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Swansea Bay University Health Board
CONFIRMED
Minutes of the Audit Committee Meeting
held on 16 September 2025
 via Microsoft Teams

	Present:

	Nuria Zolle 
	(NZ)
	Chair 

	Patricia Price 
	(PP)
	Independent Member

	Steve Spill
	(SS)
	Independent Member 

	In Attendance:

	Jason Blewitt
	(JB)
	Audit Wales (For item 103/25)

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

	Len Cozens
	(LC)
	Head of Compliance (For item 99/25)

	Matthew Evans
	(ME)
	Head of Local Counter Fraud Services (For item 108/25)

	Raj Krishnan
	(RK)
	Deputy Executive Medical Director (For item 106/25)

	Hazel Lloyd
	(HL)
	Director of Corporate Governance (For item 96/25, 97/25, 98/25)

	Julie Lloyd
	(JL)
	Head of Culture OD & Staff Experience (For item 101/25)

	Osian Lloyd
	(OL)
	Head of Internal Audit (For item 102/25)

	Ian MacDonald 
	(IMD)
	Assistant Director of Finance (For item 105/25)

	Alison McLennan
	(AM)
	Assistant Director of Finance (For item 104/25)

	Samanthan Moss
	(SM)
	Deputy Director of Finance (For item 107/25) 

	Felicity Quance 
	(FQ)
	Internal Audit (For item 102/25)

	Tina Ricketts
	(TR)
	Director of Workforce and OD 

	Karen Stapleton 
	(KS)
	Deputy Director of Strategy (For item 100/25)

	Richard Thomas 
	  (RT)
	Director of Insight, Communications and Engagement 

	Sara Utley 
	(SU)
	Audit Wales 

	Apologies:

	Andrew Griffiths
	(AG)
	Independent Member

	Darren Griffiths 
	(DG)
	Director of Finance and Performance

	Deb Lewis 
	(DL)
	Chief Operating Officer 





	Minute Ref:
	Agenda Item

	PART 1. PRELIMINARY MATTERS 

	1.1 WELCOME AND APOLOGIES 

	93/25
	
The Chair opened the meeting and welcomed all present.

Apologies were noted for:
· Andrew Griffiths, Independent Member 
· Darren Griffiths, Director of Finance and Performance
· Deb Lewis, Chief Operating Officer

	1.2 DECLARATIONS OF INTEREST

	94/25
	There were no declarations of interest raised in addition to those already declared on the register.

	1.3 MATTERS ARISING 

	95/25
	There were no additional matters raised.

	PART 2. GOVERNANCE 

	2.1 RISK MANAGEMENT 

	96/ 25
	HL presented the Risk Management Report and highlighted the following key points: 
· The Risk Management system had been reset and evolved over the past year, with the Risk Management Group reconstituted and meeting monthly since April, chaired by RE and reporting to the Management Board;
· The reset aimed to establish three levels of risk registers: Strategic Risk Register, which was also known as a Board Assurance Framework, Corporate Risk Register and an Operational Risk Register;
· Operational risks and their themes were now being incorporated into reports, with Service Group Directors actively challenging and scrutinising these risks;
· The Strategic Risk Register was evolving, disaggregating the Health Board Risk Register into Strategic and Corporate levels;
· Currently, there were 31 risks on the Health Board Risk Register, with 18 at or above the Board's risk appetite. The Board was reviewing its risk appetite, with development sessions held and a revised statement expected after October;
· Specific risk entries for maternity, mental health, and stroke were being worked through, with stroke escalated from operational to a higher register following Committee discussions.


In response to SS, HL confirmed that the Strategic Risk Register would indeed sit at the top and that the current Health Board Risk Register was being disaggregated, with Operational Risks moving to an Operational Risk Register and Strategic Risks forming the new Strategic Risk Register. HL further explained that this approach addresses feedback from Internal audit and Audit Wales, as the current register contains a mix of Operational and Strategic Risks. The reset aimed to create clear separation: a Strategic Risk Register, a Corporate Risk Register, and an underpinning Operational Risk Register, providing more transparency and a clear escalation pathway.



Additionally, HL confirmed that as part of the ongoing Risk Management Group reset, the process for escalating risks from Service Group Risk Registers to a level that was corporately recognised and received Committee oversight is progressing. HL explained that the group was meeting with Service Groups to review their Operational Risks, allowing them to cleanse and reset their registers before reporting through Committees. HL stated that the intention was to begin reporting Operational Risks to Committees by theme within the current quarter, with the process expected to evolve and become business as usual by March 2026 and fully embedded from April 2026 onwards.

HL confirmed that the Audit Committee would oversee the system and approach to Risk Management arrangements and would be kept informed of any changes. Additionally, HL highlighted that Board Committees would review specific risks relevant to their remit, such as Quality and Safety, and would have an overview of how Operational Risks link to both the Corporate and Strategic Risk Registers.

