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1. Introduction

1.1 The Council’s Internal Audit service is provided by Audit Risk Assurance (ARA) under 
a Shared Service agreement between Gloucestershire County Council, Stroud District 
Council and Gloucester City Council.

1.2 ARA provide these services in accordance with the Public Sector Internal Audit 
Standards 2017 (PSIAS) which represent the “proper Internal Audit practices”. The 
standards define the way in which the Internal Audit service should be established and 
undertake its operations.

1.3 In accordance with the PSIAS, the Head of ARA is required to regularly provide 
progress reports on Internal Audit activity to management and the Audit and 
Governance Committee. This report summarises:

i. The progress against the Internal Audit Plan 2022-23; 

ii. The outcomes of the 2022-23 Internal Audit activity delivered up to August 2022; 
and

iii. Special investigations and counter fraud activity.

1.4 Internal Audit plays a key role in providing independent assurance and advice to the 
Council that these arrangements are in place and operating effectively. However, it 
should be emphasised that management are responsible for establishing and 
maintaining appropriate risk management processes, control systems (financial and 
non-financial) and governance arrangements.

2. Summary of 2022-23 Internal Audit work delivered up to August 2022

2.1 The following Assurance criteria are applied to Internal Audit reports:

i. Substantial assurance – all key controls are in place and working effectively with 
no exceptions or reservations. The Council has a low exposure to business risk;

ii. Acceptable assurance – all key controls are in place and working but there are 
some reservations in connection with the operational effectiveness of some key 
controls. The Council has a low to medium exposure to business risk;

iii. Limited assurance – not all key controls are in place or are working effectively. The 
Council has a medium to high exposure to business risk; and

iv. No assurance – no key controls are in place, or no key controls are working 
effectively. The Council has a high exposure to business risk. 



2.2 Audit Activity: British Telecom (BT) Network Upgrade (Service Area: Corporate 
Resources)

i. Assurance level for this report: Substantial; and

ii. No recommendations arose from this review.

2.3 Scope – The Council awarded a contract to BT for the supply of a new network 
combined with network services and works for up to 100 buildings. This audit reviewed 
whether the project to manage the BT contract had identified lessons learned. To 
enable actions to be taken forward and ensure that all works are completed in a timely 
manner.

2.4 Key Findings

i. The Council had started a lessons learned review with respect to the BT Network 
Upgrade Project, which continued during the course of this audit. The lessons 
learned have been documented in the Council’s Project ‘Changes Risks 
Assumptions Issues Dependencies (CRAID)’ Log;

ii. Discussion with the ICT Project Manager (Networks) confirmed that each lesson 
has been reviewed for re-use later in the project. It is notable that more than half of 
the lessons learned relate to 'Deployment' and 'Migration' and all of these have 
prompted positive changes in later activities in this project;

iii. The Council should ensure that the lessons learned themes are not only applied to 
the current BT Network Upgrade project but also to future projects.

2.5 Audit Activity: Carer Assessments (Service Area: Adult Services) 

i. Assurance level for this report: Acceptable; and

ii. Recommendations arising from this review have been prioritised as:

High Priority: 0
Medium Priority: 3
Low Priority: 0
Rejected: 0

2.6 Scope – This audit reviewed whether there is an assurance framework in place within 
the Council to ensure that Carers are signposted for an assessment. In addition, that 
Carer’s assessments are undertaken in line with the contract requirements.

2.7 Key Findings 

i. In March 2019 PeoplePlus Group Ltd were awarded the contract to run the 
Gloucestershire Carers Hub (GCH) and, as part of the contract, deliver carer 
assessments;



ii. From reviewing PeoplePlus’s quarterly reports, Internal Audit established that in 
2022 Quarter 1, 28 individuals, organisations or teams referred 579 carers to 
GCH. Of these 28, 12 were teams within the Council referring 83 (14%) of the 579 
carers. Self-referrals were the most common type of referrals at 42%;

iii. Internal Audit reviewed the carer assessment paperwork completed by GCH and 
the carer, as well as the services and support offered. It met the assessment 
requirements of both the Care Act 2014 and the Children and Families Act 2014;

iv. The Council’s contract with PeoplePlus sets out six carer outcomes that must be 
met by the service. Internal Audit found that the GCH assessment and subsequent 
support and guidance provided to carers would address these outcomes;

v. Adult Social Care workers may identify a carer when meeting with a ‘cared for’ 
person to assess their needs. The carer and the help they provide should be 
documented in the ‘cared for’ persons LiquidLogic system. However, evidence that 
GCH has been discussed with the carer is not formally documented or referrals 
followed up to ensure that support has been initiated;

