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Swansea Bay University Health Board
CONFIRMED
 Minutes of the Audit Committee 
held on 22 May 2025
 via Microsoft Teams
PART 2

	Present:

	Nuria Zolle 
	(NZ)
	Chair 

	Andrew Griffiths 
	(AG)
	Independent Member 

	Patricia Price 
	(PP)
	Independent Member

	In Attendance:

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

	Jason Blewitt
	(JB)
	External (For item 63/25)

	Matthew Evans
	(ME)
	Head of Local Counter Fraud Services 

	Melanie Goodman
	(MG) 
	Internal Audit

	Bethan Hopkins
	(BH)
	Healthcare Support Worker

	Neil Jones
	(NJ)
	Local Counter Fraud Specialist (For item 65/25)

	Hazel Lloyd
	(HL)
	Director of Corporate Governance 

	Osian Lloyd
	(OL)
	Head of Internal Audit (For item 61/25, 62/25)

	Alison McLennan
	(AM)
	Assistant Director of Finance 

	James Rodaway
	(JR)
	Associate Director of Population Health 

	Neil Thomas 
	(NT)
	Assistant Head of Risk and Assurance (For item 60/25)

	Felicity Quance 
	(FQ)
	Internal Audit (For item 61/25)

	Sara Utley 
	(SU)
	Audit Wales (For item 63/25)

	Verity Winn
	(VW)
	External (For item 64/25)

	Apologies:

	Deb Lewis 
	(DL)
	Chief Operating Officer 




	Minute No.
	

	57/25
	WELCOME AND APOLOGIES 

	
	NZ opened the meeting and welcomed all present. .

	58/25
	DECLARATIONS OF INTEREST

	
	There was a declaration of interest highlighted by NZ. NZ mentioned that her partner was involved in the Audit Wales Cancer Report, and therefore, NZ would not take part in those discussions. PP, the Vice Chair of the Audit Committee, would handle that agenda item on behalf of the Committee.

	59/25
	MATTERS ARISING 

	
	There were no matters arising. 

	60/25
	HEALTH BOARD RISK REPORT 

	
	The Health Board Risk Report was received. NT highlighted the following key points: 
· Steps were taken to prepare and support the development of the Strategic Risk Register, including sharing examples of risks from other organisations with executives and drafting risk descriptions;
· A consolidated document of titles, descriptions, proposed owners, and oversight committees was in circulation and would be considered in the June Board development session, with plans to bring it to the board in July;
· The Risk Management Group had its first meeting in April, with a Gateway review meeting in May. Three Service Groups attended, focusing on risks scoring 50 and above, with supporting analysis and expert comments provided;
· Key outcomes included Service Groups reviewing risks and identifying risks for escalation, improved links between services and the medical electronics team, and identifying training needs within services;
· Consideration of cross-cutting risks across services and capturing them in the register;
· An initial review of policies had been undertaken, with further amendments expected from the board development session;
· The Strategic Risk Register would be amended further from the board development session and any further comments, aiming to bring it back to the Audit Committee and board in July;
· The Internal Audit Review received a reasonable rating, recognising ongoing work to reset arrangements and focusing on aged risks;
· Key changes in the risk register include: Risk 52 (impact assessments) reduced from 16 to 12 following new processes, Consultant recruitment risk reduced from 20 to 16, with added detail on specialties with recruitment difficulties, Risk 16 (access to planned care) reduced from 20 to 16, reflecting achievement of targets for 2024/25;
· Finance capital risk increased, highlighting current availability of capital across Wales.
NZ invited questions: 
NZ invited Internal Audit to highlight any findings from the reasonable assurance report.
OL provided an overview of the Internal Audit review, which assessed the effectiveness of procedures for identifying, managing, and reporting Strategic and Key Operational Risks through the Board Assurance Framework (BAF) and Corporate Risk Register. OL explained the review found that the Swansea Bay University Health Board (SBUHB) had components of a strong Risk Management Infrastructure in place, including the policy, BAF, and corporate risk register, but also identified opportunities for improvement. OL informed that the SBUHB decided to reset its risk exposure arrangements and improve how the board gained assurance on strategic risks, including developing the Strategic Risk and Assurance Register. This Register would be underpinned by the Corporate Risk Register containing Key Operational Risks, ensuring a distinct separation of Strategic and Operational Risks. OL said the review concluded with a reasonable assurance rating, recognising ongoing work to reset arrangements and the need for additional focus on aged risks.
NZ emphasised the importance of the ongoing work related to the reset of the Risk Register and the review of key risks and assurance mechanisms. NZ highlighted that the schematic representation of risks was particularly helpful as it raised questions around consistency and assists committees and the board in evaluating the relative importance of different risks. NZ also mentioned that she had some observations regarding the Risk Policy that she would like to share with NT before it went to the board and the Audit Committee.

PP welcomed the refresh of the Risk Management Group and the involvement of senior clinical leadership and subject matter experts. PP appreciated the clarity of the strategic risk template, particularly the historic risk scores and overall assessments, which made the process transparent. PP suggested that a monthly download or exception report from DATIX would be helpful for ongoing monitoring of risk entries, including the date of the last update. PP also emphasised the importance of embedding risk management discussions in key meetings within service groups and ensuring these discussions are minuted to monitor how actively risk management is being practiced.

NT explained that DATIX did not have a straightforward feature for generating easy reports on the last progress updates for risks. Instead, the data needs to be manually extracted and manipulated outside of the system to determine when the last update was made against risk scores. NT explained that the information was then shared as part of the data pack provided to the Risk Management Group in preparation for their sessions. NT mentioned that while individual risk owners could see the last update on a risk-by-risk basis, it was challenging for senior directors to get an easy overview. To address this, it was planned to provide interim data between the six-monthly deep dives scheduled for the Risk Management Group. NT also shared the technique used to extract this information with one Service Group governance team and planned to share it with others.