PP highlighted that the process of disaggregating the Corporate and Strategic Risk Registers would be quite challenging and may require several iterations due to its complexity. PP highlighted concerns regarding the types of risks currently appearing in the Service Group Risk Registers, expressing surprise at the lack of Financial Management Risks, despite Service Groups being accountable for significant savings and facing a variable pay cap. PP also observed that, within the Workforce and Organisational Development section, while there were risks related to staff shortages and competency, there were no risks recorded for staff unavailability, sickness, or variable pay, which was concerning.

HL expressed her gratitude to LC and Neil Thomas, Assistant Head of Risk and Assurance, for their work on the plan to disaggregate the Health Board Risk Register, ensuring risks were appropriately allocated to the Strategic and Corporate Risk Registers. HL confirmed that the process was underway and formed part of the Risk Management Group's remit, which had been reset to include representatives from all specialist areas such as Finance, Workforce, Estates, Capital, and Health and Safety. HL explained that the group was focused on identifying key themes and using specialist input to address gaps, such as the previously highlighted lack of Financial Risks, which had now been fed back to Service Groups and was being addressed. HL highlighted the importance of leveraging specialist groups, like Infection Control, to support the Risk Management agenda and emphasised that embedding this approach into routine practice was critical. HL explained that while significant progress had been made, there was still work to do, and ongoing discussions at Committee level were valuable for continuing to mature the organisation’s risk management processes.

NZ acknowledged the progress on Risk Management but highlighted ongoing challenges in aligning risk information across Committees and the Board. NZ requested a summary of the current process, next steps, and clearer assurance on escalation, risk score reductions, and the integration of financial and staffing risks. ACTION: HL

The Committee:

· Agreed to ALERT the Board that further assurance had been requested regarding escalation and systems, and to highlight overdue Audit recommendations related to escalation.
· ACKNOWLEDGED the Risk Management report highlighting ongoing concerns about escalation, alignment of risk information, and overdue Audit recommendations, and requested further assurance and process updates before assurance could be given.


	2.2 DECLARATIONS OF INTEREST AND HOSPITALITY 

	97/25
	HL presented the Declarations of Interest and Hospitality register, highlighting the following key points; 
· The report showed a six-monthly update on Declarations of Interest and Gifts and Hospitality register;
· Reporting frequency increased from annual to six-monthly due to changes in Board membership, especially Executive Directors;
· The Committee would continue to have a six-monthly reporting update for next year, with a review of frequency thereafter;
· All declarations had been set out and the process strengthened following internal audit recommendations.
NZ highlighted the timing of future updates, which HL had already addressed by confirming a six-monthly reporting cycle. NZ stated she felt assured by the strengthened systems and processes now in place. 

The Committee:
· Agreed to ADVISE the Board that assurance had been taken regarding the additional actions implemented by the governance team to ensure compliance, and that all recommendations had been addressed, subject to further review by internal audit and Audit Wales.
· Were ASSURED by the Declarations of Interest and Hospitality register update. 

	2.3 STANDING ORDERS

	98/25
	HL presented the Standing Orders, , informing the Committee that there was a requirement to undertake an annual review and highlighted that recent changes primarily relate to the Procurement Act coming into force. 

NZ confirmed that the Committee had read the report and noted the changes to the Standing Orders as highlighted by the Welsh Government, particularly in relation to the Financial Instructions. NZ queried the timing of subsequent reviews.

HL clarified that of the  Standing Orders would be reviewed annually at the September Audit Committee, with changes then submitted to Board. HL added that additional changes may be made throughout the year as required, citing the example of the Joint Commissioning Committee (JCC) addition that was taken to Board in March. 
The Committee: 
· Agreed to ADVISE the Board that Committee had received notification of the updates to the Standing Orders and supported their ratification by the Board.  
· WERE ASSURED by the Standing Orders update.

	2.4 AUDIT TRACKER AND STATUS OF RECOMMENDATIONS

	99/25
	The Audit Tracker and Status of Recommendations review was received. LC highlighted the following key points; 
· The number of overdue Audit Wales actions increased slightly by one (from 17 to 18); details summarised in the covering paper and Appendix A;
· Five Audit Wales actions were closed during the reporting period (details in Appendix B);
· Overdue actions from Audit and Assurance reports decreased by eight (from 97 to 89); 16 new actions became overdue, mainly from discharge planning, asset management, and job evaluation, but this was offset by the closure of 63 previously overdue actions (see Appendix C and D);
· Two actions from the digital support audit were requested for closure by management, despite not fully meeting the original audit response; mitigations and ongoing monitoring are in place;
· Basic analysis showed a reduction in overdue Audit Wales actions by 21.7% and Audit and Assurance overdue actions by just over 10% year-to-date, indicating positive progress:
· Work had been done to clarify and focus responses to the (Neath Port Talbot Private Finance Initiative) NPTPFI audit and to ensure evidence for completed actions, with LC involved in clearance of draft management responses for recent audit reports.
PP welcomed the progress made on closing Audit actions, highlighting clear improvement since earlier reports, however noted the need for greater clarity in the appendices, suggesting they be revised to make it easier to identify themes or particular groups where actions remained outstanding. This would help the Committee assimilate the information and, where necessary and invite the relevant leads to explain reasons for delays; LC agreed to review appendices during submission of papers and improve their usability for Committee oversight.
SS acknowledged the progress in clearing overdue recommendations but raised concern regarding the proportion of high priority recommendations that remained outstanding, as highlighted in the analysis chart and questioned whether high priority actions were given appropriate focus, since  a higher percentage remained overdue compared to medium and low priority items.

