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Swansea Bay University Health Board
Confirmed
 Minutes of the Audit Committee 
held on 20 March 2025
 via Microsoft Teams

	Present:

	Nuria Zolle 
	(NZ)
	Chair 

	Andrew Griffiths 
	(AG)
	Independent Member 

	Patricia Price 
	(PP)
	Independent Member

	Steve Spill 
	(SS)
	Independent Member 

	In Attendance:

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

	Jason Blewitt
	(JB)
	External (For item 30/25, 33/25)

	Matthew Evans
	(ME)
	Head of Local Counter Fraud Services (For item 37/25)

	Melanie Goodman
	(MG) 
	Internal Audit

	Darren Griffiths 
	(DG)
	Director of Finance and Performance (For item 34/25)

	Louise Joseph 
	(LJ)
	Assistant Director of Workforce and OD

	Hazel Lloyd
	(HL)
	Director of Corporate Governance (For item 23/25, 24/25, 25/25, 26/25, 27/25) 

	Osian Lloyd
	(OL)
	Head of Internal Audit (For item 28/25, 29/25)

	Alison McLennan
	(AM)
	Assistant Director of Finance (For item 35/25, 36/25)

	Neil Thomas 
	(NT)
	Assistant Head of Risk and Assurance (For item 22/25)

	Felicity Quance 
	(FQ)
	Internal Audit (For item 28/25)

	Sara Utley 
	(SU)
	Audit Wales (For item 31/25, 32/25)

	Apologies:

	Raj Krishnan
	(RK)
	Deputy Executive Medical Director

	Deb Lewis 
	(DL)
	Chief Operating Officer 




	Minute No.
	

	20/25
	WELCOME AND APOLOGIES 

	
	NZ opened the meeting and welcomed all present. .

	21/25
	DECLARATIONS OF INTEREST

	
	There were no declarations of interest outside those already declared on the Declarations of Interest Register.

	22/25
	BOARD ASSURANCE FRAMEWORK AND STRATEGIC RISK REGISTER 

	
	The Board Assurance Framework and Strategic Risk Register Report was received. NT highlighted the following key points; 
· The report was a routine update focusing on the Strategic Risk Register development;
· A board development session in December considered strategic risks, with a template shared within SBUHB and with executive directors;
· Work with executive directors included looking at similar objectives from other organisations to inspire and consider their own risks;
· The Operational Risk Register has been reviewed, and strategic risks had been identified and shared;
· Seven meetings with executive leads have been held, with three more scheduled;
· The goal was to bring the strategic risks to a Board development session in June 2025, which would be externally facilitated;
· A new risk management group had been agreed upon, chaired by the Deputy Chief Executive, to oversee the Strategic Risk Register, Corporate Risk Register, and Operational Registers within services;
· A work plan had been developed to oversee the escalation and de-escalation of risks within various registers;
· The report noted 30 risks, with 21 above the risk appetite and only one reduced. A second version of the final register for February included a late adjustment related to industrial action risk, which had been reduced from 20 to 15.
NZ invited questions: 
PP asked NT for clarification on the revision to risk management, specifically whether the Deputy CEO would be chairing the new Risk Management Group. 
NT confirmed that the Deputy CEO would indeed be chairing the new risk management group. NT said the group would combine the functions of the current Risk Scrutiny Panel and the Risk Management Group, overseeing both the Strategic Risk Register and the Corporate Risk Register, as well as Operational Registers within services. 
PP welcomed the senior leadership post as chair of the new Risk Management Group and inquired whether the review would also address corporate operational risk management, given the concerns raised in the external Audit Wales reports regarding operational governance.

NT confirmed that the Strategic Risk Register would include a section indicating corporate risk register risks that may be operational in nature and affect the strategic register. The new Risk Management Group would oversee gateway reviews and the high-level risks in service group registers, ensuring a comprehensive approach to risk management. NT said the Service Group Directors would be asked to attend meetings to discuss their registers, providing a safety net for identifying other risks.

HL supported NT’s explanation, adding that in the first year of the reset, there would likely be two gateway reviews, six months apart. HL stated during these reviews, Service Group Directors would come in to discuss all the risks comprehensively, and the same process would apply to Corporate Directors. HL explained that this approach aimed to enhance the connectivity between Operational Risk Registers, the Corporate Risk Register, and the Strategic Risk Register, ensuring better reporting and analysis.

SS raised a concern about the filtering process for risks identified by service group directors, specifically mentioning the Mental Health Learning Disability Service Group. SS highlighted that the high risks identified by service group leaders were not being considered by the Board or any Committee, leading to a gap in oversight.

HL responded by explaining that the gateway reviews would enhance connectivity between Service Operational Risk Registers, the Corporate Risk Register, and the Strategic Risk Register. HL explained the improved reporting and analysis would ensure that high-level risks from Service Groups were visible and linked to the Strategic Risk Register. 

AG asked about the use of Datix, particularly regarding the number of open incidents and how they played into identifying long-term risks. 

NT explained that there were two Datix systems: the old version for risk management and the new Datix Cymru system for incidents, complaints, claims, and other modules. NT said the Risk Leads across Wales found the new Datix system's risk management module unfit for their needs, prompting a search for an alternative system this year. NT emphasised that while incidents in the new system were not directly connected to risk management, they could be used to inform risk assessments. NT explained that Managers were coached to use past incident data to assess future risks, considering changes and other factors. NT highlighted that this approach helped in identifying potential long-term risks based on historical data.

