the Change Board and 

Council committees to 

confirm that benefits have 

been identified, quantified 

and recorded with 

ownership allocated.

Strategy and Insight provide project 

resource to Directorates to ensure 

projects are set up to suceed, and in 

some cases this also included direct 

project management. This support 

includes an advisory role to ensure 

benefits are includded within all busienss 

cases. 

Not yet due 28/06/2018 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

Baseline measurements 

should be recorded in all 

business cases. 

Assumptions and 

calculations supporting the 

baseline measurements for 

all projects within the 

Change Portfolio should be 

recorded and reviewed by 

P&G.

Guidance will be included as part of the 

Benefits Management approach re 

baseline measurements.

Not yet due 29/06/2018 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

P&G should specify their 

expectations regarding 

benefits for inclusion in all 

progress updates received 

from Project Managers.

Expectations are set out in the highlight 

report that portfolio projects and 

programmes complete monthly. 

Past due date 30/03/2018

Evidence provided to IA and awaiting 

confirmation from IA that this evidence 

has satisfied the agreed management 

action.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall With IA for validation N/A N/A

The requirement for 

completion of Post 

implementation reviews 

and development and 

implementation of 

processes enabling 

measurement and 

reporting of post 

implementation benefits 

by Service Areas for all 

projects within the Change 

Portfolio should be 

included in the P&G 

project governance 

guidance. The P&G 

oversight process should 

also include the 

requirement to confirm 

that benefits have been 

identified and are being 

effectively monitored and 

reported.

S&I to schedule and undertake post 

implementation reviews. Annual 

schedule to be agreed between P&G and 

SRO’s for Portfolio Projects and 

Programmes, either recently closed or 

scheduled to close within the next six 

months. 

Not yet due 30/06/2018 In progress.

Scott  Robertson, 

Portfolio & 

Governance 

Manager

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A N/A

RES1605ISS.

1

Service Level 

Agreements 

with Outside 

Entities

Strategy 

& Insight
Low

We reviewed the arrangements 

in place with 5 organisations to 

which the Council provides 

professional services. 

OrganisationServices 

provided2015/16 Fees Lothian 

Valuation Joint BoardPayroll 

services Accountancy services 

Internal Audit 

£20,100SEStranAccountancy 

servicesPayments and 

procurement InsuranceTreasury 

managementInternal 

AuditPayroll 

services£23,350Lothian & 

Borders Community Justice 

AuthorityAccountancy 

servicesPaymentsInternal Audit 

£22,000CEC 

HoldingsAccountancy 

services£20,000 Royal Edinburgh 

Military TattooPayroll 

servicesTreasury 

managementInternal Audit 

£1,500 There was a current 

Service Level Agreement (SLA) in 

place with only one of those 5 

entities (SEStran). The 

agreement had been set up in 

If service levels 

are not formally 

agreed with the 

other 

organisation, 

there is a risk 

that: There is 

reputational 

damage and 

increased 

resource pressure 

if the Council 

does not deliver 

services as 

expected by the 

counter party;The 

Council may not 

receive 

appropriate 

remuneration for 

services 

provided;and 

Arrangements in 

place may not be 

appropriate or 

may conflict with 

other Council 

duties.

Service Level Agreements 

with the organisations to 

which the Council provides 

professional services 

should be reviewed and/or 

established. These should 

set out services provided, 

key activities and 

deliverables, and the 

respective roles and 

responsibilities of the 

Council and the 

counterparty. Service Level 

Agreements should be for 

a defined period and 

refreshed regularly to 

ensure that agreed 

services and charges 

remain appropriate.

Directors will ensure that a service level 

agreement (SLA) has been established 

with all arms level organisations (ALEOs) 

that they support. The SLA should set 

out all services provided and received by 

the Council, key activities and 

deliverables, and the respective roles and 

responsibilities of the Council and the 

counterparty.   The agreements should 

be for a one year period and refreshed 

annually to ensure that agreed services 

and charges remain appropriate.

Overdue 30/11/2017
Suggest action 

is closed.

Strategy and Insight do not provide any 

services to the Council’s ALEOs. Suggest 

action is closed.

Gavin King, 

Democracy, 

Governance and 

Resilience Senior 

Manager 

Lesley Newdall With IA for validation N/A No Impact

CW1701ISS.

2

Project 

Benefits 

Realisation

Strategy 

& Insight
High

Whilst a consolidated portfolio 

governance report including 

benefits monitoring is produced 

for the Council’s Change Board, 

our review of the controls in 

place supporting identification, 

monitoring, and post 

implementation review of 

project benefits across a sample 

of current and completed 

projects across the Council 

identified the following control 

weaknesses:â€¢ There is no 

consolidated benefits realisation 

plan covering all projects within 

the Council’s Change Portfolio 

enabling consolidated benefits 

monitoring (including the 

contribution of any financial 

benefits to costs saving targets) 

at portfolio level during the life 

of the project and post 

implementation;â€¢ Benefits are 

not currently specified as a 

criterion to determine whether a 

project should be included in the 

Change Portfolio;â€¢ There is a 

lack of clarity across projects 

regarding the definition and 

classification of benefits. Training 

materials covering benefits have 

been produced by P&G, but have 

not been shared across all 

projects;â€¢ When produced, 

project business cases do not 

consistently include details of 

expected project benefits;â€¢ 

Baseline measurements (the 

position prior to implementation 

of the change) are not always 

recorded, or are not sufficiently 

granular to support a post 

implementation review to 

confirm that expected benefits 

have been realised;â€¢ Project 

update reports prepared by 

individual projects and 

submitted to P&G to support 

consolidated Change Portfolio 

reporting do not include an 

appropriate level of detail in 

relation to benefits; andâ€¢ 

There is limited monitoring of 

benefits following project 

completion and transition into 

business as usual service delivery 

to confirm that all expected 

benefits have been achieved.

The potential 

risks and business 

implications 

associated with 

our Findings 

are:â€¢ 

Consolidated 

benefits across 

the Change 

Portfolio cannot 

be monitored or 

their total 

contribution to 

financial savings 

assessed;â€¢ 

Projects that are 

expected to 

deliver significant 

benefits will not 

be supported by 

P&G or reported 

to the Change 

Board as part of 

the Change 

Portfolio;â€¢ 

Project benefits 

are not 

completely and 

accurately 

assessed and 

recorded;â€¢ 

Projects are 

approved that 

will not deliver 

benefits and are 

not aligned with 

the Council’s 

strategic 

objectives;â€¢ 

Benefits delivered 

cannot be 

measured as the 

baseline 

measurements 

have not been 

accurately 

recorded;â€¢ 

Incomplete and 

inaccurate 

benefits reporting 

provided by P&G 

to the Change 

Board or GRBV; 

andâ€¢ Inability 

to accurately 

assess whether 

benefits have 

been realised 

post 

implementation.



All staff should complete 

the e-learning module and 

role-specific training 

courses should be 

conducted, as planned, by 

Q2 2017.

Existing Council employees who have not 

yet completed the IG eLearning module 

will be instructed/strongly encouraged to 

do so. Once the elearning module is 

complete, staff will be expected to 

update their knowledge of the 

Information Governance related policies 

on an annual basis as part of the annual 

policy refresher process. However, 

completion of the elearning module may 

be considered excessive for front line 

manual workers who have minimal or no 

information governance responsibilities 

and a briefing note, prepared by the 

Information Governance Manager, will 

be used as an alternative for these 

particular employee groups.

Overdue 30/05/2017

Suggest action 

is closed.

Significant levels of training and 

awareness continue to manage 

and mitigate risks in this area, 

these include: dissemination of a 

briefing note for ‘hard to reach’ 

employees, mandatory induction 

on information governance, 

regular communications, GDPR 

and PIA workshops, role and 

service specific training sessions, 

Elected Member briefings, 

roadshows, and presentations to 

CLT. In addition, an e-learning 

module for managers has been 

launched and a GDPR e-learning 

module developed (planned 

launch early May 2018). The IG 

Communications Plan for 2018 

continues to promote continued 

levels of awareness, utilising the 

various tools, training packages 

and methods as set out. Revised 

information governance policies 

(supported by communications) 

will again highlight manager 

responsibilities in ensuring 

employees have appropriate levels 

of information literacy and 

Margaret-Ann  

Love,Learning & 

Development 

Manager

Lesley Newdall With IA for validation N/A No Impact 

A wider review into 

information training needs 

across the Council should 

be conducted to ensure 

sufficient levels of 

awareness.

Role specific training on information 

governance for managers and 

supervisors has been drafted. This will be 

developed as an e-learning package as 

part of the Council’s training programme 

and will be offered alongside face to face 

training sessions which are currently 

taking place as part of the Information 

Governance Unit’s Communication and 

Engagement Plan for 2017.

Overdue 31/07/2017
Suggest action 

is closed.

The e-learning module for managers 

(intermediate level) was launched as 

part of a suite of Council-wide 

communications and awareness raising 

activities to celebrate Global 

Information Governance Day on 15 

February 2018. It continues to be 

promoted as part of the Council’s 

preparations for GDPR through 

compliance workshops and training. 

Further Council-wide communications 

around the e-learning module are 

scheduled for April – June 2018. 

Progress concerning the launch of the 

module has been reported to CLT and 

the Council’s Change Board as part of 

the GDPR scrutiny process.

Kevin  Wilbraham, 

Information 

Governance 

Manager, 

Corporate 

Governance.

Lesley Newdall With IA for validation N/A No Impact

A wider review into 

information training needs 

across the Council should 

be conducted to ensure 

sufficient levels of 

awareness.

Further role specific guidance will be 

identified and developed as part of the 

Council’s preparations for compliance 

with the new General Data Protection 

Regulations which comes into force on 

25 May 2018. This will concentrate on 

existing and new responsibilities under 

Past due date 31/03/2018
Suggest action 

is closed

There has been a significant number of 

training and awareness raising events 

throughout 2017-18 (130+) which 

highlight specific roles and changed 

responsibilities under new data 

protection laws and information 

governance more widely. This effort has 

Kevin  Wilbraham, 

Information 

Governance 

Manager, 

Corporate 

Governance.

Lesley Newdall With IA for validation N/A N/A

RES1606ISS.

4
ICO Follow Up

Strategy 

& Insight
Low

Data Sharing AgreementsA deep 

dive into a sample of data 

sharing agreements was carried 

out, and existing agreements 

have been improved significantly 

since the ICO visit in 2015. There 

was also evidence of good 

practice where some areas were 

creating new agreements to 

cover high risk areas that were 

previously assumed to be 

covered by the more general Pan 

Lothian agreement.  This 

continued review of existing 

agreements and the areas they 

cover should be encouraged. At 

the time of the audit, the data 

sharing agreement with the 

Integration Joint Boards (IJB) was 

still to be formally signed off, 

following the review of all 

agreements requested by the 

ICO (B7).  The new draft has 

been verbally agreed and is due 

to be signed off in June 2017. 

Information Asset RegisterThe 

IAR has been established since 

the ICO audit and is helping the 

These actions, 

which were 

agreed with the 

ICO have not all 

been completed 

to the agreed 

standard, with 

implications on 

information 

security and data 

privacy.

The Council should 

implement these actions 

at the earliest possible 

opportunity.

These actions will be taken forward as 

part of the Council’s preparations for 

GDPR implementation and will be clearly 

set out within the GDPR Project Plan.

Past due date 31/03/2018
Suggest action 

is closed

These actions have been met and 

evidence provided to IA for final 

validation.

Kevin  Wilbraham, 

Information 

Governance 

Manager, 

Corporate 

Governance.

Lesley Newdall With IA for validation N/A N/A

CW1502

Governance 

Arrangements - 

Arms Length 

Companies

4.Governance 

Reporting

Strategy 

& Insight
Medium

We would expect that the 

performance and operations of 

Arms Length Companies are 

subject to regular scrutiny by the 

relevant scrutinising committee.

For our sample of Arms Length 

Companies we identified that 

the performance and operations 

had been subject to scrutiny at 

Committee as follows over the 

period from January 2013 to 

August 2015 (C. 2 ½ years):

The lack of 

regular scrutiny 

could lead to 

significant 

reputational risk 

to the Council 

due to: -

lack of 

transparency in 

the relationship 

with Arms Length 

Companies: and

inherent risks not 

being brought to 

Executive Committees 

should review their 

arrangements for the 

scrutiny of performance 

and operations for each of 

the relevant companies.

We would suggest that at a 

minimum this should be 

carried out annually and 

recommend that 

Committee Services should 

make annual scrutiny of 

each Arms Length 

Company a standing item 

on the relevant Scrutiny 

Executive Directors have been assigned 

responsibility for Arms Length 

Companies and are responsible for 

ensuring that the respective Executive 

Committee can provide appropriate 

scrutiny. A report addressing proposed 

scrutiny arrangements will be considered 

by Council on 2 June 2016. Historic 30/09/2016
Suggest action 

is closed. 

A report was considered by Council on 2 

June 2016 and 30 June 2016 setting out 

new reporting arrangements for ALEOs. 

This divided the scrutiny between the 

executive committee and the 

Governance, Risk and Best Value 

Committee. The reporting 

responsibilities for ALEOs have been 

made clear to executive directors and to 

the ALEOs themselves. The requirement 

to scrutinise Council companies has 

been added to the Governance, Risk and 

Best Value Committee work 

programme.

Gavin King, 

Democracy, 

Governance and 

Resilience Senior 

Manager 

Lesley Newdall With IA for validation N/A No Impact 

RES1608

Risk Function: 

Governance, 

Strategy & 

Process 

3.1 Project 

Governance & 

Risk 

Management

Strategy 

& Insight
Medium

Each year CEC undertakes a 

number of projects and 

programmes, many of which are 

material in value or nature. 

Currently there are over 20 

projects and programmes which 

fall within the remit of the major 

projects portfolio (i.e. any 

project / programme over a 

value of £5million or which is 

particularly sensitive to the 

Council’s reputation). CLT, 

Finance and Resources 

Committee and GRBV receive bi-

monthly, quarterly and six 

monthly updates respectively on 

progress and RAG status of all 

major projects. If risk 

management practices and 

associated project governance 

are well designed, aligned with 

the wider CEC enterprise-wide 

risk framework and embedded 

consistently across all projects, 

there is confidence that visibility, 

aggregation, escalation and 

management of risks is accurate, 

complete and timely.

Due to the bi-

monthly nature 

of reporting and 

as project risk 

registers are not 

independently 

challenged, risks 

may not be 

escalated on a 

timely basis 

which, due to the 

materiality and 

politically 

sensitive nature 

of projects, could 

result in 

significant 

financial and 

reputational 

damage to CEC 

should the risks 

crystallise or 

prompt action 

not be taken to 

mitigate or 

respond to the 

risks.

Projects have a 

With support from the Risk 

Function, CEC’s 

Transformation Team 

should ensure there is 

alignment of CEC’s 

enterprise wide approach 

to risk management and 

the management of 

assessment, reporting and 

aggregation of project risk.

CEC should ensure 

independent challenge 

and oversight is provided 

to material project risks on 

a more frequent basis. Risk 

registers should be 

escalated and 

independently challenged, 

to enable early 

identification and 

escalation of potential risk 

failures prior to 

crystallisation.

The Risk Function should 

have an active role in the 

oversight of the 

consolidated project risk 

Risk Management - Portfolio & 

Governance Manager and CRO to agree 

how this disconnect in relation to the 

management of assessment, reporting 

and oversight of project risk is addressed 

and agree an approach (to be reflected 

and signed off) in the Portfolio 

Management Business Case on how 

tighter alignment between the 

enterprise wide risk management 

framework and that of 

projects/programmes is delivered within 

a framework that meets the portfolio 

governance and ERM needs. Any 

subsequent changes will be incorporated 

as an update to the ERM 

framework.Major Projects require 

Project and Programme Managers to 

manage risk on their projects and 

programmes and identify key risks in bi-

monthly updates to the Portfolio & 

Governance Manager. However, going 

forward there will be a recommendation 

that a standard approach to risk 

management is mandated for all projects 

and programmes (see above comment). 

This will involve submission of a project 

risk register to the designated Steering 

Group on a routine basis. Additionally, 

Historic 30/11/2016 01/12/2018

From 1st April 2018 Projects within the 

Council’s Portfolio Major Projects 

require Project and Programme 

Managers to report monthly on risks on 

their projects and programmes. Key 

Portfolio Risks are also reported to the 

Change Board (CLT).  In addition, there 

is ongoing dialogue with CRO on 

identifying future improvements which 

will be reflected in updated risk 

management documentation.

Simone Hislop, 

Change Manager
Lesley Newdall

Will be treated - in 

progress by Service Area
N/A No Impact

CG1515

Retention of 

Corporate 

Knowledge 

1. Records 

Management 

Procedures

Strategy 

& Insight
High

The Council’s Records 

Management (RM) policy has 

been in force since September 

2014 but the mandated local 

procedures to support 

compliance have yet to be fully 

embedded across the 

organisation.

The Council Records 

Management policy states that 

staff must follow local 

administrative procedures which 

are documented within local 

Records Management Manuals. 

Whilst records management 

practices are documented and 

controlled in some Council 

services, there are, as of yet, no 

formally approved records 

management manuals within the 

Council. We understand these 

will be developed over the next 

five years. The large 

transformation program 

underway in the council will 

stress the current local 

documentation and processes in 

place and would benefit from 

If RM practices 

are not 

documented, 

consistent, or 

embedded there 

is a risk that 

records and 

information are 

lost; and

The Council may 

not able to 

confirm they 

meet statutory or 

regulatory 

requirements, 

due to the lack of 

monitoring of RM 

procedures, 

which could lead 

to fines or 

reputational 

damage for CEC 

staff and 

politicians.

Develop a plan for roll out 

and review which must be 

tracked by the Information 

Council and appropriate 

senior management;

A review of the ‘state of 

play’ of any RM 

documentation needs to 

be undertaken by each 

Directorate;

Directorates / teams 

without a completed and 

approved RM manual must 

set a deadline and track 

through to completion; 

and

The Council should 

develop common Records 

Management procedures 

for services such as 

Finance, Health and Safety 

and HR that can then be 

implemented in local 

directorates and teams.

Development and roll out of a 5 year 

implementation plan by the IGU for the 

creation and review of records 

management manuals across the Council 

to be included in this year’s information 

governance annual plan

The IGU will work with DROs this year to 

review existing RM documentation – this 

will be incorporated into the 

implementation plan. Subsequent 

reviews will be split between the annual 

information governance maturity 

assessment and the IGU’s rolling risk 

based review of RM manuals

The IGU will work with the relevant 

service areas to investigate whether 

common procedures can be developed – 

this will be incorporated into the 

implementation plan

The IGU to regularly report to the 

Information Council on progress with 

initial pilots, then the wider roll out and 

eventually a review and audit schedule

Historic 01/12/2016 31/07/2018

A new project brief and plan will be 

developed and submitted to the 

Council’s Change Board by the end of 

summer to ensure that we meet our 

statutory commitments within the 

Council’s 5-year records management 

plan (due for reassessment by the 

regulator in June 2021). Timescales, 

resource requirements and priorities 

will be reassessed as part of this exercise 

to ensure that statutory commitments 

can be met.

Project Brief will be submitted to the 

Council’s Change Board by Jul-18.

Kevin  Wilbraham, 

Information 

Governance 

Manager, 

Corporate 

Governance.

Lesley Newdall
Will be treated - in 

progress by Service Area

The greatest 

barrier to this 

initiative will be 

resourcing within 

the IGU to provide 

professional 

assistance and 

support and 

continued 

management buy-

in to not only 

create / bring 

together records 

management 

manuals but to 

ensure they are 

used and 

maintained by 

staff. Active 

support from 

Directorate 

Records Officers 

and senior 

managers within 

Finance and HR in 

particular will be 

necessary.

None - work has 

been prioritised 

as part of the IG 

workplan for 

2018.

RES1606ISS.

2
ICO Follow Up

Strategy 

& Insight
Medium

CEC agreed to the ICO that all 

employees would complete the 

e-learning module on 

Information Governance that 

was mandatory at the time 

(A16).  Since the ICO review, 

frequent and consistent 

messages have been issued on 

information governance. Despite 

this, a number of council staff 

have still to complete the 

module.  In addition, CEC agreed 

to undertake role-specific 

training for a number of higher-

risk data security roles.  In some 

cases (A6, C20, C27) these 

training sessions have been 

planned, with materials provided 

for review.  However, these 

sessions have not yet taken 

place, as many of the staff are 

relatively newly appointed and 

due to organisational restructure 

and change across the Council.  

All role-specific training sessions 

agreed with the ICO are 

currently scheduled to be held 

by the end of Q2 2017.

Risk that staff do 

not properly 

understand the 

implications of 

data security 

within their role 

and the steps 

they can take to 

minimise risk to 

the Council.



CG1515

Retention of 

Corporate 

Knowledge 

2. Training

Strategy 

& Insight
Medium

The Council has not yet 

completed training staff on 

Information Governance and 

Records Management resulting 

in not all staff having had the 

opportunity to understand what 

is expected of them regarding 

RM.

Responsibility for the completion 

of training is devolved to line 

managers and subject matter 

experts, with no central tracking 

or monitoring in place. While it is 

mandatory for all staff have to 

undertake the Information 

Governance training e-learn 

(which includes training on RM 

policy), this has not been 

completed by all staff (with only 

21% completion as at 8th 

September 2015).

In addition no specific training 

has been written or delivered to 

the directorates’ Records 

Officers to enable them to 

understand their enhanced role 

in RM.