HL acknowledged the importance of monitoring and mentioned that she and NT would discuss it further with the team. They plan to include detailed monitoring in their policy, potentially implementing quarterly monitoring in addition to the six-monthly Gateway reviews. HL also highlighted the need to look at the resources required for Risk Management and the role of the Risk Management team. The goal was to enable NT to participate in Service Group discussions about risk, providing support and feedback on any concerns.

AG emphasised the importance of getting the wording right for risks to distinguish them from issues. AG highlighted that some risks were currently worded as if they were happening, which made them seem like issues. This requires careful attention to ensure that actions match the risks identified. AG also highlighted the need for training and organisational development to support the revised approach to Risk Management. AG raised a question about how scoring and risk appetite worked together, highlighting that depending on the risk appetite, some risks might not be escalated even if their scores were high. AG used the example of Cyber Risk, which, despite its potential impact, might score low and not make it onto the Board Risk Register. AG stressed the importance of managing this disparity in scoring. Finally, AG expressed concern about ensuring that risks were owned by the appropriate individuals rather than being managed solely by the Risk Management Team. AG emphasised the need for risks to be integrated into normal management processes and asked whether there is any work being done on the "brilliant basics" piece to accompany the launch of the new policy.

NT welcomed AG’s points about improving risk descriptions and emphasised the importance of coaching and training. NT mentioned that guidance would be provided for those who hadn’t attended the training. NT agreed with AG’s comments on the ownership of risks, stating that the responsibility for managing risks should sit with the risk owners, who need to provide detailed input. NT highlighted the role of the Risk Management Team in supporting the design and effective operation of the process. NT mentioned that updates on the Health Risk Register were sometimes necessary to keep everyone informed of changes. NT had been in touch with colleagues in the workforce team to integrate the "brilliant basics" approach into their work. Neil also discussed the limits of the risk management process and the need to break it into manageable chunks. NT mentioned the provision of Risk Management level 2 training for managers and those responsible for owning risks in services. This training would be refreshed and formalised, with records maintained corporately to track who had received the training and their refresh rates. NT emphasised the priority of sorting out support for scoring and descriptions of risks.
NZ emphasised the importance of clarifying the relationship between committees in the risk management policy. NZ highlighted that the policy currently mentions that Quality and Safety, and Performance and Finance Committees would escalate to the board and Audit committee, but not other committees. NZ suggested that it would be helpful to articulate the reasons behind why Committees may choose to escalate issues, such as concerns about the wider system or inadequate mitigations. NZ highlighted the role of the gatekeeper and the need for everyone to understand their roles and responsibilities in the escalation process. NZ suggested that it might be helpful for Independent Members (IM) to sit in on one of the Committees at a stage when the framework was ready, to observe how risks were reviewed and discussed at a Service Group level. NZ mentioned that this could be considered further outside of the committee discussions.

The Committee: 

· Were assured by the Health Board Risk Report.
· Agreed to advise the Board that the Audit Committee had received a reasonable assurance rating from Internal Audit and, in line with the findings, has requested refinements to a new policy.
· Requested that assurance was given that the policy and framework would be improved and that a revised version would be seen.


	61/25
	INTERNAL AUDIT PROGRESS

	
	The Internal Audit Progress reports was received. OL highlighted the following key points; 
· Out of the 27 planned reviews, 22 had been finalised, four were in draft, and one was in progress;
· The follow-up review was being finalised and the draft report would be issued to the Health Board, concluding the work for 2024-25. Planning meetings for the 2025-26 audits had already started;
· No changes in the programme were expected at this late stage;
· The measure response indicator remained red due to ongoing pressures faced by staff. However, the workload had been more evenly distributed this year, which had helped committee members manage their workload;
· Three reports were still in draft but were expected to be finalised by the next committee meeting;
· Continued close collaboration with HL had been crucial in finalising reports;
· SBUHB response rate was below the All-Wales average of 64%;
· Proposal to change the follow-up approach for next year to regular checks and reporting through the progress report, rather than a big end-of-year exercise.

NZ invited questions: 
NZ highlighted that the follow-up work had been effective in providing the Committee with assurance and understanding regarding the tracker and addressing recommendations. NZ welcomed this approach and sought PP’s view on the follow-up work in the new proposed way of doing things. 
PP confirmed that they were happy with the approach. 
NZ highlighted that there were three reports coming to the next Audit Committee where management responses were awaited. NZ emphasised the importance of improving the time it took for management to respond to audit findings and requested that a watchful eye be kept on the time frames to ensure responses are timely and do not cause delays. NZ suggested an internal review of quality controls around systems and processes in relation to responding to audit reports and asked HL to take this back for consideration.
The Service Group Management report was received. FQ highlighted the following key points;
· The Service Groups had a clear structure of key groups supporting the management board, with oversight of Performance, Finance, Workforce Risks, and Quality;
· Recent additions to the governance structure included a Senior Nursing and Midwifery forum and a Medical Leadership Forum;
· Terms of Reference for key groups needed enhancement, and their approval required evidence;
· Meetings were well-minuted but could be improved by implementing work programs;
· Regular monitoring of Performance, Quality, Safety, Workforce metrics, and financial position was in place, but reporting of progress status needs clarity;
· Divisional accountability letters should be signed, and mechanisms for reviewing policies and managing declarations of interest needed to be more robust;
· The Service Group was working to improve the quality of its Risk Register, but several risks still lacked action or progress updates;
· Service Group reporting needed enhancement to ensure sufficient focus and scrutiny of key risks;
· There was no formal mechanism within the Service Group to confirm that key issues and risks had been escalated appropriately within the SBUHB;
· Regular meetings with the Chief Operating Officer took place, and the findings have been accepted by management with agreed actions and timescales.
NZ invited questions: 
NZ raised concerns about issues of controls, particularly regarding key findings around accountability letters, directors not attending Quality and Safety Risk Group management meetings, and the lack of a line of reporting from Service Groups to management. These were significant issues in terms of the proposed actions to address the findings. NZ highlighted that there was no one from the Service Groups present at the meeting to respond to these concerns.
FQ explained that there were extensive discussions during the audit process to ensure a sense check and understanding of the proposed actions. FQ expressed comfort with what was being proposed to address the findings, recognising the background work related to Risk Management that NT was undertaking. FQ highlighted that there was communication within the governance team to provide support going forward. FQ acknowledged that while the proposed actions were sufficient, the balance between the target implementation date and the actual date of fruition might take a little longer, but overall, she was comfortable with the proposed actions.
NZ requested that the proposed actions and time frames were recorded. NZ emphasised the importance of going back to the Service Group to ensure that the time frames were delivered as stated. 
AG raised a point about the connection between Service Groups and the board, emphasising the need to avoid any perceived or actual disconnect. AG asked for views on how to evidence this connection effectively. AG suggested that demonstrating the Chief Operating Officers role in joining up Service Groups and reflecting that in reporting could be a good metric. AG inquired if there were any other methods that could provide a better sense of organisational depth.
FQ acknowledged the balance between reporting for formal purposes and what was communicated verbally. FQ emphasised that both Audit Wales and their team have recognised the need for a standard agenda item to demonstrate reporting from the Chief Operating Officer. FQ suggested that having a standard agenda item at the management board with relevant highlights could help translate the narrative and demonstrate the linkage. As this process became embedded, it could be refined further over time.