Risk: Reputational damage if carers are not supported in an appropriate and 
timely manner. Risk of hardship or injury to carer or cared for if carers are not 
supported in an appropriate and timely manner; 

Recommendation: To ensure transparency when referring carers to GCH, the 
Adult Social Care team should: Formally document when they refer carers to 
GCH; and Follow-up referrals to ensure that the carer is appropriately supported. 
Target date: December 2022.

vi. There is no written and published referral process documentation to support 
Council staff in understanding topics such as carer’s eligibility requirements, 
signposting or expectations for managing a referral. However, no issues in 
mishandling of referrals or subsequent assessments were identified by Internal 
Audit;

Risk: Non-compliance with statutory regulations if carers are not referred in an 
appropriate and timely manner. Remaining risk in line with bullet point v.; 

Recommendation: The Commissioning Team should implement a process guide 
to support Council staff understanding of topics such as: Carer’s eligibility 
requirements; How to signpost (to ensure a consistent approach); Expectations for 
managing a referral; and Verifying that an assessment took place, where 
appropriate. Target date: December 2022.

vii. The Council receive an extensive set of reports from the GCH each quarter which 
including referral and assessment data, performance figures, Key Performance 
Indicators (KPI) measures, and case studies. These reports are reviewed and 
discussed at monitoring meetings held by the Commissioning and Performance 
team. The quarterly KPI report includes 75 measures although only ten have been 
allocated target figures;



Risk: Failure to effectively monitor contract performance. Reputational damage if 
contract performance is poor. Risk of hardship or injury to carer or cared for if 
services are untimely or of poor quality; 

Recommendation: Consideration should be given to review of the KPI’s and 
whether there would be a benefit from more targets to support effective 
monitoring. Target Date: October 2022.

2.8 Audit Activity: Change Management (ICT) (Service Area: Corporate Resources) 

i. Assurance level for this report: Acceptable; and

ii. Recommendations arising from this review have been prioritised as:

High Priority: 0
Medium Priority: 2
Low Priority: 1
Rejected: 0

2.9 Scope – This audit reviewed the procedures and controls in place with regard to IT 
Change Management.

2.10 Key Findings

i. An effective change management process has been established that follows 
Information Technology Infrastructure Library (ITIL) best practice principles. There 
is an ongoing process to identify the small number of unauthorised changes that 
are taking place outside of the change management process;

ii. The change management system was brought in-house in April 2021 and the 
initial manual system was replaced with the ServiceNow application in November 
2021. The change management process is applied to all known system changes. 
However, the process of identifying all systems where unauthorised changes may 
be taking place outside the established process has not been fully completed. The 
Council is planning to implement the Discovery functionality to address this issue 
as part of the ServiceNow development road map;

Risk: System changes may be made without being fully assessed, tested and 
documented;

Recommendation: All unauthorised changes should be identified, and processes 
implemented to ensure that all future changes are managed through ServiceNow. 
Target Date: April 2023. 

iii. A Change Management Policy has been documented to provide overarching 
guidance, but this has not been formally signed off. The Policy needs to be ratified 
by the Head of Service Management and the Assistant Director of Digital and ICT;

Risk: Management and operational decisions are not aligned with the Change 
Management Policy;



Recommendation: Ratification of the Change Management Policy by the Head of 
Service Management and the Assistant Director Digital and ICT. Target date: 
October 2022. 

iv. Change Management procedures had not been fully developed prior to the 
implementation of the ServiceNow change management system. These, the draft 
Change Management Process document, are now being developed and 
documented as part of the service improvement plan;

Risk: The lack of formal procedures may result in staff not following a standard 
process;

Recommendation: All change management processes to be fully documented, 
and the procedures be disseminated to all relevant staff. Target date: December 
2022. 

v. Changes are categorised as standard, normal, emergency, and major changes. A 
Change Advisory Board (CAB) and an Emergency CAB have been established to 
assess and approve changes. These processes accord with ITIL best practice;

vi. The change management service performance is being monitored and monthly 
reports are produced. A suite of nine change management related key KPI’s are 
detailed within the draft Change Management Process document;

vii. Internal Audit review of a sample of changes identified that all had been assessed, 
approved, tested, and documented in accordance with the documented draft 
procedure.

2.11 Audit Activity: Client Affairs – Follow Up (Service Area: Adult Services) 

i. Assurance level for this report: Substantial; and

ii. No recommendations arose from this review.