Good RM relies 

on understanding 

both good 

practice as well as 

responsibilities, 

with training and 

policy reading 

being key to this. 

If training is not 

undertaken, the 

policy is less likely 

to be understood 

and followed, 

thereby raising 

the risk of CEC 

not retaining 

information or 

records 

appropriately and 

potentially 

breaching their 

regulatory or 

statutory 

requirements.

Training needs to be 

monitored by OD and 

reported to the 

appropriate senior 

management and the 

Information Council on a 

periodic basis, indicating 

the percent of staff that 

have completed or are still 

to complete the required 

training per Directorate;

A specific training plan 

needs to be developed & 

delivered to Directorate 

Records Officers;

IGU need to assess the 

level of compliance and 

plan an approach to 

testing the RM policies and 

procedures across the 

Directorates; and

Detailed communications 

to be issued by 

appropriate senior 

management on the 

importance of training and 

DRO training to be finalised and rolled 

out by IGU

IGU is currently finishing the 

development of an annual information 

governance maturity assessment that 

will assess compliance at local and 

corporate levels – with an initial pilot 

planned and a full roll out later in the 

year

IGU will work with Communications to 

finalise and follow an information 

governance communications plan for this 

year that will incorporate messages 

about the importance of training and 

signposting to existing and developing IG 

training resources – including specific 

content for managers and more detailed 

records management content that goes 

beyond the foundation e-learning 

module.

Historic 01/03/2016 01/12/2018

Subject to the provision of appropriate 

evidence, Internal Audit will consider 

conflating this action with RES1617. 

(same action - see below). Maturity 

model assessment has been tested 

through Internal Audit with Schools and 

Community Centres to ensure the 

approach is valid and robust. Work is 

currently being undertaken to turn the 

process into a self-assessment exercise 

rather than specialist led interviews and 

assessments to ensure scalability across 

the Council. Aim is to test this new 

approach by the Autumn, with a full roll 

out at the end of the year to inform the 

2019 IG annual plan. 

Kevin  Wilbraham, 

Information 

Governance 

Manager, 

Corporate 

Governance.

Lesley Newdall
Will be treated - in 

progress by Service Area

Communications 

support will be required 

to promote the eventual 

roll out and buy-in from 

senior management to 

support the annual 

exercise.

No Impact

RES1617

Review of City 

of Edinburgh 

Council 

Information 

Governance 

Framework

1. Information 

Security

Strategy 

& Insight
High

While the Council have an 

Electronic Information Security 

Policy, there is no evidence that 

it has been reviewed since 2004. 

It also lacked sections that would 

be expected within an 

Information Security Policy such 

as:

An introduction stating what CEC 

are trying to protect and why;

A statement of support for 

Information Security from the 

Board or CEO;

A section that indicates how this 

fits with the wider policy 

framework;

A section to discuss the 

minimum control objectives to 

be achieved consistently across 

the Council; and

How assurance over compliance 

with the policy will be achieved.

The Council have policies that 

staff annually attest to reading, 

including:

Employee Code of Conduct;

ICT Acceptable Use; and

Without ongoing 

assurance against 

the policy the 

Council have an 

incomplete, 

inconsistent 

control 

environment 

relating to how 

information is 

protected across 

the Council;

The lack of an up 

to date policy and 

robust training 

programme 

creates the risk of 

inconsistent staff 

behaviour in 

relation to 

protecting 

information;

Breaches may not 

be escalated 

promptly and in a 

timely manner 

due to the key 

Review and refresh the 

Information Security Policy 

to apply recognised 

standards, leveraging 

sources of security 

management good 

practice, such as the 

ISO/IEC 27000 series of 

standards, or making use 

of endorsed assurance 

schemes such as adopting 

the Cyber Essentials 

Scheme;

Schedule and maintain 

annual reviews of the 

Information Security Policy 

across all key stakeholders, 

including legal, compliance 

and business 

representatives;

Review the approach to 

gain ongoing assurance 

that the Information 

Security Policies 

requirements are 

embedded across the 

Council;

The information governance maturity 

model will be used to audit information 

security arrangements across the Council 

to ensure that controls are embedded 

and followed. Incident reporting will also 

help to inform this process by identifying 

risk areas. Similarly, the Council’s 

Information Asset Register will also help 

to identify security risks to Council 

information, ensuring that Council 

information is being properly managed.

Historic 01/12/2016 01/12/2018

Maturity model assessment has been 

tested through Internal Audit with 

Schools and Community Centres to 

ensure the approach is valid and robust. 

Work is currently being undertaken to 

turn the process into a self-assessment 

exercise rather than specialist led 

interviews and assessments to ensure 

scalability across the Council. Aim is to 

test this new approach by the Autumn, 

with a full roll out at the end of the year 

to inform the 2019 IG annual plan.

Responsibility to update and expand the 

Information Register will rest with 

individual Information Asset Owners. 

Guidance and training to reinforce this 

message will be published and 

disseminated as part of our GDPR 

preparations and will be circulated and 

on offer by the end of July. Maintaining 

the information asset register in light of 

frequent updates will be challenging 

within existing resource. Buy-in from 

senior management to support the 

Information Asset Register is also a 

requirement.

Kevin  Wilbraham, 

Information 

Governance 

Manager, 

Corporate 

Governance.

Lesley Newdall
Will be treated - in 

progress by Service Area

Communications 

support will be 

required to 

promote the 

eventual roll out 

and buy-in from 

senior 

management to 

support the annual 

exercise. 

Maintaining the 

information asset 

register with 

frequent updates 

will be challenging 

within existing 

resource. Buy-in 

from senior 

management to 

support the 

Information Asset 

Register is also a 

requirement.

No impact

RES1617

Review of City 

of Edinburgh 

Council 

Information 

Governance 

Framework

2. Information 

Governance 

Readiness

Strategy 

& Insight
Medium

The Information Governance 

unit have a clear definition for 

the role of Data Steward and are 

working with the Information 

Asset Owners (IAO) to establish 

this network of Officers as per 

the annual plan of the 

Information Council. However as 

at 18 August 2015 these roles 

were not filled, missing the 

planed 31 July 2015 target. These 

individuals are responsible for 

implementing Information 

Governance controls where 

controls are not place within the 

Directorates, including routine 

identification and resolution of 

Data Quality issues, monitoring 

compliance with Information 

Governance and reviewing 

projects to meet governance 

requirements and identify risks.

The Data Council has been 

established as a sub group of the 

information council which 

regularly meets to discuss risks 

and issues regarding data. 

However, no evidence was found 

Directorates may 

not fully 

implementing the 

Information 

Governance 

framework and 

therefore not 

managing 

information in 

line with 

statutory or 

regulatory 

requirements;

Data quality 

issues are already 

causing a delay to 

the CAFM project 

and there is a risk 

that they may 

cause operational 

inefficiencies and 

costs, or staff are 

not utilised 

effectively and 

data used for 

analysis and 

decision making is 

not reliable;

Data Stewards should be 

identified within each 

Directorate and fully 

trained and supported to 

deliver on their roles and 

responsibilities;

A baseline measurement 

against the Information 

Governance strategy 

should be undertaken 

within each Directorate;

Manager self-assessments 

should be conducted and 

reported to the 

appropriate senior 

management on an annual 

basis;

Data Quality issues should 

be logged and tracked by a 

central resource and 

reviewed at the Data 

Council committee 

meetings as a standing 

agenda item; and

Develop the Information 

Data Stewards have been identified 

through the development of the 

Council’s Information Asset Register. A 

learning needs analysis has been 

undertaken that will inform specific 

training needs for this and other 

information asset management roles 

within the Council to supplement 

existing guidance and documentation. 

Training content is currently under 

development which will be aligned to 

the Council’s new induction and 

mandatory learning framework.

The Information Governance Unit has 

completed the development of content 

for an annual information governance 

maturity model that will assess IG 

compliance at local and corporate levels. 

This will provide a baseline measurement 

in relation to the information 

governance strategy. Delivery methods 

are currently being investigated with BI, 

with initial pilot planned for June with a 

full roll out later in the year. The 

maturity model content and assessment 

criteria have also been aligned to Internal 

Audit’s own audit methodology as part 

of the Schools Assurance Framework 

Pilot. This exercise will help to inform the 

Historic 01/12/2016 01/10/2018

Develop an interactive e-learning 

package for nominated individuals with 

responsibilities for information 

management matters  with content 

signposted from across the Information 

Governance policy framework. This will 

be developed over the summer and 

rolled out over the autumn. 

Kevin  Wilbraham, 

Information 

Governance 

Manager, 

Corporate 

Governance.

Lesley Newdall
Will be treated - in 

progress by Service Area

The training will be 

dependent on support 

from Learning & 

Development and buy-in 

from senior 

management to support 

the undertaking and 

training

No impact

RES1617

Review of City 

of Edinburgh 

Council 

Information 

Governance 

Framework

3. Training

Strategy 

& Insight
Medium

The Information Governance 

policy states that all staff must 

undertake mandatory 

Information Governance training 

and are required to attest to 

reading the policy on an annual 

basis. As at 8 September 2015, 

circa 21% of staff had completed 

the training that was launched in 

June 2015. The expected 

completion for all staff was the 

end of September 2015.

While there is specific role 

profiles there was no evidence of 

formal training in place for Data 

Stewards, and Information Asset 

Owners to enable them to 

understand their roles and 

responsibilities as per the policy.

Information 

Governance 

framework is at 

risk of failing to 

fulfil its purpose, 

as staff across the 

wider Council are 

unaware of their 

roles and 

responsibilities.

Training needs to be 

monitored by OD and 

reported to the 

appropriate senior 

management and the 

Information Council on a 

periodic basis, indicating 

the percent of staff that 

have completed or are still 

to complete the required 

training per Directorate;

The Information 

Governance ‘roles and 

responsibilities’ training 

plan should be developed 

immediately, with specific 

focus on Data Stewards, 

Information Asset Owners, 

Senior Information Risk 

Office and their Deputy, as 

well as Managers and any 

other specific staff as 

agreed by the Information 

Council.

The Information Governance e-learning 

module is mandatory for all Council staff. 

There have been numerous general and 

targeted communications within the 

organisation to remind staff to complete 

the module. As of 1 March 2016, 5837 

members of staff have started the 

module – 72% of staff who have access 

to a PC. Of these, 5141 have passed.

The IGU has also created a briefing note 

of key information governance messages 

which has been disseminated to ‘hard to 

reach’ staff who do not have access to 

PCs. This is also supported, where 

required, by tailored team briefings and 

training provided by the Data Protection 

Team.

In addition, all staff have read the 

Council’s information governance and 

data protection policies which are part of 

the Council’s annual mandatory policy 

awareness programme.

Upon completion of the Council’s 

Transformation exercise and associated 

structural changes, all staff will be asked 

to undertake refresher training, including 

role specific training currently being 

developed.

The Council is also exploring different 

Historic 01/12/2016 01/09/2018

Subject to the provison of appropriate 

evidence, Internal Audit will consider 

the majority of these actions to be 

closed. This will leave one remaining 

action around role-specific training for 

information asset owners and 

individuals with assigned responsibility 

for information management. 

Risks in this area continue to be 

mitigated through a number of actions, 

including a completition of a manager's 

module and roll out, together with 

foundational level e-learning module, 

alongside specific content for GDPR and 

records management, provides 

sufficient basic level coverage for all 

Council roles. This is being built upon 

with a face to face monthly training 

offerings that will target different 

groups within the Council, which will 

start in June and be promoted via 

Communications and Learning & 

Development. 

Kevin  Wilbraham, 

Information 

Governance 

Manager, 

Corporate 

Governance.

Lesley Newdall
Will be treated - in 

progress by Service Area
N/A No Impact



Appendix 3 - List of ongoing Internal Audit work within service areas 
 

Audit Title Status Comments 

Health and Social Care 

1. Care Inspectorate Report   Fieldwork Currently in fieldwork and not yet possible to determine outcomes.  

2. Purchasing Budget Management  Draft Report preparation Initial findings discussed with H&SC – draft report being prepared for issue by IA 

3. Community Care Capacity and 

Access 

Draft Report preparation Initial findings discussed with H&SC – draft report being prepared for issue by IA 

4. Resources 

5. Customer Transformation 

Draft Report with IA  Draft report with IA for finalisation.  

6. HR and Payroll - Drivers Draft Report preparation Outcomes discussed with HR and Place – draft report being prepared by IA.    

7. CGI Contract Management and 

Cyber Maturity (PwC) 

Draft Report preparation Outcomes discussed with ICT – draft report being prepared by IA.    

Communities and Families 

8. Foster Care Final report issued Final report was issued 11 May 2018.  

Lothian Pension Fund   

9. Pension Tax Final report issued Final report was issued 30 April 2018.  

Place 

10. Port Authority Security  Final report issued Final report was issued 18 May 2018 



11. St James project Draft report with IA Draft report with IA to finalise. Has been delayed as reports with High rated findings 
have been prioritised for completion.  

12. Zero Waste project Draft report with IA Draft report with IA to finalise. Has been delayed as reports with High rated findings 
have been prioritised for completion.  

13. Edinburgh Building Services Final Report Issued This review assessed whether the findings raised in the August 2016 review of 
contract management arrangements and processes had been implemented. 2 
Historic findings have been reopened (one High and one Medium) and are included 
in the historic population of 30 findings to be reopened across the Council.  Two new 
findings were also raised and these are reflected here.  

14. Structures and Flood Prevention  Draft report preparation IA preparing draft report. 

15. Fleet Project Fieldwork Currently in fieldwork and not yet possible to determine outcomes.  

16. Health and Safety – Waste and 

Recycling (PwC) 

Draft report with Place Draft report with management to finalise agreed management actions 

Strategy and Insight 

17. Resilience Draft report with IA Management responses received and draft with IA to respond.   

18. Councl Wide 

19. Phishing 

Draft report with 
Resources - ICT 

Awaiting revised management responses from ICT  

20. Records Management – St 

Katherine’s 

Main impacts will be on Communities 
and Families and health and Social Care 

Will complete in 2018/19 -  
Currently in fieldwork 

Completion date to be determined. A project has now been established within 
Strategy and Insight to support completion.  Likely that this review will continue into 
the 2018/19 plan year.  

21. GDPR Readiness (PwC) Draft report preparation PwC specialist review.  Initial outcomes have been discussed with management and 
the draft report is being prepared.  
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Internal Audit: Overdue internal audit findings referred 

from the Governance, Risk, and Best Value Committee 

Executive Summary 

This report sets out details of all High and Medium rated overdue Internal Audit (IA) findings, 

that fall within the remit of the XXXX Committee.  

As at date, there were a total of XX High and XX Medium rated overdue IA findings 

It is the responsibility of senior management to implement agreed management actions to 

address internal audit findings within agreed timescales, to ensure that service delivery risks 

are effectively mitigated and managed, and frontline services protected.  

 

It is the responsibility of the XXXX Committee to scrutinise and challenge officers, to confirm 

that they are taking appropriate steps to address overdue findings, ensuring that risks are 

appropriately treated or mitigated in a timely manner.  
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Report 

 

Internal Audit: Overdue internal audit findings referred 

from the Governance, Risk, and Best Value Committee 

 

1. Recommendations 

1.1 Members of the XXXX committee are requested to:  

1.2 Scrutinise the overdue Internal Audit findings;  

1.3 Consider whether progress and the revised implementation date are appropriate 

given the ongoing risk that has not yet been addressed.  

2. Background 

2.1 In May 2018, the Governance Risk and Best Value Committee decided that all High 

and Medium rated Internal Audit overdue findings should be forwarded to the relevant 

Executive Committees for additional scrutiny and challenge. 

2.2 The IA definition of an overdue Internal Audit finding is any finding where all 

associated agreed management actions have not been implemented by the final date 

agreed by management and recorded in Internal Audit reports.  

2.3 IA overdue findings are reported monthly to the CLT and quarterly to the GRBV. 

2.4 It is anticipated that the greater visibility that reporting to CLT; GRBV; and Executive 

Committees provides will result in more Internal Audit findings being closed on time, 

ensuring that the associated service delivery risk is effectively addressed.  

 

3. Main report 

3.1 There are a total of XX (XX High and XX Medium) overdue Internal Audit findings 

that fall within the XXXX committee’s remit as at xxxx 

3.2 Of these XX% are more than 3 months; XX% more than 6 months; XX% more than 

one year, and XX% more than 18 months old.  

 

4. Background reading/external references 

4.1 Insert link to latest GRBV report  
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Appendix 1:  High and Medium rated Overdue Internal Audit Findings 

 

Audit Report  Finding Risk Agreed 

Management 

Action 

Original Date  Revised Date  Number of 

Date 

Revisions 

Latest 

Update 

        

        

 

 

 



 

 

Governance, Risk and Best Value Committee 

 

10.00am, Tuesday, 5 June 2018 

 

 

 

National and Local Scrutiny Plans 2018/19 

Executive Summary 

Audit Scotland published the National and Local Scrutiny Plans in April 2018.  This report 

details the planned scrutiny activity for the City of Edinburgh Council from April 2018 to 

March 2019. 

 

 Item number  

 Report number  

Executive/routine  

 

 

Wards  

 

1132347
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Report 

 

National and Local Scrutiny Plans 2018/19 

 

1. Recommendations 

1.1 The Committee is asked to note the report and the appendices. 

 

2. Background 

2.1 National Scrutiny Plan and the City of Edinburgh Council Scrutiny Plan 2018-19 

were published in April 2018.  

2.2 The plans provide a summary of the scrutiny activity and are based on risk 

assessment. They are designed to provide assurance to the public and to identify 

where scrutiny will make the most difference in service improvement. 

2.3 National Scrutiny Plan summarises all planned strategic scrutiny activity from April 

2018 to March 2019 in each of Scotland’s 32 councils. It also covers work between 

scrutiny bodies and councils to validate self-evaluation that is designed to support 

improvement.  

 

3. Main report 

3.1 The National Scrutiny Plan (Appendix 1) identifies scrutiny activity for 2018/19 that 

will be undertaken by the Accounts Commission/Audit Scotland, Education 

Scotland and the Scottish Housing Regulator. 

3.2 The new approach for auditing Best Value was agreed by the Accounts 

Commission in June 2016. Best Value will be assessed over the five year audit 

appointment with a Best Value Assurance Report (BVAR) for each of the councils, 

considered by the Accounts Commission at least once during this five year period. 

3.3 The City of Edinburgh Council will not be subject to the BVAR this year. For 

2018/19 the audit work will only focus on Best Value demonstration in improvement, 

partnership working and resource management. The Local Area Network (LAN) will 

continue to monitor the Council’s financial position and plans as part of the annual 

audit process. 
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3.4 The City of Edinburgh Council will be subject to a range of risk-based and nationally 

driven scrutiny activity between April 2018 and March 2019. 

3.4.1 A follow up of the CGI security management audit will be carried out by the 

external audit and the findings presented to the Governance, Risk and Best 

Value Committee in May 2018. 

3.4.2 External audit will seek evidence that outcomes are improving and that the 

pace of improvement is managed in line with resources. The work will 

include consideration of the impact of transformation work, how effectively 

the council has identified improvement priorities, and how self-aware the 

council is in understanding its relative performance and improvement needs. 

3.4.3 Over the course of 2018/19 the external audit will carry out audit work in 

respect of the Edinburgh Trams project (York Place to Newhaven). 

3.4.4 The Care Inspectorate will monitor and report on progress against the 

recommendations arising from the joint inspection carried out in 2016. 

3.4.5 Scottish ministers have asked the Care Inspectorate and scrutiny partners to 

lead a programme of joint inspections of service for children and young 

people. The ministers asked to provide assurance about how community 

planning partners are protecting and meeting the needs of children and 

young people who have experienced, or at risk of, abuse and neglect, and 

how they are working together to improve outcomes for children and young 

people who are subject to corporate parenting requirements. Up to five joint 

inspections a year are intended to be carried out, in 2018/19 one of these is 

likely to be in the Edinburgh area. 

3.4.6 Education Scotland will engage in ongoing oversight and monitoring of 

education provision, as part of the support provided by Area Lead Officers, 

but will not engage in a formal scrutiny response other than planned 

inspections and reviews. 

3.4.7 The Scottish Housing Regulator will monitor the council's progress across 

housing and homelessness. It will also review the Scottish Social Housing 

Charter data and carry out data accuracy visits. The Regulator may carry out 

thematic inquiries during 2018/19 or it may carry out survey or on-site work 

to follow up on published thematic reports.  

3.5 The Local Scrutiny Plan (Appendix 2) shows the expected scrutiny activity in more 

detail. For some other scrutiny, the scrutiny bodies are still to determine their work 

programme and which specific council areas they will cover. Where the City of 

Edinburgh Council is to be involved, the relevant scrutiny body will confirm this with 

the Council and the LAN lead.  

3.6 The Council will continue to support auditors in their planned audit work covering 

the main risk-based and nationally driven scrutiny activity. 
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4. Measures of success 

4.1 Measures of success for the City of Edinburgh Council are noted as part of the 

annual audit process. 

4.2 Progress in the scrutiny areas will be monitored and reported regularly to senior 

managers and partners. 
 

5. Financial impact 

5.1 There is no financial impact resulting from the report. 

5.2 The Council budget framework updates are presented to Council Leadership Team 

and Committee on a regular basis and the next update will be considered by the 

Finance and Resources Committee on 12 June 2018. 
 