HL elaborated on the importance of the system in the context of the risk management strategy reset. HL mentioned that the current Datix system was not fulfilling the organisation's needs, a sentiment shared across Wales. HL highlighted as part of the reset, deep dive reviews into service group risk registers were being conducted to ensure they were accurate and comprehensive. HL explained that the final action point in the risk management strategy was to evaluate what systems were available and determine the best fit for the organisation moving forward. HL said the evaluation aimed to identify a system that could effectively support the organisation's risk management needs.

NZ suggested that members might find it helpful to have a diagram or schematic illustrating how risks escalated from the frontline up to the Board, including the main sources of assurance and the roles at each level. NZ felt that this would provide clarity on how the Datix systems operated in practice and how risks were managed.
Regarding the Health and Safety Risk related to retirement, NZ expressed concern that the predictable event should not necessitate escalating to a Corporate Red Risk. NZ questioned whether the retirement was known in advance and sought assurance that the escalation was not driven by short-term savings. 

DG responded, explaining that the retirement was planned, and the post was held for short-term savings. DG assured that the position would be reviewed and filled appropriately.

NZ confirmed that the health and safety risk related to retirement would be overseen by the Performance and Finance Committee, with PP keeping an eye on it to ensure proper rationale and oversight. 

NZ also suggested that a schematic would help oversee the risk management reset, providing clarity on the escalation process and sources of assurance. NZ asked the Committee if they agreed to advise the Board that the Risk Register was in the process of being reset and that a strategic approach was being developed to support system operations effectively. 

ACTION: NT 
The Committee: 
· Action – To create a schematic to help oversee the risk management process, illustrating how risks escalate from the frontline up to the Board and the main sources of assurance at each level;
· Were assured by the Board Assurance Framework and Strategic Risk Register Report. Particularly that the retirement was planned and the position would be reviewed and filled appropriately;
· Agreed to advise the Board that the Risk Register was in the process of being reset and that a strategic approach was being developed to support system operations effectively.

	23/25
	AUDIT TRACKER AND STATUS OF RECOMMENDATIONS 

	
	The Audit Tracker and status of Recommendations Report was received. HL highlighted the following key points; 
· Audit Wales overdue actions had increased from 13 to 23, mainly due to the review of the Operational Governance Report. All actions were in progress and expected to be completed by the next committee report;
· Internal Audit actions had seen a significant push from the Executive Team, reducing the number of overdue actions from 113 to 99, a 12% reduction;
· 75 actions had been closed within the reporting period, 48 of which were overdue. The Executive Team was now looking ahead to identify actions that may become overdue in the next three months;
· Discharging Planning, there was a new report, which superseded previous actions, and the "speaking up safely" action had been slightly reworded.
NZ invited questions: 

NZ highlighted the need to focus on Audit Wales recommendations, noting that they seemed to be heading in the wrong direction despite efforts made. NZ mentioned specific gaps in the Audit Tracker, including Child and Adolescent Mental Health Services (CAMHS) recommendations, patient environment updates, access to cancer services, and primary care cluster plans without clear indication whether or not they have been completed.NZ requested updates for all areas with dates in the Tracker that are past and not completed. NZ emphasised the importance of addressing External Audit recommendations as they were a third line of defense and the Board had a low risk tolerance level in relation to areas of control and compliance. It is expected that all outstanding recommendations will be on track 

Concerns were raised about the time taken for management responses to draft Internal Audit Reports, with a need for improvement highlighted. NZ suggested simplifying responses to Audit recommendations to ensure clarity and effectiveness. Additionally, NZ made a broader point regarding the lack of ownership suggested in the response to Outpatients Follow-up, requesting the Performance and Finance (P&F) Committee to look into identifying savings from transforming Outpatients. 
PP agreed to raise that with the Committee.
SU expressed her willingness to meet with any Executives to discuss outstanding recommendations, offering support and clarity to help close them. 

The Committee: 
· Were assured by the Audit Tracker and status of Recommendations Report;
· Agreed to advise the Board about the reduction in the number of Internal Audit outstanding recommendations and the increase in External Audit overdue recommendations. Where recommendations remain outstanding, the Lead Execs will be requested to attend Committee to provide assurance 
· Agreed to alert the Board about the need for improvement in the time taken for management responses to draft internal audit reports;
· Agreed to alert the Board on outstanding recommendations and actions, and ask lead executives to attend the committee to provide assurance.
· Agreed to request that P & F Committee look at identified savings from transforming Outpatients 

	24/25
	BOARD EFFECTIVENESS ACTION PLAN

	
	The Board Effectiveness Action Plan was received. HL highlighted the following key points; 
· 31 actions action were identified; 
· 23 actions were completed; 
· The action plan would be subject to Board development going forward, with a review of Board effectiveness planned for June;
· The evolving position of substantive Executive Directors would see the last join the Health Board on 1 May 2025;
· In June, the Board would revisit the Action Plan and identify additional actions for Board Effectiveness.
NZ invited questions:
PP asked DG for an update on the progress of Service Group Balance Scorecards for performance review meetings and the Service Level Agreements (SLAs) between health boards, particularly focusing on the overhaul arrangements with Hwyl Dda, initially Orthopaedics. PP highlighted the complexity and potential damage to partnerships across Wales and inquired whether there had ever been an offer for an independent review of SLAs for costing or if it had always been managed by the health boards themselves. 
DG said the team was working on a complete overhaul of performance recording, aiming to streamline and consolidate conversations into one place, including monthly performance reviews with each service group. Regarding SLAs, DG acknowledged the complexity and potential challenges, particularly with Hwyl Dda, initially focusing on orthopedics. DG mentioned that there is no national guidance on this, and it can quickly become adversarial. DG said there was an aim to set a model for others by looking at the JCC contracts, where the income and cost are clear. DG advised that Balanced Scorecards had not been used since Targeted Intervention but there will be a complete overhaul of performance reporting in the next quarter, with monthly performance reviews going forward with each Service Group. 

