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Swansea Bay University Health Board
Confirmed Minutes of the Audit Committee Meeting
held on Thursday 12 March 2026
via Microsoft Teams

	Present:

	Nuria Zolle
	(NZ)
	Chair

	Andrew Griffiths
	(AG)
	Independent Member

	Patricia Price
	(PP)
	Independent Member

	Steve Spill 
	(SS)
	Independent Member

	In Attendance:

	Jason Blewitt
	(JB)
	Audit Wales (For Item 27/26 29/26)

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

	Marie Davies
	(MD)
	Head of Strategic Planning and Partnerships

	Melaine Goodmen 
	(MG)
	Audit (For item 26/26)

	Hannah Jones
	(HJ) 
	Audit Wales (For Item 28/26)

	Neil Jones
	(NJ)
	Local Counter Fraud Specialist (For Item 34/26)

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

	Osian Lloyd
	(OL)
	Head of Internal Audit (For item 26/26)

	Alison McLennan
	(AMcL)
	Assistant Director of Finance (For Item 30/26 31/26)

	Claire Osmundsen-Little
	(COL)
	Director of Finance

	Meghann Protheroe 
	(MP)
	Head of Performance

	Tina Ricketts
	(TR)
	Director of Workforce and OD

	Neil Thomas
	(NT)
	Assistant Head of Risk and Assurance (For Item 23/26)

	Sara Utley
	(SU)
	Audit Wales 

	Kier Warner
	(KW)
	Head of Procurement (For Item 32/26)

	Apologies:

	Felicity Quance 
	(FQ)
	Audit 




	Minute Ref:
	Agenda Item

	PART 1. PRELIMINARY MATTERS 

	1.1 WELCOME AND APOLOGIES 

	20/26
	The Chair opened the meeting and welcomed all present.
Apologies were noted for:
· Richard Evans, Executive Medical Director 
· Deb Lewis, Chief Operating Officer 

	1.2 DECLARATIONS OF INTEREST

	21/26
	There were no declarations of interest raised in addition to those already declared on the register.

	1.3 MATTERS ARISING 

	22/26
	There were no additional matters raised.

	PART 2. GOVERNANCE 

	2.1 STRATEGIC RISK 

	23/26
	NT presented the Strategic Risk Report and highlighted the following key points: 
· Both risk registers (Strategic & Corporate) have been through updated review cycles, with 17 risks on the Strategic Risk Register (SRR) and no score changed this cycle;
· Narrative sections had been updated, including changes to strength‑of‑control ratings and additional detail in red‑font updates;
· Executives had been meeting monthly to review risks, with Workforce ahead in refining its risks following discussions at Workforce Committee;
· One corporate risk Deprivation of Liberty Safeguards (DoLS) had been de‑escalated, following sustained improvement and reduced breaches;
· Operational risks are now summarised using a 20+ escalation threshold, with comparisons against the position 12 months ago to show trend movement;
· Committee feedback from previous cycles had been shared internal and incorporated into Exec‑led risk register reviews and guidance updates;
· Risk Assurance team was meeting with specialties to review high operational risks (16+) in detail and ensure description, rationale and mitigation accuracy;
· Strategic improvement plan for risk management had been drafted (ahead of Executive approval) to strengthen procedures and embed consistency;
· Proposed changes to replace the Risk Management Group include escalation via Executive Performance Reviews and oversight through Executive Board and Executive Operational Group. 
NZ asked whether standing down the Risk Management Group had resulted in any gaps or risk to oversight. 
NT confirmed that escalation continued through the Executive Performance Review process and that broader oversight was being maintained while the new governance arrangements embed. 
NZ also queried long‑standing risks, including Parkway Dental and the Digital Maternity record.
NT agreed that some risk descriptions required clearer articulation, including whether risks were being tolerated at present. 
SS sought clarification regarding the Partnerships and Collaboration risk, highlighting its alignment under the Population Health Committee and questioning whether the risk score remained appropriate. 
HL confirmed oversight arrangements would be revisited and considered again at an upcoming Board development session, with a view to ensuring appropriate ownership and accurate scoring. 
SS asked about the recently de‑escalated DoLS risk and how any future breaches would be handled. 
HL confirmed that the Executive Director of Nursing reviewed DoLS performance monthly and would reassess the score promptly if breaches recur.
AG asked whether the transition to care groups under Organising for Success was sufficiently reflected within the registers. 
NT explained that a new “organising for success” risk was being developed in partnership with workforce colleagues and was expected to be added early in the new financial year.
NZ highlighted that some target scores remained aspirational rather than evidence‑based, and that further consistency was needed in assessing control effectiveness, particularly where high‑scoring red risks were paired with amber or green control ratings. She emphasised the need to ensure consistent and accurate application of consequence and likelihood scoring, improve the population of overdue or “to be confirmed” dates, and evidence the embedding of the new escalation framework.
The Committee:
· Agreed to ALERT the Board that several strategic risks lacked fully evidenced controls, contain overdue or ‘to be confirmed’ dates, and required stronger consistency in scoring and assurance to ensure the framework was fully embedded.
· Agreed to ASSURE the Board that the Committee had reviewed the Risk Register.
· Agreed to ADVISE the Board that executives must fully implement the refreshed risk register guidance, including consistent scoring, evidenced controls, realistic action plans and embedded escalation routes, to strengthen assurance and improve the effectiveness of the strategic risk framework.
· Were assured by the Strategic Risk Report. 