2.12 Scope – The Council’s Client Affairs team assist if an individual lacks capacity to 
manage their finances or assets and there is no other suitable individual to do so. The 
Council can apply to the Department for Works and Pensions to act as their benefit 
Appointee. Application to the Court of Protection can also be made to act as the 
Deputy for property and financial affairs. 

2.13 An audit of Client Affairs was undertaken by Internal Audit during 2020-21, focusing on 
the use of prepayment cards and Motability vehicles. The review resulted in a 
Satisfactory (Acceptable) Assurance level in meeting the control objectives for 
Prepayment Cards and Limited Assurance for Motability Vehicles. 

2.14 This follow-up audit provided an independent appraisal of the effectiveness of the 
implementation of the seven High Priority and four Medium Priority recommendations 
identified in the original Client Affairs audit.



2.15 Key Findings

i. Audit review confirmed that all 11 original recommendations have been 
implemented;

ii. Separate procedure notes have been written specifically for prepayment cards. 
This includes those areas highlighted as requiring updating following the original 
audit;

iii. Evidence of action taken following review of prepayment card reports is included 
on the Money and Property Management System, CASPAR;

iv. The standard template letter used to request driver details (Motability 1) has now 
been updated to include a declaration form. This streamlines the process and 
helps to ensure that only approved drivers use the vehicles; 

v. Procedures have been updated to ensure that copy driving licences are not 
retained.

2.16 Audit Activity: Community Capacity Grant – Grant Certification (Service Area: 
Adult Services) 

i. Assurance level for this report: An assurance level was not provided for this 
activity; and

ii. No recommendations arose from this review.

2.17 Scope – The purpose of the capital grant provided by the Department of Health and 
Social Care (DHSC) is to allow councils within England to invest in the running and 
maintenance of community social care. This enables councils to remunerate any 
expenditure lawfully incurred by them when delivering social care. The Council 
received Community Capacity (Capital) Grant funding of £1,360,488 in 2013-14 and 
£1,387,970 in 2014-15.

2.18 This audit reviewed whether the conditions of the grant determinations had been 
complied with during 2021-22.

2.19 Key Findings

i. Internal Audit review confirmed that expenditure during 2021-22 had been 
monitored by Strategic Finance and appropriate records maintained; 

ii. £523,154.84 and £1,044,129.45 Community Capacity grant was brought forward 
into 2021-22 from the allocations received in 2013-14 and 2014-15 respectively. 
Expenditure within 2021-22 cumulated to £164,006.74 and £25,184.66;

iii. Five invoices for expenditure totalling £149,170.40 (78.8%) were examined. All 
expenditure tested was in accordance with the grant conditions;

iv. Funding of £359,148.10 and £1,018,944.79 was carried forward into 2022-23;



v. Internal Audit gained appropriate assurance that the conditions of the grant 
determinations had been met. Therefore, the declaration was signed and 
submitted to the DHSC.

2.20 Audit Activity: Contain Outbreak Management Fund (COMF) – Grant Certification 
(Service Area: Adult Services) 

i. Assurance level for this report: An assurance level was not provided for this 
activity; and

ii. No recommendations arose from this review.

2.21 Scope – The purpose of the Test and Trace COMF is to provide support to councils in 
England towards expenditure incurred in the mitigation against and management of 
local outbreaks of Covid-19. £17,900,107.11 of grant funding was allocated to the 
Council during 2020-21 and 2021-22. 

2.22 This audit reviewed whether the conditions of the grant determinations had been 
complied with. The relevant grant determination numbers are: 31/5244, 31/5304, 
31/5341, 31/5411, 31/5456 and 31/5518.

2.23 Key Findings 

i. The records supplied by Strategic Finance confirmed that as of March 2022 
£10,261,137.09 of applicable expenditure had been incurred against the Test and 
Trace COMF;

ii. Internal Audit selected and reviewed 16 lines of the expenditure with a combined 
total of £416,457.40 across 2020-21 and 2021-22. Internal Audit was able to 
confirm that the expenditure was in accordance with the relevant grant conditions; 

iii. £200,000 had been allocated and paid to each of the six district councils within 
Gloucestershire during 2020-21. All six district councils provided evidence that 
their allocation of £200,000 had either been spent in full or will be fully exhausted 
in 2022-23;

iv. Internal Audit can confirm the remainder of the COMF funding, £7,638,970.02, has 
been carried forward into the current financial year 2022-23; 

v. Based on discussions with officers and review of records maintained by the 
Council, Internal Audit has gained appropriate assurance that the conditions of the 
grant determinations have been fulfilled. Therefore, the declaration have been 
signed and submitted to the DHSC. 