The Population Health Strategy report was received. OL highlighted the following key points;
· The SBUHB serves relatively more deprived communities than the average for Wales, leading to significant differences in life and healthy life expectancy between the most and least deprived areas;
· The Population Health Strategy, approved in March 2023, aimed to improve overall health and well-being while reducing disparities. It emphasises a preventative, holistic approach and requires shared ownership and an organisation-wide effort;
· The audit provided limited assurance, highlighting that public health alone cannot drive the strategy forward. There was limited engagement at the executive director level, and a whole system approach involving all areas and external partners was needed;
· The strategy operates in a crowded space with various boards and groups having strategic plans for Population Health. An initial action plan was developed but had limited implementation. There was no organisation-wide specific plan in place, though performance indicators are being developed;
· Governance arrangements were primarily through the Population Health Committee and the Strategic Partnerships Group, which are under review. There is no primary care representation, and the committee had not produced any required reports.
NZ invited questions:
NZ welcomed JR to the Audit Committee and highlighted the importance of responding to the findings by implementing the recommended actions and reporting on the outcomes. NZ asked if there were additional measures that could provide assurance beyond the implementation of actions and reporting on outcomes, specifically addressing the identified issues. NZ emphasised the need for commitments from partners, given the cross-cutting nature of the agenda, and inquired if there is a commitment across all partners to achieve the desired outcomes and how this commitment is being reported and monitored. NZ invited JR to share his thoughts on the management response and highlight any key points or actions at this stage.
JR responded to NZ questions by emphasising the importance of collaborative efforts and partner commitments to achieve the desired outcomes. JR highlighted that the audit team took the time to understand the evidence base for strategy implementation, which shaped the audit. JR explained the SBUHB had adopted the Core 20 + 5 methodology, focusing on specific clinical areas such as Maternity, severe Mental Illness, Chronic Respiratory, early cancer diagnosis, Hypertension, and Diabetes. JR said that methodology had been presented to executives and the Population Health Committee, providing a detailed framework to report on measures and link them to population health indicators, driving better health outcomes. The SBUHB was working closely with partners to leverage good relationships and engagement, ensuring effective strategy implementation. JR also mentioned that progress was being made in identifying priorities and supporting the wider organisation in implementing the strategy.
PP acknowledged the significant challenge of resource and capacity for all health boards and inquired if there are any areas of good practice in applying the Core 20 + 5 methodology. PP asked JR if there were examples of audits with more reasonable or substantial assurance that could be reflected on or looked at for good practice.
JR acknowledged that the Core 20 + 5 methodology was well-established and had been developed in NHS England with the Kings Fund. JR mentioned that there was wide evidence based from integrated care boards in England using that methodology. Internally, the SBUHB had followed the evidence-based approach to implement the Population Health Strategy, focusing on engagement to build capability, capacity, and literacy. JR expressed confidence that the SBUHB had the ability to implement the methodology effectively across key clinical areas due to the engagement and momentum already built.
AG asked JR about the data aspect related to the Core 20 + 5 methodology and its cross-cutting relevance to other audit reports. AG mentioned a post to be filled that would work closely with the data team to ensure the public health perspective is integrated into the data. AG inquired how JR saw it making a difference. Additionally, AG asked about the importance of commissioning in the context of the SBUHB being a provider of healthcare services. AG wondered how the Core 20 + 5 methodology influenced the services provided through a commissioning lens and the public health perspective on what should be commissioned.
JR responded to AG’s question by explaining that the plans for an 8C role for data had likely changed due to significant progress made with Digital colleagues and Public Health. JR said an outline for Population Health dashboard had been developed and detailed dashboards for other services, such as Maternity, which included Population Health measures. JR explained the dashboards would be presented at the next Population Health Committee to provide assurance that additional data support was being integrated. JR mentioned that the data support would likely come from a Senior Analyst, as they had made progress in understanding what data could be used with Digital colleagues. JR said they were working on joining up external data sources, such as the Welsh Index of Multiple Deprivation, to build comprehensive Population Health intelligence. JR addressed the commissioning aspect by acknowledging that the organisation's uptake of commissioning responsibilities could be strengthened. JR said from a Public Health assurance perspective, the Public Health team worked closely with the commissioning team within Planning and Partnerships. JR explained they were providing Population Health input to revise the internal commissioning framework and are working in close partnership to design new services. JR said it involved developing service specifications that outline the expected outcomes, pathways, data measures, activities, and resources required. JR highlighted that while there was a shared vision, there was still work needed to achieve a comprehensive and consistent approach across the organisation.
NZ questioned JR about the realism of the time frames set for addressing the findings, particularly the high priority finding with a target date of 31 January 2026. NZ expressed concern that this date seemed distant, given the substantial work and activity required under the core 20 plus framework. NZ emphasised the importance of collaboration with partners and executive leads to ensure buy-in to the framework and achieve the set goals within the specified time frame.
JR responded to NZ’s question by explaining that the time frames set for addressing the findings were realistic. JR acknowledged that while the target date of 31 January 2026 for the high priority finding might seem distant, there was significant work and activity required under the core 20 plus framework. JR highlighted that the Public Health team had already done substantial work on driver diagrams and identifying areas they can lead, advocate for, and support. Additionally, JR said the team had been challenged to identify what Service Delivery Groups needed to do from a Population Health perspective. JR expressed confidence that the plans were achievable, highlighting that the new executive lead, Gill Richardson, had ideas for improving learning and developing consistency in approach.

