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Swansea Bay University Health Board
Confirmed
 Minutes of the Audit Committee 
held on 21st November 2024
 via Microsoft Teams

	Present:

	Nuria Zolle 
	(NZ)
	Chair 

	Jean Church
	(JC)
	Independent Member 

	Patricia Price 
	(PP)
	Independent Member 

	In Attendance:

	Jason Blewitt
	(JB)
	Audit Wales

	Amelia Cole
	(AC)
	Corporate Governance Officer (Note taker)

	Len Cozens
	(LC)
	Head of Compliance 

	Melanie Goodman
	(MG)
	Audit and Assurance Services 

	Darren Griffiths 
	(DG)
	Head of Finance and Performance 

	Martyn Lewis 
	(ML)
	Audit and Assurance Services

	Hazel Lloyd 
	(HL)
	Head of Corporate Governance 

	Osian Lloyd
	(OL)
	Head of Internal Audit 

	Alison McLennan
	(AMC)
	Assistant Director of Finance 

	Rebecca Nix 
	(RN)
	Regulatory and Compliance Manager

	Felicity Quance 
	(FQ) 
	Audit and Assurance Services

	Sara Utley 
	(SU)
	Audit Wales

	Alison McLennan
	(AMcL)
	Assistant Director of Finance 

	
	
	

	Apologies:

	Anne-Louise Ferguson 
	(ALF)
	Independent Member

	Julie Lloyd
	(JL)
	Head of Culture, OD & Staff Experience 

	Anjula Mehta 
	(AM)
	Acting Executive Medical Director




	Minute No.
	

	128/24
	WELCOME AND APOLOGIES 

	
	The Chair opened the meeting and welcomed all present.
The committee noted the apologies above.

	129/24
	DECLARATIONS OF INTEREST

	
	There were no declarations of interest in addition to those already declared on the declarations of interest register.