2.24 Audit Activity: Covid Test and Trace Support Scheme – Grant Certification 
(Service Area: Adult Services) 

i. Assurance level for this report: An assurance level was not provided for this 
activity; and

ii. No recommendations arose from this review.

2.25 Scope – The purpose of the grant was to provide support to councils in England 
towards expenditure lawfully incurred in the mitigation against and management of 
local outbreaks of Covid-19. £2,221,773 of grant funding was allocated to the Council 
under grant determination 31/5075, £1,425,694 of which had been carried forward into 
2021-22. 

2.26 This audit reviewed whether the conditions of the grant determination had been 
complied with.

2.27 Key Findings

i. The expenditure for the Covid Test and Trace Support Scheme Grant is monitored 
by the Principal Finance Officer. The records examined confirmed that 
£802,916.75 of the grant was expended during 2021-22; 

ii. Internal Audit selected and reviewed 7% of the funding spent on Intelligence 
Databases totalling £59,952.36. Internal Audit can confirm that the expenditure 
was in accordance with the relevant grant conditions;

iii. £726,684.06 of the expenditure was recorded against staff salaries and 
£15,614.71 was recorded against on call or out of hours. Internal Audit reviewed 
this expenditure and are content it meets the requirements of the grant 
determination;

iv. £300,000 had been allocated and split equally between the six Gloucestershire 
district councils during 2020-21. In line with a required action from the 2020-21 
grant review, all six districts provided evidence that their allocation of £50,000 had 
subsequently been spent in full;

v. Internal Audit can confirm the remainder of the Covid Test and Trace Support 
Scheme Funding, £622,777.53, has been carried forward into the current financial 
year 2022-23; and

vi. Internal Audit can confirm that the conditions of the grant determination 
No.31/5075 for 2021-22 had been fulfilled. As such the Covid Test and Trace 
Support Scheme grant declaration was signed and submitted to the Department of 
Health and Social Care.



2.28 Audit Activity: Direct Payments – Follow Up (Service Area: Children’s Services)

i. Assurance level for this report: Limited; and

ii. Recommendations arising from this review have been prioritised as:

High Priority: 3
Medium Priority: 2
Low Priority: 0
Rejected: 0

2.29 Scope – To provide an independent appraisal of the effectiveness of the 
implementation of the four High Priority and two Medium Priority recommendations 
from the original Direct Payments audit.

2.30 Key Findings

i. A total of six recommendations were made in the original report. At the point of 
Internal Audit follow-up, one recommendation had been fully implemented and the 
remainder partially implemented;

ii. Management provided well-considered and detailed responses to the original audit 
recommendations. However, the stated intentions had not all been implemented in 
full;

iii. The recommended updates to process documents, the Service Level Agreement 
and flowcharts had been discussed and agreed by management.  However, they 
had not been finalised and published;

Risk: Needs of Service Users not being met. Lapses in the early identification of 
any potential fraud or irregularity and recovery of payments. Reputational damage 
to the Council; 

Recommendation: The Direct Payment process documents and flowchart should 
be updated for the management of both one-off and ongoing Direct Payments. 
September 2022.

iv. The status of the payment cards is not regularly reviewed for appropriateness;

Risk: Needs of Service Users not being met. Lapses in the early identification of 
any potential fraud or irregularity and recovery of payments. Reputational damage 
to the Council; 

Recommendation: Management should regularly review the status of all payment 
cards and take action as appropriate. September 2022.

v. Internal Audit sample testing identified four payment cards with an ‘issued not 
active’ status that should have been closed and the balance reclaimed;



Risk: Needs of Service Users not being met. Lapses in the early identification of 
any potential fraud or irregularity and recovery of payments. Reputational damage 
to the Council; 

Recommendation: Management should close the four payment cards and 
reclaim the balances as identified by Internal Audit testing. September 2022.

vi. Direct Payment Service Users were not all being reviewed annually to ensure that 
issues and support for payment card use were identified;

Risk: Needs of Service Users not being met. Lapses in the early identification of 
any potential fraud or irregularity and recovery of payments. Reputational damage 
to the Council; 

Recommendations:

a. The current monitoring spreadsheet should be reviewed and updated to ensure 
that review dates are clear. This will support the team to ensure that all Direct 
Payment Service Users receive a review every 12 months and to schedule 
outstanding reviews accordingly.

b. All Direct Payment Service Users that have not had a review in the last 12 
months should be identified and a monitoring review should take place 
immediately.

c. Management should have oversight of each Direct Payment Service User’s 12-
month review and escalate when a review has not taken place.

d. A review checklist should be implemented to ensure that all reviews are 
standardised. This should include a check that ‘spend’ is compared with the 
agreed services (to meet the Service User’s assessed needs) documented in 
the Direct Payment Agreement.  September 2022.

vii. Quarterly management meetings take place to discuss a broad range of issues in 
relation to Direct Payments.  A robust reporting procedure to support this 
management oversight function had not been fully implemented.