The Learning from Incidents report was received. FQ highlighted the following key points;
· There was minimal guidance in the Concerns Management and Claims Management policies regarding what learning should look like, how it should be shared, and the extent of documentation based on incident severity. Recommendations were made to review and consider these aspects;
· The existence of an All-Wales learning from events framework model developed by the Welsh Risk Pool, with a local version developed within the SBUHB;
· Opportunities to learn from frameworks developed elsewhere within NHS Wales to reinforce the commitment to learning, clarify roles and responsibilities, and establish mechanisms for sharing and escalating learning;
· The review of the lessons learned field within DATIX revealed inconsistent and insufficient detail, making it challenging to manage and analyse learning themes and trends across incident categories;
· Greater clarity was needed on when an action plan should be completed following incident investigations;
· Evidence of learning sharing was limited, with detailed evidence available for only two incidents reviewed. There was a lack of evidence of learning being shared in some cases, consistent with findings from the Welsh Risk Pool report;
· Staff absences and resource constraints within the patient safety incident investigation team have hindered progress in developing a new repository of learning briefs on SharePoint for national reportable incidents;
· The success of the initiative depends on Service Groups and divisions proactively sharing their learning;
· Variations were identified in the reporting of learning from incidents and concerns at both service group and corporate levels. Good examples were noted, such as the Neath Port Talbot and Singleton safety groups, which could strengthen wider reporting arrangements.
NZ invited questions: 
PP expressed concern about the findings, especially when linked to the limited assurance on the Speaking up Safely audit about staff concerns. PP emphasised the fundamental importance of this work for quality and safety. PP questioned the lengthy time scales for addressing the findings and asked if there was satisfaction with the provided time scales, highlighting the absence of relevant executives to respond. 
FQ acknowledged the need for consolidation and understanding of the issues, suggesting that the time scales allow for this process, although quicker implementation would be ideal. 
HL added that the new Executive Director of Nursing and Patient Experience, Elizabeth Rix (ER), had ideas for improving learning and developing consistency, and the time scales reflected a period of change and reset within the team.
FQ highlighted that although ER was not part of the main course of the fieldwork, she attended the draft report meeting. FQ informed that ER was comfortable with the points raised and recognised the need for change. FQ emphasised that ER’s new Executive Lead might bring different ideas, but the prioritisation of issues reflected in the report remains essential.
NZ suggested rethinking and reviewing the management response to include any additional points ER might want to add, and asked FQ if that would be acceptable.
FQ agreed that it would be helpful to rethink and relook at the management response, particularly to include any additional points ER might want to add. 

The Business Intelligent Strategy report was received. FQ highlighted the following key points;
· The review aimed to evaluate the implementation and success of the business intelligence strategy to ensure it meets its aims and enabled data-driven decision-making;
· The SBUHB successfully delivered the current strategy for 2022-25 although gaps in skills and resources were identified that may constrain the department's ability to scale and support future digital transformation;
· These gaps were being addressed as part of the new strategic plan for 2025-28;
· The review received substantial assurance with no matters identified for reporting in the executive summary;
· A few opportunities for enhancement were flagged, including:
· Adding a data intelligence representative to the membership of the Information Governance, Learning, and Operation Group;
· Using digital tools to facilitate stakeholder feedback;
· Strengthening communication to increase the visibility of the business intelligence strategy.
NZ invited questions: 
NZ expressed delight with the substantial assurance ratings and extended congratulations to the team for their work. NZ asked HL to share the message with the rest of the team. 

The Job Evaluation review was received. FQ highlighted the following key points;
· The review aimed to ensure that the NHS Job Evaluation handbook requirements were applied fairly, consistently, and equitably by the SBUHB;
· The review received a reasonable assurance rating with five medium priority findings;
· Staff side representatives were currently required to use their facilities time to participate in panels, which was not a requirement of the national handbook and could be a barrier to participation;
· Sample testing revealed that bilingual job descriptions were not consistently published, contrary to Welsh language standards;
· There was a small pool of trained and approved individuals for panels, increasing the potential risk of conflict of interest. While individuals were advised to recuse themselves from relevant discussions, there was no evidence to support this;
· The annual report from the computer-aided job evaluation system was not completed for 2024 due to resourcing issues, but there was a plan to undertake it;
· The SBUHB had not affirmed the Key Performance Indicators (KPIs) that required reporting, as they were not specifically identified within the handbook;
· The findings had been accepted by management, and the agreed actions and time scales are considered appropriate. Tina Ricketts, the Director of Workforce & OD attended the draft report meeting and signed off on the report.
NZ invited questions: 
NZ expressed disappointment regarding the finding related to the inconsistent publication of bilingual job descriptions, highlighting that the Welsh Language Act had been in place for a long time. NZ confirmed that there were no issues with the time scales put together by FQ. 
The Committee:
· Agreed to advise the board that the Progress report had been received. 
· Agreed to alert the board that the Audit Committee had received a Limited Assurance report.
· Agreed to advise the board that the Audit Committee had received reasonable assurance and substantial assurance reports in other areas.
· Refer the Limited Assurance report to the Population Health Committee for further scrutiny.