	130/24
	INTERNAL AUDIT PROGRESS REPORT AND TO INCLUDE; A VERBAL UPDATE ON THE WAITING LIST MANAGEMENT RESPONSE

	
	The Committee received a report on internal audit progress including a verbal update on the waiting list management response. 
In introducing the report, OL highlighted the following:
· Section two of the report showed that good progress in terms of sending final reports was being made. Two are in draft, ten are in progress and three are at planning stage;
· There are six final reports which have not been started, however, they are scheduled for quarter four with no concerns at this stage for delivery of the overall plan by the end of the year;
· Section three highlighted the review of the Strategic Equality Action Plan which was proposed to be deferred until 2025/2026 at the request of the SBUHB;
· There are discussions with the SBUHB to determine the replacement audit;
· Section six highlighted that the new global internal audit standards would come into effect for public sector orders from the 1st of April 2025 to align with the financial year;
· The team are undertaking preparatory work to understand the impact of their work and to ensure it would be appropriately applied to those standards;
· Audit were not anticipating any changes to their approach and if any were identified the committee would be updated;
· It was reiterated that the Audit committee note the progress and approve the deferral of the Quality Action Plan audit. 
NZ invited questions:
NZ asked OL to provide an update on the List Management Risk, the Waiting List Management response which NZ believed referred to the discharge planning report. 
OL responded that the discharge planning recommendations were suspended on the tracker pending the audit. OL addressed the wait list margins informing there was a limited assurance report last year. OL said that this would be picked up as part of the usual follow up work later in the year. 
NZ thanked OL for assuring the committee that the district planning waiting times would be picked up as part of the follow up work. NZ highlighted how the audit plan was meticulously considered and agreed in advance to ensure that the committee deliver the strategic objectives and made a difference to the population. Deferring work was not taken lightly, NZ continued to say particularly given equalities as a key priority for SBUHB as a population health body and was grateful for the assurance that this would not fall under the radar and invited HL to come into the discussion. 
HL informed discussions had taken place with executives and OL where the deferral had been flagged for the 2025/2026 annual work program for internal audit.
NZ thanked HL and stated that several limited assurance reports had come to the Audit Committee and looking ahead, there was a need to send a clear message that the Committee should address and discharge the limited assurance reports as a priority moving forward. NZ asked OL with the internal standards pending would OL like to alert the committee with anything.
OL responded with nothing further to add. 
NZ welcomed MG to discuss the Morriston Hospital Burns ICU and Theater 7 (Phase 1) Final Internal Report:
· The report was positive;
· Substantial assurance was awarded to the governance arrangements, including the project board set up;
· One high priority recommendation which related to the formal approval of compensation events at the project under the contract mechanisms;
· Management had agreed to implement improved processes and retrospectively went back and approved all of the compensation events to date.
NZ invited questions:
PP asked if MG was happy with the way that the change control issues had been dealt with by management.
MG informed PP that she was happy. 
NZ highlighted that PP question related to the fact that we have seen findings reoccurring in Aundi Committee. NZ felt that members would agree that it was not the first time a change control issue had been raised. 
NZ welcomed FQ to discuss Child and Adolescent Mental Health Services (CHAMS) Transition, Final Internal Audit Report:
· A piece of work was undertaken in relation to the transition, backing up part of the 2022/2023 plan which was a limited assurance report;
· The report recognized that this was prior to the repatriation of the services and was aligned with the stage of patients moving from CAMHS in to the adult mental health provision;
· The reasonable assurance report had five matters arising from which ten were rated medium recommendations and one was low rated;
· Some challenges have occurred, these included a company transfer have continued to emerge in that period following the transfer including workforce, fragility within the workforce which had been reported at committee level in relation to reliance on agency staff;
· The recruitment challenges have impacted the development of the substantive workforce to remove the reliance on the agency staff, recognizing the wider problems with recruitment;
· Data quality was faced with issues, including the validation of the data for the monitoring of the Attention Deficit Hyperactivity Disorder (ADHA) medication. There was an expectation that this would have been completed prior to the transfer, however it was taken to the Health Board and it was noted that 147 patients were in breach of their review dates with 54 overdue by one year; 
· Regarding to regular reporting against key performance indicators it was noted there could be a wider capture and portion of patient feedback and quality measures within that;
· It was noted that there was good work in terms of working towards meeting the requirements of the targeted intervention measures.
NZ invited questions: 
NZ praised the report showing reasonable assurance. NZ recognized the challenges around staffing noting these could not be overlooked. NZ highlighted the importance of alerting the Workforce and OD committee members to look at staff in relation to CAHMS when addressing workforce plans. 
NZ welcomed ML to discuss Record Management (non-acute health) Final Internal Audit Report: 
· It was noted the report had come out as limited assurance, it was highlighted that this was looking at non acute health records and corporate records;