2.31 Audit Activity: Fire and Rescue Authorities Grant – Grant Certification (Service 
Area: Community Safety)

i. Assurance level for this report: An assurance level was not provided for this 
activity; and

ii. No recommendations arose from this review.

2.32 Scope – The purpose of the capital grant is to support the operation of Fire Authorities 
and remunerate any expenditure lawfully incurred by them. £822,361 of funding was 
originally allocated to the Council in 2014-15 under grant determination 31/2322. 
£70,443.87 of the funding had been brought forward to 2021-22. 



2.33 This audit reviewed whether the conditions of the grant determination had been 
complied with.

2.34 Key Findings

i. The expenditure for the Fire and Rescue Authorities Grant is monitored by the 
Principal Finance Officer and appropriate records maintained. Expenditure for the 
financial year was confirmed as £51,790.09. Internal Audit tested £45,659.79 (88% 
of the total). All expenditure was in accordance with the grant determination;

ii. Internal Audit confirmed the £18,653.78 carry forward of the Fire and Rescue 
Authorities Grant into 2022-23; 

iii. Internal Audit confirmed that the conditions of the grant determination 31/2322 for 
2021-22 had been fulfilled. As such the grant declaration was signed and 
submitted to the Home Office.

2.35 Audit Activity: Growth Hub – Grant Certification (Service Area: Economy, 
Environment and Infrastructure)

i. Assurance level for this report: An assurance level was not provided for this 
activity; and

ii. No recommendations arose from this review.

2.36 Scope – The Council is the Accountable Body for Gloucestershire First Local 
Enterprise Partnership (GFirstLEP). Growth Hub funding is received by the Council on 
behalf of GFirstLEP from the Department for Business, Energy and Industrial Strategy 
(BEIS). A requirement of this funding is for an accountant’s report to be prepared by a 
professionally qualified member of the Accountable Body’s own Audit team and 
submitted to the BEIS. The purpose of this review was to satisfy the BEIS requirement.

2.37 Key Findings

i. The review confirmed that the GFirstLEP project expenditure for 2021-22 totalled 
£542,319.10. The expenditure incurred in excess of the £542,000 grant was in 
regard to salary costs and covered directly by GFirstLEP; 

ii. Internal Audit tested £76,973.45 of grant funding, a total of 14% of the total 
expenditure. It was confirmed that the sampled expenditure met the grant 
conditions;

iii. Internal Audit also confirmed that no other grants from a public body were received 
by the Accountable Body in respect of the project;

iv. The ‘Growth Hub Funding to LEP in 2021-22’ Accountant’s Report was submitted 
to the BEIS, prior to the set deadline. 



2.38 Audit Activity: Investment in Order of Saint (St.) John (OSJ) Care Homes 
(Service Area: Adult Services) 

i. Assurance level for this report: Acceptable; and

ii. Recommendations arising from this review have been prioritised as:

High Priority: 0
Medium Priority: 1
Low Priority: 0
Rejected: 0

2.39 Scope – Gloucestershire County Council (GCC) set aside £5.12m for the purpose of 
refurbishment works across nine care homes owned by the Council. These care 
homes are run by the Gloucestershire Care Partnership (GCP), a joint venture 
between OSJ and the Bedford Pilgrim Housing Programme on behalf of GCC. 

This audit reviewed the procedures and controls in place regarding governance 
arrangements for the refurbishment works at these care homes. 

2.40 Key Findings 

i. Internal Audit confirmed that the redevelopment of the care homes was being 
overseen by a lead officer, the Head of Delivery Services for Asset Management 
Property Services (AMPS). The refurbishment works were being managed by a 
Project Manager from within AMPS;

ii. Internal Audit were provided with minutes of meetings held monthly in the lead up 
to the start of the project. These minutes demonstrated that decisions that needed 
to be made by the partners were discussed within the meetings; 

iii. Internal Audit had not been able to fully test evidence to support that works have 
been undertaken in line with management decision making. This was due to the 
refurbishment works still being in their infancy with minimal spend incurred against 
the project at the point of the audit; 

iv. It was identified that the costing plan for one of the care homes had increased 
considerably from the initially expected costs in the region of £450,000 up to costs 
of around £1m. Discussions with the lead officer advised that this was due to 
increases in costs of materials post Covid-19 as well as, more recently, rising 
inflation. The meeting minutes identified that as a result of the cost plan 
demonstrating an overspend, lead officers had agreed actions to reduce the cost 
of the project; 