	62/25
	DRAFT HEAD OF INTERNAL AUDIT OPINION ANNUAL REPORT 2024/25

	
	The Draft Head of Internal Audit Opinion & Annual Report 2024/25 was received. OL highlighted the following key points; 
· The Internal Audit plan was delivered substantially in accordance with the agreed schedule, with changes approved by the Audit Committee;
· The opinion contributes to the assurances available to the Chief Executive as Accountable Officer and the Board, integrating these results with other sources of assurance for the annual governance statement;
· A total of 25 Audit reviews were delivered, with one substantial, 14 reasonable, and 10 limited assurance reports;
· The overall opinion for 2024-2025 was Limited assurance, consistent with previous verbal updates to the Audit Committee;
· At the time of producing the draft report, eight reviews were at the draft report stage, with five of those since finalised and presented to the Audit Committee;
· Assurance ratings for contract management and the follow-up review are yet to be confirmed, with the majority of work expected to be progressed and reflected in the final Annual report;
· A small number of sections highlighted in yellow will be confirmed and updated before the final opinion was issued at the next audit committee meeting;
· Recognition of the SBUHB’s disappointment with the outcome, but thanks were extended to colleagues for their continued cooperation, support, and engagement;
· A briefing paper had been prepared to provide rationale and support for the judgments made in the opinion.
NZ invited questions: 
NZ asked about how SBUHB limited assurance opinion compared with other health boards, highlighting that another health board had received a draft limited assurance opinion, and there was a possibility that one more might receive a similar opinion. NZ also inquired about the typical response from Welsh Government to a limited assurance opinion. 
OL explained that Welsh Government usually noted the rating but did not take direct action based on it. OL said that the rating would be reflected in the SBUHB’s Annual report through the annual governance statement. 
NZ highlighted the importance of continuing to focus on risk-based audits, as this approach was common across health boards and helped identify areas needing improvement.
PP expressed disappointment regarding the limited assurance opinion and asked if the risk-based approach, where areas of concern are highlighted for audit, was common across health boards. OL confirmed that this approach was indeed common and was used to identify areas needing improvement.
OL explained that the SBUHB should continue using a risk-based approach to direct audits to areas of concern. OL highlighted that while the approach might result in limited assurance reports, it hadn’t necessarily impacted the overall opinion in the past. However, unexpected areas turning out as limited assurance have contributed to this year's opinion. OL emphasised the importance of continuing this approach and mentioned efforts to conduct more All-Wales reviews to identify common risk areas across health boards.
PP highlighted the stark increase in the number of limited assurance reports, highlighting that 40% of the reports this year were limited assurance compared to 24% in the last couple of years. PP raised concerns about broader governance issues, particularly the operational governance of Service Groups, and the time scales and progress in implementing management actions. 
OL acknowledged those concerns and highlighted that the follow-up position this year showed less progress compared to the previous year. OL also mentioned that the Limited Assurance reports often stem from areas where corporate processes rely on Service Groups to embed certain practices, leading to concerns about how well those processes were being implemented and escalated.
AG expressed that while the increase in Limited Assurance reports was disappointing, it was healthy for the organisation to address those issues. AG emphasised the importance of committee chairs taking responsibility for driving through the necessary plans and actions, particularly in the areas of Digital Data and Innovations. AG highlighted that addressing those issues was positive for the organisation, even if it may appear less healthy to external observers.
HL expressed gratitude to OL, FQ, and their team for their support throughout the year, especially during a period of significant change. HL acknowledged the delays in management responses but highlighted the positive engagement from the executive team in addressing the issues. HL emphasised the importance of timely completion of management responses and interactions, and the role of committee chairs in holding the executive team accountable. HL viewed this as an opportunity for the organisation to learn, reflect, and improve, with a full complement of the board now in place to reset and move forward.
NZ, said as the Audit Committee Chair, emphasised the need to rally the efforts of the Executive Team to improve governance and controls. NZ requested a commitment to zero tolerance for delays in relation to discharge and audit findings. NZ asked HL to relay this message back to the executive team.

The Committee:
· Agreed to alert the board about the Limited Assurance Opinion was received.
· Were assured by the Draft Head of Internal Audit Opinion & Annual Report 2024/25.

	63/25
	AUDIT WALES PERFORMANCE AND PROGRESS

	
	The Audit Wales Performance and Progress report was received. JB and SU highlighted the following key points; 
· There was an update on the accounts, highlighting that the draft accounts were submitted on time and all necessary working papers were received the same day;
·  The audit was currently about halfway through, and no significant issues had been identified at this stage;
· An update on Exhibit 2 was provided highlighting that the Planned Care report had been moved to the next committee meeting;
· Additionally, the deep dive on estates and the review of Cancer Services were scheduled for delivery in quarter four.
NZ invited questions: 
NZ emphasised the importance of having clear timelines for the delivery of reports to the Audit Committee to ensure accountability. NZ requested that specific time frames be assigned for the submission of these reports.