· There is guidance in place for records management, due to the wording some departments did not think the guidance was applicable to them and directed more to the acute records. Therefore, they sought guidance from other Health Boards or bodies;
· It was noted that although the guidance was right it allowed for inconstancies to occur, which does not bode well; 
· The storage facilities in general where the records would be kept proved to show good protection from the environment and security although there were some exceptions where there was some water damage and drops in security and control over the records on occasion; 
· Overall, the Health Board do not have a coordinated record management process. Departments are left to sort their own arrangements, which has meant the records are not very well managed. This represents both internal and external so the Health Board may not be getting best value from that, though all departments did knew where their records were;
· It was noted that when transporting records around Health Boards to external storage facilities, containers are often unsealed containers which highlights a loss of security and it does not comply with the Health Board’s storage and security policy;
· A breach in General Data Protection Regulation (GDPR) was noted with records being retained past the retention schedule;
· It was noted that the Blood Inquiry put a moratorium on destruction of records, it was not all records and the embargo has been lifted;
· Acute records were now being destroyed and being moved to a centralized storage facility which would free up space. Once this project ends the intent would be to convene a wider project to identify the full storage needs and to understand what space currently sits with the Health Board and what external space is required.
NZ invited questions: 
JC expressed she was content with the report but raised concern with the issues around the records. JC felt there was a haphazard approach to record management. As an Independent Member (IM) JC sought comfort in a longer-term plan.
HL wanted to reassure JC that the Director of Digital had brought the concerns of record management to the attention of the executives setting out a plan. 
NZ asked a question in terms of time frames and visibility in terms of discharging those recommendations, wanting to clarify if ML was happy with the management response. 
ML informed NZ they were, explaining the acute records were being stored at a single site and part of that saw a high volume of records being destroyed. Once that project completes ML clarified space would become available. ML highlighted moving toward electronic patient records therefore the need for physical record storage should drop off over time and that the timescales were appropriate
NZ suggested with the consent of JC to refer this item to the Digital, Research & Innovation Committee. JC agreed.
NZ welcomed FQ to discuss Tertiary Services Final Internal Audit Report: 
· The report was presented in a new format making it more concise in details. There are no recommendations against a finding rather it would be an agreed management action determined between Internal Audit and the Executive Lead;  
· A review was undertaken of the planning arrangements for the tertiary services, including the principles in place to support the Regional and Specialised Services Provider Planning Partnership (RSSPPP) Programme. This Programme was a collaboration between the Health Board and Cardiff and Vale establishment in 2018 to develop a shared vision of the future delivery of sustainable Specialised services across South Wales;
· There are 147 Specialised services provided by Cardiff and Vale and 87 by the Health Board. The Health Boards have recognised the need to further strengthen these partnership arrangements with the view to developing commissioning arrangements for Specialised services and ensuring that they are equally accessible and suitable; 
· Measures had been carried out to strengthen the above including a recent review of the Memorandum of Understanding for the programme and the associated terms of reference for the partnership and programme boards;
· There had been enhancements to the commissioning and development of Specialised services process, particularly with baseline assessment;
· Despite the commitment of the associate programme director and efforts of other staff progress to take the programme forward proved to be slow. This was due to its volume and complexities. The number of interim appointments in place at the SBUHB has reflected through the team and Audit Wales through recent work, as well as general resourcing issues;
· The challenges with resource have been raised at a number of reviews and they have been recognised and documented. Temporary staff are in place so the programme does not lose momentum;
· With this being a limited assurance review the main areas of focus arising from that are the need to review and finalise on the Specialised services strategy, both at a health board and partnership level to determine the longer-term direction of service provision, as well as identifying the funding and staff resource required to deliver the programme; 
· The need to design a workplan to provide oversight of the programme delivery and prioritisation of projects and documented procedures to support the wider project management process;
· A review of a government structure would be required to ensure there would be sufficient oversight with the performance of the programme and delivery of the RSSPPP priorities. 
NZ invited questions: 
NZ welcomed the new reporting format and thanked FQ. NZ raised a question relating to the Audit and the opportunity to reflect on a long-term direction once key posts had been filled on a permanent basis. NZ stated the management response suggested a shared vision and principles on 11th November 2024. NZ sought confirmation that the relevant posts were filled.
FQ specified she was unsure in terms of the current staff situation but would follow up with NZ via email. 
The Committee took assurance of the Internal Audit progress report. 