6. Risk, policy, compliance and governance impact 

6.1 The National and Local Scrutiny Plans complement the council’s own internal risk 

management plans. 
 

7. Equalities impact 

7.1 Consideration of the equalities and rights impact forms part of the annual audit 

process. 
 

8. Sustainability impact 

8.1 Consideration of the sustainability impact forms part of the annual audit process. 
 

9. Consultation and engagement 

9.1 The Council has an ongoing dialogue with the auditors and will support them in their 

planned audit work covering the main risk-based and nationally driven scrutiny 

activity. 
 

10. Background reading/external references 

10.1 City of Edinburgh Council – 2016-17 Annual Audit report to the Council and the 

Controller of Audit, Governance, Risk and Best Value Committee, 26 September 

2017 

10.2 2016-17 Annual Audit Report and Review of Internal Controls – Progress Update, 

Governance, Risk and Best Value Committee, 16 January 2018 

10.3 City of Edinburgh Council External Audit Plan 2017-18, Governance, Risk and Best 

Value Committee, 20 March 2018 

http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
http://www.edinburgh.gov.uk/download/meetings/id/54900/item_75_-_city_of_edinburgh_council_%E2%80%93_2016-17_annual_audit_report_to_the_council_and_the_controller_of_audit
http://www.edinburgh.gov.uk/download/meetings/id/55767/item_71_-_2016-17_annual_audit_report_and_review_of_internal_controls_-_progress_update
http://www.edinburgh.gov.uk/download/meetings/id/56505/item_75_-_city_of_edinburgh_council_-_external_audit_plan_2017-18
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10.4 2016-17 Annual Audit Report and Review of Internal Controls – Progress Update, 

Governance, Risk and Best Value Committee, 8 May 2018 

  

 

 

Andrew Kerr       

Chief Executive       

 
Contact: Laurence Rockey, Head of Strategy and Insight  

E-mail: laurence.rockey@edinburgh.gov.uk  Tel: 0131 469 3493 

 

 

11. Appendices 
 

Coalition Pledges All 

Council Priorities All 

Single Outcome 
Agreement 

All 

Appendices Appendix 1 – National Scrutiny Plan 2018/19 

Appendix 2 – The City of Edinburgh Council Local Scrutiny Plan 

2018/19 

 

http://www.edinburgh.gov.uk/download/meetings/id/56974/item_71_-_2016-17_annual_audit_report_and_review_of_internal_controls_-_progress_update
mailto:laurence.rockey@edinburgh.gov.uk
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Background

1. The National Scrutiny Plan for local government has been jointly prepared by
members of the Strategic Scrutiny Group (SSG). This group comprises Scotland's
main public sector scrutiny bodies - the Accounts Comission for Scotland, Audit
Scotland, Education Scotland, the Care Inspectorate, Healthcare Improvement
Scotland, the Scottish Housing Regulator, Her Majesty’s Inspectorate of
Constabulary in Scotland, Her Majesty’s Fire Service Inspectorate, Her Majesty’s
Inspectorate of Prisons and Her Majesty's Inspectorate of Prosecution. The
SSG is convened and chaired by the Accounts Commission. Details of each
organisation can be found in the Appendix. In this report, they are collectively
referred to as scrutiny bodies.

2. The SSG supports the delivery of better coordinated, more proportionate
and risk-based local government scrutiny. Those scrutiny bodies directly relating
to local government services - Audit Scotland (on behalf of the Accounts
Commission), the Care Inspectorate, Education Scotland, the Scottish Housing
Regulator and council external auditors appointed by the Accounts Commission
(including private sector Audit Firms), work together through Local Area Networks
(LANs) to share intelligence and agree the key scrutiny risks in each of Scotland's
32 councils.

3. Annually, each LAN prepares a Local Scrutiny Plan (LSP) setting out the
planned scrutiny activity for the council concerned. LSPs also include nationally
programmed scrutiny, such as the Care Inspectorate's joint inspections of services
for children, young people and families and joint inspections of adult health and
social care services. This approach, called Shared Risk Assessment (SRA), is
designed to ensure well coordinated proportionate and risk-based scrutiny.

4. This 2018/19 National Scrutiny Plan (NSP) for local government is one of the
key outputs from the SRA process. It is the ninth such plan and summarises all
planned strategic scrutiny activity.1 From April 2018 to March 2019 in each of
Scotland's 32 councils. This strategic scrutiny activity can of course change during
the year, particularly in response to any significant risks or events that may require
immediate investigation.

5. A separate table showing planned scrutiny activity is available on the Audit
Scotland website .

http://www.audit-scotland.gov.uk/uploads/docs/report/2018/sp_180330_scrutiny_plan_map.pdf

http://www.audit-scotland.gov.uk/uploads/docs/report/2018/sp_180330_scrutiny_plan_map.pdf
http://www.audit-scotland.gov.uk/uploads/docs/report/2018/sp_180330_scrutiny_plan_map.pdf
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Part 1
Direct scrutiny activity

National scrutiny programmes

6. There is a range of national scrutiny activity planned across councils over
the next year and beyond. Where activity has been identified for 2018/19
that impacts on individual councils it is included in the National Scrutiny Plan.
Significant pieces of national scrutiny activity, as well as developments in scrutiny
approaches, are outlined below.

The Accounts Commission/Audit Scotland
Best Value
7. The Accounts Commission began to roll out its revised approach to Best Value
auditing from October 2016. This includes an assessment each year of aspects
of Best Value as part of an integrated annual audit. In addition, a public Best Value
Assurance Report (BVAR) for each council will be published at least once in a five
year period that will bring together an overall picture of the council drawn from a
range of audit activity and the work of other scrutiny bodies.

8. The five year rolling programme of Best Value Assurance Reports is reviewed
and refreshed annually by the Accounts Commission. The results of the SRA
process will make a significant contribution to the audit intelligence that informs
decisions about the programme, both in terms of the sequencing and timing of
audits and the focus of audit work at individual councils.

9. Audit Scotland is currently carrying out work to produce a BVAR in Fife,
Glasgow, East Ayrshire, West Dunbartonshire, Dumfries and Galloway and East
Lothian councils. The current BVAR programme includes publication of a report in
2019 for North Lanarkshire, South Lanarkshire, Stirling, Highland, Scottish Borders,
Perth & Kinross and Midlothian councils. The scope and timing of the work to be
carried out, as part of the 2018/19 audit, will be discussed with each council.

National performance audits
10. Audit Scotland has several performance audits covering local government
planned during 2018/19. These are part of a programme agreed by the Accounts
Commission and Auditor General for Scotland (AGS) which is informed by the
Accounts Commission’s strategic audit priorities, public sector audit risks and policy
developments, as well a wide range of policy monitoring and external engagement.

11. The programme includes audits covering children and young people’s mental
health, health and social care integration, city deals and the value for money of non-
profit distributing (NPD) projects. Any engagement with individual councils is still
to be determined. Further details on each of the audits in the performance audit
programme for 2018/19 and beyond are available here .

http://www.audit-scotland.gov.uk/our-work/future-work/our-work-programme
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Housing benefit risk assessments
12. Audit Scotland will also continue to carry out a national programme of
housing benefit risk assessments across councils during 2018/19. The Accounts
Commission will continue to review its future approach to the scrutiny of benefits
in light of the changing powers around social security in Scotland.

Care Inspectorate
Health and social care integration authorities
13. Since April 2017, the Care Inspectorate and Healthcare Improvement Scotland
(HIS) have a joint duty under the Public Bodies (Joint Working)(Scotland) Act
2014 to assess and report on the effectiveness of integration authorities’ strategic
plans. In these early stages of the integration of health and social care, the Care
Inspectorate and HIS will report on the progress that integration authorities
are making towards a more collaborative culture and integrated approaches to
planning and delivering services, both of which should deliver improved outcomes
for people in communities.

14. During 2018/19 the Care Inspectorate and HIS intend to visit three
integration authorities to report on their progress. A key area of focus will be
the measures they are taking to ensure they fully understand the current needs,
and anticipate the future needs, of their communities and how they are jointly
planning, commissioning and delivering services to meet these needs. The Care
Inspectorate and HIS will be particularly looking to identify examples of good
practice in engaging with communities to assess and plan to meet needs.

15. Audit Scotland’s Self-directed support: 2017 progress report  noted
that authorities’ commissioning plans do not yet clearly set out how they will
make decisions about changing services and re-allocating budgets in response
to people’s choices. In response, all joint inspections of strategic planning will
examine how commissioning decisions are being influenced by self-directed
support legislation.

16. Inspection activity to date has reinforced the critical importance of strong and
effective care at home services to meet the aspiration of maintaining people in
their own homes and communities for as long as possible and in line with their
wishes. There are many services and supports that contribute to achieving this,
including community health services, with directly provided and commissioned
care at home services playing a very significant role.  Over the next year,
therefore, planning and commissioning of sufficient, stable and quality care at
home provision will be a focus of joint inspections.

Thematic review of self-directed support
17. The Care Inspectorate will carry out a thematic review of self-directed
support during 2018/19. Its aim is to build on the key findings of Self-directed
support: 2017 progress report , exploring the ability and confidence of front
line staff to implement self-direction support legislation by offering choice and
control and making decisions with people about their support. Throughout the
year, it will conduct an inspection in up to six areas across Scotland with the aim
of identifying factors which support effective implementation of the legislation
and barriers which require to be overcome. The Care Inspectorate will provide
feedback on each area and publish an overview report, with the expectation that
all areas will then use these findings to evaluate their own practice and make
improvements where necessary.

http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_170824_self_directed_support.pdf
http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_170824_self_directed_support.pdf
http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_170824_self_directed_support.pdf
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Joint inspections of services for children and young people
18. From April 2018, Scottish ministers have asked the Care Inspectorate to
lead another programme of joint inspections of services for children and young
people, in conjunction with Education Scotland, HIS and HMICS. Ministers
have asked the Care Inspectorate to provide assurance about how community
planning partners are protecting and meet the needs of children and young
people who have experienced, or are at risk of, abuse and neglect, and how they
are working together to improve outcomes for children and young people who
are subject to corporate parenting requirements. The intention is to carry out five
joint inspections in 2018/19. The Care Inspectorate has agreed with ministers
that, for the duration of this programme of inspections, it will incorporate an
area of specific enquiry each year, with the aim of identifying key lessons and
best practice which all partnerships could use to support their own continuous
improvement. It will publish an overview report at the end of each year.

Community justice 
19. The Care Inspectorate will work with Community Justice Scotland and other
partners to support improvement in the implementation of the community justice
strategy, to identify any particular risks and to carry out targeted scrutiny where
this is required.

Adult support and protection
20. The Care Inspectorate  will report in May on a thematic review of Adult
Support and Protection, carried out across six partnership areas in collaboration
with colleagues from HIS and HMICS. During 2018/19, it will work with Scottish
Government and colleagues to encourage partnerships to use this learning to
review their own practice and to take any action necessary to strengthen their
response to concerns.

Education Scotland
21. Education Scotland, working in partnership with Audit Scotland, will carry out
a programme of inspections to evaluate the progress made by local authorities in
improving learning, raising attainment and closing the poverty related attainment
gap. These inspections are initially focused on the nine local authorities who are
designated as challenge authorities within the Scottish Attainment Challenge.2 All
nine challenge authorities will be inspected by the end of 2018, with Education
Scotland providing four weeks' notice prior to carrying out individual inspections
(and as a result these are not shown on the associated activity map). Other
authorities may be included in due course; particularly those authorities currently
subject to enhanced monitoring as a result of shared risk assessment.

22. Following publication of Education Governance: Next Steps  in June
2017, six Regional Improvement Collaboratives (RICs) were established. Each
RIC will formulate its own regional improvement plan and each plan will be
agreed with the Chief Inspector of Education. Support and challenge from within
the collaborative teams and from Education Scotland Regional Advisers will
ensure that each of the regional improvement plans takes account of all available
evidence on performance and that the selection of educational strategies and
interventions is appropriate to the particular regional context.

23. Over the coming year Education Scotland will continue to inspect community
learning and development (CLD) services and the quality of careers information
and guidance services delivered by Skills Development Scotland across council
areas. It also plans to carry out a validated self-evaluation of educational

http://www.gov.scot/Resource/0052/00521038.pdf


8 |

psychology services in one local authority area towards the end of 2018. 
Education Scotland will also work with stakeholders and other public bodies to 
create new approaches to scrutiny that take account of education reform, provide 
assurance and support system-led improvement.

Scottish Housing Regulator (SHR) 
24. The SHR may carry out thematic inquiries during 2018/19 or it may carry
out survey or on-site work to follow up on published thematic reports. The SHR
will also review the Scottish Social Housing Charter data submitted by landlords
and may carry out data accuracy visits during the second half of 2018/19.
Where councils are to be involved in a thematic inquiry, any follow-up work to
a published thematic inquiry, or a data accuracy visit, the SHR will confirm this
directly with the council and the LAN lead.
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Part 2
Additional scrutiny of interest

25. In addition to the direct scrutiny planned for local government, there is a range 
of other scrutiny activity that touches on local government, as outlined below.

Her Majesty's Fire Services Inspectorate (HMFSI)
26. HMFSI will continue to inspect Scottish Fire and Rescue Service (SFRS) local 
service delivery across Scotland. These inspections will examine, among other 
things, local scrutiny and engagement between the SFRS and councils. As part of 
its programme, HMFSI intends to inspect service delivery in Edinburgh, Dumfries 
and Galloway and North Lanarkshire during 2018/19. HMFSI also has a programme 
of thematic inspection planned, but this work is unlikely to result in contact with local 
authorities. However, HMFSI may also carry out ad hoc inspections in response to 
specific events, which could involve contact with local authorities.

Her Majesty's Inspectorate of Constabulary in Scotland (HMICS)
27. HMICS remains committed to assessing the quality of local policing as 
experienced by communities across Scotland, with an emphasis on the impact 
of the Community Empowerment (Scotland) Act 2015. During 2018/19, it will 
inspect G Division, which covers East Dunbartonshire, East Renfrewshire and 
Glasgow. Divisional inspections will cover partnership working and in particular, 
local scrutiny and engagement between Police Scotland and councils and the 
local Community Planning Partnership and Community Safety Partnership. Local 
police inspections also include a ‘plus’ element, which aims to investigate national 
issues through a local lens. These elements are subject to separate reports 
published on its website www.hmics.org.uk .

Her Majesty's Inspectorate of Prisons for Scotland (HMIPS)
28. HMIPS will inspect prisons in Scotland, jointly with Healthcare Improvement 
Scotland, Education Scotland, the Care Inspectorate and the Scottish Human 
Rights Commission. Each prison will be monitored on a weekly basis by volunteer 
Independent Prison Monitors who are allocated to each prison. Reports of findings 
from both inspection and monitoring are published regularly throughout the year.

Inspectorate of Prosecution in Scotland (IPS)
29. In the Scottish Year of Young People, the IPS will conduct a thematic review 
of the prosecution of young people in the Sheriff Court. The review will assess 
the availability and use of diversion schemes provided by local authorities. It will 
also seek to identify areas of good practice, which may be of benefit to those 
involved in implementing the Community Justice (Scotland) Act 2016 both at 
local and strategic levels. As part of its programme, IPS will continue to inspect 
service delivery by the Crown Office and Procurator Fiscal Service at both a 
national and local level.

https://www.hmics.scot/


10 |

Endnotes

 1	 Strategic scrutiny work does not include scrutiny activity carried out at service unit or institution level, such as inspections
of individual schools or care homes, or the annual financial audit of public bodies.

 2	 The nine challenge authorities are: Clackmannanshire, Dundee, East Ayrshire, Glasgow, Inverclyde, North Ayrshire, North
Lanarkshire, Renfrewshire and West Dunbartonshire councils.
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Appendix
The Local Government Scrutiny Strategic 
Group members

Accounts 
Commission

The Accounts Commission is a non-departmental public body (NDPB). The Accounts 
Commission is the public’s independent watchdog for local government in Scotland. Its role is 
to examine how Scotland’s 32 councils manage their finances, help these bodies manage their 
resources efficiently and effectively, promote Best Value and publish information every year 
about how they perform. 

Audit Scotland Audit Scotland is a statutory body providing services to the Accounts Commission and the 
Auditor General for Scotland (AGS). Working together, the Accounts Commission, the AGS and 
Audit Scotland ensure that public sector bodies in Scotland are held to account for the proper, 
efficient and effective use of public funds. 

Care 
Inspectorate

The Care Inspectorate is a non-departmental public body (NDPB). The Care Inspectorate’s 
purpose is to provide assurance and protection for people who use care, social work and 
children’s services.

Education 
Scotland

Education Scotland is an executive agency. It is the Scottish Government’s national development 
and improvement agency for education. It is charged with providing support and challenge to the 
education system, from early years to adult learning, in line with the government’s policy objectives.

Healthcare 
Improvement 
Scotland

Healthcare Improvement Scotland (HIS) is a health body. The function of HIS is to improve the 
quality of the care and experience of every person in Scotland every time they access healthcare 
by supporting healthcare providers.

Her Majesty’s 
Fire Service 
Inspectorate

The Fire Service Inspectorate in Scotland exists to provide independent, risk based and 
proportionate professional inspection of the Scottish Fire and Rescue Service. Its purpose is 
to give assurance to the Scottish public and Scottish ministers that the service is working in 
an efficient and effective way, and to promote improvement in the service. Through this, the 
Inspectorate provides external quality assurance to the service, and provides support to the 
service in delivering its functions.

Her Majesty’s 
Inspectorate of 
Constabulary in 
Scotland

Her Majesty's Inspectorate of Constabulary in Scotland (HMICS) provides independent 
scrutiny of both Police Scotland and the Scottish Police Authority. Its approach is to support 
Police Scotland and the Authority to deliver services that are high quality, continually improving, 
effective and responsive to local needs. It can inspect other UK police services that operate in 
Scotland and are members of the National Preventive Mechanism, inspecting police custody 
centres to monitor the treatment and conditions for detainees. 

Her Majesty’s 
Inspectorate 
of Prisons for 
Scotland

Her Majesty’s Chief Inspector of Prisons for Scotland provides oversight and scrutiny of the 15 
prisons in Scotland, by way of inspection and monitoring, in order to report on the conditions in 
prison and the treatment of prisoners. Monitoring is conducted by volunteer Independent Prison 
Monitors, who are required to visit every prison every week, to respond to prisoners’ requests 
and to monitor conditions. HMIPS also has responsibility for inspecting court custody cells and 
the conditions in which prisoners are transported.
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Inspectorate of 
Prosecution in 
Scotland

The Inspectorate of Prosecution in Scotland is headed by HM Chief Inspector who reports 
directly to the Lord Advocate.

The aim of the inspectorate is to enhance the quality of service and public confidence in the 
Crown Office and Procurator Fiscal Service through independent inspection and evaluation.

Scottish 
Housing 
Regulator

The Scottish Housing Regulator (SHR) is a non-ministerial department. The statutory objective of 
the SHR is to safeguard and promote the interests of people who are or may become homeless, 
tenants of social landlords, or recipients of housing services provided by social landlords.
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City of Edinburgh Council 
Local Scrutiny Plan – April 2018 to March 2019 

Introduction 

1. This local scrutiny plan sets out any scrutiny risks identified by the local area network

(LAN), proposed scrutiny responses and expected scrutiny activity for the City of

Edinburgh Council during the financial year 2018/19.

2. The scrutiny risks and responses are based on a shared risk assessment undertaken by

a local area network (LAN), comprising representatives of all the scrutiny bodies who

engage with the council. The shared risk assessment process draws on a range of

evidence with the aim of determining any scrutiny risks in the council and the IJB.

3. Expected scrutiny activity across all councils in Scotland informs the National Scrutiny

Plan for 2018/19, which is available on the Audit Scotland website.

Scrutiny risks 

4. The Accounts Commission agreed the overall framework for a new approach to auditing

Best Value in June 2016. Best Value will be assessed over the five year audit

appointment, as part of the annual audit work. In addition a Best Value Assurance

Report (BVAR) for each council will be considered by the Accounts Commission at least

once in this five year period. The BVAR report for the City of Edinburgh Council is not

planned in the period covered by this scrutiny plan. The Best Value audit work planned

this year will focus on the council's arrangements for demonstrating Best Value in the

following areas:

 Improvement

 Partnership working

 Resource management.

Findings will be reported in the Annual Audit Report. 

5. Audit Scotland has several planned performance audits covering local government

planned during 2018/19 informed by the Accounts Commission’s strategic audit

priorities, public sector audit risks and policy developments, as well a wide range of

policy monitoring and external engagement. It will be carrying out audits covering

children and young people’s mental health, health and social care integration and the

value for money of non-profit distributing (NPD) projects. Any engagement with

individual councils is still to be determined. Further details on each of the audits in the

performance audit programme for 2018/19 and beyond are available at http://www.audit-

scotland.gov.uk/our-work/future-work/our-work-programme.

http://www.audit-scotland.gov.uk/our-work/future-work/our-work-programme
http://www.audit-scotland.gov.uk/our-work/future-work/our-work-programme


6. The council has a well-developed Financial Strategy and clear understanding of future

pressures and the impact on the medium term financial position. However a Revenue

Budget Framework update in February 2018 highlighted that the council is projecting a

cumulative savings gap to 2022-23 of £151.2million with no clear plan at this stage to

deliver the required savings. In addition, financial risks such as demand pressures on

health and social care, and the impact of EU withdrawal place additional uncertainty on

the council’s future budgets.