The Urgent and Emergency Care; Flow out of Hospital and Discharge Planning report was received. BH highlighted the following key points; 
· Two reports on Urgent and Emergency Care were presented;
· The first report (4.12) focused on cross-sector collaboration between health boards and local authorities to address discharge delays;
· It examined the causes and impacts on the Unscheduled Care System within the region;
· The report was cleared for factual accuracy through the Regional Partnership Board (RPB) structures in collaboration with the SBUHB and local authorities;
· The audit included cross-sector interviews, extensive data collection, and analysis;
· The report aimed to provide a comprehensive overview of the current position, successes, and challenges related to patient flow in the region;
· Partners understood and showed commitment to improving patient flow out of hospitals, but performance remained challenging;
· Collaboration was needed to address reduced workforce capacity and increased complexity of demand;
· Development of shared systems to manage information and ensure activities and risks were joined up and monitored on a whole system basis is essential;
· Report 4.12 had seven recommendations;
· Management responses to the recommendations were coordinated through the Regional Partnership Board structures and included in the report at Exhibit 27;
· Little progress had been made to address previous recommendations;
· There was no health-wide discharge policy or training for staff;
· Discharge pathways had not been clearly documented;
· Opportunities remained to strengthen performance reporting;
· Limited progress against the original 2018 recommendations: no progress on five actions, ongoing work on one;
· Introduction of D2RA pathways had altered the SBUHB’s approach, but limited action to develop a health board-wide discharge policy;
· Two new recommendations were developed, with references to regional recommendations to avoid duplication;
· Management responses to the two new recommendations were included in the report at Appendix 3.
NZ invited questions: 
NZ intended to refer the Discharge Plan Emergency report to the Quality and Safety of Performance and Finance Committees for further scrutiny, as they were very important reports. NZ highlighted that there were significant findings and the flow of the system needed to be examined. NZ felt it is disappointing to have received the problems with partners, but there was no Discharge Policy as highlighted. NZ explained there was a challenge in ensuring that all parts of the system understood their roles, which needed to be addressed. NZ expressed concerns about the management response from an audit perspective, highlighting that the response listed actions that were already being done. NZ requested HL provided feedback and questioned whether partners had accepted the need to do things differently in response to the findings and recommendations in the flow report.
BH acknowledged that the situation was very challenging. BH said from an audit perspective, the responses received were considered sufficient as they meet the recommendations and the management responses had addressed what the recommendations were trying to achieve.
BH emphasised that the next step was to ensure that the actions within the recommendations were realistic from an organisational perspective. BH explained that it was important that people were accountable for those actions and that there was a collaborative approach where needed to embed some of them. BH said it was not just a response from one organisation, as there were many touch points between organisations that need to be recognised. The landscape was complex, and the responses to the recommendations were practical points intended to help move actions forward. BH said the responses had been received, the focus now was on how they were embedded, maintained, and monitored going forward. 
PP highlighted that the Performance and Finance Committee had been intensely focused on flow and clinically optimised patient processes for some time. PP mentioned that a report on this issue was coming to next week's meeting, covering both internal processes and regional work. PP highlighted that the review stopped around September, but there had been significant focus and increased capacity on this issue within the SBUHB and regionally since then. PP expressed hope that progress had been made since the review date. PP suggested referring the reports to the Performance and Finance Committee to monitor progress with the actions recommended in the two reports. PP found some of the statistics quoted in the reports alarming and recognised that this was a national issue, not just specific to SBUHB. PP inquired if there were other health boards that had successfully addressed the issue or were making significant progress, and if there was any national response from the NHS Executive or Welsh Government.
BH clarified that while the data published in the reports stops at September, it was as up-to-date as possible given the extensive data analysis and interviews involved. BH emphasised that they tried to keep any new initiatives as current as possible, considering the time needed to clear the reports. Regarding other health boards and whether they have successfully addressed the issue, BH highlighted that every health board faced challenges in that area. BH mentioned that Audit Wales had published three or four similar reports on their website, which might provide further insights into how other health boards were managing these challenges.
BH mentioned that it would be worth looking at reports from other health boards, such as Betsi Cadwaladr University Health Board, Cardiff and Vale, and the Gwent region, which had been published for information. BH highlighted that the complexities tended to be at an operational level, with general strategic challenges around workforce and capacity to move people into the social care sector and undertake assessments. BH highlighted that the real issues often came down to discharge policies, the culture around discharge, attitudes toward risk, and how staff contact partners. Practical time-intensive issues, such as ringing around to find services instead of having an easily available directory, were identified. Additionally, BH said the use of bank and agency staff on wards made it difficult to embed local processes and knowledge. BH emphasised that while there was learning to be taken from other health boards, the reports focused on specific challenges for SBUHB, providing practical recommendations to address operational challenges. BH also mentioned that Audit Wales was pulling together messages from all those reports to develop a national output, which would be shared once completed.
AG found both reports fascinating but also disappointing in some aspects. AG highlighted that while some issues were complicated, others were not, but the combination with partnership working adds complexity. AG highlighted gaps where things could fall down, possibly even in scrutiny, which added to the complication. AG mentioned a significant reliance on the D2RA process for operational delivery and raised concerns about the Digital Data space, particularly the lack of a common system between SBUHB and the health board. AG expressed disappointment with the evidence seen regarding joint systems and the current position of untangling systems, highlighting that Mosaic had been offered to local authorities but was not available for the SBUHB.
BH emphasised that while D2RA pathways were useful for guidance, their effectiveness depended on having the underlying operational activities in place. BH explained that included the capacity within social services, the availability of third-sector resources, and the ability to identify and agree on patient needs. BH highlighted the importance of addressing operational challenges to ensure D2RA pathways could be effective. Regarding digital systems, BH highlighted that the issue was more about communication and information flow rather than just digital tools. BH mentioned that while there was a lot of data in the system, the challenge lay in how it was collected, used, analysed, and applied. BH acknowledged that it was a common issue across health boards and emphasised the need for effective systems to manage data. BH also highlighted that the comprehensive report provided an opportunity for organisations to get a snapshot of the challenges they face and encouraged using the report as a tool and baseline to improve patient flow.

Action: HL
The Committee: 
· Refer the Urgent and Emergency Care; Flow out of Hospital and Discharge Planning to the Quality and Safety and Performance and Finance committees to address the operational issues highlighted in the pathways. It was suggested that the Digital committee, chaired by AG, should have oversight of the digital aspects and what it can provide in terms of operational issues.
· Action - The need to review the management response to the Discharge Planning report. HL to take the matter back to the Executive team to understand what would be done differently to address the findings.
· Acknowledged the Urgent and Emergency Care; Flow out of Hospital and Discharge Planning report and assurance was discussed. NZ expressed concerns about the management response, highlighting that it seemed to list actions already being taken rather than addressing the findings directly. 