	131/24
	AUDIT TRACKER AND STATUS OF RECOMMENDATIONS TO INCLUDE: THE OVERDUE ACTIONS AS A PERCENTAGE

	
	The Committee received a report on the Audit Tracker and status of the recommendations to include the overdue actions as a percentage. 
In introducing it, LC highlighted:
· The Audit Wales reports saw the number of overdue actions increase slightly by one since the last report to the committee. That is up from 12 to 13;
· Seven actions were reported as closed during the period, they related to primary care follow up review and the workforce planning arrangement audits; 
· Assurance reports saw a number of overdue actions increase by 13, from 100 to 113 in total;
· As requested in the previous committee meeting, a table at 4.2 represents the, closed, in progress and overdue action, as a percentage of the total number of actions contained within those reports;
· 57% of the actions are reported as closed, 12.5% in progress with their completion dates not yet reached and approximately 30% overdue; 
· 28 new actions became overdue for the reporting period;
· In total, directors and their teams have reported 50 actions closed during the period; 
NZ invited questions:
PP asked for an updated on the Audit Wales three board walk around overdue actions. PP further asked about the 30% internal audit overdue which had increased again, PP stated her concern and sought understanding of other Health Boards and their standing. 
OL stated that work was being done to track implementation of recommendations better. 
HL stated the boardwalk rounds do have implementations in place. HL highlighted with the new Chair and Chief Executive Officer, their views were being sought and a proposal would be brought forward to the January board meeting. Discussions had been held to understand how it would fit within the organisation and how it would come together. 
JC queried the 1/3 overdue actions being presented to the committee; JC sought clarification on the usual amount that would normally be seen. 
LC informed JC that this was the first time the figures had been produced as a percentage. LC stated in the next report he could present a picture of performance over the last couple of years in that area. 
HL mentioned for members awareness, overdue actions are taken to the executive team and they work hard to close them down. HL had discussed with LC that once the draught management responses were complete; with LC experience he could support the Executives and provide guidance on deadlines. HL continued having LC there the committee could be satisfied as well that the actions are appropriate to discharge the risk as well or mitigate them as far as possible. HL highlighted rather than chasing overdue actions, it would help the Executives to give reassurance of the high priority and the focus on reducing those as quickly as possible. 
OL wanted to point out an additional field in the report now expected evidence of implementation. OL said this would make staff of the Health Board think more deeply of what could be produced to demonstrate the actions closed.
LC agreed that the additional field was a welcomed addition to the audit report. LC queried if the same rigor was applied to the evidence in the response, to ensure the Audit team are happy. 
OL confirmed with LC that would happen, if detail was not sufficient enough it would be addressed. 
NZ highlighted the gaps visible in the 2023 tracker. NZ wanted the Executives to priorities or delegate updating those responses. 
NZ emphasised the details of the recommendations where several had been discharged. NZ believed it to be around cancer, NZ sought merit in terms of the governance team going through the overdue recommendations. Looking for those that seem to be complete or near completion.
LC stated there were some recommendations that were able to be closed. LC raised concern around the language used to update the recommendations, stating that it was not clear enough. LC had reached out to management for clarification. LC stated he would be working through specific actions before the new year to clearly establish the position with the aim to close some.
NZ informed the committee she would pick the report around the area of learning, those recurring in relation to control and weakness and highlight with the agreement of the committee the findings from the Morriston and IC report in relation to project management and retrospective actions. 
The committee agreed. 
NZ stated as part of the governance arrangements the tertiary report would be referred to the Population Health and Partnership committee and the records management to Digital, Research & Innovation Committee
The Committee took assurance from the Audit Tracker and status of the recommendations to include the overdue actions as a percentage report. 