	2.2 FULL STANDING ORDER REVIEW 

	24/26
	HL presented the Full Standing Order Review highlighting the following key points; 
· Main updates related to Committee Terms of Reference, which had been reviewed and updated with input from Executive Leads, Independent Member Chairs, and Board Services;
· The updated Terms of Reference would be included in the Corporate Governance Report to the Board for approval.

NZ queried how the Health Board gained assurance that strengthened controls reflected in the Standing Orders were genuinely embedded in practice, noting that given the volume of changes, it was important to ensure enhanced controls translated into improved compliance. 
HL responded that assurance was gained through the annual review process, Welsh Government‑mandated updates, and ongoing monitoring from governance and committee cycles. She also noted that further work on the Scheme of Delegation was planned as part of the wider governance refresh. 

The Committee:
· Agreed to ASSURE the Board that the Committee had reviewed the Full Standing Orders and was satisfied that the organisation remained compliant and that the updated Standing Orders should proceed to the Board for approval.

	2.3 COMPLIANCE WITH GOVERNANCE CODE 

	25/26
	HL presented the Compliance with Governance Code highlighting the following key points;
· This was an annual review of the Health Board’s compliance with the HM Treasury Good Governance Code of Practice;
· Section three of the report included a detailed table setting out each requirement of the Code alongside the Health Board’s self‑assessment;
· It was advised that, subject to Committee support, the assessment will be included in the Annual Accountability Report submitted to the Board.

NZ queried the omission of External Audit attendance within the compliance narrative, highlighting that the paper referenced Internal Audit attendance but not External Audit, and emphasised the importance of ensuring the assessment fully reflected the Board’s assurance sources. 
HL confirmed that this amendment would be made and incorporated into the final version included within the Accountability Report. 
The Committee: 
· Agreed to ASSURE the Board the Committee had reviewed the Compliance with the Governance Code, confirmed compliance subject to the addition of External Audit attendance, and supported its inclusion in the Accountability Report.
· Agreed to ADVISE the Board that the Governance Code assessment should be updated to include External Audit attendance and incorporated into the Accountability Report for Board consideration.

	PART 3. INTERNAL AUDIT

	3.1 INTERNAL AUDIT

	26/26
	OL presented the Review and approve the 2026/27 Internal Audit Plan, highlighting the following key points;
· The proposed Internal Audit Plan for 2026/27 outlined the audit assignments, resource requirements, and the Internal Audit Charter and Service Director, Mental Health and Learning Disabilities (KPIs);
· It was explained that the plan had been developed in line with Global Internal Audit Standards, following the same structure as the prior year;
· The two‑stage planning approach was described:
· Initial review of organisational risks, performance data, prior audit findings, and all‑Wales themes.
· Followed by individual meetings with Executive Directors (or deputies), often held jointly with all‑Wales colleagues to ensure alignment and avoid duplication.
· The process produced a long list of potential audits, which was then prioritised to form the final plan presented to the Committee;
· It was confirmed that a record had been kept of audits considered but not included, to inform future cycles;
· It was emphasised that the plan would be kept under review throughout the year and adjusted for emerging risks, with changes reported back to the Committee.
NZ sought assurance that Executive Directors had the necessary capacity to deliver timely responses and minimise deferrals in the coming year, referencing difficulties experienced in the previous cycle. 
HL responded that all Executive Directors had been directly involved in shaping the plan this time, and that monthly reminders and strengthened monitoring arrangements would support improved compliance. 
SS questioned whether the Internal Audit Plan provided sufficient flexibility to accommodate unforeseen issues or new risks that may arise during the year. 
OL confirmed that the plan was designed to be adaptable. He advised that any changes would be managed in collaboration with HL and the Executive Team and would be reported back to the Committee through the regular progress updates. 
The Committee:
· Agreed to APPROVE the Internal Audit Plan for 2026/27.
· Agreed to ASSURE the Board that the Committee approved the Internal Audit Plan and agreed to assure the Board that the plan had been reviewed and approved. They also confirmed that executives had been reminded about capacity, timely responses, and minimal deferrals.
OL presented the Progress reports , highlighting the following key points; 
· Reported that 12 final audit reports had been issued to date, with a further report (Escalation Status Action Plan) being finalised at the meeting;
· It was confirmed that Internal Audit was on track to deliver the full 2025/26 audit programme, though the final quarter will be busy due to several audits at fieldwork or planning stage;
· Noted one management request to defer the Medical Variable Pay audit, although this was subsequently resolved following Executive discussion;
· It was advised that the Clinical Services Plan audit may also require deferral due to delays in the plan’s development; discussions to continue with HL;
· There was positive progress in closing audit recommendations, with the majority validated and only two requiring minor additional evidence;
· There was reported improvement in management response times, although further strengthening was needed;
· Internal Audit would continue to monitor KPIs, with follow‑up reporting scheduled for the May Committee.