NZ then addressed specific actions, particularly Actions 17, 28 and 29, seeking clarity on what more needed to be done to address the recommendations. NZ emphasised the need for clear definitions when referring to co-production, distinguishing between sharing power in designing services with patients and general collaboration or engagement. NZ proposed advising the Board of the Board Effectiveness Action Plan (BEAP) update to include governance issues highlighted by reviews and the structured assessment. NZ also requested consistency in color coding for the action plan to avoid confusion, noting an unexpected use of blue.

The Committee: 
· Were assured by the Board Effectiveness Action Plan;
· Agreed to advise the Board of the Board Effectiveness Action Plan (BBEAP) update to include governance issues highlighted by reviews and the structured assessment.

	25/25
	GOVERNANCE CODE

	
	The Governance Code Report was received. HL highlighted the following key points; 
· the routine report presented to the committee was part of an annual self-assessment using the HMS Treasury's Code of Good Practice on Corporate Governance;
· This self-assessment was linked to the Accountability Report;
·  Committee members were expected to receive, consider, and agree on the self-assessment, which would then be used as part of the Accountability Report.
NZ invited question:
NZ raised the need for specific amendments to the Code of Governance, highlighting that similar amendments were made last year but not reflected. The amendments include clarifying that the Finance Independent Member was a Member, not the Chair, of the Audit Committee (5.1), including the term "Welsh public money" (2.7), clarifying the meaning of "championing roles" within the health board (3.1), and correcting a spelling mistake related to "internal audit" (5.1). The committee agreed to advise the Board that these amendments were requested for accuracy to reflect current practice. 

ACTION: HL
The Committee: 
· Action – to update the code of Governance with the required amendments;
· Were assured by the Governance Code Report;
· Agreed to advise the Board that the amendments were requested for accuracy to reflect current practice.

	26/25
	POPUALTION HEALTH AND PARTNERSHIPS COMMITTEE WORKSHOP, 25 NOVEMBER 2024

	
	The Population Health and Partnerships Committee workshop update was received. HL highlighted the following key points; 
· The Population Health and Partnership Committee would now become the Population Health Committee to focus solely on population health. 
· The Director of Planning and Partnerships would provide regular reports to each public Board meeting, summarising partnerships, key decisions, and actions; 
· The Audit Committee was asked to oversee the governance arrangements of these partnership;
· A schedule of work would be established to identify all partners and report on governance arrangements back to the Audit Committee for assurance;
· The initial focus would be on statutory partners such as the West Glamorgan Regional Partnership Board, Public Service Board, and Western Bay Area Planning Board. 
PP raised concern about the time it would take for audits and acknowledging the full agenda.
HL agreed to include the new items, such as policies and procedures and partnership planning, into the work plan and to consider extending the timings of the committee meetings if necessary. 
DG emphasised the importance of understanding the practical aspects of the Audit Committee's influence on governance arrangements. DG suggested spending time to clarify what the SBUHB could influence through governance, as some arrangements were set directly. DG highlighted the need to understand the range of influence for changing governance if issues were identified and how to implement those changes effectively. 
NZ acknowledged DG’s point about the importance of collaboration and the need to be mindful of the Committee's level of influence in governance arrangements. The Committee agreed to take over the governance arrangements for partnerships.

The Committee: 
· Were assured by the Population Health and Partnerships committee workshop update;
· Agree to alert the Board that the Audit Committee had agreed to take over the governance arrangements for Partnerships.

	27/25
	HEALTH BOARD POLICIES, PROCEDURES AND WRITTEN CONTROL DOCUMENTS 

	
	The Health Board policies, procedures and written controls update was received. HL highlighted the following key points; 
· The "policies on policies" framework ensured that policies remain in place even if they become overdue for review;
· The report highlighted several overdue policies, some of which are All Wales policies and thus outside the Health Board's control;
· The focus would be on reviewing and updating policies within the SBUHB’s control, with quarterly reporting to Management Board to increase scrutiny.