Risk: Overspend on project causing budgetary pressures. Potentially resulting in 
insufficient funding to complete refurbishments on remaining care homes. 
Reputational damage to GCC for perceived poor management of funding. Care 
homes do not meet required standards, therefore impacting the needs of 
residents; and



Recommendation: AMPS should identify what the expected costs of 
refurbishment for the remaining care homes will be, through the creation of cost 
plans for the homes. This is to provide management with an overview of the 
expected costs compared to the available budget for the whole project. This will 
then help to better determine if there is an overall budget shortfall for the 
refurbishment works required. The overall expected cost will then provide 
management with a clear picture of the savings that are required to be made to 
mitigate against an overall budget overspent.

2.41 Audit Activity: No Recourse to Public Funds (NRPF) (Service Area: Children’s 
Services)

i. Assurance level for this report: Acceptable; and

ii. Recommendations arising from this review have been prioritised as:

High Priority: 0
Medium Priority: 4
Low Priority: 0
Rejected: 0

2.42 Scope – NRPF is an immigration condition restricting access to public funds, including 
many mainstream benefits such as welfare and housing. As a result, families and 
individuals may have a right to financial support from social services. This would be to 
meet the assessed needs of a child (under Section 17 of the Children Act 1989) or 
because of complex health needs (under the Care Act 2014). In these cases, the 
Council has a duty to support the accommodation and subsistence costs of residents 
with NRPF. 

2.43 The audit reviewed the effectiveness of the NRPF processes following the 
appointment of an NRPF Case Lead in November 2020.  This included reviewing how 
NRPF expenditure was controlled, the interaction between the NRPF Case Lead and 
Social Care, and the recording and monitoring of NRPF cases.

2.44 Key Findings

i. There is no specific budget for NRPF and the expenditure is included in the 
Section 17 cost centres for each locality in Gloucestershire;

ii. The NRPF Case Lead assesses the financial status of the applicant at the 
beginning of each case and repeats this intermittently as required. This ensures 
that requests for Section 17 funding are supported by accurate costs.  A Resource 
Panel provides a strategic approval process for Section 17 requests across the 
county.  The NRPF element of Section 17 funding is recorded using a spreadsheet 
maintained by Children’s Commissioning. It is also held on the NRPF Connect 
system which is the platform for all NRPF costs; 

iii. The NRPF Case Lead has had a significant impact on closing historic NRPF 
cases.  A review of a sample of these cases identified a number where the Council 
had been providing subsistence and housing funding for between 12 and 62 



months. In a number of these cases, the NRPF Case Lead was able to support the 
applicant with their immigration case. These actions enabled the applicants to 
access public funds such as Universal Credit. This removed the requirement for 
the Council to continue to provide Section 17 support within two to three months of 
taking on the cases;

iv. A review of a sample of 11 cases that had been resolved identified that their NRPF 
payments had equated to £15,315.11 per month. This would equate to potential 
savings of £183,781.36 annually if all 11 cases had continued for a further 12-
month period without resolution;

v. There is a limit to the number of cases that the NRPF Case Lead can manage 
concurrently and consecutively. However, the length of time that the NRPF Case 
Lead is expected to work on a case has not been determined;

Risk: The number of NRPF cases that can be processed is limited;

Recommendation: The resolution point for the NRPF Case Lead when working 
on cases should be determined and implemented.

vi. Discussions with Social Workers participating in this review identified that 
knowledge of NRPF was limited and this has contributed to delays in cases being 
resolved.  They confirmed that the specialist knowledge brought by the NRPF 
Case Lead was invaluable.  They all advised that NRPF training would be 
beneficial, possibly through the recently established Social Work Academy;

Risk: Failure to operate in a consistent manner leading to unsatisfactory outcomes 
for clients or unnecessary costs to the Council;

Recommendation:  NRPF training should be provided to all Social Workers.

vii. NRPF is usually one element of a more complicated case.  The introduction of an 
NRPF flag on LiquidLogic (Children’s case management system) would enable 
easier identification of NRPF cases. This would, in turn, allow greater visibility 
within this area;

Risk: Inability to easily identify the number of NRPF cases;

Recommendation:  An NRPF case flag should be added to LiquidLogic.

viii. A review of a sample of cases identified that the highest-value funding requests 
were for accommodation. The applicants in many of these cases were housed in 
private rental properties as there is a shortage of available social housing 
accommodation;

Risk: Budget overspend; 

Recommendation: Management should explore the opportunities for partnering 
with social housing providers to enable access to social housing properties for 
NRPF clients.