	132/24
	BOARD ASSURANCE FRAMEWORK AND THE HEALTH BOARD RISK REGISTER

	
	The Committee received a report on the board assurance framework and the health board risk register. 
In introducing it, HL highlighted:
· There are 22 risks which have reached or are above the risk appetites, three scored at 25 which scores at the highest level; 
· There were two new risks which came following the closure of the overarching maternity staffing levels which was high risk for some time;
· Neath Port Talbot (NPT) birthing center opened therefore two new risks were recognised. These risks sit at level 16 but anticipate they will be reduced over the next month or two; 
· The risks for impact assessment requirements have increased and that was linked to the current judicial review that was ongoing in relation to the Emergency Medical Retrieval and transfer Service (EMRT) air ambulance changes and also access to SACT cancer services due to staff sickness across multidisciplinary teams there;
· Demands are out stripping capacity at the present time but anticipating the risk will be reviewed;
· One risk has been reduced, the fetal growth assessment which is moving in line with gap and grow. This is sat at level 12; however, it could come off the Health Board Risk Register (HBRR) and be monitored through the service group risk management arrangements; 
· Two risks have closed relating to Mental Capacity Act and disruption due to industrial action, this was the British Medical Association (BMA) issue;
· HL, Head of Compliance, the Regulatory and Compliance Manager and the Assistant Head of Risk & Assurance have discussed how to rest and understand what the organisation needs. The team have spoken to Audit Wales, Internal Audit and the team use the report received from them. Other organisations in Scotland, England and Wales have been looked at and it has been thought how this could work for SBUHB;
· A strategic risk and assurance register will be introduced, this will be a high-level strategic risk register that will take account what the strategic risks in delivering the strategic objectives would be;
· A risk management strategy will be brought forward which would take the SBUHB up to March 2026 which will be beneficial;
· The risk management group and the risk scrutiny panel will merge into a risk executive group that would meet monthly and report to the management board;
· The service groups have been listened too and consulted with the risk scrutiny panel members and risk management board and taken on views in terms of what they need;
· Going forward for board, HL was going to take the revised Board Assurance Framework in the resource section and proposed in the board development session in December they look at the template of the Strategic Risk Register but also what are the strategic risks and look at the strategic objectives.
NZ invited questions: 
NZ had preliminary met with PP and confirmed they were aligned in their thinking. NZ suggested that their current thoughts were shared and sought assurance HL may wish to consider moving forward. NZ asked for the committee to agree they were happy to advise the board of this item.
JC emphasized that she believed the ongoing work had been robust and the proposals along with the recommendations for the risk register would be approved moving forward. JC did note that there had been no reference to the Nolan principles, JC queried if they should have been considered.
HL agreed raising the Nolan principles was a valid point and that they could be included. 
PP expressed approval of the approach, stating that it clearly defines the role of the Board Assurance Framework (BAF) and the Strategic Risk Register. PP believed it would create a strong connection between objectives and the risk associated with their delivery. PP stated she would have liked to have seen more detailed information on section 6.14, which covered external internal assurances, particularly for IM’s. PP emphasized that it was a crucial independent review that was heavily relied upon, therefore additional information in that section would be beneficial. PP suggested detailing a risk example from start to finish on the Strategic Risk Register would be an added benefit.
HL thanked PP for her feedback and said they would be taken on board and would update the document for the board development session. HL stated there was a mockup of a Strategic Risk Register that could be shared with members. 
LC mentioned that there was a populated version that serves as a hybrid of the current Board Assurance Framework and the existing Health Board Risk Register. LC stated it incorporated examples from other organisations across the UK to illustrate what a complete document might look like. LC suggested selecting a strong example from that version to use in the December development session. This would then serve as a guide for the intended direction. 
NZ highlighted two risks. The first related to Welsh language. The score sat at 16. NZ requested this was looked into. The second risk related to maternity staffing levels for the birth in place, NZ raised concern about the increased risk and sought clarification as to how that occurred. NZ summed up the BAF and risk register stating assurance was sought within clarity on the connection between the NOLAN and the operating approach and how they algin with the broader framework and risk register. Additionally, assurance was sought regarding the levels and lines of defense as the current format did not provide much detail, require more information. NZ stated assurance was also required around the equality impact assessment, which was crucial. NZ highlighted that it was more than identifying negative impacts but also about the ability to actively promote equality and cohesion. This proved to be an important aspect, NZ continued it had significant implications for population health and service access. NZ discussed general issues where assurance would be needed. The risk, revised framework needed to be adequately supported across the organisation in terms of an operational level of assurance. NZ stated it was important that the framework was owned by all in the organization and that risks are raised in a timely manner. NZ noted some of the changes mentioned by HL, NZ felt the above linked in with the audit recommendations and that would be one of the assurances the committee would like to see. NZ continued those assurances would like to be seen around the capacity, the ability to support the framework, NZ wanted to see that become a live document that would be regularly used by all in the organisation. NZ felt as Chair it would be important to highlight the need to review the risk appetite, given it was last reviewed in November 2022 during COVID recovery stages. 
HL confirmed that the risk appetite would be reviewed during the December Board Development. 
NZ wanted to give the opportunity for Audit Wales to share their thoughts on where SBUHB currently stood, the progress observed in SBUHB development so far, and any insight Audit Wales might have from other organisations as observers. NZ asked if there were any lessons or considerations Audit Wales believe the SBUHB should reflect on. 
SU informed that HL had shared draughts where Audit Wales had the opportunity to comment. SU noted that the link to the strategic objectives of the organisation were welcomed and the it was positive to see there was a programme in place, the board development and the consultation on that. SU stated that Audit Wales had held on the structure assessment report so that they can capture the changes and make sure that’s as up to date as possible.
NZ noted the appreciation from the committee on everything HL and the team do.

	133/24
	AUDIT WALES PERFORMACE AND PROGRESS REPORTS

	
	The Committee received Audit Wales performance and progress reports. 
In introducing it, JB highlighted:
· The main accounts are signed off in July;
· The charitable funds audit has started, this should be complete by Christmas and ready to meet the deadline by the end of January 2025;
SU highlighted: 
· Exhibit two showed the performance audit programme, the review of the unscheduled care can be seen which will be available imminently; 
· The structured assessment will be delayed to capture the work that has been carried out on risk management;
· The planned care review, report was in the process of being drafted;
· There was continuing work on the scope of the digital deep dive;
· Other local work on the current plan was the quality governance and the aim was to get that project brief issued at this side of Christmas with a view to start in January 2025;
· Audit Wales wanted to draw members attention to the recently produced National Fraud Initiative report. The self-assessment checklist would be updated.
NZ invited questions: 
NZ highlighted that the charitable funds audit had started, NZ asked if there was an update to provide.
JB said it was early days with nothing to report.
NZ brought to attention the high volume of reports coming to the Audit committee in January. NZ requested that Audit Wales work with HL informing when the reports can be cleared and it would be helpful if the IMs could have the reports in good time to help with their workload.
The Committee took assurance from the Audit Wales performance and progress reports. 