LC clarified that while the prioritisation of actions was ultimately for Directors and their teams to manage, his view was that high priority recommendations were being given equal, if not greater, attention and suggested that it was likely due to the complexity of these issues, rather than a lack of focus or prioritisation. 

FQ supported LC comments, highlighting that high priority recommendations were intended to be addressed first,  emphasising that an overdue high priority action did not necessarily indicate a lack of progress but potentially reflected the need for additional supporting systems or processes to be put in place.

HL added that the Executive Team reviewed overdue actions monthly, focusing on reasons for delay and working to close them. Additionally, HL noted that LC was now involved earlier in the process to challenge whether realistic targets were being set to ensure that timeframes for completing actions were achievable and appropriately reflected, the demands of each recommendation.  

NZ acknowledged the assurance provided in LC’s report and highlighted positive progress but expressed concerns regarding the pace of actions and management responses to internal and external audit reports. NZ requested that LC prepare a paper for the Committee outlining the current processes and steps being taken to improve response times and quality assurance, to provide greater clarity and assurance to the Committee. ACTION: LC.

LC highlighted that an additional step had been introduced at the Health Board to ensure management responses were of sufficient quality, Smart, and addressed the issues raised. LC acknowledged this was taking additional time and suggested discussing with auditors whether the relevant Key Performance Indicator (KPI) could be adjusted to reflect this new process.

NZ proposed that the closed recommendations regarding out-of-hours and digital support be referred to the Digital Date Research Innovation Committee. Additionally, NZ asked for confirmation on whether all discharge planning actions with a milestone date of 30 August had been completed.

LC confirmed that he had not yet received an update on the discharge planning actions since his last report but would be following up over the coming weeks, whereby he will communicate the Committee’s ongoing concerns, emphasising the need for assurance given the financial position, agency usage, and lack of progress. NZ highlighted that many outstanding recommendations reference only a meeting as an action, which was insufficient.
NZ requested that the specific recommendation relating to agency management audit be referred to the Workforce and OD team for further scrutiny and suggested extending an invite to a future Committee meeting for an update on progress.

NZ requested that the lack of progress on the internal audit report for mortuary be escalated to the Quality and Safety Committee, highlighting that several actions have September deadlines.

The Committee: 
· REFERRED – To the Digital, Data, Research Innovation Committee the closed recommendations regarding out-of-hours and digital support.
· REFERRED – The recommendation related to agency management audit be referred to the Workforce and OD team.
· REFERRED - The lack of progress on the internal audit report for mortuary be escalated to the Quality and Safety Committee.
· Agreed to ADVISE Board of improvements in the audit tracker, ongoing concerns about pace, and the need for further assurance regarding mortuary, agency staff, and escalation actions.

	2.5 PARTNERSHIP AND GOVERNANCE

	100/25
	KS presented the Partnership and Governance report, highlighting the following key points; 
· Partnership governance was previously reported through the Population and Partnerships Committee, which has since become the Population Health Committee, removing the partnership element;
· Updates on partnership activity were now regularly provided to the Management Board and Board;
· Detailed governance reviews had been conducted for statutory partnerships: Public Service Board, Regional Partnership Board, and Area Planning Board;
· A partnership tracker (Excel-based) was being developed to map statutory partnership arrangements, delegated authorities, representation, and subgroups;
· The tracker was still in development; the Committee discussed establishing a regular rolling programme for reviewing partnership governance and assurance;
· The plan was to bring detailed partnership reports to the Committee for oversight and assurance.

SS welcomed the partnership tracker as a useful tool for mapping partnership activity and  queried whether there were plans to include measures of quality, effectiveness, and outcomes.

KS explained that the partnership tracker was being developed on a shared space accessible to Committee members, with controls to prevent unauthorised updates, clarifying that the tracker was designed to provide governance and structural assurance, rather than detailed outcome measures. However, KS confirmed that outcome and effectiveness metrics for partnerships, such as those for the Regional Partnership Board and Public Service Boards, were available within their respective programmes and plans. KS agreed to bring those measures into future reports, emphasising that not all metrics could be incorporated directly into the current tracker, but could potentially be adapted.

NZ proposed that escalation arrangements might be considered for inclusion and requested that KS provide a paper to outline the process for updating the tracker, assigned responsibilities, reporting frequency, and the approach for deep dives. ACTION: KS.
In providing an update paper, KS would work with HL to ensure alignment of regular updates into the Committee as the tracker was populated.