The ‘No Time to Lose’ report was received. SU highlighted the following key points;
· The report summarised findings from reviewing well-being objectives at around 48 bodies, covering approximately 200 individual audits;
· The Wellbeing of Future Generations Act had increased in prominence over the past 10 years, influencing long-term planning, decision-making, and working practices. However, there were still examples of little or no explicit consideration, and much more needs to be done on corporate functions;
· The act was not driving the system-wide change it was intended to achieve;
· Accelerated progress under the act was needed, with a focus on prioritising prevention. Public bodies required better data, a clearer picture of resource implications, and a better means of understanding impact;
· Public bodies face challenges in an environment that doesn’t  always promote change. The government could take action to create conditions that supported these bodies;
· Wider strategic recommendations had been made for the Welsh Government, and a response was awaited;
· No specific recommendations were made for health bodies in the report, but the 2024 Structured Assessment report identified the need for the SBUHB to improve its oversight in delivering well-being objectives.
NZ invited questions: 
NZ highlighted that the NHS had been singled out as being behind the curve in the report and requested assurances from the executives that the message had been heard and actions were being taken. NZ highlighted that the well-being objectives should align with corporate and strategic objectives, which currently they did not. NZ proposed to alert the board about the reports from Audit Wales and advise them that the relevant committees would scrutinise the findings and review the well-being objectives in line with the structured assessment.
The Committee:
· Agreed to alert the board regarding the reports from Audit Wales and advise them that the relevant committees would scrutinise the findings and review the well-being objectives in line with the structured assessment.

	64/25
	AUDITOR GENERAL REPORT T ON CANCER SERVICES IN WALES 

	
	The Auditor General Report on Cancer Services in Wales report was received. VW highlighted the following key points; 
· The review focused on the national approach to Cancer Services and included recommendations for the Welsh Government. SBUHB was one of the health boards sampled to understand views on the national strategic approach;
· The report, published in January 2025, contained bold negative findings and received significant media attention, which continues;
· The report was divided into two parts: Performance: This section examined the timeliness of diagnosis and the start of treatment for cancer patients. National Leadership Arrangements: This section evaluated the effectiveness of the NHS executive's leadership arrangements at the time, which were found to be largely ineffective;
· The review found that the NHS executive's arrangements were not working well, a fact widely recognised by NHS stakeholders and the Welsh Government;
· There was a lack of clarity on who owned the Cancer Improvement Plan and how performance would be monitored and reported. There was confusion between the roles of the NHS executive and the Welsh Government, leading to duplication and confusion within the NHS executive itself;
· The review found an excessive focus on the 62-day target for timely diagnosis and treatment, which, while important, was not the only measure of Cancer Service Effectiveness. There was insufficient focus on other outcomes such as incidents, mortality, survival rates, and prevention of;
· Specific examples of slow decision making were identified and outlined in the report;
· The strategic approach lacked a clear focus on preventing cancers, despite 38% of cancers each year in Wales being preventable;
· There were significant gaps in published data, which was crucial for scrutiny functions and for the third sector to target their resources effectively;
· The review highlighted very slow progress in implementing the replacement for the Cancer Information System (KANISK). There was initial doubt about funding for the second phase of the informatics system, but it has since been clarified that it would be funded and aimed at integrating different patient administration systems and cancer systems for better communication;
· The report made ten recommendations, all directed at the Welsh Government. The official management response indicated acceptance of nine out of the ten recommendations. The tenth recommendation, which addressed gaps in data, was accepted with the caveat that the feasibility of providing the data needed to be explored;
· The Public Accounts and Public Administration Centres Committee decided to conduct a public inquiry. Evidence submissions and transcripts of the sessions are available on the Senate's website. The Committee had held sessions with the third sector and the Welsh Government/NHS executive and was considering a further evidence session, particularly focusing on the approach to preventing cancer and other major conditions;
· A thematic review would be conducted across all seven health boards to provide comparability. The scope was still being defined, but the review would likely mirror the national report, focusing on the strategic approach to improving timeliness. The review was expected to start in the autumn and be completed within the financial year. 

PP invited questions:

PP inquired about the Welsh Government's response to the recommendations in the Cancer Services report and whether it provided sufficient assurance that the required changes would take place. 

VW responded that while the Welsh Government welcomed the report and took the recommendations seriously, it was challenging to address complex issues quickly. The Welsh Government had been moving swiftly to address the issues, and further updates were provided during the Public Accounts Committee session on 1 May. VW mentioned that Audit Wales would keep a watching brief on the progress and might follow up at a reasonable point in time to assess how well the recommendations were addressed. 

AG asked about translating the national report's recommendations to local systems and whether there were specific areas that should be addressed locally. 

VW responded that while the exact scope of the local review was still being defined, it was likely to focus on the strategic approach to improving timeliness. VW emphasised the importance of strong operational oversight and clear information flow to the committee and board levels. This included understanding performance against the 62-day target, identifying problem areas, and ensuring that the executive team was taking decisive action to address barriers. VW also mentioned the need for clear and comprehensive data to understand performance and make informed decisions.

AG elaborated on the challenge of translating national recommendations into local actions and emphasised the importance of taking proactive steps to address the themes identified in the national report. AG acknowledged the difficulty of relying solely on national leadership and stressed the need for local responsibility and action to provide the best cancer services. AG mentioned that the SBUHB was currently renewing its dashboards, making it an opportune time to address these challenges proactively. 

VW agreed and highlighted the importance of strong operational oversight, clear information flow, and comprehensive data to understand performance and make informed decisions.

PP emphasised the importance of referring the National Cancer report to the Quality and Safety, Performance and Finance Committees to start addressing the recommendations ahead of receiving the local report. PP highlighted the critical information on inequalities, particularly in areas of deprivation and the women's agenda, highlighting lower rates of screening and survival rates. PP suggested sending the report to the Population Health committee as well, to address health inequalities, including cancer screening. 

HL mentioned that a report on screening, including cancer, would be presented at the special June board meeting and would also go to the Population Health committee. 
The Committee: 
· Refer the Auditor General Report on Cancer Services in Wales report to the Quality and Safety Committee, Performance and Finance Committee and the Population Health Committee.
· Were assured by the Auditor General Report on Cancer Services in Wales report.
· Acknowledged the Auditor General Report on Cancer Services in Wales report as comprehensive, highlighting the need for strengthened national leadership and addressing significant challenges in cancer services.