	134/24
	FINANCE UPDATE

	
	The Committee received a finance update.
In introducing it, DG highlighted:
· At the end of month seven there was a £3.1m overspend;
· Spend year to date sits at £48m;
· In terms of tracking into the £50m to control top forecast released control total, that means there is £2m worth of headroom over the next five months; 
· The pack shows an improving trajectory in terms of the delivery;
· Month seven has been described as a good number achieved the wrong way, because there are lots of non-recurrent in month seven. It was part of the plan, but the required reduction in the run rate of the availability spend of the organisation was not seen; 
· Slide two shows key movements in month seven and highlighted the good savings improvement in terms of delivery; 
· Pressures are still being seen across pay and non-pay and some surge bed areas also;
· Variable pay still remains a challenge, month seven saw £5.8m spent which was the highest month. Despite efforts to control variable pay, we are seeing an increasing bank usage;
· We have seen non-medical agency and medical agency increased based on a comparative average from the previous quarter;
· A lot was being done to recover and sustainably manage this but it’s proving to be a stubborn aspect of the spend;
· Currently we are chasing down £59.2m worth of savings this year in terms of plans on the books;
· There are £51.9m of plans identified;
· In terms of delivery of those plans, £47.9m;
· The plans show the SBUHB are £11m off the savings delivery, which means we are not yet on track to deliver £50m;
· The target intervention letter was highlighted, we have been escalated for finance, planning and strategy since the last committee meeting and we have discussed this with Welsh Government;
· The frequency of the Recovery Sustainability Board will now sit twice a month, the governance has been increased and they will be checking at behaviors in spend
NZ invited questions:
NZ recognized that the finance update was scrutinized by the Performance and Finance committee and the Independent Member briefing are provided with an update on a regular basis. NZ highlighted the focus at the Audit committee was around adequate governance structures and systems in place that support the recovery and sustainability and the long-term financial plans. NZ suggested having a paper to describe what the governance arrangements look like and what the terms of reference are for the group and asked if DG was in a position to bring that paper to the Audit committee at the next meeting. NZ suggested having a conversation with HL around producing the paper. 
DG informed NZ that the paper would be straightforward and could produce it before the next committee meeting. 
PP raised concern regarding the ability to hit the £50.1m deficit, run rate pressures and winter coming, PP stated the confidence in the delivery of £59m savings it was important to alert the Health Board. PP raised a key mitigation, setting up the RSB Recovery and Sustainability Board. PP highlighted that the membership was robust and felt it was suited that the Chief Executive Officer was chair. This represents organizational change and the Service Group Directors are on the Board again which reflects positivity. PP discussed a briefing with the Finance committee noting the drive was about pace, pace of change and highlighting a key concern around Board and how it would be supported and how the members of board were supported. 
ACTION: DG
The Committee noted from the finance update.

	135/24
	FINANCIAL CONTROL PROCEDURE 

	
	The Committee received a report on the financial control procedure.
In introducing it, AMcL highlighted:
· Of the 13 reviews that were scheduled for quarter three of 2024/2025, three have been completed and the remaining ten are in process of being reviewed. They aim to be complete by the end of quarter;
· There are three reviews scheduled for the final quarter of 2024/2025 and they are currently being sent out for discussion and review in advance;
· Regarding the Regional Integration Fund Financial Control Procedure, the Regional Partnership Board have updated the Memorandum of Understanding which can be seen in appendix B for approval of the Audit committee;
· AMcL has asked the committee to note the financial control procedure plan for 2024/2025 at appendix A.
NZ invited questions: 
NZ queried if there was capacity to deliver all of the reviews before the end of the financial year as planned. NZ asked if there was a contingency plan in place.
AMcL stated there was one review in quarter four to develop a balance sheet financial control procedure which would be more detailed but ensured work was under way on it. AMcL confidently expected all reviews to be completed and would not be aware of anything that might deviate the team from that plan. 
The Committee approved the Memorandum of Understanding, took note and assurance from the financial control procedure report.