7. The council continues to implement a third phase of the transformation programme,

along with the programme management necessary to deliver on this challenging target.

8. The LAN will continue monitoring the council’s financial position and plans as part of the

annual audit process.

9. In August 2015 the council awarded CGI the contract for the provision of ICT services.

Since the contract commenced, however, the council has reported that CGI has

underperformed on the contractual commitments. Transformation programmes have

missed the original delivery dates, and in some cases the revised delivery date and this

has meant that the council has been unable to realise the benefits and/or savings

envisaged. At the outset, the contract was expected to save the council at least

£45million over the first seven years. Improvements have been made; however this has

not been at the pace required by the council or in line with the contract specifications. A

paper was presented to the Governance, Risk and Best Value Committee in August

2017, giving members an overview of the services delivered by CGI including options

available to the council regarding contractual remedies.

10. In 2017, the Governance, Risk and Best Value Committee considered an external audit

report on the effectiveness of security management controls within CGI over the

council’s ICT network. Following consideration of external audit’s findings, the

Governance, Risk and Best Value Committee requested external audit carry out a follow

up review on the audit recommendations and report back to it at the January 2018

meeting. The Governance, Risk and Best Value Committee has requested a further

report to be presented at its May 2018 committee.

11. A follow up of the CGI security management audit will be carried out by external audit

and the findings presented to the Governance, Risk and Best Value Committee in May

2018.

12. While the council acts to tackle areas of poor performance, including developing

improvement plans, in some service areas, including waste, roads and delayed

discharges performance remains poor. During 2016/17 Edinburgh regularly had the

highest number of delayed discharges of any integration authority in Scotland.

13. The LAN will consider the council’s approach to improvement through the best value

work carried out by external audit. External audit will seek evidence that outcomes are

improving and that the pace of improvement is managed in line with resources. The

work will include consideration of the impact of transformation work, how effectively the



council has identified improvement priorities, and how self-aware the council is in 

understanding its relative performance and improvement needs.  

14. In September 2017, the council approved the commencement of Stage 2 activities in

respect of the tram extension (York Place to Newhaven). Stage 2 of the project is the

procurement phase, and is scheduled to take approximately 12 months. Public

consultation will also commence during Stage 2. Stage 2 milestones include the

completion of tender evaluations by September 2018. Subject to approval by council,

the main construction contract is expected to be awarded, and stage 3 of the project

approved by November 2018.

15. Following the original trams project, which was completed after significant delays and

over-spends, an independent inquiry chaired by Lord Hardie was convened and is

currently underway. Lord Hardie is expected to publish his findings by Summer 2018, to

allow recommendations and lessons learned to be built into the final contract for award

for the York Place to Newhaven project.

16. Audit work will be carried out, by external audit, over the course of 2018/19 in respect of

the Edinburgh Trams project (York Place to Newhaven).

17. A joint inspection of health and social work services for older people was carried out by

the Care Inspectorate and Healthcare Improvement Scotland in the autumn of 2016.

The inspection highlighted several areas which were evaluated as weak and one as

unsatisfactory.  The Care Inspectorate has since been engaging with officers in

Edinburgh and collaborating with colleagues in the ihub and the Scottish Government to

support the partnership with the improvement agenda.  This work will continue and the

Care Inspectorate will monitor and report on progress against the recommendations

arising from the joint inspection carried out in 2016.

18. From April 2018, Scottish ministers have asked the Care Inspectorate to lead a

programme of joint inspections of service for children and young people, with scrutiny

partners Education Scotland, Healthcare Improvement Scotland and Her Majesty’s

Inspectorate of Constabulary in Scotland. Scottish ministers have asked the Care

Inspectorate to provide assurance about how community planning partners are

protecting and meet the needs of children and young people who have experienced, or

at risk of, abuse and neglect, and how they are working together to improve outcomes

for children and young people who are subject to corporate parenting requirements.

The intention is to carry out up to five joint inspections a year; in 2018/19 one of these

will be in the Edinburgh area.

19. There is strong strategic leadership in Schools and Lifelong Learning Services.  The

council has appropriate governance arrangements in place to ensure that educational

provision is well organised and well led. Scrutiny outcomes, including inspections, have

been positive, overall, in recent years. However, a number of recent inspections, across

sectors, have evaluated some important aspects of provision as satisfactory or weak.

Outcomes for young people are generally improving but are, overall, less positive than



outcomes for young people with similar needs and backgrounds from across the 

country. Approaches being taken to ensure quality improvement within education are 

appropriate and have the capacity to lead to improvements in provision. 

20. Overall there are a few concerns with the council’s educational provision. In 2018/19,

Education Scotland will engage in ongoing oversight and monitoring as part of the

support provided by Area Lead Officers but will not engage in a formal scrutiny response

other than planned inspections and reviews.

21. The council has 12 schools participating in the Schools Programme of the Scottish

Attainment Challenge. Schools have Pupil Equity Funding plans in place and are being

progressed. Education Scotland will continue to liaise with establishments as

appropriate.

22. To assess the risk to social landlord services, SHR has reviewed and compared the

performance of all Scottish social landlords to identify the weakest performing landlords.

23. It found that the council has weaknesses in relation to: complaints handling and

complaints responded to within the SPSO timescales; rent collected and arrears; SHQS

exemptions and abeyances and 'repairs completed 'right first time'. In relation to the

council’s homelessness service, it identified risks in relation to provision of temporary

accommodation; use of B&Bs; length of time in temporary accommodation; lost contacts

before discharge of duty; repeat assessments; case duration and percentage of RSL

lets to homeless households.

24. The Scottish Housing Regulator (SHR) will monitor the council’s progress in addressing

the housing and homelessness service weaknesses identified in this plan.  It will review

the council’s quarterly performance management reports and meet council officials as

necessary.

25. The Scottish Housing Regulator (SHR) may carry out thematic inquiries during 2018/19

or it may carry out survey or on-site work to follow up on published thematic reports.The

SHR will also review the Scottish Social Housing Charter data submitted by landlords

and carry out data accuracy visits during the second quarter of 2018/19. Where councils

are to be involved in a thematic inquiry, any follow-up work to a published thematic

inquiry, or a data accuracy visit, the SHR will confirm this directly with the council and

the LAN lead.

Scrutiny activity 

26. Any expected scrutiny activity between April 2018 and March 2019 is shown in Appendix

1. For some of their scrutiny activity in 2018/19, scrutiny bodies are still to determine

their work programmes and which specific council areas they will cover. Where a council 

is to be involved, the relevant scrutiny body will confirm this with the council and the 

appropriate LAN lead. 



27. In addition to specific work shown in Appendix 1, routine, scheduled audit and inspection

work will take place through the annual audit process and the ongoing inspection of

school and care establishments by Education Scotland and the Care Inspectorate

respectively. The outcomes of this work will help to inform future assessment of scrutiny

risk.

March 2018 



Appendix: Scrutiny activity 

Scrutiny body Scrutiny activity Date 

Audit Scotland Audits covering children and young people’s 

mental health, health and social care integration 

and the value for money of non-profit distributing 

(NPD) projects 

2018/19 

External Audit  Audit work will be carried out over the course of

2018/19 in respect of the Edinburgh Trams

project (York Place to Newhaven).

 A follow up of the CGI security management

audit will be carried out and the findings

presented to the Governance, Risk and Best

Value Committee in May 2018.

2018/19 

May 2018 

Care Inspectorate The Care Inspectorate will continue to work with 

the Edinburgh partnership to support improvement 

and will monitor and report on progress against the 

recommendations arising from the joint inspection 

carried out in 2016. 

Care Inspectorate led multi-agency inspection of 

children’s services 

Ongoing 

Q4 2018/19 

Education Scotland No additional scrutiny is required beyond on-going 

and statutory work. 

Scottish Housing 

Regulator 

The Scottish Housing Regulator (SHR) will monitor 

the council’s progress in addressing the housing 

and homelessness service weaknesses identified 

in this plan. It will review the council’s quarterly 

performance management reports and meet 

council officials as necessary. 

The Scottish Housing Regulator (SHR) may carry 

out thematic inquiries during 2018/19 or it may 

carry out survey or on-site work to follow up on 

published thematic reports. The SHR will also 

review the Scottish Social Housing Charter data 

submitted by landlords and carry out data accuracy 

visits during the second quarter of 2018/19.  

Quarterly 

2018/19 
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Governance, Risk and Best Value Committee 

 

10.00am, Tuesday, 5 June 2018 

 

 

 

Edinburgh Partnership – Review and Consultation of 

Governance and Partnership Working Arrangements 

Executive Summary 

The Culture and Communities Committee at its meeting on 26 October 2017 considered a 

report on the establishment of Locality Committees which included proposals for a review 

and consultation of community planning structures and working arrangements.  The 

Edinburgh Partnership agreed the requirement for a review and consultation at its meeting 

on 7 December 2017 subject to consideration of the scope and timescale. 

The Edinburgh Partnership agreed the final proposals for the work programme at its 

meeting on 8 March 2018.   The Locality Committees in the last meeting cycle noted the 

update on the Edinburgh Partnership approach as set out in Appendix 1. 

 Item number  

 Report number  

Executive/routine  

 Wards All 

 Council Commitments 

 

 

 

 

1132347
7.7
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Report 

 

Edinburgh Partnership – Review and Consultation of 

Governance and Partnership Working Arrangements 

 

1. Recommendations 

1.1 To note the contents of this report. 

 

2. Background 

2.1 The Council in establishing locality committees as part of the new governance 

framework acknowledged the potential for enhancing community planning 

arrangements at neighbourhood and locality levels. On this basis, a proposal for a 

review and consultation of these arrangements was agreed at the City of Edinburgh 

Council meeting on 26 October 2017 and was referred to the Edinburgh Partnership 

for formal agreement. 

2.2 The Edinburgh Partnership at its meeting on 7 December 2017 agreed the 

requirement for this work.  Detailed consideration of the scope and timescale was 

remitted to a Project Board comprising Edinburgh Partnership members, with 

recommendations to be submitted to the Edinburgh Partnership Board for approval. 

3. Main report 

3.1 The Edinburgh Partnership at its meeting on 8 March 2018 agreed the 

recommendations of the Project Board on the scope and timescale for the review 

and consultation of governance and partnership working arrangements as set out in 

the report attached as Appendix 1. 

3.2 The approach will encompass all community planning arrangements in the city and 

be carried out in two phases, an initial review followed by a formal period of 

consultation.  This is in line with the process originally proposed by the Council, and 

reflects the complexity of the work and need to maximise stakeholder involvement. 

3.3 The review phase will be designed to assess the effectiveness, strengths and 

challenges of the current arrangements, opportunities for improvement and identify 

future governance models.  Through engaging with stakeholders involved in the 

current community planning arrangements, it provides an opportunity to develop a 

shared understanding and expectations for community planning in the city moving 

forwards.   

3.4 The review findings will be used to inform the consultation phase which will involve 

a wider range of stakeholders.  The stakeholder mapping and the methodology for 
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this phase of the process will be set out in a consultation plan to be agreed by the 

Edinburgh Partnership Project Board. 

3.5 The timescale for the work has been extended, with the planned completion now 

October 2018.  This accommodates Easter and Summer holiday periods to 

maximise stakeholder involvement.  The Edinburgh Partnership acknowledged that 

this extension may lead to increased uncertainty and concern, particularly for the 

community and voluntary sectors, regarding participation in community planning 

arrangements, and specifically at a neighbourhood/locality level.  In response the 

Edinburgh Partnership confirmed that the existing arrangements in the city would 

continue pending the outcome of the work programme. 

4. Measures of success 

4.1 Measures of success will be identified as part of the work programme development 

process. 

5. Financial impact 

5.1 Delivery costs will be met from within existing resources with partners being 

encouraged to provide support.  The resource implications of implementing a new 

model of governance and partnership working will require to be identified and 

considered as part of the development process. 

6. Risk, policy, compliance and governance impact 

6.1 The key risks associated with the programme of work relate to stakeholder 

involvement and expectations.  These will be managed through taking a 

collaborative approach. 

7. Equalities impact 

7.1 Community planning activity contributes to the delivery of the Equality Act 2010 

general duties of advancing equality of opportunity and fostering good relations. 

7.2 An Integrated Impact Assessment will be carried out as part of the development 

process. 

8. Sustainability impact 

8.1 There are no adverse impacts arising from this report. 

9. Consultation and engagement 

9.1 The work will be a collaborative process involving community planning stakeholders 

in the city. The governance and partnership working consultation will be carried out 

in accordance with the Council’s agreed consultation framework.  The framework is 

based on established best practice from across the UK and was developed with 

specialist advice and support from the Consultation Institute.  Activity will also be 

informed by the National Standards for Community Engagement. 
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10. Background reading/external references 

10.1 None 

 

 

Andrew Kerr     

Chief Executive      

Contact: Michele Mulvaney, Strategy Manager (Communities) 

E-mail:    michele.mulvaney@edinburgh.gov.uk | Tel: 0131 469 3541 

 

11. Appendices  
 

Appendix 1 – Edinburgh Partnership Future Programmes of Work Report 

 

mailto:michele.mulvaney@edinburgh.gov.uk


 

 

 

EP Board Meeting 
 

Date 
 

Item No 
 

Consent or Decision 

Edinburgh Partnership -  Future Programmes of Work 

Executive Summary  

 
1. The Edinburgh Partnership Board, at its meeting on 7 December 2017, agreed to 

carry out a review and consultation of community planning governance 

arrangements.  This decision was informed by a proposal from the City of 

Edinburgh Council which identified an opportunity to enhance arrangements in 

the city and to develop a new approach.  This was to be framed within the 

context of the existing governance review as set out in the draft Edinburgh 

Partnership Protocols considered by the Board at its meeting on 28 September 

2017.  A Project Board was established to lead on this programme of work. 

 

2. Work is also being progressed to develop a new community plan, in accordance 

with the Community Empowerment (Scotland) Act 2015, as agreed by the Board 

in December 2016.  The original timeline for producing the plan was April 

2018.The Board agreed at its meeting on 7 December 2017 for the plan to be 

streamlined and focused on a limited number of priorities.  This requires a further 

period of detailed work and engagement with the plan now proposed to be 

produced for October 2018. 

 
3. To maximise stakeholder involvement and enable the governance arrangements 

and new community plan to be aligned, it is proposed to carry out these 

programmes of work concurrently.  This paper sets out proposals for this, 

providing summary details of the approach and timescales, for the agreement of 

the Board. 

 

4. Contact: Michele Mulvaney, Strategy Manager (Communities), Gavin King, 

Democracy, Governance and Resilience Senior Manager  

(email: michele.mulvaney@edinburgh.gov.uk/gavin.king@edinburgh.gov.uk) 

 

Recommendation 

1. The Board is recommended to:  

i. agree the proposed approach and timescale for the review and consultation of 

community planning governance arrangements; 

ii. confirm the continuation of existing community planning arrangements and, 

specifically Neighbourhood Partnerships, pending the outcome of the 

governance review and consultation process; 

mailto:michele.mulvaney@edinburgh.gov.uk
mailto:gavin.king@edinburgh.gov.uk
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iii. note the outstanding actions in relation to the Strategic Planning Framework 

agreed by the Board in March 2017 will be progressed as part of the proposed 

programmes of work; 

iv. agree the revised timescale and approach to the development of the new 

community plan; 

v. note that support for the Board and Project Board in developing and delivering 

these programmes of work will be provided by the Edinburgh Partnership Lead 

Officers’ Group; and 

vi. agree that these processes should, where possible and appropriate, be 

cognisant of and, maximise the opportunity for, Edinburgh to inform the 

Scottish Government Local Governance Review. 

 
 

Main Report  

 The Review  

1.1 The Board at its meeting on 7 December 2017 agreed that a review and 

consultation of community planning governance arrangements was required.  

This was to be taken forward by a Project Board, with nominations sought from 

members.  This has been established and comprises: 

• Third Sector Interface – Ella Simpson (Project Board Chair) 

• City of Edinburgh Council – Councillor Melanie Main 

• Scottish Fire and Rescue Service – Kenneth Rogers 

• Police Scotland – Mark Rennie 

• NHS Lothian – Brian Houston 

• Edinburgh Equality and Rights Network – Paul Wilson 

• Edinburgh Association of Community Councils – David Bewsey  

The Project Board met on 17 January and 26 February 2018 to consider the 

scope and timescales for the programme of work.   

1.2 Community planning structures in the city have evolved over time in response to 

legislative changes, the public sector reform agenda and the need for greater 

efficiencies. This has resulted in a governance model comprising three levels: 

city, locality and neighbourhood.  The Project Board agreed to look at community 

planning at all levels in the city, and, as a first step, requested a mapping 

exercise of the existing arrangements. This involved a survey of all lead partners 

for existing community planning partnerships/groups in the city, as shown in the 

structure chart in Appendix 1, and as identified in the draft Edinburgh Partnership 

Protocols.   

http://www.edinburgh.gov.uk/downloads/file/10259/epb_papers_7_december_2017
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1.3 The survey focused on several areas including the remit, membership, decision 

making role, statutory responsibilities, linkages and community 

involvement/influence of the partnership/group. Whilst an initial snap shot, the 

findings highlighted some areas of weakness in the current arrangements.  

These included a lack of clarity about decision making roles and statutory 

requirements, together with varying levels of community involvement/ influence 

and linkages across the community planning arrangements.   

1.4 In considering these initial responses, the Project Board recognised that there 

was an opportunity through the review and consultation process to streamline 

and simplify arrangements to: 

• provide a shared understanding and clarity of purpose;  

• maximise stakeholder influence/participation; and 

• provide greater accountability and transparency. 

1.5 The original paper considered by the Board in December 2017 proposed a two 

stage process, an initial review followed by a formal period of consultation.  This 

remains the recommended approach, recognising the complexity of the task and 

the need to maximise stakeholder participation including public and voluntary 

sector partners, community councils and other community groups.   

1.6 The review phase will assess the effectiveness, strengths and challenges of the 

current arrangements, opportunities for change/improvement and identify 

potential future governance models.  It also provides an opportunity to develop a 

shared understanding of existing arrangements and the expectations for 

community planning in the city moving forwards. Practice from out with Edinburgh 

will also be used to inform the potential future approach.   

1.7 The findings from the review will aim to provide a coherent basis for the formal 

consultation.  The proposed timescale for each of the key phases is set out in 

Appendix 2, with completion of the work planned for October 2018.  The 

timescale has been extended from the original proposal to accommodate key 

holiday periods to optimise stakeholder involvement and allow for a meaningful 

process.  

1.8 The Project Board in proposing this extension, acknowledged that it may 

increase uncertainty and concern for the community and voluntary sectors 

regarding their participation in community planning, particularly at a 

neighbourhood level.  Given this, the Board is asked to confirm that existing 

arrangements in the city, and specifically the Neighbourhood Partnerships, will 

continue pending the outcome of the review and consultation process.  

1.9 With the Community Empowerment (Scotland) Act 2015 replacing the previous 

legislation governing community planning, there is an opportunity to take a critical 

view of arrangements within this context to ensure they meet the duties and 

requirements placed on public bodies.  An important consideration within this is 
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the legislative requirements placed on community planning partnerships in 

respect of strategic planning.  The Edinburgh Partnership Strategic Planning 

Framework 2016-2028 sets out the range of strategic plans the Partnership has 

responsibility for ‘approving’ (the Board supports the strategic plan and has a 

legal role in approving as a result of primary legislation), or ‘endorsing’ (the Board 

supports the strategic plan and has a duty to endorse as a result of statutory or 

national guidance).  The Board at its meeting on 30 March 2017 agreed a range 

of actions to simplify and align this Framework including the need for a review in 

2018 as part of the development of the new community plan.  It is proposed to 

address this as part of the programmes of work set out in this report. 

The Community Plan 

1.10 The Board considered progress on the development of the new community plan 

at its meeting on 7 December 2017 and noted that this should be streamlined 

and focused on a limited number of priorities.  This feedback was considered by 

the Edinburgh Partnership Lead Officers’ Group, which is responsible for 

supporting the development and delivery of the new plan, together with the 

opportunity to link the development process with the review and consultation of 

governance arrangements.   

1.11 Consequently, a revised programme of work is now proposed with this to be 

carried out concurrently to the governance review and consultation process. Key 

considerations will include an appraisal of the appropriateness of the priorities 

previously proposed based on the current evidence base and Board requirement 

to achieve a tighter focus, together with the linkage to the outcomes in the 

recently agreed Locality Improvement Plans and the City Vision 2050.   

1.12 As a first step a workshop is proposed to be held in March 2018 involving lead 

officers from the community planning partnerships/groups in the city.  This will 

aim to identify potential priorities for the new plan, with options being subject to a 

critical assessment based on whether they  

i. address poverty and inequality;  

ii. require genuine partnership working 

iii. are ‘thorny’ issues that need to be tackled collectively by partners. 

The findings from the workshop will then be subject to a further period of 

engagement with the final plan being produced by October 2018. 

1.13 Support for the Board and Project Board in the development and delivery of the 

programmes of work set out in this report will be provided by the Edinburgh 

Partnership Lead Officers’ Group.  Progress reports will be provided to the Board 

at its meetings in June and September 2018.     
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Local Governance Review   

1.14 The Scottish Government has launched its Local Governance Review which aims 

to consider the future of local democracy in Scotland.  A period of engagement 

will run through 2018.  It is proposed that the Board programmes of work should, 

where possible and appropriate, be cognisant of and, maximise the opportunity 

for, Edinburgh to inform this National activity. 