NZ invited questions:
NZ said that while there was a system in place, there needs to be more assurance on its effectiveness. Specific points raised included:
· The need for a short description of changes in operational controls or system changes resulting from policy updates;
· Clarification on the review completion dates for policies but the deadline is not very clear;
· Inclusion of a section highlighting which subcommittee was responsible for oversight of specific policies;
· Updating the alcohol and substance misuse policy to include smoking and vaping, as it hasn't been updated since 2017;
· Concerns about capacity within the workforce and OD to manage and update policies effectively.
AG raised a point regarding the blue color coding in the report, which he assumed referred to All Wales policies where the responsibility for reviewing wasn’t solely with SBUHB. AG recalled that in a previous Audit Committee or another committee, there was mention of All Wales policies not being reviewed any longer, but couldn't remember the reason. AG asked for clarification on why this was the case and how it reflected on the dates in the All-Wales policies. For example, AG highlighted a policy with the date of March 2020 and questioned whether it would never be reviewed because it didn’t have review dates or if it was overdue and should be pressured for an update. 
DG commented that the report was helpful and noted the importance of active management. DG suggested adopting a similar mechanism to the audit actions tracking process for managing policies, explaining it would help get ahead of the curve by knowing what needed to be done in the next three months, considering the need to go through local operational groups before committee approval. DG emphasised that this was a great start to establishing a structure to maintain these policies effectively.

SU emphasised the importance of committing to updating policies and procedures regularly to ensure they reflected current practices. SU highlighted that people often write policies and procedures but may not keep them updated. SU highlighted the need for checks and balances to ensure policies remained relevant and accurate, especially those tailored with specific names or departments. SU mentioned the Putting Things Right (PTR) policy as an example, which included specific contact details that needed to be kept current.

ACTION: HL 

The Committee: 
· Action – to inform committees of the Workforce and OD outdated policies; 
· Were assured by the Population Health and Partnerships committee workshop update but did seek further assurance on oversight, controls, and deadlines;
· Agreed to advise the Board that there was a system for review in place and the need for further assurance on oversight, controls, and deadlines for completion.

	28/25
	INTERNAL AUDIT PROGRESS REPORT

	
	The Internal Audit Progress Report was received. OL highlighted the following key points; 
· The progress report highlighted the progress on the 2024-2025 plan;
· 16 final reports had been completed, four were in draft, five in progress, and two were at the planning stage;
· No concerns were raised about completing the work to inform the other report and meeting timescales;
· No further changes were proposed to the plan, with only two changes approved at the last meeting;
· The most recent Key Performance Indicator’s (KPI) were highlighted, indicating the impact on a couple of reports;
· Continued recognition of the challenging circumstances faced by SBUHB;
· Collaboration with HL and the team had been crucial in improving things going forward;
· Comparison across NHS Wales showed that a couple of other Health Boards were performing worse than Swansea, but Swansea was below the average.
NZ invited questions:
NZ acknowledged the support from LC and HL but emphasised the need for whole Board support to improve management responses to audit reports. NZ expressed hope that by highlighting the issue in relation to the tracker, systems could be put in place to enhance responses. NZ also mentioned the expectation of clarity in the next meeting regarding any changes and their effectiveness.

The Internal Audit Asset Management Report was received. FQ highlighted the following key points; 
· Policies and procedures are in place that cover asset management requirements and define roles and responsibilities;
· The main document, Financial Control Procedure 15, was scheduled for review in  Q3 of 2023-24 but was not completed. Some areas within the document needed updates to reflect current practices and incorporate points raised in the audit;
· The main issue was related to physical verification on a periodic basis. The Health Board undertakes physical verification via a three-year rolling program. In 2023-24, half of the assets selected for verification in October 2023 could not be identified, and there was no evidence of investigation or escalation required to the Director of Finance;
· This lack of investigation limited the ability to provide assurance on the complete accuracy of the Health Board's fixed asset register, leading to an overall limited assurance;
· The findings have been accepted by management, and agreed actions and time scales for completion are in place.
NZ invited questions:
PP asked DG about the capacity issues in the finance team, which were stated as one of the reasons for the later risk in the asset management report. 
NZ queried assurance in relation to realistic timescales and the capacity element and a reminder to HL to ensure its part of the workplan for June 2025.

DG responded that the capacity issues were being addressed. DG mentioned that the team had been strengthened with two additional members, bringing in good experience to handle the technical aspects with boots-on-the-ground work required for physical verification. DG assured that the timeframes for addressing the issues are realistic and that the policy element is relatively straightforward to implement.
NZ informed that the next steps included referring the report to the Performance and Finance Committee for information. 