Additionally, NZ highlighted the importance of aligning the tracker to other Committees to better understand the impact and resource implications of partnerships.
PP welcomed the strengthening of governance and confirmed the tracker covered the appropriate areas, with the only remaining question around membership and attendance, which had already improved based on Committee experience. PP suggested that, for governance purposes, it was sufficient to confirm that reporting occurred regularly and outcomes were visible to the Committee, while financial aspects related to Regional Integration Fund (RIF) should be directed to the Performance and Finance Committee.

KS to prepare a paper outlining the processes for ensuring that partnership impact and outcome reporting are directed to the appropriate committees. ACTION: KS

KS highlighted that the recent update to the Population Health Committee covered Regional Partnership Board (RPB), Public Service Board (PSB) and Tata, but was not a detailed review. KS suggested that the Population Health Committee may be the appropriate forum for regular quarterly partnership updates, with focus on ensuring members are informed about activities and that outcomes are being monitored.  

The Committee: 

· Agreed to ASSURE Board that the new partnership tracking systems had been received, with suggestions to include escalation arrangements, financial aspects, and further information on impact in collaboration with other Committees.

	2.6 SPEAKING UP SAFELY

	101/25
	JL presented the Speaking up Safely Management response, highlighting the following key points; 
· All actions from the Speaking Up Safely internal audit report had been progressed collaboratively with the Working Group, Service Groups, and HR business partners to ensure organisation-wide ownership;
· Local governance and reporting arrangements had been strengthened, with Service Groups now contributing to a centralised recording system for themes, trends, actions, and lessons learned;
· Screenshots of the centralised self-assessment and data capture template were provided in the report;
· Local reporting by Service Groups had commenced, with Morriston and Primary Community and Therapy Services already reporting; Neath Port Talbot and Singleton would report in upcoming Committees, after which this would become business as usual;
· The Guardian Service end-of-year report details progress against recommendations, with an action plan included as previously requested;
· Next steps included closing remaining actions, reviewing the Speaking Up Safely provision for value and effectiveness, continuing biannual assurance reporting, and finalising plans for the October Speak Up campaign;
PP welcomed the significant progress made in the Speaking Up Safely agenda, emphasising its importance, and highlighting the establishment of the national forum.

NZ noted that some actions were still in progress but were being addressed and that internal audit would review the remaining recommendations to ensure they were fully implemented. NZ emphasised the importance of having robust systems for staff to raise concerns, confirming that the Committee was assured such mechanisms were in place, and acknowledged the value of ongoing actions and the establishment of the national forum.

FQ highlighted that JL had been in regular contact to review progress and assess whether actions were ready for completion or required further work, and recently discussed when elements could be considered business as usual and closed. Welcoming this ongoing two-way communication, FQ confirmed that follow-up would continue as part of audit work throughout the year.

The Committee: 
· Agreed to ASSURE the Board that good progress was being made on the Speaking Up Safely limited assurance report.

	PART 3. INTERNAL AUDIT

	3.1 INTERNAL AUDIT

	102/25
	OL presented the Internal Audit Progress Reports, highlighting the following key points;
· The internal audit progress report showed activity since the last meeting and status of the 2025/26 audit plan, with two final reports issued, one draft report, seven reviews in progress, and five at planning stage. No concerns were raised regarding plan delivery, and progress is in line with expectations;
· Two deferrals were proposed: the digital operating model/board awareness review (due to overlap with Audit Wales work) and the Neath Port Talbot Private Finance Initiative (NPTPFI) follow-up (as the final report was reasonable). No replacements are proposed, and coverage remains sufficient;
· Feedback response rates are in line with the national average and generally positive;
· One KPI (timeliness of management responses) is currently red, impacted by annual leave, but improvement is expected. Work continues with LC and HL to strengthen processes, including sharing best practice from other organisations. 

The Committee:
· DEFERRED the Digital Operating Model and Board Awareness review (due to overlap with Audit Wales digital deep dive)
· DEFERRED the Neath Port Talbot PFI follow-up (due to reasonable assurance from the final report; this would be revisited at a future date.
· Agreed to ADVISE the Board of the continued need for timely executive responses to internal audit reports, approval of the proposed changes, and assurance that internal audit work was progressing as planned.

FQ presented the Strategic Equity Plan Report highlighting the following key points;
· Limited assurance was given, with two high priority and three medium priority findings;
· The "We All Belong" strategic equity plan was approved in principle, developed through wide stakeholder engagement, but lacks a detailed implementation plan and some supporting action plans are incomplete;
· The Strategic Equity, Diversity and Belonging Group (SEBDIG) lacks a formal, approved terms of reference and regular evaluation/meeting practices;
· Equality impact assessments (EQIAs) were inconsistently applied, with capacity and skills issues highlighted. A new integrated impact assessment tool was being introduced but not yet embedded;
· No annual equality report had been published since 2022/23, while other NHS Wales organisations have continued to do so;
· Limited evidence of progress tracking against national equality plans; the new SEP outlines a structured reporting framework, but it was not yet operational;
· Management accepted the findings and provided responses, with many actions linked to a Board Development day scheduled for December;
· Emphasis on ensuring statutory obligations were met, proposing a focused approach for the board development day, and prioritising steps for successful implementation.