	136/24
	MINUTES OF THE ALL-WALES AUDIT COMMITTEE CHAIRS MEETING: SEPTEMBER 2024

	
	The Committee noted the minutes of the All-was Audit Committee Chairs meeting, September 2024

	137/24
	COUNTER FRAUD REPORT

	
	The Committee received a counter fraud report. 
In introducing it, ME highlighted:
· The team are still resource heavy with regard to undertaking investigations. The investigations are flowing nicely and good sanctions are coming and it’s a good successful area, however, impact was being seen in areas in terms of proactive work as a result;
· ME wanted to see more proactive work in terms of the more general population across the SBUHB with regard to attending accounts fraud training session; 
· In regards to the plan, a wide-ranging review of the current plan position will take place on a monthly basis;
· More effort and resources would like to have been put into certain aspects but backing off due to the resource impact on the investigations;
· There had been good progress in terms of strategic governance with consultation that’s been ongoing for a number of years;
· The council Fraud Arrangements in the NHS Wales, a model has been shared in appendix 1. The idea was to look at a greater resource and a greater direction being provided on a national basis in certain areas which need assistance;
· The benchmarking report has made good progress, cases are progressing. Cases are coming in and being closed where appropriate;
· The department in SBUHB are outstripping other Health Boards and are on par with the national investigation team in terms of sanctions resulting from the investigation work;
· The awareness work has been a focus this year, a dip was seen in the good performance relating to pre COVID and then arising from COVID. People are becoming more fraud aware and are interested in counter fraud team;
· The agency supplies fraud risk shows the work carried out and provides good assurance to the committee.
NZ invited questions: 
PP reiterated the performance metrics looked impressive, noting it was encouraging to see the national efforts on the central support hub. 
JC wanted to understand where information comes from on the counter fraud. 
ME responded by informing the committee that new standard within the council fraud area were introduced. One of these standards was a comprehensive risk assessment. Risk assessments were undertaken in these areas in the same way any other risk assessment would be undertaken, ME continued to discuss with regard to risk management process with the SBUHB it gave a formalised view, form a Health Board perspective of where those risks lay from accounts of fraud perspective and allowed the team to manage them on an ongoing basis in line with the risk management process.
JC queried where training and development and activities in terms of understanding where the service group would be going, what would be the interface with Workforce and OD and the digital committee and what it would it look like. 
ME stated the operational relationship with Workforce and OD was strong and it would be utilising the available mechanisms there to support training and awareness work with regard to other committees. Regarding other committees ME felt that was something they directly report into and had been sharing risks directly in those committees and highlighting referrals. 
NZ agreed and felt the committee had been more proactive in terms of sharing findings from counter fraud. 
NZ thanked ME for the inclusion of the risk in relation to agency workers. 
The Committee took assurance from the counter fraud report.

	138/24
	EMERGENCY MEDICAL RETRIENVAL AND TRANSFER SERVICE (EMRTS) ANNUAL REPORT

	
	The Committee noted the emergency retrieval and transfer service (EMRTS) annual report. 

	139/24
	MINUTES OF THE PREVIOUS MEETING

	
	The minutes of the meeting held on the 19th September 2024 were received and confirmed as a true and accurate record.	

	140/24
	ACTION LOG

	
	The action log was received and noted.
NZ queried an open action in relation to a meeting with DG.
DG stated it was regarding cost saving arrangements which would be in progress and would chase with the team.
JC queried if it would be normal practice to have closed actions with a future time scale. JC stated she was used to seeing Audit having a direct timeline for closure of actions. 
HL noted it was a good point raised and informed the actions would normally be kept open and an update would be provided. 
NZ requested a review of the action log.
HL stated the action log would be updated and circulated. 

	141/24
	2024-2025 COMMITTEE WORK PROGRAMME

	
	The committee noted the 2024-225 committee work programme.

	142/24
	ITEMS FOR REFERRAL TO OTHER COMMITTEES

	
	NZ noted the Tertiary Report would be referred to the Population Health Committee. NZ also noted the Management of Records would be referred to the Digital Research and Innovation Committee 

	143/24
	MEETING EFFECTIVENESS

	
	NZ asked in terms of effectiveness, what had worked well, what hadn’t worked well. NZ asked if there were any comments or suggestions for improvement on the next committee. 
PP felt there was a good balance of consideration and questioning was robust. 
JC felt the reports were saliant and easy to follow through. JC found the appendices in front of the topic itself prior to the main topic slightly different to usual. 
OL wanted to highlight the report on Morriston and the recommendations within that and to ensure shared learning. Items are normally followed up on OL explained this was a slightly different project and it would be about ensuring that it would be shared across other projects which are in progress at the same time.

	144/24
	ANY OTHER BUSINESS

	
	There was no other business, and the meeting was closed.	

	145/24
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Thursday, 23rd January 2025. 
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