 

  

Contribution to:          (eg) Low Medium  High 

 Sustainability 1 2 3 4 5 

 Equality 1 2 3 4 5 

 Community Engagement 1 2 3 4 5 

 Prevention 1 2 3 4 5 

 Joint Resourcing 1 2 3 4 5 

 
Michele Mulvaney – Strategy Manager (Communities) 
Gavin King - Democracy, Governance and Resilience Senior Manager 
 
Contact details:  
michele.mulvaney@edinburgh.gov.uk 
gavin.king@edinburgh.gov.uk 

 
 
 

mailto:michele.mulvaney@edinburgh.gov.uk
mailto:gavin.king@edinburgh.gov.uk
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Project plan – Edinburgh Partnership Review and Consultation of Governance and Partnership Working Arrangements  

        

                                      2018                                                                                             
Jan            Feb             March           April               May               June                 July                   Aug               Sep         Oct 

Initial set up and research 
 

• Establishment of project board 
• Mapping of governance and 

partnership working 
arrangements 

• Define scope  and agreement 
by EP 

Review  
• Agreement of project plan 
• Delivery  

Approval Process 

Design and final drafting of framework 

Consultation 
• Development of proposals and 

production of consultation plan 
• Consultation 

 



 

 

 

 

Governance, Risk and Best Value Committee 

 

10.00am, Tuesday, 5 June 2018 

 

 

 

Complaints Management - Update 

Executive Summary 

The Information Governance Unit and the Corporate Complaints Management Group 

(CCMG) led a Council-wide review of complaints management across Council services, and 

developed a Corporate Complaint Improvement Plan (Improvement Plan) to strengthen 

arrangements in this area. This report sets out progress against the Improvement Plan, and 

highlights improved performance figures for 2017-18. 

  

 Item number  

 Report number  

Executive/routine  

 

 

Wards 

Council commitment: Delivering a Council that works for all 

 

 

http://www.edinburgh.gov.uk/Delivering_a_Council_that_works_for_all
1132347
7.8
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Report 

Complaints Management - Update 

 

1. Recommendations 

1.1 Committee is asked to note: 

1.1.1 the implementation of the Improvement Plan; and 

1.1.2 improved complaints performance across the organisation. 

 

2. Background 

2.1 The Scottish Public Services Ombudsman (SPSO) is the external regulator for 

complaints management across the public sector. In 2012, it published a local 

authority model complaints handling procedure to establish a standard approach to 

complaints management and handling. The model was adopted by the Council in 

2013 as part of its own complaints procedures. 

2.2 The Council’s approach to complaints management is service-led. Council services 

are responsible for responding to all Stage 1 and Stage 2 complaints. However, to 

provide a more coherent and strategic approach to complaints management, a 

strategic complaints function was created under the Information Governance Unit in 

2016. The Unit provides a single point of reference for advice and support, and 

leads the work of the Corporate Complaints Management Group (CCMG) which 

promotes and facilitates better complaints management throughout the 

organisation. 

2.3 As part of the work of the CCMG, an Improvement Plan was developed following a 

Council-wide review and consultation process. The Improvement Plan was based 

on SPSO’s Complaints Improvement Framework which helps organisations assess 

and demonstrate the effectiveness of their overall complaints handling 

arrangements through self-assessment criteria.   

2.4 The development of the Improvement Plan was reported to GRBV in October 2017. 

The remainder of this report sets out progress and improvements against the plan, 

and highlights improved performance figures for 2017-18. 

 

3. Main report 

3.1 The Council-wide review into complaints handling identified several areas for 

improvement. These included: inconsistencies in recording practices and 

classification of complaints; not meeting the timescales set by the SPSO; 
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uncertainty around roles and responsibilities; a lack of assurance around complaint 

responses; and a need to review and revise Council processes and training. 

3.2 These and other issues were captured in the Improvement Plan with associated 

actions. The Improvement Plan is managed and monitored through the Council’s 

Change Management Board and is now nearing completion. Key improvements to 

date are set out below. 

3.2.1 A Corporate Complaints Policy has been drafted following extensive 

consultation with Elected Members, Corporate Leadership Team, Council 

services, the SPSO and members of the public. It sets out agreed standards 

for recording, managing and reporting complaints, and clearly defines roles 

and responsibilities in relation to complaints management. It also confirms 

the Council’s commitment to using complaints in a positive way as a learning 

tool to improve service delivery and the customer experience. The policy will 

be presented to the Council’s Corporate Policy and Strategy Committee for 

approval in August 2018. 

3.2.2 The Council’s Complaints Handling Procedure has also been subject to 

extensive consultation and revised as appropriate to support the new 

Corporate Complaints Policy. It also incorporates the latest best practice 

guidance from the SPSO, and the standards developed by the Scottish Local 

Authority Complaint Handlers Network. This includes defining agreed 

complaint categories which will enable consistent recording across the 

organisation, and increase the Council’s ability to analyse complaints data 

and learn from it. 

3.2.3 The streamlining of Council systems which are used to record complaints will 

also help to promote consistent recording and analysis, and reduce 

duplication. The majority of Council services are now using Capture for 

complaints management, significantly reducing the number of systems used 

to four (Capture, Confirm, Datix and Jadu). This is a major step forward in 

advance of the proposed corporate CRM solution. A Capture Working Group 

has also been established to ensure that the system is used in a consistent 

way when recording and tracking complaints. 

3.2.4 An outreach and engagement programme has also been established to 

highlight changes and to promote the importance of good complaint 

handling. This included: regular communications to employees, engagement 

with Council services, a revised customer satisfaction survey, and a new 

complaints leaflet. As part of this programme, an Internal Complaint Handlers 

Network has been set up to share best practice and learning around 

complaints management, and to advocate for a culture that values and 

learns from complaints. 

3.2.5 Central to the complaints management process is the need for appropriate 

levels of training and awareness to support policy and procedure. The 

Council’s e-learning module on handling complaints for Council employees is 
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being revised and is due to be launched in conjunction with the approved 

Corporate Complaints Policy in August. 

3.2.6 Face to face training is also being developed around undertaking 

investigations and responding to Stage 2 complaints which can be complex 

and difficult. This is due to be launched in August and will be underpinned by 

a quality assurance programme specifically directed at Stage 2 complaints. 

The methodology and approach for the assurance work has been 

established, and will help to identify opportunities to improve practices, prior 

to any regulatory action being taken. 

3.3 The appendix to this report contains the Council’s Complaints Analysis for 2017-

2018 which sets out comparative figures for the last three years. Based on the 

figures provided by service areas, the number of complaints received has 

decreased from 19,719 in 2016-17 to 10,541 in 2017-18. This welcome trend is also 

reflected in the number of complaints closed which has shown a decrease from 

16,917 in 2016-17 to 9,863 in 2016-17. Nevertheless, of the total complaints 

received over the last financial year, only 61% were answered within the timescales 

set out by the SPSO. 

3.4 There is clearly a need for further and sustained improvement and the CCMG and 

Internal Complaint Handlers Network will continue to monitor and promote 

compliance with the revised complaints management framework. However, to 

ensure appropriate levels of visibility and support around complaints management, 

performance information will form part of the Council’s Performance Framework 

with bi-annual reporting to CLT and Elected Members. 

3.5 It is envisaged as the improvements set out in this report are embedded across 

Council services, that the management of complaints will improve and that a 

positive complaints culture will continue to evolve. 

 

4. Measures of success 

4.1 A complaints management framework that supports the efficient handling of 

complaints throughout the organisation through effective policy, procedure, and 

training, and aligns with SPSO best practice and standards. 

4.2 A culture within the organisation that values complaints to improve services. 

4.3 Meeting statutory indicators set by the SPSO, including timeous responses to any 

complaints raised. 

 

5. Financial impact 

5.1 There are no financial aspects arising from this report. The focus of the 

Improvement Plan was to use existing resources in a more efficient and targeted 

way to drive Council-wide improvement and change. 
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6. Risk, policy, compliance and governance impact 

6.1 The Council must meet various indicators set by the SPSO and consider any 

recommendations made by them in relation to complaints escalated by members of 

the public. Failure to do so can lead to poor customer service for citizens, 

reputational damage for the Council, and potential service inefficiencies. 

 

7. Equalities impact 

7.1 There are no direct equalities issues arising from this report. 

 

8. Sustainability impact 

8.1 There are no sustainability issues arising from this report.  

 

9. Consultation and engagement 

9.1 There has been extensive consultation and engagement with Elected Members, 

Council services and external stakeholders in implementing the Improvement Plan, 

including an emphasis on customer experience and expectations. 

 

10. Background reading/external references 

10.1 City of Edinburgh Council Complaints Procedure 

10.2 City of Edinburgh Council Corporate Complaints Improvement Plan 

10.3 Complaints Management, Item 7.1, Governance, Risk and Best Value Committee, 

31 October 2017 

 

Andrew Kerr 

Chief Executive 

Contact: Laurence Rockey, Head of Strategy and Insight 

E-mail: Laurence.rockey@edinburgh.gov.uk | Tel: 0131 469 3493  

 

11. Appendix 
 

Appendix 1 – Complaints Analysis 1 April 2017 to 31 March 2018

https://orb.edinburgh.gov.uk/downloads/file/28462/complaints_procedure
https://orb.edinburgh.gov.uk/downloads/file/26922/corporate_complaints_improvement_plan
http://www.edinburgh.gov.uk/meetings/meeting/4264/governance_risk_and_best_value_committee
http://www.edinburgh.gov.uk/meetings/meeting/4264/governance_risk_and_best_value_committee
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Appendix: Edinburgh Complaints analysis provided by the Scottish 

Local Authorities  

  



Edinburgh Council Complaints Analysis

1 April 2017 – 31 March 2018

A Forward Looking Council

An Empowering Council



Introduction

This year the Council has completed a corporate review of its strategic management of complaints, 
and has been implementing the Corporate Complaints Improvement Plan.

Key areas of developments include:

• Development of a Complaints Policy including stakeholder and public consultation.

• Review and revision of the Complaints Procedure.

• Review of Corporate Complaints Management Group (CCMG) to facilitate strategic oversight of 
complaints management.

• Development of training options and establishment of a Complaint Handlers Network to enable services 
who are invited to share best practice.

• Review of complaint recording to enable improved reporting and analysis (this includes the introduction 
of standard complaint categories and the establishment of a Capture User Group).

• Development of a Customer Satisfaction Survey to align with the SPSO’s requirements.

• Development of a Quality Assurance process to monitor Stage 2 complaint investigations.

• Revised reporting to Corporate Leadership Team.



Complaints closed

9,863

Multi
Q1 – 24
Q2 – 55
Q3 – 23
Q4 - 25

S&SC
Q1 – 87
Q2 – 75
Q3 – 87
Q4 - 90

Place
Q1 – 1887
Q2 – 1806
Q3 – 1684
Q4 - 1886

Resources
Q1 – 459
Q2 – 324
Q3 – 371
Q4 - 303

C&F
Q1 – 118
Q2 – 91

Q3 – 140
Q4 - 140

Chief Exec
Q1 – 6

Q2 – 14
Q3 – 8
Q4 - 26

• 8,942 (91%) of the total number of complaints closed were frontline resolutions (stage 1) and 921 (9%) 
were investigations (stage 2).

• 2,788 complaints related to Waste (28%), followed by 1,598 complaints for Housing Property (16%).

• This is a significant improvement in comparison to previous years where the total number of complaints 
closed were 16,917 (2016/17) and 20,065 (2015/16).

• This improvement can primarily be attributed to the significant decrease in Waste complaints: 10,437 
(2016/17) and 12,231 (2015/16).

Social Work
Q1 – 29
EHSCP

Q2 – 23
Q3 – 44
Q4 - 36



Performance against timescales

Chief Executive 33% 29% 63% 27% 33% (18/54)

Apr-Jun 17 Jul-Sept 17

Communities & Families 73% 62% 61% 72% 67% (328/489)

Resources 86% 90% 61% 77% 79% (1151/1459)

Place 58% 60% 64% 51% 58% (4214/7263)

Safer & Stronger 52% 53% 59% 43% 52% (175/339) 

Social Work 14% 17% N/A N/A 14% (4/29)

EHSCP N/A N/A 16% 14% 16% (16/103)

Oct-Dec 17

Multi Directorate 70% 56% 65% 32% 56% (71/127)

Jan-Mar 18 2017/18

• Overall, for 2017/18 for the total number of complaints, 61% of our customers received a response to their 
complaint within the timescales as set out by the SPSO.  This is an improvement compared to 2016/17 where 54% 
were responded to within timescales. However it is a decrease in performance compared to 2015/16 with 69% of 
customers responded to.



• Waste complaints have significantly 
decreased over the last 3 years. The 
implementation of key actions from the 
Waste & Cleansing Improvement Plan 
(approved in Nov 16) have all had a positive 
impact on the overall performance of the 
service.  Further service improvements are 
planned over the 2018/19 period.

• Customer (Council Tax, Benefits, Non-
Domestic Rates, Customer Hub) has seen a 
steady decrease in the number of 
complaints over the last 3 years. This 
improvement can be attributed to improved 
customer care training; an improved 
automated service; channel shift; reduced 
backlogs and investment in internal 
resources.

Top 5 sources of complaints

488

657

1804

1622

12231

540

452

1761

1204

10437

517

822

1397

1598

2788

Staircleaning

Transport & Roads

Customer

Housing Property

Waste

2017/18

2016/17

2015/16



SPSO complaints comparison with whole sector

• The total number of complaints received by the SPSO for all Scottish Local Authorities in 2016-17 was 1,499 (compared to 
1,859 for 2015-16).  

• 192 of these were about Edinburgh, followed by 138 for Glasgow.

• The majority of complaints from Edinburgh to the SPSO related to Housing (38), Environmental Health & Cleansing (31), 
Finance (26) and Building Control (21). 

• Out of the 192 complaints made about Edinburgh, 21 (11%) were upheld / part upheld (compared to 15 out of 259 (8%) 
for 2015-16).

20%

16%

14%

11%
10%

9%

6%
5%

4%
2%

1% 1%
<1% <1% 0% 0% 0%

27%

7% 7%

1%

15%

7%

10%

12%

5%

3%
1% 1% 1%

2%

<1% <1%
1%

Housing Env Health /
Cleansing

Finance Building
Control

Social Work Roads /
Transport

Education Planning Legal /
Admin

Unknown /
Out of

Jurisdiction

Land /
Property

Welfare
Fund

Consumer
Protection

Recreation /
Leisure

Personnel Econ Dev Other

Edinburgh complaints to SPSO compared to all other Scottish Councils

% Edinburgh complaints % of all other Scottish Councils



Next Steps

• Launch of the Complaints Policy following Committee approval in summer.

• Finalise and roll out training programme for investigating officers (stage 2) to ensure a 
consistent approach. This will include a review of the complaints e-learning module for 
all staff.

• Quality Assurance programme to monitor stage 2 investigations will commence in 
summer.

• Agree reporting format to Senior Management Teams, to include more detailed 
analysis for each service.



For more information regarding Complaints please contact:
Janette Young – janette.young@edinburgh.gov.uk; 0131 529 7544

For more information regarding the SPSO please contact
Chris Peggie – chris.peggie@edinburgh.gov.uk; 0131 529 4494

A Forward Looking Council

An Empowering Council

mailto:janette.young@edinburgh.gov.uk
mailto:chris.Peggie@Edinburgh.gov.uk
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Change Portfolio 

Executive Summary 

To report on the Council’s new approach to delivery of major capital projects, and update 

on the status of the portfolio in May. 

 Item number  

 Report number  

Executive/routine  

 Wards  

 Council Commitments 

 

 

 

 

1132347
7.9
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Report 

 

Change Portfolio 

 

1. Recommendations 

That the Committee note: 

1.1 the new format for the Council’s change portfolio; 

1.2 the dashboard containing the status of projects within the portfolio as at the end of 

April in Appendix 1; and, 

1.3 those projects which have been assessed as RED for two months of more.  

 

2. Background 

2.1 On 20 February the Governance Risk and Best Value Committee approved the 

Change Management Reform report which set in motion a new way to deliver 

change. We agreed to return to GRBV every six months to report on progress, and 

give members an oversight of delivery and risk.  

2.2 Since February, we have developed a reporting tool and change portfolio pack which 

has been rolled out across all our major projects. CLT use the pack to monitor the 

overall shape and size of the portfolio; ensure that resource is managed well; that all 

projects are delivering to schedule, and that benefits are being realised.   

 

3. Main report 

3.1 Following the Strategy and Insight review, the Delivery Unit is now being formed and 

the senior manager for change and delivery has joined the council. The role of the 

Delivery Unit includes providing dashboard reporting to the monthly Change Board 

chaired by the Chief Executive, and to the Governance Risk and Best Value 

Committee every six months. 

3.2 The monthly dashboard in Appendix 1 sets out the status of the portfolio as at the 

end of April.  

3.3 In January Internal Audit issued a report on how the Council manages Projects, 

Programmes and Benefits Realisation. Work is well underway to develop and 

enhance good project and programme delivery practices across the organisation with 

supporting evidence submitted to address all actions due at the time of this report.   
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4. Measures of success 

4.1 Success will be based on how well the Delivery Unit and Portfolio dashboard support 

the council to manage and monitor change, and ensure delivery of strategic 

objectives and coalition commitments. In doing so, we aim to ensure that the right 

projects are taken forward at the right time.  

 

5. Financial impact 

5.1 The financial impacts of significant change will also be reported through the revenue 

and capital monitoring process. The purpose of the pack is to give a holistic overview 

of all the change activity in the council so we can direct finances accordingly.  

 

6. Risk, policy, compliance and governance impact 

6.1 Implementation of the proposals will ensure greater transparency in decision making, 

management of risk, prompt remedial action, and provide assurance around the 

delivery of change. 

 

7. Equalities impact 

7.1 Equalities impact assessments are carried out within individual projects led by the 

SRO. They are addressed in separate reports to Council or Committee. 

 

8. Sustainability impact 

8.1 Sustainability impact assessments are carried out within individual projects led by 

the SRO. They are addressed in separate reports to Council or Committee. 

 

9. Consultation and engagement 

9.1 Consultation and engagement is carried out within individual initiatives and is 

addressed in separate reports to Council or committee.  

 

10. Background reading/external references 

10. None. 

 

Andrew Kerr 

Chief Executive 
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Gillie Severin, Strategic Change & Delivery Manager 

E-mail: gillie.severin@edinburgh.gov.uk | Tel: 0131 469 3042 

 

Simone Hislop, Change Manager 

E-mail: simone.hislop@edinburgh.gov.uk | Tel: 0131 529 2145 

 

11. Appendices  
 

Appendix 1 Portfolio Dashboard as at the end of April 
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Current RED projects

Buildings Standards Improvement
Months at RED 2
SRO: Michael Thain

AMS - Facilities Management Transformation
Months at RED: 2
SRO: Peter Watton

AMS – Estate Rationalisation
Months at RED: 2
SRO: Peter Watton

ICT – Enterprise Resource Planning (ERP) 
Months at RED: 2
SRO: Hugh Dunn

EH&SC - Service Transformation 
Months at RED: 2
SRO: Judith Proctor

EH&SC - Support Planning Brokerage
Months at RED: 2
SRO: Angela Lindsay

North Bridge
Months at RED: 1
SRO: Gareth Barwell

Total number of projects in the Portfolio: 51

Initiation: 
4

Planning: 
11

Pipeline:
0

Delivery:
36 

Close: 
0

Savings, 
£21m, 
41%

Investment, 
£21m, 41%

Non-
Financial

, £9m, 
18%

PROJECT BENEFIT 
BREAKDOWN

Portfolio Update: Dashboard – April 2018
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Project SRO Description Mitigating Actions

AMS – Estate 
Rationalisation

Peter 
Watton

This workstream of the AMS programme governs the planned disposal of property 
assets.  To date, the ability to make sufficient progress with disposing of surplus assets 
has hindered the delivery of this workstream. 

A formal update on the Asset Management Strategy and a proposed refresh 
of the underlying assumptions which were developed by external 
consultants is being explored with the Finance and Resources Committee on 
12 June 2018.

AMS – Facilities 
Management (FM) 
Transformation

Peter 
Watton

As part of the originally approved Asset Management Strategy programme plan, there 
was an intention to reduce the costs of FM Services, aligned to have a smaller, fit for 
purpose operational estate.  However, with the estate footprint having grown, 
primarily due to new builds since 2015, FM costs continue to rise.  This has also 
directly impacted the ability to remodel FM service delivery arrangements and has 
contributed to delays with phase 1 changes to the Janitorial service.

This workstream is interdependent upon the ability to rationalise the estate 
of the Council and thereby reduce the costs of providing FM Services.  As 
part of the AMS report to the Finance and Resources Committee on 12 June 
2018, revisiting these assumptions will be proposed.

EH&SC – Support 
Planning & Brokerage

Angela 
Lindsay

There is a risk that insufficient assessing/reviewing resource within the locality teams 
will continue to have a negative impact on the timely completion of the Support 
Planning/ Telecare workstream and the realisation of financial benefits.

More robust, central programme management established, with a single 
implementation plan. Associated resource plan being developed.

EH&SC – Service 
Transformation (self-
directed support)

Judith 
Proctor

Senior management resource required to scope and develop proposals to transform 
service delivery with a greater focus on self-directed support. 

This will be a priority task for the new head of operation who starts in early 
June. 