2.45 Audit Activity: Universal Drug Treatment – Grant Review (Service Area: Adult 
Services)

i. Assurance Level for this report: Acceptable; and

ii. No recommendations arose from this review.

2.46 Scope – This was an addition to the 2022-23 Audit Plan. Following request for Internal 
Audit to provide assurance to enable the declaration on the Universal Drug Treatment 
(UDT) Statement of Grant Usage (SOGU) to be signed. 

2.47 The aim of the audit was to provide assurance that, in all significant respects, the 
expenditure was in accordance with grant conditions as detailed in the Memorandum 
of Understanding (MOU).

2.48 Key Findings

i. £415,000 of Universal Drug Treatment (UDT) funding was allocated to the Council 
to be spent during the period April 2021 until June 2022;

ii. The grant was paid to Change Grow Learn (CGL) to provide the required services. 
Payments were made to CGL once they provided the Council with details of UDT 
grant expenditure. The records supplied by the Principal Finance Officer confirmed 
that a total of £415,000 was received by the Council during 2021-22. CGL stated 
that the total expenditure for the UDT grant project was £413,795;

iii. CGL provided an expenditure breakdown from their accounting system. 
Supporting evidence was requested for a sample of expenditure totalling 
£125,970.98. Satisfactory evidence and explanations were provided;

iv. £1,205 of 2021-22 funding has not been spent. The 2022-23 grant funding to the 
Council will be reduced for this amount;

v. Internal Audit gained Acceptable Assurance that the conditions of the grant have 
been met. Therefore, the SOGU was signed and submitted to the Office of Health, 
Improvement and Disparities. 

2.49 Audit Activity: Value Added Tax (VAT) Registration Number – Data Analytics 
(Service Area: Council Wide)

i. Assurance level for this report: An assurance level was not provided for this 
activity; and

ii. No recommendations arose from this review.

2.50 Scope – To validate Vendor’s VAT numbers held on SAP (GCC’s financial 
management system). Verification included identifying non-standard VAT numbers 
such as those with an inappropriate length or invalid number combinations with the 
aim to identify potential VAT fraud.



2.51 Key Findings 

i. Internal Audit reviewed and tested 23,419 current vendors and found 69 do not 
have a VAT number that is nine digits long. This is likely to be a historic human 
error when entering the VAT number on SAP. Vendor details have been provided 
to the Income Payments and Shopping Team Manager for further investigation;

ii. A UK VAT number is not a ‘random’ set of numbers, there are two modulus 
formulae that can be used to identify whether the VAT number is valid or not. 57 
failed the modulus formulae checks. This could be either human error when 
entering the VAT number on SAP or a vendor providing a fraudulent VAT number. 
Vendor details have been provided to the Income Payments and Shopping Team 
Manager for further investigation;

iii. To analyse if a vendor had misappropriated another company’s VAT number, 
Internal Audit reviewed all vendors that shared a VAT number but where the 
vendors had different postcodes. Internal Audit identified eight that were unusual 
and shared the data with the Counter Fraud Team for investigation. The Counter 
Fraud Team did not find any impropriety with the eight VAT numbers;

iv. Three vendors did not have a “GB” suffix at the start of their VAT number and 
these were vendors with an address in Ireland. Internal Audit discussed the cases 
with the Income Payments and Shopping Team Manager who is investigating 
whether this is acceptable following Brexit; 

v. 15,497 do not have a VAT number. This may be because they are not VAT 
registered. Due to the high number of vendors, Internal Audit will provide a list 
upon request for the Income Payments and Shopping Team Manager for review.

vi. No formal recommendations were raised as part of the VAT data analytics review. 
The Income Payments and Shopping Team Manager has agreed to take the 
above findings forward and progress the review and correction of VAT numbers on 
SAP.



3. Counter Fraud Update – Summary of Counter Fraud Activities

Current Year Counter Fraud Activities

3.1 To date in 2022-23 there have been three new irregularities referred to the ARA  
 Counter Fraud Team (CFT). Of which, two have been closed:

i. One referral was linked to the use of Council vehicles. Although the concerns 
raised had occurred in two different directorates, the issues were similar. In both 
cases the issues were linked to fines and parking tickets. Staff using a Council 
lease or owned car are responsible for fines incurred during the period they are 
using the vehicle. In one case the vehicle usage logs had not been maintained and 
this had resulted in difficulties in identifying the driver. In the second case the line 
manager queried the quality of the photographic evidence and the need to have 
the fine sent to the driver’s home address. 