The Internal Audit Quality Assurance Limited Report was received. FQ highlighted the following key points; 
· Despite expectations set out in the Quality Strategy, there was very limited information provided to support the completion of assurance activities and audits by service groups;
· There was no reporting on the completion results or action status of audits at the service group level;
· The audit focused on the current usage of the Audit Management and Tracking (AMAT) system at the service group level, noting that it was a recent introduction and previous information would have been shared on the healthcare monitoring system, which was not accessible during the audit;
· There was work to be done to embed the effective and consistent use of the AMAT system across the Health Board;
· Corporate audits were undertaken with a target of 12 per year, but the rationale for these audits were not clear in terms of alignment with the Health Board's priorities, risks, or quality strategy;
· There had been no ongoing reporting on the progress of action plans arising from corporate visits, although the Quality, Safety, and Improvement Team plans to undertake follow-up visits at each ward, to review action plan progress.
· The findings in the report were accepted by Management and Internal Audit were comfortable with agreed actions and timescales to complete
NZ invited questions:
PP questioned the timeline for implementing recommendation three regarding service group quality assurance arrangements. PP noted that Service Group Directors were expected to provide reports to each patient's safety and compliance group meeting by September 30th and include the number and outcome of their assurance visits in routine reporting to Quality and Safety Committee by December 2025. PP expressed concern about why it would take so long to embed these actions if they were meant to be done now. 
AH explained the timeline for implementing recommendation three regarding service group quality assurance arrangements. AH explained the September date was set to allow service groups enough time to take audit reports through their internal governance systems, as compliance meetings occur bimonthly. AH said the December date was set to ensure all service groups had the opportunity to report to the Quality and Safety Committee, as not every service group attends each meeting.
NZ emphasised the importance of referring the report to the Quality and Safety Committee for proper scrutiny. The focus was on ensuring that the recommendations were addressed within achievable time frames and in a smart manner. 
AH provided an update on the first action regarding aligning audit visits to the SBUHB Quality Strategy. AH expressed confidence that this would be completed in good time, as the actions for recording the reasons for the visits had been undertaken. AH said the standard documentation had been updated, and the approval process through the Exec huddle for the forward plan was now routine.
AH explained that audit visits were triggered by concerns, incidents, and other factors. Previously, decisions on where to go were based on informed discussions within the Quality and Safety Improvement team. In the last year, AH informed the visits were made to various departments, including ED, maternity, and mental health boards, to ensure a balanced approach. AH said the recommendation was accepted and noted that actions for service groups include tracking the timeliness of completion using the AMAT system. As of February, 75% of actions from assurance audits were tracked, but there was room for improvement. AH said service groups needed to work on matron audits and audits receptors audits, with a current completion rate of 50%. The process involved re-instatement of quality and safety arrangement and monthly ward visits, reporting through to Compliance, then Quality & Safety Group and on to Quality & Safety Committee, to ensure Board-level assurance. Additionally, AH said in relation to follow up visits, the team had reviewed roles and capacity to strengthen assurance activities and revised the Quality Assurance Framework (QAF), which will be presented to Nursing/Midwifery Group next week. 

The Internal Audit Data Quality Report was received. OL highlighted the following key points; 
· The Welsh Patient Administration System (WPAS) benefits from proactive data quality oversight, but other clinical systems lack equivalent monitoring, relying on users to identify and report issues which may lead to inconsistent data management and delays in resolving data quality issues
· The Information Governance Learning and Operational Group had data quality as a key agenda item and should receive assurance from across the clinical system landscape, rather than being limited to the WPAS data quality system;
· The remaining findings are associated with the limited assurance objective around governance and oversight. Scheduled meetings of some groups have been delayed due to capacity constraints within the Information Governance team;
· There was a need to finalise terms of references on key groups and forums in the area and clarify the governance framework in terms of structures, relationships, and accountability between those which are sometimes unclear
· Management have accepted the findings and have provided responses to address and take those forward.
NZ invited questions:

During the discussion on the data quality report, NZ raised questions about the realism of the actions scheduled for April and May and expressed concerns about ensuring these actions did not become overdue as the year progresses. NZ highlighted that there was no representative from the digital team present to address these concerns directly. NZ requested that the comments be passed on and mentioned referring the item to the Digital, Data Research and Innovation Committee for further scrutiny.

The Internal Audit Estates Condition Report was received. MG highlighted the following key points; 
· The follow-up audit addressed all recommendations from the previous year's limited assurance report, with one recommendation being superseded by a new one in the current report;
· Strong governance arrangements were noted, including the establishment of an overarching Capital Estates Board that brought together teams to prioritise capital funding;
· Positive arrangements were found in risk management and the allocation of available capital;
· A small number of recommendations were made, which do not relate to fundamental issues in the management and allocation of capital but rather to supportive management systems;
· Issues were identified around the detail captured in the SBUHB risk register and Board Assurance framework, as well as some management updates provided in the audit tracker;
· Head of Compliance, Len Cozens, provided support to work through these issues, and the Capital Team was collectively working to resolve them. 
NZ invited questions:

NZ asked MG how close the report was to achieving substantial assurance.

MG responded that while they did not find any fundamental issues in the management and allocation of available capital, there were still a few areas that needed improvement, particularly in the supportive management systems. MG mentioned that achieving substantial assurance would require addressing these remaining issues, but overall, the report showed significant progress and positive developments.
DG highlighted the restructuring of assignments in charge of capital estates and health and safety, emphasising the integration of these areas into a team ethos. DG mentioned the celebration of the work of capital in estates, including a video on the internet showcasing this effort. DG noted the engagement piece with leadership in estates, involving 50 estates leads, to assure them of their value and the positive impact on audit rates. DG stressed the importance of people and leadership in driving these improvements and maintaining momentum to avoid slipping back. DG appreciated the Audit Committee Chair's enquiry about substantial assurance and emphasised the need to continue testing and improving. DG agreed to share the video link showcasing the work of capital in estates with the Committee. 
The Committee: 
· Agreed to refer the Data Quality report to the Digital Committee for further scrutiny and follow-up;
· Agreed to refer the Quality Management report to the Quality and Safety Committee;
· Agreed to refer the Asset Management report to the Performance and Finance Committee for information;
· Were assured by the Internal Audit Progress reports;
· Agreed to alert the Board of the two limited assurance reports received in relation to Asset Management and Quality Assurance.