NZ welcomed the timely Strategic Equity Plan report and acknowledged its alignment with ongoing Committee concerns regarding equality, however, noted that while progress was being made, there remained significant challenges around governance, structures, and capacity. NZ emphasised the importance of the upcoming Board Development and requested assurance that the session would specifically tackle governance and capacity concerns. Additionally, NZ sought confirmation that the proposed timeframes for implementing actions were realistic and achievable.

RT provided context on the Strategic Equity Plan; 
· it was a three-year plan requiring an annual action plan for implementation;
·  the importance of both the upcoming December Board session and preparatory work, including the October meeting of the Strategic Equality, Diversity and Belonging Group;
· the development of the annual equality report;
· the recent progress was acknowledged but ongoing challenges around resource and capacity had been identified;
· the need to prioritise key actions for the next financial year, rather than attempting to address too many areas at once;
· most required actions were either underway or already addressed, including the rollout of the integrated impact assessment as part of the annual planning cycle;
· the importance of report authors identifying the need for  impact assessments to be submitted to Board Services in accompanying Board papers.

NZ emphasised the importance of obtaining assurance regarding the upcoming Board Session, particularly around the equality impact assessment process. NZ asked Hazel Lloyd to determine the appropriate Committee to manage the equality impact assessment process. Additionally, NZ highlighted that the current risk register did not reflect the limited assurance position reported on equity and requested that the risk register be updated. ACTION: HL

RT added that the ability to progress the engagement agenda and address audit recommendations was dependent on the organisation’s financial position and available capacity. RT emphasised that decisions on resourcing would depend on the outcome of ongoing financial discussions, reinforcing the need to prioritise actions based on what was realistically achievable.

NZ acknowledged RT’s point regarding the financial challenges and requested that the finance team consider the equity agenda alongside the savings plan. It was agreed that an action would be taken to review this area. ACTION: RT

RT provided assurance that governance issues were being addressed and strengthened, highlighting that Strategic Equality, Diversity, and Belonging Group meetings were scheduled for the remainder of the financial year, and the Annual Equality report would be completed in autumn 2025. Additionally, Management Board would review the group's Terms of Reference.

The Committee: 
· REFERRED the Limited Assurance Internal Audit report on equality to the Quality and Safety Committee due to the joint focus on equality and quality impact assessments.
· Agreed to ALERT the Board to the Limited Assurance report on equality, highlighting that while there had been improvements, further work was required in terms of capacity, governance, structure, and finances to achieve the necessary progress.
· Were ASSURED by the strengthening governance processes, including the scheduling of group meetings, completion of the Annual report, and the review of Terms of Reference.

FQ presented the Patient Experience Report, highlighting the following key points;
· The report provided reasonable assurance on the Health board’s patient experience arrangements, noting strong commitment and robust data collection and reporting mechanisms;
· Areas for improvement identified included: lack of clear timelines for the revised patient experience strategy/action plan, unclear roles and responsibilities at service group level, and insufficient documentation of actions taken in response to feedback;
· Evidence of processes at service group level was limited, as supporting information was not always provided despite requests;
· Similar issues regarding traceability and learning from feedback had been identified in previous internal audit reviews;
· Management accepted the findings and provided responses to address the recommendations;
PP reiterated the recurring theme regarding challenges at Service Group level and expressed concern about the long timescale for addressing these issues, specifically noting that the target date of July 2026 was a significant wait.

FQ confirmed that she had challenged the proposed July 2026 completion date, acknowledging the need for further work to develop the action plan and embed processes at service group level. FQ highlighted that there may be scope to review the timeline, with a March 2026 deadline potentially being more realistic. FQ suggested this should be kept under review and agreed to liaise with LC regarding any updates or changes.
HL agreed to review the current timeline for Service Group-level actions, considering the recent AGM and the launch of the organisational strategy, to determine if the deadline can be brought forward. ACTION: HL.

NZ also asked that an action be implemented to address and escalate the ongoing issue of Service Groups not providing information to auditors in a timely manner. ACTION: HL.
FQ and OL to monitor the situation and inform the Committee if the situation regarding timely information provision did not improve, so that further steps could be considered.

The Committee:
· ACKNOWLEDGED the Patient Experience Report but were not fully assured as concerns were expressed about the long timeframe for addressing actions and the recurring issue of service groups not providing timely information to auditors.