Building Standards 
Improvement

Michael 
Thain

Scottish Government have reappointed the service for a one year period on the 
condition that tailored support is provided by the Scottish Government in the form of 
an improvement team to help deliver a more sustainable improvement plan.

Project team started working with the Scottish Government Improvement 
Team (SGIT) - 01/05/2018.  
Working with Scottish Government Improvement Team to re-baseline and 
prioritise improvement programme.

ICT – Enterprise 
Resource Planning 
(ERP)

Hugh 
Dunn

The current ERP project, as part of the overall ICT Transformation Programme, has 
been formally paused as part of the re-set arrangements with our partners, CGI.  This 
project has therefore been moved into a close down phase, to ensure that lessons 
learned, intellectual property and future business requirements are fully captured.  

This project will close and, as part of the re-set of the ICT Transformation 
Programme, a new ERP solution and project is being scoped, which will be 
initiated in due course.  The new project will form part of the Change 
Portfolio reporting in the future, but the current project will be 
discontinued.

Portfolio Update

The following projects have reported RED for 2 months or longer
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Major Capital Projects 

School Name SRO Mar Apr

New St Johns PS Crawford McGhie A A

New Boroughmuir HS Crawford McGhie G G

Early Year – Stage 3 Robbie Crockatt G G

New Queensferry HS Crawford McGhie G G

New South Edinburgh PS Crawford McGhie NEW G

New Broomhills PS Crawford McGhie NEW G

New Victoria PS Crawford McGhie NEW G

Rising School Rolls Crawford McGhie G G

New St. Crispins Crawford McGhie G G

Portfolio Update 

Project / Programme Name SRO Mar Apr

West Princes St. Gardens (inc. Ross Fountain) Paul Lawrence R A

North Bridge Gareth Barwell A R

Fleet Review Gareth Barwell A A

EDI Transition Michael Thain A A

Street Lighting – LED Replacement Gareth Barwell A A

Edinburgh St. James Paul Lawrence A A

21st Century Homes Michael Thain A A

National Houses Trust Michael Thain G G

Meadowbank Redevelopement Crawford McGhie G G

Zero Waste Gareth Barwell G G

Tram Extension - Proposed Paul Lawrence A A
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Portfolio Update 

Programme / Project Name
SRO Mar Apr

Building Standards 
Improvements

Michael Thain R R

Customer Transformation 
Programme

Nicola Harvey A A

Edinburgh Leisure – Sports 
Facilities in schools

Andy Gray A A

Travel Demand 
Management

Alistair Gaw NEW A

SWIFT Replacement
Tom Cowan G G

Edinburgh Health & Social 
Care

SRO Mar Apr

Support Planning, Brokerage
Angela Lindsay R R

Service Transformation (self-
directed support) Judith Proctor R R

Workforce Management & 
Agency Control Mark Grierson A A

Assessment Backlog & 
Transport Review Judith Proctor A A

Reablement & Homecare 
Efficiency

Judith Proctor A A

Responder Service Contract 
Review

Mark Grierson A A

ICT Transformation
SRO Mar Apr

Enterprise Resource Planning (ERP)
Hugh Dunn R R

Barclaycard Online Payments
Innes Edwards R A

Intranet
Simon Higgins A A

Enterprise Content Management (ECM)
Carolann Miller A A

End User Compute (EUC) / hardware refresh
Carolann Miller R G

Voice / Contact Centre
Carolann Miller A G

Asset Management Strategy SRO Mar Apr

Facilities Management 
Transformation

Peter 
Watton

R R

Estate Rationalisation Peter 
Watton

R R

Asset Condition Peter 
Watton

G A

Investments Peter 
Watton

G G

Programme / Project Name SRO Mar Apr

Waste & Cleansing 
Improvement Plan Gareth 

Barwell
A A

Communal Bin Review
Gareth 
Barwell

NEW A

Roads Improvement Plan Gareth 
Barwell 

A A

Service Improvement
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Mandatory & Legislative                                          Future Vision 

Mandatory SRO Mar Apr

Looked After Children & Merged File Review
Laurence 
Rockey

A A

GDPR Implementation
Laurence 
Rockey

A A

Edinburgh Partnership Review and  Consultation of 
Governance and Partnership Working Arrangements

Laurence 
Rockey

A G

Edinburgh Partnership Community Plan 2018/ 22 (LOIP)
Laurence 
Rockey

A G

Future Vision SRO Mar Apr

2050 Edinburgh City Vision
Laurence 
Rockey

A A

Edinburgh and South-East Scotland City Deal
Laurence 
Rockey

A A

Local Development Plan 2 Paul Lawrence NEW A

Portfolio Update
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RED AMBER GREEN

- The project requires immediate 

remedial action to achieve objectives

- The timeline/cost/objectives are at risk

- Significant obstacles or issues prevent 

the work team and consequently the 

programme from meeting plans

- Even with corrective action, expected 

action may be insufficient to ensure 

outcomes/ benefits are met

- 2 or more projects / workstreams are 

RED

- 2 or more risks or issues are red

- The project has a problem but action is 

being taken to resolve this , or

- The project has a potential problem has 

been identified and no action may be 

taken at this time but it is being 

carefully monitored

- Some obstacles or issues put the work 

team at risk of meeting plans

- Outcomes/ benefits likely to be 

achieved but action must be taken 

quickly

- 1 - 3 projects / workstreams are AMBER

- 0 to 2 projects / workstreams are 

AMBER

- 2 or more risks or issues are RED

- The project is on target to succeed.

- Face only minor obstacles, if any

- High confidence in ability to implement 

plans

- No issues are threatening the outcomes 

or benefits

- 0 to 1 projects / workstreams are 

AMBER

- No projects / workstreams are RED

- No risks or issues are RED

- ACTION: Deep dive discussion at 

Change Board.

- ACTION: Raise awareness to the Project 

Board.  The SRO will determine if an 

Exception Report is necessary.

- No action required.

RED Amber Green

RAG STATUS GUIDELINES
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Immediate Pressures and Longer Term Sustainability 

– Health and Social Care 

Executive Summary 

This report sets out short-term actions that are underway, together with longer-term 

intentions, for the alleviation of pressures on services and budgets, and the service design 

changes necessary to support sustainability of health and social care in Edinburgh. The 

plan, attached as Appendix 1, was approved by the Edinburgh Integration Joint Board on 

18 May. 
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Report 

 

Immediate Pressures and Longer Term Sustainability – 

Health and Social Care 

 

1. Recommendations 

It is recommended that that Governance, Risk and Best Value Committee: 

1.1 note the short-term actions underway, and the medium and longer-term actions set 

out in the plan at Appendix 1. 

 

2. Background 

2.1 Over the past two years, the Health and Social Care Partnership in Edinburgh has 

struggled with a range of pressures that have impeded the progress aspired to by 

the Integration Joint Board (IJB), the City of Edinburgh Council and NHS Lothian. 

These challenges relate to resources, performance and the requirement for 

organisational integration of staff groups from two separate organisations. Many of 

the challenges are articulated in the Care Inspectorate/Healthcare Improvement 

Scotland report of the inspection of older people’s services, published in May 2017. 

2.2 Much work is being done to address the specific recommendations in the inspection 

report, which is subject to a comprehensive programme management approach, 

and reported regularly to the IJB and the inspectors.  

2.3 In addition, the Partnership, in collaboration with Council and NHS Lothian 

colleagues, has developed a plan to both alleviate short-term pressures and create 

the environment that will allow longer term, sustainable change.  

 

3. Main report 

3.1 The plan at Appendix 1 sets out first the key areas of development and change 

required. These cover: prevention; culture; demand management; service redesign; 

workforce development; business and IT support; and professional/clinical 

governance issues. The next section of the plan sets out short-term actions 

underway, which should be achieved in 2018/19, followed by the medium-term 

actions underway or planned for 2019/20; and finally, the longer-term changes 

necessary, which the Partnership aims to achieve by 2012. 
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3.2 There are 3 annexes. The first sets out the current position regarding people 

delayed in hospital; the second shows the governance arrangements established to 

monitor progress against the improvements agreed; and the third provides the 

financial context for the work. 

 

4. Measures of success 

4.1 The plan sets out a strategic direction and activities that will ensure a sustained 

focus on improvement in a number of areas such as; the number of people delayed 

in an acute setting, length of stay in an acute setting, and admission and 

readmission to an acute setting.  Given many of the pressures on the Health and 

Social Care Partnership’s current performance relates to capacity in the care 

market other key measures of success will include the development of capacity and 

models to meet demand. 

4.2 Following approval at the IJB meeting on the 18 May 2018 it was agreed that the 

Chief Officer will now lead work to develop further the plan, key milestones and 

trajectories.  These will be reported to the IJB at a future meeting. 

4.3 The IJB is also responsible for reporting progress against a number of key 

measures and these will relate to measures of success in relation to this plan.  They 

include; the 9 National Health and Wellbeing Indicators, the draft Ministerial 

Strategic Group measures and the developing IJB performance framework. 

 

5. Financial impact 

5.1 The precise financial requirements to deliver sufficient services to meet the long-

term needs of the people of Edinburgh to an acceptable standard are difficult to 

determine when performance and capacity are not in balance. In the short-term, 

additional resources have been specified to assist in getting the Partnership into a 

steadier state (see Annex 3 of the plan). Thereafter, the long-term financial 

commitment required will be determined and reported to the IJB. 

 

6. Risk, policy, compliance and governance impact 

6.1 There is a danger that a singular and exclusive focus on addressing immediate, 

short-term pressures will not create the conditions necessary for long-term, 

sustainable change. Achieving this change successfully is the only way to avoid 

repeated financial crises, year on year.  

6.2 Conversely, energy and attention focused solely on the longer-term changes 

require will leave people at risk now. The Partnership, IJB, Council and NHS 

Lothian must manage improvements across both these dimensions.    
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7. Equalities impact 

7.1 An Integrated Impact Assessment would be undertaken in respect any proposed 

changes that require it. 

8. Sustainability impact 

8.1 A sustainability impact assessment would be undertaken in respect of any 

proposed changes that require it. 

 

9. Consultation and engagement 

9.1 A draft of the plan was commented on by several Partnership and IJB stakeholders, 

including the Council and NHS Lothian. Engagement and consultation will be a key 

characteristic of any service or policy changes that might be proposed as part of the 

implementation of the plan. 

 

10. Background reading/external references 

10.1 None. 

 

Judith Proctor 

Chief Officer – Health and Social Care Partnership 

Contact: Judith Proctor, Chief Officer – Health and Social Care Partnership  

E-mail: judith.proctor@edinburgh.gov.uk | Tel: 0131 553 8201 

 

11. Appendices  
 

Appendix 1 – Edinburgh Health and Social Care Partnership – Plan to alleviate immediate 

pressures and establish the environment for longer term sustainability 
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Edinburgh Health and Social Care Partnership – Plan to alleviate immediate pressures 

and establish the environment for longer term sustainability 

Introduction 

The Edinburgh Health and Social Care Partnership (the Partnership) is subject to significant 

pressures across many dimensions, including: operational delivery; performance against 

targets, standards and quality; strategic planning; financial constraints; market shaping and 

capacity. In addition, the Partnership needs organisational development support to assist in 

the cultural changes required in bringing two historic agencies together, and business support 

to assist in the establishment of robust operational processes to ensure effective service 

delivery. 

The Statement of Intent and Improvement Plan produced by the Partnership in the autumn of 

2017 categorise the individual actions required to address a range of improvements across 

these dimensions. This document sets these actions in a wider context of the transformation 

necessary to get the Partnership from its current crisis position to a steady state, with 

resources and performance in balance, and with the capacity to meet the needs of adults for 

health and social care in ways that reflect their wishes; that are sustainable in the face of long-

term demographics and budget constraints; and to a standard that meets the expectations of 

the city and the regulatory bodies. 

The Edinburgh Integration Joint Board (IJB) was legally established in June 2015. It agreed its 

first Strategic Plan in March 2016 and took on full responsibilities and powers in April 2016.  

Following the formal establishment of the IJB, attention focused on the integration of staff 

groups from the two partner organisations (the City of Edinburgh Council and NHS Lothian), 

and the associated restructuring, organisational review and meeting of agreed savings targets. 

Although this activity was necessary and legitimate, it detracted from the operational delivery 

improvements that were required.  

Although the range of IJB and Partnership responsibilities is extensive, much of the attention 

to date has focused on the critical, but relatively narrow area of people in acute hospitals 

whose discharge home or to more appropriate settings is delayed. The disproportionate 

negative impact on people’s health and well-being of remaining in hospital when there is no 

clinical need to be there, coupled with the high cost of this inappropriate care and the 

damaging impact on other parts of the health and care system, is the reason for this 

understandable attention. Addressing it effectively will have much wider positive outcomes for 

the whole system, creating as it should the capacity and resources to support a higher volume 

of people in need. 

Despite the inevitable emphasis on people delayed in hospital, the Partnership and IJB are 

aware of the needs of a much higher number of people living at home who also depend 

heavily on support. The improvements set out in this paper are intended to benefit all the 

citizens of Edinburgh who need health and social care services, support and protection. 

The extreme pressures on the whole system and the urgency with which these need to be 

tackled led to two positive decisions. First, the acknowledgement from the IJB, the Council 

and NHS Lothian that additional financial resources are required; and second, that concerted, 

shared effort and non-financial resources are also needed over the short- to medium-term. 

These resources and commitment must be coordinated and targeted effectively if they are to 

have a lasting, positive impact. Whilst an immediate relief of the pressure on the system is 

required, more sustainable, long-term relief depends on a different use of resources, and the 

former should not jeopardise the latter if we are to avoid a vicious cycle of recurring crises. 
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The IJB has agreed outline strategic commissioning plans for: older people; mental health; 

primary care; and disabilities. During 2018, these will be developed into full strategic 

commissioning plans, which will provide the detail and the financial implications of many of the 

issues set out in this paper. 

Set out below are eight key categories across each of which sustained change is required to 

achieve the ambitions of the IJB and the Partnership. Each section includes a brief 

explanation of the key issues. This is followed by proposals for the use of additional resources 

in support of the short-term (2018) relief of immediate pressures, and the medium-term (2019) 

actions required to ensure the right context for the change the partners are seeking. It then 

sets out the Partnership’s long-term vision (2021), and the activity that depends on a 

sustained commitment to ensure these changes make a permanent difference, given the 

known demographics of need and likely future resource constraints. 

 

1. Prevention – we need a sustained and meaningful shift of attention and resources 
towards preventative and early intervention activity that will reduce dependency on acute 
services and crisis support. This activity must range from universal/life-style support in 
early years, to secondary and tertiary prevention at each life-stage and dependency state. 
At the secondary/tertiary end of this spectrum, there needs to be an expansion of our 
support to carers, respite, etc., which will lead to a reduction in presentations and 
admissions to hospital, as well as improvements in general well-being and independence. 
Without such a shift, the care and support system as we know it will be unsustainable in 
the near future, overwhelmed by higher and higher levels of acute need. 

  
2. Wider cultural change – our traditional model of health and social care support is based 

on expectations that formal care will be provided largely by public services, as part of a 
long-standing social contract, based on taxation contributions in exchange for universal 
benefits. Whereas the public funding envelope has reduced significantly in recent years, 
public expectations regarding the level and standard of provision have not reduced to the 
same extent. We need to begin a ‘big conversation’ with stakeholders about what it is 
realistic to expect in terms of public service support, and what might be a reasonable 
contribution to people’s care from individuals, their relatives, their neighbours and their 
communities. Self-directed support is intended to assist in this cultural shift. It seeks to 
replace our current model of deficit-based assessment (‘what is wrong and what can 
public services offer to fix the problem’), with a strength-based approach (‘what are all 
the things you can do, either independently or with informal family/community supports, 
and what is the residual gap, if any, for which public services are required’). There is 
evidence that formal care is over-prescribed in Edinburgh, and that the tolerance to risk is 
lower than in other areas. For example, at 16.58 hours per person, Edinburgh has the 
third highest average hours per person in Scotland. In comparison, Aberdeen provides an 
average of 12.70 hours per person and Glasgow 9.30 hours per person.1 These 
characteristics are impacting on the Partnership’s capacity to meet expectations. There is 
a difficult balance to achieve here. It will require open and honest debate regarding the 
relative risks to people waiting without support for services they may never receive, 
against changing expectations to assume more personal/family/community contribution to 
self-care and support. 
 
Full and effective integration also requires significant cultural change for staff. The 
organisational development work on which this depends needs to be formalised and 
resourced. 

                                                           
1 http://www.gov.scot/Publications/2017/12/3849 

 

http://www.gov.scot/Publications/2017/12/3849
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3. A Reduction is required in the volume of demand and expectation that is generated from 

initial requests for assistance. At present, all requests for health and social care are 
screened, however, most still progress to a waiting list for an assessment. Following 
assessment, most then result in a wait for allocation of a formal service. This results in 
long waits at each stage; unmanageable pressure on capacity; high levels of 
dissatisfaction; and often unnecessary expenditure. We need to redesign the system to 
create opportunities at each stage in the process for people to receive the right 
information or support at the right time. A new system would need to include: 
 

i. accurate web- and telephone-based information about: eligibility levels for 
formal services and realistic waiting times, alternative community supports, 
information about self-care/self-help and private providers of domestic services 
and care and support, benefits advice, charging, etc. 

ii. opportunities for self-assessment and direct access to equipment 
 

4. This will reduce the volume of people waiting for an assessment; it will increase 
satisfaction rates because people will be able to access relevant and appropriate help 
either directly or much faster. It will speed up our response times, reduce ‘false positives’ 
and align the need for formal care more closely with its availability. This will leave a 
smaller volume of higher level need for formal care at home, residential and nursing 
provision, or other specialist care. This smaller volume will allow the Partnership to 
commission higher quality care at a market rate that ensures both capacity and 
sustainability. 

  
5. This change of landscape must be complemented by a redesign of some of the 

Partnership’s internal, high cost, direct care services. These include Hospital at Home, 
Reablement, Intermediate Care, and other similar intensive support, including 
emergency responses. At the time of the Partnership’s organisational review, these 
relatively small individual services were disaggregated to the localities. It is not clear 
whether this was the best option, and the Partnership, together with NHS Lothian and the 
Scottish Government, is exploring options for redesigning a more substantive, specialist 
service, focused on alternatives to admission to hospital and facilitating early discharge. 
This will need to complement an increase in effective, bed-based intermediate care. 
Effective intermediate care can reduce dependency by up to 35%2, and the Partnership 
must develop this form of care as a major contributor to prevention and demand 
management. This redesign must include faster and more effective matching of provision 
to individual need. 
 

6. Workforce development: effective integration requires a focus on organisational 

development, leadership and support for staff groups who are being asked to work in a 

new environment. The factors driving the choices we need to make to deliver sustainable 

services cannot be limited to counterbalancing the impact of demand growth and budget 

reductions through prevention and a shift in the balance of care and/or a reduction in 

overall entitlement. In addition, the Partnership needs to consider the shape, size and skill 

mix of the workforce it will require to operate effectively in the landscape we are trying to 

mould. The Partnership must also shape a ‘market’ that will provide a skilled and 

sustainable workforce, from which we can commission the services described in our 

strategic plans. We need to consider how we support the costs of the Fair Work 

Convention and the Living Wage; and how the policy intentions of self-directed support, 

                                                           
2 National Audit of Intermediate Care – Summary Report England, November 2017, NHS Benchmarking Network 

Document Reference NAIC2017 
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integration, prevention and self-care are accommodated. Health and social care job 

demand is projected to rise; however, similar growth is forecast in the retail and hospitality 

sectors, and competition for the low paid workforce between sectors is likely to become 

fiercer. Edinburgh is already carrying significant recruitment and retention challenges in 

respect of adult social care. Alongside this, the necessity to invest in and grow the low 

paid/low skilled early years workforce to deliver on the Scottish Government’s 

commitment over the next 18 months will undoubtedly be to the detriment of the local 

adult social care workforce, and will add to the pressures to meet demand through the 

current models of care.  

 

This added depth to the picture gives us an imperative for change. Without radical 

renegotiation and redesign, we will not have the people to deliver the type and level of 

care that citizens expect. The fact that the status quo is unsustainable on this very 

tangible level is an opportunity to unite and increase our risk appetite for: investing in 

prevention; a radically different model of care at home; increased volunteering; and 

support for carers. It also points to a need for a more proactive approach to empowering 

and supporting self-management, realistic care and a continued move towards self-

directed support and active demand management.  

7. The Partnership’s ability to focus on these critical and transformational priorities is 
dependent not only on financial resources and a timetabled, monitored action plan, but 
also requires adequate business support, processes and IT infrastructure. The 
organisational review, which began integration and structural change in 2016, was not 
completed, and was not supported by sufficient consideration of the need for 
organisational development, information technology, business processes and 
communication. The move to localities requires further work and support if the anticipated 
benefits are to be realised in full. The effective implementation of improvement plans 
needs to be adequately resourced with project management, organisational development 
and business support. In addition, further, smaller scale service reviews remain 
outstanding, leaving staff uncertain, improvements at risk, and savings/efficiency targets 
unmet. Examples of required reviews include strategic planning, commissioning and 
contracting; primary care support; service access (Social Care Direct); telecare/ 
community equipment services; and intermediate care/reablement/Hospital at Home. 
 