	29/25
	INTERNAL AUDIT PLAN

	
	The Internal Audit Plan was received. OL highlighted the following key points; 
· The plan detailed the audits to be undertaken, corresponding resources, and included the internal audit mandate and charter, defining purpose, authority, responsibility, and key performance indicators;
· The document structure and content had been prepared in accordance with the global internal audit standards, effective from 1 April 2025, aligning with the financial year;
· The purpose of the internal audit was to provide the accountable officer and the board with an independent, objective opinion on the overall adequacy and effectiveness of the organisation's governance, risk management, and control framework. This assessment was useful for the annual governance statement;
· The plan was developed through a two-way process, considering key areas of risk, SBUHB responses, and previous years' internal activities. There was good engagement with Executive Directors and Independent Members for review and comments;
· The plan included audit assignments, outline scopes, officers, and proposed timings. It would be kept under review and could be flexible to respond to emerging risks and priorities;
· The plan was approved at the Management Board meeting, and the Audit Committee was invited to approve the plan and the internal audit charter.
NZ invited questions:

PP expressed interest in the areas covered in the internal audit plan for next year, particularly medical variable pay and medical study leave. PP inquired whether the audit would cover all forms of unavailability, including sickness leave, and how these policies were applied.

OL confirmed that the intention was to cover various aspects of unavailability and ensure that the audit addresses the different factors impacting variable pay. OL detailed the scoping meeting with relevant officials would further define the specific areas of focus.

NZ raised concerns about the capacity to deliver the extensive internal audit plan and ensuring that the necessary capacity was available to support its delivery. 

OL confirmed that the outline scopes and timings had been agreed with the Executives, and the plan had been approved by the Management Board. 

DG mentioned that during a conversation with Hywel Jones, Director of Finance for Health, Social Care and Early Years Group, they discussed the Welsh Government's interest in the financial health of our Urgent and Emergency  Care system. DG informed that this was a broad area of focus. In the next week, they plan to define the specification for support, which will then be presented to the Cabinet Secretary. DG indicated that he would share the details of the support with the Committee and other relevant committees once it was clear. The nature of the support would be discussed next week, and it was expected to align well with their current focus. DG planned to have further discussions to maximise the benefits of the support and avoid duplication of efforts. DG mentioned that the initial conversation was brief but aligned with his expectations.

The Committee: 
· Agreed to approve the Internal Audit Plan;
· Agreed to advise the Board of the approved Internal Audit Plan. 

	30/25
	AUDIT WALES UPDATE

	
	The Audit update was received. JB highlighted the following key points; 
· In relation to the financial audit, the 2023-2024 programme of work was complete and the Charitable Funds were signed off by the end of January;
· The team had now started work on the 2024-2025 main accounts, with interim and planning work underway;
· The draft accounts were expected in about five or six weeks, aiming for sign-off by the end of June 2025. The team was in good shape to meet this deadline, if no significant issues arise.
SU highlighted the following key points;
· The Regional Report on Urgent and Emergency Care had been issued and was currently with the Regional Partnership Board (RPB) for clearance. Part 2 of the report would be available soon;
· The review of Planned Care Thematic had also been issued and was with the SBUHB for clearance;
· The team was about to start work on the digital audit, with the project brief expected to be issued soon. 
The Committee: 
· Agreed to advise the Board that the Audit Plan was received and making good progress.

	31/05
	STRUCTURED ASSESSMENT AND MANAGEMENT RESPONSE

	
	The Structured Assessment and Management Report was received. SU highlighted the following key points; 
· The SBUHB was improving its governance frameworks and processes, with areas identified for strengthening, such as ownership and accountability of audit recommendations and performance reporting;
· There had been good progress in stabilising the Board, providing a stable base for future developments;
· Current plans and strategies had clear objectives, milestones, measures, and actions, with good arrangements for monitoring delivery. However, there was a need for a stronger focus on Wellbeing of Future Generations;
· The SBUHB’s financial position remained challenging, and there were concerns about the arrangements for holding Service Groups accountable for financial delivery, though there may have been progress since, as the report was in December 2024;
· The report emphasised the need to develop a long-term strategy aligned with the organisation's vision, focusing on sustainable service solutions, population health, and prevention. This may require revisiting existing strategies and plans; 
· Seven recommendations had been made in the report, all of which had been accepted, and a management response had been provided. Appendix 2 of the report included an update on the implementation of previous recommendations from the structured assessment.
NZ invited questions: 

PP inquired about examples of good practice from other health boards, particularly regarding whole system strategy and improving arrangements for holding budget holders accountable. 
SU responded affirmatively, indicating that she had examples in both areas and would share them through the Director of Corporate Governance, Hazel Lloyd. 
NZ requested further clarification on several recommendations from the structured assessment report:

· Recommendation 1.3: NZ sought clarity on the commitment to producing a long-term balanced financial plan linked to the strategy, which referred to the 2025-2026 period. NZ emphasised the need for clear accountability and tracking.
· Recommendation 3: NZ was unclear about the new measures being committed to. NZ explained the response seemed to imply the continued use of monthly monitoring forms, but Audit Wales appeared to be asking for more comprehensive measures. NZ requested a review to ensure clarity and adequacy in the response.
· Recommendation 4: NZ questioned the new response regarding prioritising audit recommendations. NZ noted that reminding Executives of their responsibilities might not be sufficient and emphasised the need to address priority, capacity, and realistic time scales for delivering actions. NZ welcomed assurances that these fundamental issues would be considered in the response.

SU acknowledged these points and mentioned that she had shared examples of good practice from other health boards to help strengthen the SBUHB’s approach to audit recommendations.

HL confirmed that these examples were being incorporated into SBUHB’s processes. 