	
	

	PART 4. EXTERNAL AUDIT

	4.1 AUDIT WALES PERFORMANCE AND PROGRESS

	103/25
	JB presented the Performance and Progress report, highlighting the following key points; 
JB confirmed that there were no significant changes since the last report; the main accounts had been signed off in June 2025, and work on the Charitable Funds Audit would commence in November 2025, with completion expected before the end of January 2026. 
 
AML confirmed that preparations for the Charitable Funds Audit were progressing well. The team received a list of audit deliverables and were currently working through these in readiness for the audit, which was scheduled to start at the end of October or early November 2025.

SU presented the Performance Audit Plan,  highlighting the following key points;
· the final review of Urgent and Emergency Care would be presented at the next Committee meeting;
·  Fieldwork was ongoing for quality governance, structured assessment, and the digital deep dive;
· work was also being scoped for managing estates across Wales and Cancer Services. 

NZ asked whether the quality governance review would consider the context of financial savings and the current financial position. 
SU clarified that the review was a follow-up on recommendations from the previous report and is focused solely on assessing whether those recommendations had been implemented, and would not cover financial savings or the current financial position. 

The Committee:
· Agreed to ASSURE Board that the Audit Committee received the Audit Wales plan and that progress was being made.

	PART 5. CLINICAL AUDIT

	5.1 LOSES AND SPECIAL PAYMENTS

	104/25
	AML presented the Loses and Special Payments report, highlighting the following key points;
· The report covers losses and special payments from 1 April to 31 August 2025, with comparison to the same period last year;
· Total Losses and Special payments recorded were £7.56 million, of which £6.87 million was recoverable from the Welsh Risk Pool, resulting in a net loss to the Health Board of £691,505—slightly higher than last year’s net loss of £469,000;
· Included in the figures were payments relating to pre-April 2019 Cwm Taff cases, amounting to £320,648, with a net loss of just over £7,000 after risk pool recovery; these relate to clinical negligence;
· The Welsh Risk Pool sharing agreement for 2025/26 required a Health Board contribution of £5.551 million. However, there was a potential additional pressure of £42 million across NHS Wales, which may require a further £6.4 million contribution from Swansea Bay University Health Board;
· The majority of the gross loss was due to clinical negligence cases (just over £7 million), with further details provided in the report’s appendices;
· The number of open Cwm Taff Magana cases has decreased by three since the end of March 2025.
PP highlighted that the potential additional contribution to the Welsh Risk Pool was a significant, and material, in-year financial challenge for Health Boards, highlighting it was one of several risks contributing to the current financial pressures. PP asked AML for clarification on the level of the contribution in previous years, referencing that similar requests have occurred over the past four years.

AML confirmed that the Welsh Risk Pool contribution for this year was £5.5 million, which was the highest to date. AML highlighted that in previous years the contribution was around £4 to £4.5 million, and prior to that it was approximately £3 million, indicating a steady year-on-year increase.

PP queried the additional potential in-year requirement of £6.4 million, with AML confirming that this was a potential, albeit not yet confirmed risk, , that was included within the Board’s financial risk assessment. 

NZ acknowledged that PP and the Performance and Finance team would continue to address the Welsh Risk Pool issue, which was also reflected in savings plan presentations. NZ highlighted the importance of timely responses to complaints to reduce avoidable costs and requested a plan to address these losses. It was agreed that the Board would be advised that losses and special payments had been reviewed, the amounts acknowledged, and the need for timely complaint responses emphasised.

The Committee:
· Agreed to ADVISE the Board that Losses and Special Payments had been reviewed, the amounts acknowledged, and the need for timely complaint responses emphasised. PP would continue to monitor the risk pool issue within Performance and Finance.  
· Were ASSURED by the Loses and Special Payments report.

	PART 6. FINANCIAL CONTROL AND MANAGEMENT  

	6.1 FINANCIAL CONTROL PROCEDURE 15 (FCP 15)

	105/25
	IMD delivered The Financial Control Procedure 15 (FCP 15) review, highlighting the following key points;
· The review of the Financial Control Procedure (FCP) was brought forward for sign-off due to recommendations from an internal audit report on asset management;
· Key changes to the FCP focus on asset register management and annual verification, with both physical and non-physical checks required;
· The team had experienced delays in asset verification due to COVID-19 and resource constraints and was now exploring technology solutions to improve efficiency;
· The FCP aimed to reduce the time required for physical verification of equipment assets, currently done over a three-year cycle;
· Transition to a cloud-based asset register system now enables quarterly updates instead of annual, aligning the Health Board with best practice and other Health Boards;
· These changes were expected to improve accuracy and efficiency in asset management and financial reporting.

NZ asked whether a framework similar to the All Wales 5 Case Model existed to ensure discretionary capital was aligned with strategic goals, such as reducing carbon emissions and supporting public and patient health priorities, so these considerations could be incorporated into relevant documentation.

IMD explained that discretionary capital priorities were drawn from the Annual plan, with Welsh Government allocations primarily intended for maintaining the existing estate. IMD continued to note that while some flexibility existed, most funding was for maintenance. Targeted estates funding, including for decarbonisation was allocated separately and aligned with strategic objectives. IMD detailed that this work was coordinated with NHS Wales specialist estate services and Welsh Government capital and estates colleagues.