8. Professional/clinical governance and quality – the integration of staff groups with 
different employers, terms and conditions and professional backgrounds, requires careful 
consideration of a range of HR issues and governance arrangements. Each professional 
group is subject to the registration requirements of a different governing body and to that 
body’s code of conduct. Notwithstanding these different expectations, the principles of 
integration require the seamless delivery of coherent, coordinated services. The 
Partnership is seeking to integrate the management of services and governance and 
quality assurance systems, whilst maintaining clarity regarding different lines of 
professional and clinical accountability. Further work is required in this area to provide all 
stakeholders with the necessary assurances. 

 
ACTION 
 
Short Term – 2018  
 
Addressing the critical pressures on the system caused by people delayed in hospital and 
people awaiting assessment in the community is the immediate priority for the Partnership. 
Improvements achieved in learning disabilities and mental health services provide an example 
of how a strategic approach to transformation and capacity-building should support the 
changes needed in older people’s services. Annex 1 sets out the current position regarding 
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delays in hospital, together with the key contributory factors. Short-term improvement actions 
centre on addressing these factors and are summarised below. 
 

- A project has been established to clear the waiting list for assessments. Funded on a 
temporary basis, a team of assessors has been appointed and trained. The project 
aims to clear all assessment waits by the end of July 2018. The project manager is 
seconded from one of the localities, and will now also manage the agreed review of 
high cost transport for people with learning disabilities, which aims to align the meeting 
of assessed need with the promotion of independence and a reduction in costs. 
Underway 
 

- The implementation of self-directed support is being refreshed to ensure a meaningful 
shift to this new way of assessing need and brokering appropriate levels and type of 
support. The intention is to meet people’s expectations quicker and more effectively, 
and make better use of individual strengths and family/community resources and 
assets, both maximising and prolonging independence. A Support Planning and 
Brokerage pilot in North East is progressing this work. The project is seeking to effect 
major culture change, providing flexible and safe support, focused on “good 
conversations” about what is important to people. The project will involve widescale 
reviews of existing packages of care, identifying creative and more cost-effective 
alternatives to traditional services wherever possible. Rather than await its conclusion, 
this will now be accelerated to allow the anticipated benefits to apply across the city at 
a faster pace. The staff training schedule has been extended between April and 
December 2018, so that a cohort of staff from all localities and some hospital staff will 
be able to adopt the new approach. The training programme includes provision for 
‘training the trainers’, which will allow Partnership staff to deliver the training on an 
ongoing, sustainable basis. Underway 
 

- This training will support the related action to redesign the assessment process, which 
will apply a strength-based approach and emphasise self-directed support. The 
underlying principles are that informal supports should be explored to support 
individual strengths, and formal care will only be required where residual needs cannot 
be met in this way. This will begin to change the culture of assumed dependency, and 
free up capacity. The new assessment will be closely aligned to the redesigned carers’ 
assessment, which has been co-produced with carers, in readiness for the introduction 
on 1 April 2018 of the new carers’ legislation. Underway 
 

- A programme to design the optimal model for the provision of community-based 
services to support people to live at home in Edinburgh is underway. This will consider 
the sustainability and affordability of meeting the current and future demand. The 
programme is aligned to the Edinburgh Health and Social Care Partnership’s early 
intervention and prevention activity to manage demand and build individual and 
community capacity and resilience. The programme will take account of the changing 
nature of care and support needs, including increasing people’s choice and control 
through self-directed support. The work will consider options to develop a market fit to 
meet future needs in collaboration with providers, service users, carers, care workers, 
representative bodies and trade unions to coproduce the new specification. This will 
include plans for the commissioning and re-procurement of the Care at Home contract 
to replace the current contract due to expire in 2019. The programme will also address 
the longer-term focus for internally delivered services within the overall strategy to 
meet the demand for both mainstream and specialist support. This dedicated 
programme of work is being established to respond to current capacity challenges and 
to design the future model. The key elements are set out below. 
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• Opportunities to manage demand more effectively and reduce costs based on 
analysis of the capacity required. This will take account of the shift to a more 
asset-based approach, drawing upon individuals’ and community resources and 
strengths. The Support Planning and Brokerage approach encourages innovation 
in service development by empowering people to transition from being passive 
recipients of limited services to active, self-directing consumers of a full spectrum 
of local support and care solutions.  

• Opportunities to improve or change the current Care at Home contract to increase 
capacity and make more effective use of external provision for delivery of 
mainstream care. 

• Redesign of internally delivered Reablement, Intermediate Care and Homecare to 
optimise value for money and effectiveness will be within the scope of this work.  

• Identifying preferred option/s for an alternative delivery model to blend external 
and internal delivery of mainstream and specialist services. Underway 

 
- Purchase of additional care home beds has been under negotiation between the 

Partnership and the independent sector since the proposal was approved by the IJB in 
December 2017. This capacity will begin to come on stream at the beginning of April 
2018. In addition to relieving some delayed discharge pressure, it will also allow for 
consideration of the shape and type of residential, respite, nursing and intermediate 
care beds required in the longer-term. This intention is reflection in the outline strategic 
commissioning plan for older people, and will developed in detail in the full strategic 
commissioning plan for older people, which will be produced by December 2018. 
Underway 
 

- The process of matching assessed need to supply of formal care must be accelerated. 
A pilot has been agreed with a private company specialising in matching. The pilot is at 
no cost to the Partnership. The model mirrors that used by online companies for hotel 
or travel bookings. The pilot will run for 6 months and then be reviewed by the 
Partnership. If successful, it will contribute to reduced delays and improved satisfaction 
rates. It will also free up current Partnership matching resources to be applied in 
support of other improvement projects. Underway 
 

- Hospital at Home is operating in the South-West and South-East localities, and was 
funded through additional Scottish Government resources for winter planning to 
operate in the North-East until the end of March 2018. There is no provision in the 
North-West. This service has the potential to make a far more significant contribution 
to reducing admissions to hospital, shortening length of stay and accelerating 
discharges. Formal evaluation of the cost benefits is required, together with 
consideration of how other specialist in-house domiciliary services could be 
reorganised to complement Hospital at Home. This would include reablement, 
intermediate care and rapid response services. The 2016 organisational review 
disaggregated these services across the four localities. A review is required to confirm 
whether this is the correct deployment of these resources or whether an alternative 
might improve responsiveness, coordination and access. A workshop for Partnership, 
NHS Lothian, Council and Scottish Government colleagues took place on 1 May and 
began to scope the options to deploy these resources more effectively. This is a 
significant opportunity to help reduce admissions to hospital, shorten stays, and 
accelerate discharge, whilst also making much better use of the Partnership’s highest 
cost domiciliary services. Planned (requires project management capacity) 
 

- A data cleansing and business process improvement project was agreed to assist with 
finalisation of the move to localities, which had not been achieved within the original 
planned timescale. This is timetabled to conclude by the end of March 2019. 
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Underway 
 

Medium Term – 2019 
 
Increased support to carers will contribute significantly to reducing the need for formal care, 
and to the avoidance of admissions to hospital. Preparation for the new carers’ legislation is 
on track, and the intention to increase the availability of respite beds, as part of the older 
people’s strategic commissioning plan, will supplement this.  
 
In addition, the Partnership supports voluntary organisations in Edinburgh through grant 
funding of approximately c£4.5m. A review of how these resources are targeted to drive 
forward our agreed priorities of tackling inequalities, and enhancing prevention and early 
intervention has begun. As with support for carers, the intention is to help reduce the demand 
for formal care. Underway 
 
Benchmarking data (see footnote 3 above) suggests that there is an over prescription of 
formal care in Edinburgh, and figures indicate that the average support allocation for higher 
dependency is some 5 hours per week above the national average. The Partnership’s 
performance for reviews is poor, with over 5000 reviews outstanding. A programme of 
prioritisation has been developed, focusing on the highest cost packages and those where it is 
considered that appropriate reductions could be made, freeing up capacity to meet the needs 
of people waiting for a service. Planned 
 
Making significant inroads in this area will require changes on different levels, from the new 
assessment/review procedure to a change in culture of expectation, and tackling a long-
standing, if anecdotal, history in the city of risk aversion. Developing a culture of realistic care, 
akin to the Scottish Government’s realistic medicine initiative, will require engagement of all 
Partnership staff, acute clinical/nursing colleagues, local and national politicians, regulatory 
bodies, partner organisations and most importantly, service users and their families/carers. 
The principle that should underpin our approach to assessment is that an acute setting is the 
wrong place to consider a person’s short- or long-term support needs. The assumption should 
be that a person who does not need to acute medical care should return home or be 
discharged to an intermediate care service for their needs to be assessed. To be planned 
(requires project management capacity) 
 
The move to localities reflects the intention to bring service planning, performance and quality 
closer to local communities. In the implementation of this new model, consideration needs to 
be given to whether the current single point of access to services for the whole city remains 
the most effective process, or whether it creates duplication, delays and the danger of risks 
and vulnerabilities being missed. An options appraisal for access is under development and 
will be considered by the Partnership in May, followed by a report to the IJB, for an anticipated 
implementation during 2018/19. Irrespective of the outcome of this options appraisal, there is 
a need to consider the business support requirements for the localities to function as 
envisaged. These requirements will be reviewed as part of this work stream. Planned  
 
At present, a significant proportion of requests for support are routed to the Partnership and 
join a queue for an assessment. This creates pressure on the system, delays in response 
times, and potentially increases risk and vulnerability. We need to develop a service offer that 
includes the opportunity for self-assessment and signposting for direct access to equipment 
and informal supports; and clearer communication regarding eligibility. Directing people to 
more appropriate assistance or resources at their first point of contact controls expectations 
and reduces demand on formal services. This would bring into better balance the demand for 
professional assessment and the staffing resources to complete these within our agreed 
standards. A more varied and responsive community-based landscape of informal supports is 
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consistent with our ambitions to prolong independence. To be planned (requires project 
management capacity) 
 

Longer Term (2021) 

Without undermining or underestimating the critical priority to address the immediate 

pressures facing the Partnership, the deployment of resources and energy needs to support 

the achievement of the IJB’s longer-term vision, the main characteristics of which are 

summarised below. 

- A profound shift in whole system culture will have been achieved in three years, with a 
clearly understood emphasis on supporting higher numbers of older people, people 
with disabilities and people with mental health problems to live in the community for as 
long as possible. The profile, particularly of older people living the community, will have 
changed markedly. They will be frailer and with higher levels of need than at present.  
 

- Significantly more efficient use will be being made of the acute system. The 
Partnership’s anticipatory care activity will reduce the need for attendance at hospital, 
and only those people with genuinely acute medical needs will be occupying hospital 
beds.  

 
- Where people are being supported in the community by formal services, they will 

experience a more joined up and coordinated input from Partnership staff, irrespective 
of professional role. These formal services will complement a wide and varied range of 
community supports, which will form the mainstay of a preventative and person-
centred approach to health and social care in the city. 

 
- There will be more effective co-ordination between Partnership and acute staff and 

systems. The Partnership will be operating in a steady state regarding delays. The 
focus will have turned to the front door of hospitals and the joint activity needed in 
relation to unscheduled care. This will bring significant changes in pathways, 
processes, staff and clinical roles and responsibilities, and how resources are 
deployed across the whole system. 

 

- Fewer older people with non-medical needs, such as loneliness, will present to their 
GP, but will instead be more connected to the community supports we will have helped 
to build across the city. This will assist us to make the best possible use of GP time 
and resource, particularly as clinical activity is shifted away from the acute system. 

 
- There will be an even greater emphasis on family and carer support, building on the 

significant progress made in preparing for the requirements of the new carers’ 
legislation. Families generally want to maintain their caring role in the community for as 
long as possible. The Partnership will help many more families achieve this, reducing 
demand for paid support. 

 
- There will be a greater and more effective application of technology to help sustain 

both the carers’ role and community living. This will combine the use of technology-
enabled care for people with higher level needs who require support from the 
Partnership, with generally available technology that individuals and their families may 
choose to purchase from the open market to provide reassurance at the early stages 
of frailty. 

 
- There will be closer and more effective partnership working with the housing sector in 

the city to help maintain tenants in their home for longer.  
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- The care home sector will look different. The resident population will have much higher 

levels of dependency and the average length of stay will be shorter, as people are 
supported for longer in their own home. This will present challenges to both the 
independent sector and the Partnership’s own provision, in terms of staff skills mix and 
specialist clinical support for GPs, if we are to avoid revolving door admissions to 
hospital.  

 
- The Partnership’s collaboration with the third sector in the city will have matured 

further, building on the activity of recent years. The third sector has a key role in 
supporting and enabling the city's residents and mitigating against their premature 
presentation to the health and social care system. 

 

Annex 2 sets out the current arrangements for the governance of the plans set out here. 
Annex 3 sets out the financial planning for achieving the actions articulated above (investment 
and disinvestment); and shows the planned trajectory for the impact of increased capacity.  
 
 
 
Michelle Miller 
May 2018 
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Annex 1 
 
Delayed Discharges from Acute Hospital 
 
1. Delays have been rising since April 2016. Any slight downward trend 

during 2017 was not sustained, and in March 2018 these remain critically 
high. 

 

 
 
2. The main reason for delay generally continues to be people waiting to go 

home. This has increased noticeably in recent months. The graph below 
shows the number of people waiting for a care home place and those 
waiting for a package of care for the last two years. Prior to April 2015, the 
reason for delay was generally waiting for a care home place. 

 

 
 
3. At the February 2018 census, there were 7,025 bed days lost associated 

with delays for Edinburgh residents (compared with 8,525 in May 2015). 
Although this is an improvement, Edinburgh compares poorly to other 
partnerships across Scotland. In addition, in January 2018, Edinburgh had 
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the third highest number of delays due to people with incapacity for whom 
court processes are required to allow decisions to be made on their behalf. 

 
4. Overall, delays are spread almost equally throughout the city, slightly 

fewer in North East, explained by the lower older population in that locality 
and South East, however complex delays are concentrated in South East. 
The number of complex delays in South East, has been reducing in recent 
weeks. The two western localities are both similar in terms of reportable, 
complex and overall delays. The early-May figures indicate the following 
number of delays by locality:  

 

 Reportable Complex Total 

North East 49 1 50 

North West 72 2 74 

South East 41 8 49 

South West 60 0 60 

 
5. The number of people delayed for reportable reasons by delay length, and 

the associated lost bed days, are shown in the graph below. Over half the 
people delayed are delayed for less than one month with a fifth delayed for 
less than a week. There is a spike in people delayed for 13 weeks and for 
15 weeks or more. 

 
 

 
 
6. Although the number of lost bed days was relatively stable in Edinburgh 

during 2017, the number of lost bed days has increased since November. 
The number of lost bed days in Glasgow were substantially lower and 
more comparable with Aberdeen, despite the difference in population size. 
One reason for lost bed days being lower in Glasgow is the 90 
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Intermediate Care beds available as step-down and step-up. Glasgow 
commissioned these beds to reduce delayed discharges by providing a 
more appropriate setting for assessment, matching and rehabilitation. 
 

7. Note that the lost bed day figures for Edinburgh, and other authorities 
where the delayed patient was in an NHS Lothian hospital, have recently 
been revised for the five months from September 2017 to January 2018. 
This is due to a coding error that has been identified for patients whose 
delay ended between census date and the day that the file was submitted 
to ISD.  
 
 

 
 

8. Set out below are some of the key factors contributing to this performance. 
 

a. Too many older people are admitted to hospital when there 
could/should be safe and effective alternatives; and too many 
people remain in hospital because there is a perceived risk in 
discharging them. This risk averse culture does not take account of 
the risk to people of remaining in hospital when they no longer need 
to be there. 
 

b. There is a lack of intermediate care provision, either home- or bed-
based. Intermediate care provides a far more appropriate setting in 
which people’s needs can be assessed accurately. In addition, 
research shows that effective intermediate care can reduce 
dependency by up to 35%, impacting positively not only on 
outcomes for people, but on cost and system capacity. Sufficient 
volume of intermediate care will be a core contributor to significant 
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reductions in people delayed in acute settings. 
 

c. The Partnership’s specialist ‘in-house’ provision is piecemeal, high-
cost and not coordinated effectively. This constrains capacity and 
efficiency, producing both gaps and duplication. 
 

d. Assessment and authorisation processes are cumbersome and 
bureaucratic, as is service matching, and there is a culture of 
assumption that all need must be met by formal services. 
 

e. There is a shortage of care home capacity at the National Care 
Home Contract rate; and a shortage of care at home capacity at the 
current contract price or at the standard required by the contract.  
 

f. This lack of capacity is compounded by a tendency to over-
prescribe care (as compared with other partnership areas), and by 
poor performance in reviewing provision.  
 

9. The actions set out in the main document, in the Statement of Intent and in 
the Improvement plan are all intended to address these issues. 
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Summary 

• Key workstreams failed to deliver all the anticipated benefits in 2017/18 due to 
a lack of dedicated resource to drive progress.

• The scope of the 2018/19 programme needs to be more manageable, with 
appropriate resources allocated to support delivery. There are still some gaps in 
terms of both Senior Responsible Officer and project management resource, 
and these need to be resolved as a matter of urgency. 

• There will be 2 distinct programmes, with clear lines of governance – one to 
oversee the Savings Programme and one to oversee the Improvement 
Programme. Regular reporting to the Council’s Corporate Leadership Team and 
Change Board and to the Integration Joint Board will form part of the 
governance arrangements. 

• Smaller or less complex “business as usual” savings do not need to be subject to 
the same programme rigour and governance. These should be removed from 
the formal savings programme and delivered as business as usual, with delivery 
monitored by Finance and through normal line management arrangements.

• There is confusion and duplication between work streams involved in reviewing 
packages of care. The telecare expansion programme will be subsumed into the 
Support Planning and Brokerage programme, with one single implementation 
plan developed to drive delivery. 



Revised Programme Governance Structure

The scale of the overall Improvement Programme for the Partnership is significant. There is a gap in 
programme and project management resource to drive day-to-day delivery on the ground. Two separate, 
but linked programmes have been created – one to manage those work streams delivering financial 
savings and one to manage improvement work streams. This governance structure will establish separate 
programme managers and programme boards to drive delivery. Additional delivery resource will also be 
provided by Ernst & Young to supplement the in-house resources in the savings programme. . 

The Savings Governance 
Board as currently 
constituted will continue. 
Non-savings related 
improvement programme 
work will be overseen by a 
dedicated Improvement 
Board. The remit of the 
current Assessment and 
Review Board will be 
expanded to take on this 
role. 



Council Delegated Services – Financial Plan 2018-19 

Savings Initiative / Additional Funding £m Accountable Officer

Disability Services (Interim Review) £0.7m Mark Grierson

Legal Services £0.2m Colin Beck

Discretionary Spend £0.2m Pat Wynne  

Disability Services Review £0.5m Mark Grierson

Review of Sleepover / Night-time Services £0.4m Mark Grierson

Review of Transport £0.2m Sylvia Latona

Review of Charges £0.4m Wendy Dale

Review of Grants £0.4m Wendy Dale

Transformation - Telecare and Support Planning / Brokerage £3.0m * Katie McWilliam / Angela Lindsay

Workforce Management (including Agency Expenditure) £1.1m Pat Wynne

Service Transformation (Self Directed Support) £1.0m Michelle Miller

Homecare and Reablement – Efficiency and Productivity Improvement £1.0m * Mike Massaro-Malinson

£9.1m

* Assumes £4m estimated savings are  “non-cash” and are achieved through release of capacity through Telecare, Support Planning and Brokerage 
and Homecare / Reablement productivity initiatives.  

The table below sets out the proposed details of the savings plan for Council delegated services for 2018/19. 
This plan will form the basis of the agreed savings governance programme for the coming financial year. The 
smaller savings are not included in the formal programme, but dealt with as part of business as usual. Details 
of the proposed formal savings governance programme are outlined in the next slide. 



Savings Initiative / Additional Funding £m Accountable Officer

Baseline Uplift - Pay £1.9m

Non Recurring Resources - Prescribing £4.4m

Efficiencies – Clinical Productivity £0.1m Sheena Muir

Efficiencies – Prescribing Quality Initiatives £0.2m Locality Managers

Efficiencies - Workforce £0.6m Pat Wynne

Total Savings / Funding £7.2m

Residual Financial Gap £6.0m

Pressures 2018/2019 £m Accountable Officer

Baseline Overspend  - Prescribing £3.5m Locality Managers

Baseline Overspend  - Services £2.3m CMT

Pay Awards £1.9m N/A

Non Pay £1.1m Locality Managers

Service Pressures – Community Equipment Store £0.2m Locality Managers

Hospital Drugs £0.2m Sheena Muir

Prescribing Growth £3.8m Locality Managers

Strategic Investment – agreed Business Cases £0.2m

£13.2m

NHS Lothian Delegated Services – Pressures and Savings/
Additional Funding 2018/19



NHS Delegated Services – SMT Financial Plan 2018-19 –
Potential Savings

Savings Initiative / Additional Funding £m Accountable Officer

Efficiencies – Clinical Productivity £0.5m Moira Pringle

Efficiencies – Prescribing Quality Initiatives FYE / Roll Out £0.4m Locality Managers

Efficiencies - Workforce £0.2m Pat Wynne

Locality Prescribing Efficiencies £2.3m Locality Managers

Locality Service Efficiencies £1.4m Locality Managers

Hospital and Hosted Efficiencies £0.4m Sheena Muir

Strategic / Corporate Efficiencies £0.2m tbc

GMS Efficiencies £0.6m David White

£6.0m



Scope of Savings Programme
PROPOSED PROGRAMME WORK STREAMS

Review of High Cost 
Transport Packages

Service 
Transformation – Self 

Directed Support
* Assessment Backlog

Night time/Sleepover 
Review

Support Planning and 
Brokerage (including 
Telecare Expansion)

Home Care and 
Reablement 
Optimisation

Workforce 
Management and 

Agency Control

Council Disability 
Services Review

NHS Lothian Efficiency 
Workforce

NHS Lothian Efficiency 
Prescribing 
Efficiencies

PROPOSED BUSINESS AS USUAL WORK STREAMS

Council Discretionary 
Spend

Council Legal Services 
Saving

Council Charging 
Review

Council Grants Review

NHS Lothian BAU 
efficiency - Localities

NHS Lothian BAU 
efficiency – Hospital & 

Hosted

NHS Lothian BAU 
efficiency – Central  

Services

NHS Lothian BAU 
efficiency – Strategic 

Services

NHS Lothian BAU 
efficiency - GMS

Assessment Backlog project does not deliver savings, but will be managed as part of this programme due to the synergies with the Support Planning 
work stream. 