Although there is no evidence of fraud or irregularity in either of these cases, they 
do demonstrate potential internal control failures that need to be addressed. The 
risk themes have been shared with the Internal Audit team for consideration of a 
vehicle use compliance audit within the 2023-24 Internal Audit Plan risk 
assessment.

ii. The second closed case was in respect of the Government Workforce Recruitment 
and Retention Funding (WRRF) phases one and two. An anonymous message on 
the whistle blow line alleged that a provider of domiciliary care had claimed the 
grant funding but had not passed on the funding to eligible staff. Following a 
meeting with CFT, the provider advised the Council that they would be returning 
the full amount of the grant received. On 25th July 2022, the Council raised an 
invoice against the provider for £13,562.72.

There was a second concern raised in respect of this provider. It was alleged that 
the provider was employing international staff and that these employees did not 
hold valid driving licences. The CFT was unable to find any information to support 
this allegation. No further action will be taken.

3.2 The outcomes of the remaining case will be reported to the Audit and Governance 
Committee on its completion.

3.3 It should be noted that many of the cases referred to the CFT involve intricate detail 
and Police referral. This invariably results in a delay before the investigation can be 
classed as closed.

3.4 The CFT continues to provide wider counter fraud support and guidance to Council 
staff where required. 

Previous years’ referrals closed case

3.5 In addition, the CFT has continued to work on three cases carried forward from prior 
year. Of these, one case has been closed:



i. The CFT was contacted by Her Majesty’s Revenues and Custom (HMRC) 
requesting assistance with one of their cases. They were investigating a 
disqualified director who was believed to be acting as a hotelier in Gloucestershire. 
HMRC were requested to submit a Data Protection Act (DPA 2018) request for the 
information. On receipt of the DPA 2018 request, the Council was able to provide 
information required, including witness statements, to support the case. Unless 
further information is required by the HMRC, it is unlikely that the Council will 
receive any updates on the outcomes of this case.

National Fraud Initiative (NFI)

3.6 Internal Audit continues to support the NFI which is a biennial data matching exercise 
administered by the Cabinet Office. The data collections for the 2022-23 exercise are 
due to be uploaded to the Cabinet Office from 7th October 2022. It is anticipated that 
the data matching reports will be released for review from January 2023 onwards.

3.7 The full NFI timetable can be found using the link available on GOV.UK – 
https://www.gov.uk/government/publications/national-fraud-initiative-timetables.

3.8 Examples of data sets include housing, insurance, payroll, creditors, council tax, 
electoral register and licences for market traders or operators, taxi drivers and 
personal licences to supply alcohol. 

3.9 Not all matches are always investigated but where possible all recommended matches 
are reviewed by either Internal Audit or the appropriate service area within the Council. 
To date, the review of the 2021-22 data matching exercise has identified errors leading 
to the recovery of £12,891.06 from a review of the Pension-to-Pension Gratuity to 
DWP Deceased matches.

National Anti-Fraud Network (NAFN)

3.10 NAFN is a public sector organisation which exists to support its members in protecting 
the public interest. It is one of the largest shared services in the country managed by, 
and for the benefit of its members. NAFN is currently hosted by Tameside Metropolitan 
Borough Council.

3.11 Membership is open to any organisation that has responsibility for managing public 
funds or assets.  Use of NAFN services is voluntary, which ensures delivery of value 
for money. Currently, almost 90% of councils are members and there are a rapidly 
growing number of affiliated wider public sector bodies including social housing 
providers.

3.12 Many potential attempted frauds are intercepted. This is due to a combination of local 
knowledge together with credible national communications, including those from the 
NAFN. Fraud risk areas are swiftly cascaded to teams by the CFT for the purpose of 
prevention, for example national targeted frauds.

https://www.nfi.gov.uk/r/34AA62E5BC1349DFA38F24BE5DCADC53
https://www.gov.uk/government/publications/national-fraud-initiative-timetables


International Fraud Awareness Week (IFAW)

3.13 This year as in previous years, Gloucestershire County Council is signed up as a 
supporter of IFAW.

3.14 The week runs from 13th to 19th November 2022. The aim of the week is to raise 
awareness of different types of frauds and scams and how to prevent the Council 
falling victim to them. More information will be issued nearer the time.

https://www.fraudweek.com/what-you-can-do