OL confirmed that IMD’s presentation addressed the previous recommendations, and informed that ongoing follow-up work would continue, with updates to be reported back to the Committee.

The Committee:
· Agreed to ASSURE the Board the Audit Committee had received the Financial Control procedure and acknowledged that Internal audit would conduct a further review to close the recommendations.
· Were ASSURED by the Financial Control Procedure 15 (FCP 15) report. 

	6.2 ANNUAL REPORT 

	106/25
	RK presented the Annual report, highlighting the following key points;
· The Committee received the Clinical Audit mid-year update for 2024/25 and the Annual report;
· Assurance was provided that a Clinical Audit plan for the year had been agreed and a process was in place to support and monitor delivery;
· The Clinical Audit plan was overseen by the Clinical Outcomes and Effectiveness Group, with Board-level assurance required on progress and improvement;
· Audit plans for 2024/25 were agreed in March 2024, in line with Internal Audit recommendations;
· The Audit period was extended to 2026 to allow for completion of audit cycles, with ongoing monitoring in place;
· Completion rates for 2022/23, 2023/24, and the Annual report sign-off were acknowledged.
· The planning cycle now started after the summer break, aiming for sign-off in March 2026, and this process had already begun with Service Groups.

PP welcomed the progress in Clinical Audit across all five levels, however requested additional clarification regarding the lower completion rates reported for Neath Port Talbot Singleton in 2024–2026 period (recorded at 5.3%), and the escalation process in response to these lower rates.

RK explained that challenges persisted with audit completion rates in the Singleton and Neath Port Talbot Service Groups, confirming that escalation occurred through the Safety Group and monitoring by the Quality and Safety Committee. RK highlighted that some audits were completed but not included in the Clinical Audit plan, which had now been addressed, particularly in maternity, with greater insistence on proper audit planning. Previously, Service Groups either omitted audits from the plan or proposed unrealistic numbers; this had now been balanced. RK explained that recent leadership changes had improved governance structures at the Service Group level, providing greater assurance, and non-compliance was tracked and flagged in the Quality Assurance Group (QAG) report, with ongoing monitoring by the Quality and Safety Group.

PP, referring to the selection of audit topics at levels 2, 3, and 4, acknowledged that the Performance and Finance Committee had significant concerns about performance in areas such as endoscopy waits, psychological therapy and adult mental health, Neurodevelopmental Disorders (NDD) access, Neck of Femur (NOF) prompt surgery, stroke admissions, and CT scans for self-presenting patients. PP questioned the link between performance reporting and the selection of audit topics, observing that these areas of concern did not appear to be represented in the current audit topics.

RK explained that while Health Board priority topics were clear, most audit topics were chosen by Service Groups. RK said following an Internal Audit report, a change was made to ensure audit topics were now linked to risk scores, particularly those above 12. RK continued to explain that this aimed to provide assurance that mitigations for high-risk areas are effective. RK committed to reinforcing with the Clinical Outcomes and Effectiveness Group the importance of aligning audit topics with identified risks.
HL agreed to provide a report demonstrating how the link between Clinical Audit and the Risk Management Framework was working in practice. ACTION: HL.
Additionally, NZ asked that future reports clearly outline the escalation process for unresolved issues and include input from Service Groups to explain how these processes operate in practice. And suggested that to improve the clarity of Clinical Audit outcomes by presenting them more prominently at the start of reports, would make it easier to understand the results.  
Hazel Lloyd confirmed that detailed Clinical Audit outcomes are reviewed by the Quality and Safety Committee as part of the governance process. 

SS clarified that the Clinical Audit process was shifting to a two-year cycle, starting next April 2026, which RK confirmed would be a rolling programme, with ongoing monitoring and formal review every two years.
The Committee: 
· Agreed to ASSURE the Board that the Audit Committee received the Clinical Audit report. 

	6.3 FINANCE UPDATE

	107/25
	SM delivered the Finance update, highlighting the following key points;
· The Health Board was £13.3m behind plan at month five against the £58.7m deficit plan submitted in March;
· The main issue was under-delivery of savings: only £7.3m achieved against a target of £55.4m, leaving a £15.8m shortfall in savings;
· A paper was submitted to Welsh Government outlining the plan to deliver the required savings, supported by Deloitte;
· Welsh Government acknowledged progress but highlighted ongoing risks: £4.7m of red-rated schemes, £1.7m in pipeline ideas, and £9m in other opportunities, resulting in a £15m risk;
· Full assurance on delivery of the £15m risk was required by Welsh Government by mid-October, to be demonstrated in the next monthly monitoring return;
· Immediate next steps included a Management Board meeting to agree actions, followed by updates to the Performance & Finance Committee and the next Board meeting.