Approach to Delivery

Reviewing/reducing traditional packages of care through the use of asset-based approaches is key to 
releasing additional capacity to deal with unmet demand. Greater focus and discipline are needed to drive 
delivery. There is a need for better coordination of reviewing activity and this needs to be closely aligned with 
the data cleansing work to ensure practitioners have access to up-to-date records on existing service users. 

The following action has been agreed: 

• Establish one single work stream for reviewing activity, with one overall implementation plan driving the 
completion of reviews by locality teams. 

• Central programme management to oversee the scheduling and tracking of activity and work closely with 
locality teams to drive the pace of delivery. Current programme manager to take a more hands on role in 
this. 

• Telecare expansion reviewing becomes subsumed in the Support Planning and Brokerage implementation 
plan. Holistic reviews will be completed, with the potential for telecare solutions being considered as part 
of a broader, asset-based approach. 

• This requires a resetting of the implementation plan, but NOT a departure from the agreed, approved 
business case assumptions. 

CO-ORDINATION OF REVIEWING ACTIVITY

Telecare Expansion, Support Planning and Brokerage and the Transport Review savings all 
require a coordinated approach to the review of packages of care. There is a risk of 
duplication of effort. Progress has been hampered by resourcing issues (both project 
management resource and practitioner resource in locality teams) and problems with data 
quality. 



Approach to Delivery

CO-ORDINATION OF ASSESSMENT ACTIVITY, DATA CLEANSING AND COMPLIANCE

In addition to the reviewing based work streams, a temporary project has been established to
address the backlog of assessments. This project will not release savings, however, due to the synergies
with the reviewing work streams, this work is also aligned as part of this programme and subject to the 
same programme management arrangements. 

The temporary data compliance team is a key enabler of the assessment and reviewing work streams. Better 
forward planning of review activity will allow data cleansing work to be completed in advance, significantly 
improving the both the quality of data available and the timescales within which reviews/assessments can 
be completed. 

The data compliance team reports through the Assessment and Review Board, but links with the savings 
work streams will be strengthened, and a representative from the team will attend Savings Governance 
meetings going forward. 

BUSINESS AS USUAL SAVINGS

Some savings are required as part of the financial plan, which can be dealt with as business as usual, and 
which do not require a project/programme approach, due to their size and relative lack of complexity. These 
will be removed from the formal programme to ensure resources are targeted on the most significant work 
streams. Delivery of non-programme savings will be monitored by Finance and through normal line 
management arrangements.



PROGRAMME RESOURCING GAPS

PROJECT/ WORK STREAM SRO RESOURCE 
CURRENTLY IN 
PLACE

RESOURCE GAP COMMENTS

CEC Savings programme 
manager

MOIA PRINGLE Jessica Brown N/A The Partnership may wish to consider recruitment of second PM 
to manage NHS Lothian side of savings programme.

CEC Improvement programme 
manager

MICHELLE MILLER PROG MANAGER 
VACANT

1 FTE programme 
manager

Additional resource required to manage non-savings related 
elements of improvement programme. Full programme for 
2018/19 needs to be scoped. 

Support Planning and 
Brokerage

ANGELA LINDSAY PROJECT MANAGER 
VACANT

1 FTE project 
manager

Additional dedicated delivery resource to be provided by EY. 

Telecare Expansion KATIE MCWILLIAM PROJECT MANAGER 
VACANT

N/A Assuming telecare and Support Planning and Brokerage work 
streams are combined, PM role could be merged. 

Assessment backlog MICHELLE MILLER PROJECT MANAGER -
Sylvia Latona

N/A Temporary team now largely in place.

Home Care and Reablement 
Efficiency

MIKE MASSARO-
MALLINSON

PROJECT MANAGER -
Julie McNairn

N/A Locality engagement needed to support implementation of 
efficiencies.

Workforce Management PAT WYNNE PROJECT MANAGER 
– VACANT

1 FTE project 
manager

SMT approved recruitment of temporary PM for 12 months. 
Recruitment underway. 

Night time/sleepover review MARK GRIERSON PROJECT MANAGER 
– VACANT

1.0 FTE project 
manager

PM required to work with SRO over 12 month period to ensure 
delivery of savings. Could also support disability service review if 
board decides that additional PM rigour required. 

Disability Services Review MARK GRIERSON N/A N/A SRO advises no need for additional PM resource – managers in 
the service will lead the review. 

Service Transformation –
self directed support

VACANT PROJECT 
MANAGER -
VACANT

TBC Work stream urgently needs to be scoped and appropriate 
resource identified. 
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Annex 3 

Investment and Disinvestment 

There are 4 separate, but linked, elements to the investment plan: 

  

These are discussed in turn in the sections below. 

a. Short-term improvement funding 

In December 2017, the IJB agreed a range of short-term measures to facilitate a minimum 

level of recovery from the current position. This required an injection of one-off additional 

resource to relieve the most urgent pressures focused on the following 3 priorities:  

Priority 1 – reducing the backlog of assessment and reviews 

Assessments to ensure adequate consideration of risk to vulnerable people 

who are not known to services, but who have expressed a need for support; 

and reviews to ensure appropriate levels of service continue to be provided, 

with potential identification of opportunities for increasing capacity or reducing 

costs. In November 2017, 1,913 people were waiting for an assessment. On 3 

May 2018, this number had reduced to 1486; over the same period, the 

number of people waiting for an assessment reduced from 5,534 to 4809. To 

complete the backlog assessments over a 7-month period, whilst continuing to 

address new workload as this arises, was anticipated to cost in the region of 

£498k. This investment will support the assessments/reviews to take place; but 

did not cover the provision of a service, if required. 

Progress 

The team became operational on 7 March, although it is not yet up to full 

establishment. The immediate focus is on those assessments with the longest 

waits, and reviewing service users with packages of care with a high transport 

component. 725 outstanding assessments have been transferred to the team 

in the first instance, and this has reduced steadily, as shown in the table below. 

The team has a target date of 30 June to complete the full complement of 

assessments. Data is being collated on the outcome of the assessments. 

Short-term 
improvement 

funding

•£4.5m

Financial plan 
investment 

•£4.8m

IJB provisions

•£2.3m 
innovation 

funding

•£1.5m for older 
people 

Existing bed-
based 

investments

•£23.6m
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Priority 2 – reducing the number of people whose discharge from hospital 

is delayed  

To take immediate, one-off action to alleviate urgent pressures on acute health 

services and allow longer term work in support of a sustainable strategic shift, 

£3m was earmarked to purchase capacity in care homes above National Care 

Home Contract rates on a strictly one-off basis. This would also respond to the 

highest levels of need waiting in the community 

Progress 

Following an invitation to all providers to submit proposals, agreements are 

being concluded that will deliver an additional 67 beds across the city. 26 of 

these are already in place, with the others coming on-stream in the coming 

months. The use of these beds is discussed in more detail in section d of this 

annex. 

 

Priority 3 – establishing efficient and consistent business processes 
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To be realised effectively, the vision to operate a model that brings service 

delivery and accountability closer to local communities needs to be supported 

by efficient and robust operating procedures. This requirement was not fully 

implemented as part of Health and Social Care’s transformation programme 

during 2016/2017, and this is hampering progress in terms of both performance 

and budgetary control. A short-life team will facilitate effective and accountable 

budget monitoring; streamlined work flow; speedier response times; and 

meaningful data management. A temporary project team to address this 

weakness will cost £313k over a period of 16 months.  

Progress 

The team has been established and work is progressing. 

• The business support administrators are focusing on the out-of-date 
reviews. 1,200 records cleansed to date. Problems identified are 
primarily inaccurate details recorded on SWIFT. This data cleanse is 
almost complete. The next stage is to work with locality teams to re-
schedule out of date reviews. Liaison with EY to coordinate. 4,700 out of 
date review on SWIFT. 

• The system and process management meetings are underway. These 
are chaired independently by the Council’s Strategy and Insight service. 

• Working closely with assessment and review project to assist with 
updating records accurately. Agreed process in place. 

• Detailed progress reports prepared fortnightly for Senior Management 
Team. 

 

Contingency 

Although not explicit in the IJB paper, this left a contingency of £689k out of the 

total funding set aside of £4,500k. 

Progress 

A dedicated programme of work is being established to design the optimal 

model for the provision of community-based services to support people to live 

at home in Edinburgh. This will consider the sustainability and affordability of 

meeting the current and future demand.  

EY will be commissioned to deliver this programme, which will align to the 

Partnership’s earlier intervention and prevention strategy to manage demand 

and build individual and community capacity and resilience. Specifically, it will 

take account of the changing nature of care and support needs, including 

increasing service user choice and control through self-directed support. The 
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work will consider options to develop a ‘market’ (both internal and external) fit 

to meet future needs in collaboration with providers, service users, carers, care 

workers, representative bodies and trade unions to coproduce the new 

specification. This will include plans for the commissioning and re-procurement 

of the care at home contract to replace the current contract due to expire in 

2019. The programme will also address the longer-term focus for internally 

delivered services within the overall strategy to meet the demand for both 

mainstream and specialist support.  

The cost of this work will be funded from the contingency with the balance used 

to resource the Partnership’s challenging improvement programme. 

 

b. Financial plan investment  

The 3 partner bodies (the Council, IJB and NHS Lothian) share the common goal of reducing 

the number of people waiting either at home or in hospital for assessment and services. 

They are working closely to identify and implement a range of solutions to address both the 

short- and longer-term impacts, as set out elsewhere in this paper. To this end, the partners 

have recognised the associated financial impact through their respective financial planning 

processes. 

The Council’s element of the Partnership’s financial plan is summarised in the table below 

and incorporates the following investments: 

• the full-year impact of current expenditure trends, including deferred staff savings  

• anticipated inflationary pressures (pay awards and contract inflation) 

• implementation of government policy and legislation (Carers Act) 

• projected demographic pressures (in Learning Disability services and the continuing 

growth in care at home for older people); and 

• provision to increase care at home capacity to address the long-standing delays for 

service (see further details below). 

These investments are offset by funding sources, including additional Council funding, the 

full share of the £66m included in the local government settlement and delivery of savings. 

Despite this, the plan remains out of balance by £10,300k. To address this: 

• the Council has provided £4,000k in its budget agreed in February 2018 

• NHS Lothian has indicated its intention to make provision in its financial plan to set 

aside an additional equivalent sum for the IJB during 2018/19; release of the funding 

will follow agreement of the associated trajectories for improvement; and 

• the IJB is considering a proposal to allocate £1,800k on a non-recurring basis 

against the £2,300k and is committed to identifying the balance of £500k.  

The recurrence of the NHS Lothian and IJB contributions will be reviewed during 2018/19. 
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  Cash Non- cash 

  £k £k 

 

  

Investments     

Baseline overspend  7,100   

FYE of 17/18 growth 2,000   

Deferral of staff savings 1,100   

Pay awards and inflation 6,007   

Carers (Scotland) Act 2016  1,200   

Demography – disabilities 2,000   

Increase in care at home capacity 4,800 4,000 

Other 230   

Increase in costs 24,437 4,000 

   
Funded by     

Savings 5,100 4,000 

Baseline uplift in Council offer 3,000   
Local government finance settlement (share of £66m) 5,537   
Social care fund (disabilities) 500   

  14,137 4,000 
 

As can be seen in the table, incorporated in the plan is provision to increase care at home 

capacity to the value of £8,800k. This increase in capacity will be partly generated internally 

by reducing average package sizes through: the use of support planning techniques; by 

substituting technological solutions for traditional care provision; and by increasing the 

productivity of the in-house home care and reablement teams. These initiatives are targeting 

a reduction in cost of £4,000k, releasing nearly 3,700 hours and supporting service delivery 

to an estimated 300 people annually. This in turn leaves an additional £4,800k of “cash” 

investment. 

At the average package size of 12.2 hours and average hourly rate of £17.92 for purchased 

services, this would provide services for an additional 422 people a year, giving a total 

reduction of 724 people who are currently waiting for a service.  

In addition, we know that demand for services is growing at around 3% each year, in line 

with demographic changes in the population. 

Modelling has been undertaken based on these 2 factors (the existing waiting list and the 

impact of demographic growth). This demonstrates that whilst the investment initially 

addresses the gap between “demand for” and “supply of” of services, the impact of growth 

means that this position is not sustainable. Even with this level of investment, the number of 

people waiting never reduces to zero over the next 2 years. The lowest point is at March 

2019, where 553 people would be waiting and the impact of growth increases this to 705 by 

the end of March 2020. This is demonstrated in the graph below: 
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These numbers are estimates, and being based on a range of assumptions, will not mirror 

the actual position precisely. However, they do illustrate that without further action, even with 

additional investment, the system will remain “out of balance”. 

The “Sustainable Community Support” work stream will address this, both in the short- and 

longer-term. Part of the work will explore sustainable models for the service, as well as a 

range of short-term initiatives to increase available capacity across both the internally 

provided and externally purchased services. This work will be co-produced with a range of 

stakeholders. 

c. IJB provisions 

Innovation funding 

Edinburgh’s share of the Integrated Care Fund was £8,900k, around 50% of which was used 

to underpin core services. Following a review in January 2017, the IJB agreed to ring-fence 

£2,300k as a fund to support innovation. Detailed plans have not yet been developed and in 

2017/18, this money was used as a contribution to the £4,500k discussed above. 

Colleagues from Healthcare Improvement Scotland (HIS) have introduced us to the concept 

of “community-led support”, based on work undertaken elsewhere to expand community 

capacity and reduce demand for formal services. This approach, aligned with the ongoing 

grants review focused on primary prevention, will form a key plank of our strategy to improve 

health and wellbeing and manage future demand. 

The grants review is due to report to the IJB in May 2018 and the next step in terms of 

community-led support is to bring together colleagues from HIS, the national development 

team for inclusion (who are sponsoring community-led support) and key Partnership officers 

to develop an outline proposal by the end of June 2018. 

Investment in older people’s services 

The Scottish Government established the Social Care Fund in 2016/17 to support the 

sustainability of social care services and to provide funding to implement a range of 

government policies. The IJB, cognisant of the pressures facing services for older people, 

agreed to invest £1,500k in this area, pending the development of detailed plans. 

In early 2018, the IJB published 5 outline strategic commissioning plans, one of which was 

for older people. This plan sits alongside the initiatives set out in this paper. 

d. Existing bed based investments 

The outline strategic commissioning plan for older people sets out the vision for the 

development of services in Edinburgh. It highlights that significant resources are tied up in 
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inappropriate bed-based facilities in the city and states the IJB’s medium-term intention to 

invest this money differently. A high-level estimate assesses these costs at £24,607k, 

broken down as follows: 

  £k 

Oaklands Care Home 1,499  

Interim facilities (Gylemuir House/Liberton Hospital) 6,397  

Hospital-based complex clinical care (HBCCC) 9,900  

Acute beds 6,811  

Total 24,607  

Whilst work to develop the proposals set out in the outline plan and to produce the 

associated business cases is ongoing, the current assumption is that these monies would be 

supplemented by the £1,500k IJB provision discussed above. This investment would be 

applied over a 5-year period to deliver a net, additional 100 beds across the city, in a 

combination of care homes and alternative care settings. The £3,000k short-term 

improvement money will be used to buy places on an interim basis until the longer-term 

plans are in place.  

Over the 5-year period, the outline plan is not balanced, with a current shortfall of £3,087k. 

This will be refined as the programme is developed further, and will ultimately have to be 

reduced to zero by the end of the 5-year period. A summary is included in the table below: 

  # beds £k 

Care homes 61  2,795  

Care villages 480  26,400  

Total cost 541  29,195  

Funding released 442  24,607  

IJB investment   1,500  

Difference 99  3,087 

Bed provision would change over the 5-year period as follows: 

  18/19 19/20 20/21 21/22 22/23 

Care homes 72  102  76  61  61  

Jardine 57  57  57  57  0  

Care village 0  0  0  240  480  

Oaklands (29) (29) (29) (29) (29) 

Liberton (62) (62) (62) (62) (62) 

Gylemuir 0  0  0  (36) (36) 

HBCCC 0  0  0  (60) (180) 

Acute 0  (15) (15) (105) (135) 

Net bed changes 38  53  27  66  99  
 

With the associated financial implications: 



DRAFT 
 

 

  18/19 19/20 20/21 21/22 22/23 

  £k £k £k £k £k 

Care homes 2,860  4,733  2,990  2,795  2,795  

Jardine 1,665  3,329  3,329  3,329  0  

Care village 0  0  0  13,200  26,400  

Oaklands (749) (1,499) (1,499) (1,499) (1,499) 

Liberton (1,415) (2,829) (2,829) (2,829) (2,829) 

Gylemuir (1,000) (1,000) (1,000) (3,569) (3,569) 

HBCCC 0  0  0  (3,300) (9,900) 

Acute 0  (757) (757) (5,297) (6,811) 

Net cost 1,361  1,977  234  2,830  4,587  

Funded by           

Improvement funding 1,200  1,800        

IJB provision       1,500  1,500  

Net cost 161  177  234  1,330  3,087  
 



 

 

 

Governance, Risk and Best Value Committee 

10am, Tuesday 5 June 2018 

 

 

 

 

Whistleblowing update 

Executive summary 

This report provides a high level overview of the operation of the Council’s 

whistleblowing service for the period 1 January to 31 March 2018. 

 

 

 Item number  

 Report number 

Executive/routine 

 

 

 

Wards 

Council Commitments 
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Report 

Whistleblowing update 

 

Recommendations 

1.1 To note the report. 

 

Background 

2.1 The Council launched its confidential whistleblowing hotline service, provided by 

independent company Safecall, on 12 May 2014. 

2.2 This report covers the period from 1 January to 31 March 2018. 

 

Main report 

Reports to Safecall  

3.1 During the reporting period Safecall received four new disclosures as follows: 

 

 

Whistleblowing Review - Action Plan Progress 

3.2 Officers continue to explore options for the monitoring and reporting of 

management actions that result from whistleblowing investigations.  Systems 

already in use by other services, for the monitoring and reporting of other types 

of management actions, will be evaluated for their adaptability and any 

associated costs. 

 

Category  Number of disclosures  

Major/significant qualifying disclosures  0 

Minor/operational qualifying disclosures  4 

Category to be determined 0 

Non-qualifying disclosures 0 
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The Monitoring Officer will bring forward a report and his recommendations in 

this regard in the Autumn.  

 Whistleblowing Policy 

 3.3 Proposed revisions to the policy were approved by the Finance and Resources 

Committee on 27 March 2018. 

              

Measures of success 

4.1 Employees feel able to report suspected wrongdoing as early as possible in the 

knowledge that: 

 

4.1.1 their concerns will be taken seriously and investigated appropriately; 

4.1.2 they will be protected from victimisation; and 

4.1.3 the provisions of the whistleblowing policy ensure all matters at the 

           Council are fully transparent and officers are accountable. 

 

Financial impact 

5.1 The cost of the whistleblowing service for the three month period 1 January to 

31 March 2018 was £4,725 (exclusive of VAT). 

5.2 Investigation costs for the period were £3,260.50 (exclusive of VAT).  

 

Risk, policy, compliance and governance impact 

6.1 The whistleblowing policy was developed and agreed to complement existing 

management reporting arrangements and to ensure employees have the right to 

raise concerns in the knowledge that they will be taken seriously, that matters 

will be investigated appropriately and confidentiality will be maintained. 

 

Equalities impact 

7.1 There are no direct equalities implications arising from this report. 

 

 

Sustainability impact 

8.1 There are no sustainability implications arising from this report. 

 

Consultation and engagement 
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9.1 There was consultation with the trades unions to secure a local agreement in 

relation to the revised whistleblowing policy.   

 

Background reading/external references 

Finance and Resources Committee 27 August 2015: item 7.13 - Review of 

Whistleblowing Arrangements 

Finance and Resources Committee 27 March 2018: item_7.4_-_Whistleblowing_Policy 

 

Andrew Kerr 

Chief Executive 

 

Contact: Nick Smith, Council Monitoring Officer/Head of Legal and Risk 

E-mail: nick.smith@edinburgh.gov.uk  | Tel: 0131 529 4377 

http://www.edinburgh.gov.uk/download/meetings/id/47999/item_713_-_review_of_whistleblowing_arrangements
http://www.edinburgh.gov.uk/download/meetings/id/47999/item_713_-_review_of_whistleblowing_arrangements
http://www.edinburgh.gov.uk/download/meetings/id/56635/item_74_-_whistleblowing_policy
mailto:nick.smith@edinburgh.gov.uk
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