	65/25
	COUNTER FRAUD PROGRESS REPORT

	
	The Counter Fraud Progress report was received. NJ highlighted the following key points; 
· It was a successful year for the Counter Fraud team with good levels of proactive activity to manage fraud risk and hold potential fraud offenders accountable;
· There was a high level of investigations, indicating staff confidence in reporting matters directly to the team;
· The SBUHB was performing well in terms of achieved sanctions, though some investigations were resource-intensive, impacting proactive delivery;
· The SBUHB maintained green ratings across all functional standards, reflecting the commitment to supporting counter fraud work and strategy;
· There was a focus on utilising Fraud Risk Assessment and Management work to measure counter fraud outcomes and successes;
· There was a consolidation of previous years' work to maintain standard ratings and build on preventative work;
· There was a focus on identifying unknown or unsighted fraud risks through collaboration with finance colleagues by following the money;
· Large scoping exercises were planned to benefit the organisation in the long term and support the approach to utilising risk as a counter fraud performance measurable;
· It was emphasised that the importance of fraud prevention figures were low as a result of excellent risk management factors. 
NZ invited questions: 
AG asked about the experience from elsewhere on how to make the organisation more generally aware of counter fraud activity, considering it was a delicate issue. AG was interested in techniques that could be used to raise awareness among the organisation and managers about counter fraud activity, almost as a deterrent, without publicising the negative aspects of fraudulent behavior.
NJ responded to AG’s question by explaining that the Counter Fraud team was rolling out substantial fraud awareness training, which could be tailored to specific areas that require it. Over the last 12 months, there had been a significant amount of fraud awareness programming and training. NJ said that the effort ensured that the message was disseminated throughout the SBUHB reaching staff at all levels. The high number of referrals indicated trust within the SBUHB and confidence in the Counter Fraud team, encouraging individuals to report their concerns directly.
NZ acknowledged the positive news regarding the agreed action plan, commending the team for their efforts. NZ highlighted the importance of supporting the Counter Fraud team from a broader perspective, highlighting the upcoming changes such as new directives and the Athena project. NZ suggested revisiting the board session on counter fraud progress at some stage this year to ensure ongoing awareness and support. 
Both ME and NJ agreed that it would be beneficial to reinforce and consolidate the integration of counter fraud activities within the organisation.

Action: ME/ HL

The Committee: 
· Action ME to include an update on the development of the Risk Assessment Management approach to Counter Fraud in the July committee report.
· Action the Chair confirmed that the reports would be signed as needed and that the work plan should be on the July agenda for approval. To ensure the inclusion of the development of the risk assessment management approach to counter fraud and the update on counter fraud progress on the planning agenda.
· Agreed to assure the Board of the Counter Fraud team's work in relation to the delivery of the action plan.
· Agreed to alert the board of the figures related to fraud identified and prevention.
· Were assured by the Counter Fraud Progress report.

	66/25
	ITEMS TO NOTE

	
	The committee noted the South Wales Trauma Network annual report.

	67/25
	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.

	68/25
	ACTION LOG 

	
	The action log was received and noted.
The action related to the sustainability committee's terms of reference will be put on the agenda for the July meeting due to DG’s leave today.
HL provided an update on the open action (SBUHB’s Risk Register and the development of the Strategic Risk Register), mentioning that NT covered the next steps in the schematic during the meeting. The updated schematic would be presented to the Audit Committee in July for support and then to the board in July for approval and endorsement. 

	69/25
	MEETING EFFECTIVENESS

	
	NZ emphasised the importance of managing timings effectively, highlighting that the agenda had undergone several changes. NZ appreciated the fruitful discussions and thanked the IM for their excellent scrutiny. NZ invited feedback from the executives on areas for improvement for the next audit committee.
HL acknowledged that the May committee was always challenging due to the end-of-year activities and thanked everyone for their patience. 
OL suggested ensuring that Executive Leads were present for critical reports, especially those with limited assurance, to provide necessary responses and context. 
PP agreed with OL's suggestion, emphasising the importance of having Executive Leads available for significant reports.

Action: HL

The Committee: 
· Action HL to ensure that there was adequate representation from the executives at future meetings, particularly for critical reports, including those with reasonable assurance.

	70/25
	ITEMS TO REFER TO OTHER COMMITTEESS

	
	61/25 - Internal Audit Progress reports: Limited Assurance report to the Population Health Committee for further scrutiny. Engagement at Executive Level: There was limited engagement with the Population Health Strategy at the executive director level, which was crucial for driving the strategy forward. Whole System Approach: The strategy required a whole system approach involving all areas internally and external partners, but this was currently limited. Action Plan: Although an initial action plan was developed, it was limited in its implementation and penetration. There was currently no organisational-wide specific plan in place to implement the strategy. Governance Arrangements: The governance arrangements were primarily through the Population Health and Partnerships Committee and the Strategic Partnerships Group, which were currently under review. The Population Health Committee would review these findings and the management responses to ensure that appropriate actions were taken to address the issues identified in the report. This referral aimed to ensure that the committee provides oversight and drives improvements in the implementation of the Population Health Strategy.

63/25 - The Urgent and Emergency Care; Flow out of Hospital and Discharge Planning to the Quality and Safety and Performance and Finance committees to address the operational issues highlighted in the pathways. It was suggested that the Digital committee, chaired by AG, should have oversight of the digital aspects and what it can provide in terms of operational issues.

64/25 - Auditor General Report on Cancer Services in Wales report refer to the Quality and Safety Committee, Performance and Finance Committee and the Population Health Committee. Quality and Safety Committee: To start addressing the recommendations ahead of receiving the local report. Performance and Finance Committee: To consider the operational issues and recommendations. Population Health Committee: To address health inequalities, including cancer screening, and to take on board the information on inequalities, particularly in areas of deprivation and the women's agenda.

	71/25
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Thursday, 17 July 2025.
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