The Committee:
· Were assured by the Audit Wales Progress reports. 

	32/25
	ANNUAL AUDIT REPORT 

	
	The Annual Audit Report 2024 was received. SU highlighted the following key points; 
· The report included updates on all previously seen reports and serves to fulfill the Audit Committee's responsibility. 
· The report would be presented to the Board for their oversight. 

The Committee: 
· Agreed to advise the Board on the production of the Annual Audit Report;
· Agreed to advise the Board of the suggested areas for tightening the management response in relation to the structured assessment.

	33/25
	AUDIT WALES PLAN AND FEES

	
	The Audit Wales Plan and Fees was received. JB highlighted the following key points; 
· The financial audit work focused on auditing the financial statements to ensure they gave a true and fair view. The audit was conducted based on materiality and risk;
· Materiality levels and key risks are set at the planning stage, similar to previous years. The audited accounts are scheduled for sign-off by the end of June 2025;
· The audit team remains unchanged from the previous year;
· The fee rates were approved at a 1.7% uplift following consultation. The performance audit fee included a refund of £25,000 from last year's fee due to the quality governance work not being undertaken;
· The financial audit fee had remained the same as last year's estimate, less the refund, without the 1.7% increase.
SU highlighted the following key points; 
· The structured assessment was part of the core work of the performance audit plan;
· This review would be conducted across all health boards in Wales, building on the work done by internal audit;
· A thematic review of cancer services would be delivered within each organisation, based on national work published. The team was awaiting a response from Welsh Government before proceeding;
· This year, the team would conduct follow-up work on quality governance, with the brief already issued to get this work up and running. 
The Committee:
· Agreed to approve the Audit Plan and fees for the upcoming year;
· Agreed to advise the Board of the approval of the Audit Plan and Fees for the upcoming year. This approval includes the performance audit plan, which covers key areas such as estate management, cancer services, and quality governance.

	34/25
	FINANCE UPDATE

	
	The Finance update was received. DG highlighted the following key points;
· The SBUHB underspent by £700,000 in month 11, compared to a £200,000 overspend in month 10, resulting in a £900,000 movement in month;
· The combined deficit at the end of February (month 11) was £47 million, which was tracked back down to the revised forecast of £43.7 million;
· Variable pay remained a challenge, with non-medical agency costs showing some improvement. The overall variable pay spend was expected to exceed £60 million this year;
·  SBUHB achieved £51.1 million savings in year, with a recurrent savings figure around £40 million. The target was £59.2 million;
· The forecast for the end of the year was £43.6 million, slightly better than the revised forecast of £43.7 million; 
· For 2025-2026, the SBUHB was aiming for a £58 million deficit position, requiring £55 million in savings. If savings are not delivered, the monthly deficit could run at £9.5 million.
NZ invited questions: 
PP inquired about the projected deficit for the year 2025-2026, specifically referencing the variable pay spend, which was running about £5 million to £5.3 million per month. PP noted that December 2024 was used to inform the base for this calculation. 
DG confirmed that the variable pay spend was included in the underlying deficit for 2025-2026. DG explained that while the variable pay was part of the base settings, the savings plan aimed to reduce this spend. DG mentioned that the savings targets for the upcoming year included efforts to reduce variable pay, and the overall financial strategy involved addressing these costs through targeted savings initiatives. 
NZ asked DG if there were any potential conflicts or contestable accounting adjustments that could impact the accounts, particularly in terms of recovering the financial position. NZ inquired whether these issues could derail the audit timeline or process. 
DG responded that there were no major issues expected that would derail the audit timeline or process. DG mentioned that the technicalities at the year-end are less significant compared to previous years, as many balance sheet items have been addressed. 
DG highlighted that there was an ongoing discussion with Audit Wales regarding the accounting treatment for the overlap of the Radiology Information System (RIS) and the new Phillips contract, which was considered an onerous contract provision. This issue was not material and was expected to be resolved with Welsh Government funding, ensuring no impact on the accounts.
The Committee: 
· Agreed to advise the Board that the financial position was noted and that no contestant financial adjustments were identified at this stage. 

	35/25
	BAD DEBT

	
	The bad debt update was received. AM highlighted the following key points;
· The debt write-off request amounted £4003.77;
· An overpayment was made due to a late submission of a termination form;
· The former employee was initially overpaid by £5703.77. They repaid £1700 but have since entered into an Individual Voluntary Arrangement (IVA);
· The SBUHB has registered the outstanding debt with the insolvency practitioner. Any future funds from the IVA are expected to be minimal;
· The Committee was asked to approve the write-off of the remaining debt of £4003.77. 
NZ invited questions: 
SS raised a concern about whether the individual might work with the SBUHB again or with any other health board. 
AM informed that the individual continued on the bank for a while after the termination but had since resigned from the bank as well. AM was not sure about any future employment with the SBUHB or other health boards. 