PP highlighted that while the primary risk remained achieving the £55.4m savings target, there were also several other major risks and issues that had arisen during the year.

SM noted that the first major issue addressed was the extra care scheme, confirming that the worst-case scenario for the extra care scheme was a £35m risk.

PP emphasised that the Health Board was not on track for the £58.7m deficit target, due to the resulting need to mitigate the £35m worst-case scenario risk, that included issues such as the Welsh Risk Pool which accounted for £6M of this risk, and emphasised that there was still a journey ahead to address these challenges.


SM to prepare a paper after the Performance and Finance Committee, summarising improvements in governance systems and service delivery for the Financial Savings Plan. ACTION: SM

The Committee:
· 
· ACKNOWLEDGED the Finance update, assurance was not explicitly taken from the finance update; the discussion focused on the current financial risks, savings delivery challenges, and the need for further updates and actions.

	PART 7. COUNTER FRAUD

	7.1 COUTNER FRAUD 

	108/25
	ME presented the Counter Fraud Progress Report, highlighting the following key points;
· There was an increase in counter fraud cases due to better identification and awareness, not a rise in actual fraud;
· Case closure rates remained steady, but investigations were taking longer due to complexity and some cases proceeding to prosecution;
· Awareness work had been targeted at high-risk individuals and those who had not attended training in several years;
· Resource constraints may impact delivery of the work plan, especially proactive exercises;
· The team would prioritise reactive work if resources were stretched, and a clearer update on risks would be provided at a future meeting;
· There was ongoing monitoring of the work plan and escalation to the Board if significant risks materialised.
 
NZ raised concerns regarding the "at risk" actions highlighted by ME, specifically questioning whether these capacity-related risks should be escalated to the Board and if the current risk ratings indicate significant problem areas for the delivery of the counter fraud plan. 
ME responded that the current risk identification was intended as a guide for the Committee and not yet at the stage for escalation. ME highlighted that the main area of concern was the proactive work which typically drove organisational change but may be reduced this year due to resource constraints. ME assured the Committee that he would provide a clearer update on those risks at a future meeting as the situation developed.

PP highlighted that the report provided strong assurance due to its clear presentation of the resource position, impact, and mitigations, and commended the transparency and clarity in how the counter fraud work programme was being managed.

NZ emphasised the importance of ongoing monitoring as the plan evolved, particularly regarding proactive work, and confirmed that the Committee would continue to oversee progress, provide assurance on the plan, and escalate any issues to Board if necessary.

The Committee: 
· Were ASSURED by the Counter Fraud Progress report.

	PART 8. MINUTES AND ACTION LOG

	8.1 MINUTES OF THE PREVIOUS MEETING

	109/25
	The minutes of the meeting held on the 18 September 2025 were APPROVED as a true and accurate record.

	8.2 ACTION LOG 

	110/25
	HL provided an update on the Action Log, confirming that a schematic had been included in the Risk Policy and this action could be closed. It was confirmed that the Internal Audit database presentation to executives had taken place, though it was slightly delayed. The Committee had also received the Counter Fraud Progress report, the Annual Accounts report, and the Audit Tracker status report, identifying that several actions could now be updated and closed.

	8.3 COMMITTEE WORK PROGRAMME 2025/26

	111/25
	NZ highlighted that the dates for January and March 2026 in the Work Programme should be updated. It was noted that the Work Programme would continue to be reviewed at each meeting to ensure progress remains on track. NZ also suggested that the secretariat liaise with auditors regarding the timing of upcoming audit reports, as several were expected towards the end of the year, and emphasised the need to ensure the partnership agenda is included.

	PART 9. ANY OTHER BUSINESS

	9.1 MEETING EFFECTIVENESS

	112/25
	Committee was asked if they felt all areas received sufficient time and scrutiny, and there were no objections or concerns raised. The actions were confirmed as clear, and the process for updating and controlling the Audit Action Log was agreed.

	9.2 ITEMS TO REFER TO OTHER COMMITTEESS

	113/25
	99/25 Audit Tracker and Status of Recommendations – Refer to the Digital, Data, Research Innovation Committee the closed recommendations regarding out-of-hours and digital support be referred to the digital committee for further assurance.

99/25 Audit Tracker and Status of Recommendations – refer to the Workforce and OD Committee the recommendation related to agency management audit for further scrutiny and suggested inviting Workforce and OD members to a future Committee meeting to provide greater clarity on progress with these recommendations.

99/25 Audit Tracker and Status of Recommendations – refer to the Quality and Safety Committee the lack of progress on the internal audit report for mortuary. 

102/25 Internal Audit: Strategic Equity Plan Report - Refer the Limited Assurance Internal Audit report on equality to the Quality and Safety Committee due to the joint focus on equality impact assessments and quality impact assessments.

	9.3 ANY OTHER BUSINESS

	114/25
	There was no other business raised.

	9.4 DATE OF NEXT MEETING

	115/25
	The next scheduled meeting is Thursday, 20 November 2025.
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