DG committed to discussing with workforce colleagues to safeguard against potential future risks related to re-employment of individuals with outstanding debts.
NZ highlighted the need to review and improve systems and controls to prevent overpayments and ensure timely termination processes. NZ requested feedback on what happened to the actual employer involved in the overpayment case. NZ emphasised the importance of managing debt recovery in a considerate manner, acknowledging that there were good and bad ways to handle such situations. NZ inquired whether the SBUHB had a policy to support staff in financial difficulties and manage debt recovery in a helpful and understanding way.
AM confirmed that the SBUHB had a policy to manage debt recovery in a considerate manner. Each case would be assessed individually, and the general approach was to allow repayment over the period the debt was incurred.
NZ suggested referring the issue of tightening controls around debt recovery to the Workforce and OD Committee for a deep dive.
HL agreed to take this forward and include it in the Committee's agenda for further scrutiny.
The Committee:
· Agreed to approve the bad debt write-off of £4003.77 related to the overpayment to a former employee who entered into an Individual Voluntary Arrangement (IVA);
· Agreed to alert the Board regarding the bad debt and include comments about the discussion on tightening controls to prevent similar issues in the future;
· Agreed to refer the issue of tightening controls around debt recovery to the Workforce and OD Committee for a deep dive.

	36/25
	ANNUAL ACCOUNT

	
	The Annual Accounts Update was received. AM highlighted the following key points;
· The report updated the Committee on the annual accounts closure plans for 2024-2025, outlining the high-level timetable for submission of returns and methodologies for accounting for capital provisions, accruals, and stock counts; 
· The approaches and methodologies detailed were largely the same as those undertaken in the 2023-2024 accounts process;
· The proposal was to not accrue for any annual leave, following the approach agreed in the March 2024 Audit Committee;
· A new provision for an onerous contract related to the overlap of the extended Fuji Radiology system contract and the new Phillips contract. This provision was required under IAS 37 and would be met with Welsh Government funding, so it would not impact the accounts.
NZ invited questions: 
NZ asked JB if the proposals were acceptable and in line with what was seen last year. 
JB confirmed that the processes for the annual accounts were very similar to last year and that there were no identified issues. JB mentioned that the approach would be subject to audit, but overall, the proposals were in line with what was seen last year.
NZ raised a question about the methodology used for General Medical Services (GM) enhanced services, noting that previous years' methods led to overestimations. NZ asked if the information was being scrutinised by the relevant committee from a performance and quality perspective. 
PP acknowledged the significant variances and suggested that the Performance and Finance Committee should look into this area. 
DG agreed to conduct preliminary work to explain the assessments and potential service delivery issues.

The Committee: 

· Agreed to advise the Board that they had received the Annual Accounts Update. 

	37/25
	COUNTER FRAUD

	
	The Counter Fraud Progress Report was received. ME highlighted the following key points;
· Guidance had been introduced from the Home Office, and NHS-specific guidance was expected in relation to the new Economic Crime & Transparency Act;
· Current counter-fraud measures within the SBUHB align well with the new Act's requirements;
· A draught paper based on internal assessments was ready, indicating a strong position to defend against potential corporate prosecutions;
· The Act was expected to change the approach of suppliers and contractors towards fraud, aligning them more closely with the SBUHB’s counter-fraud processes;
· A full briefing paper would be presented in a future meeting, with engagement from key stakeholders within the Health Board.
· The benchmarking report showed good performance, with a high number of case referrals and closures;
· There was a two-year cycle observed in investigations, with good communication and concern-raising from staff;
· The SBUHB lead in prosecutions across Wales in appropriate cases;
· Positive engagement from staff in awareness training, experiencing an increase in attendance compared to the Wales average; 
· the SBUHB was building on this success for the next year by adopting a pragmatic approach to communications to staff, including alerts, blogs, and awareness training. 
NZ invited questions: 
NZ asked ME if he anticipated a similar split of days and rebalancing work towards prevent and deter for the next year.
ME confirmed that the focus for the next year would be on risk assessments, particularly around economic crime and following the money trail. ME mentioned that they plan to engage with finance colleagues to ensure proactive risk assessment work while minimising the impact on their resources. ME emphasised the importance of addressing fraud risks within the SBUHB and confirmed that resources would be allocated to this focus area for the next year.
The Committee: 
· Were assured by the counter fraud progress report.

	38/25
	MINUTES OF THE PREVIOUS MEETING

	
	The minutes of the meeting held on the 20 March 2025 were received and confirmed as a true and accurate record.

Pages 2, 9 and 7 need to be reviewed for typing errors. 

	39/25
	ACTION LOG 

	
	The action log was received and noted.
DG acknowledged that he needed to follow up on an action related to the recovery and sustainability structures and governance. Independent Member, Jean Church (JC), had pointed out a lack of clarity on the red and green classification of savings. DG mentioned that he had not yet gone back to JC but would do so urgently. 
OL confirmed that action one on the presentation had been completed in February, and NZ agreed to close that action. 

	40/25
	2024-25 COMMITTEE, WORK PROGRAMME

	
	NZ noted that there were several new items that needed to be incorporated into the work plan, including recommendations from the tracker, policies and procedures, and partnership planning. NZ informed that DG was expected to bring a paper in June. 
HL confirmed that these items, including partnership planning, would be included in the work programme.

	41/25
	ITEMS TO REFER TO OTHER COMMITTEESS

	
	28/25 - Data Quality report refer to the Digital Committee for further scrutiny and follow-up.
28/25 - Quality Management report to refer to the Quality and Safety Committee.
28/25 - Asset Management report refer to the Performance and Finance Committee for information.
[bookmark: _Hlk196830366]36/25 - Annual Account to the Performance and Finance Committee.
35/25 - Tightening controls around debt recovery to refer to the Workforce and OD committee for a deep dive.

	42/25
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Thursday, 22 May 2025.
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