NZ asked to begin with the referrals and deferrals relating to variable pay. She confirmed that she had spoken with RK the Clinical Director, who was content for the item to proceed, and asked HL to ensure written confirmation was received from him. 
HL confirmed she had already discussed the matter with RK and would link him with OL to progress as planned.
NZ requested further clarity on the timeframe for the Clinical Service Plan, noting she had missed a point regarding Quarter 3. OL explained that the work had originally been scheduled to replace another audit and was intended for Quarter 4, with plans expected to be developed and approved by year‑end. He provided an update on closure rates, reporting around 62%. While two items remained outstanding pending additional information, he confirmed that NHS Wales Shared Services Partnership (NWSSP) had not disagreed with any proposed closures. 
NZ noted the Committee’s expectation to monitor KPIs and requested a follow‑up at the May Audit Committee to evidence that the revised protocol was embedding. She asked that progress be clearly reflected in the committee report, including updates from Len Cozons, Head of Compliance, on tracker performance and the number of recommendations closed during the period. 
ACTION: HL/LC

The Committee:
· Agreed to ASSURE the Board that progress had been reviewed and further updates would be provided in May, especially regarding KPIs and closure rates.
OL presented the Risk Management and Assurance report, highlighting the following key points;
· It was confirmed that the review assessed the effectiveness of the Health Board’s arrangements for identifying, managing and reporting strategic and key operational risks, specifically through the Strategic Risk Register and Corporate (Health Board) Risk Register;
· The review evaluated whether risk management structures, processes and reporting align with the Health Board's strategic objectives, and whether risks were being monitored, escalated and acted upon effectively;
· A reasonable assurance rating was issued, consistent with previous years, reflecting a positive outcome;
· Significant progress was noted during 2025–26, including the establishment of the new Strategic Risk Register as part of the organisational reset, supported by the refreshed Health Board Risk Register and updated policy;
· Some areas still required further work, including operational risk oversight, detailed procedures, risk appetite arrangements, and monitoring of action plans;
· Key strengths included the updated Risk Management Policy, approved by the Board last year, and the clearer structure separating strategic, corporate and operational risks;
· Introduction of the new Strategic Risk Register had enabled the rationalisation of long‑standing risks, addressing the main finding from the previous review;
· Risks were now allocated to relevant Board sub‑committees and reported regularly to the Board and Audit Committee, with risk discussions now incorporated into monthly Executive Performance Reviews;
· Four findings were identified, all of which HL, NT and the team were already aware of and progressing;
· The need to finalise supporting procedures was emphasised, ensure training and workshops are delivered, and clarify escalation and monitoring arrangements under the new framework;
· Work was ongoing to determine the future of the Risk Management Group and ensure operational risks were reviewed through the Operational Executive Group;
· Further work was required to finalise and apply risk appetite statements, ensuring they are used to support monitoring;
· Some action plans within the Strategic Risk Register contained missed deadlines, no dates, or unclear ownership;
· The report also included an update on previous recommendations, noting the progress made;
· there had been progress in strengthening risk management structures and reporting, supported by close working with HL, NT, RN and the wider team.
NZ asked whether, in OL view, implementing the agreed actions would move the Health Board closer to achieving substantial assurance in the relevant areas.
OL confirmed that this was the intended aim and that continued progress should support movement towards that higher level of assurance.

OL presented the Budget Setting report, highlighting the following key points; 
· This was an important review given the Health Board’s current financial position, assessing how the Health Board allocates resources to meet its agreed budget;
· The review was being undertaken across five NHS Wales organisations to enable comparison, identify common themes, and highlight good practice;
· A summary report would be brought back to the Committee once all reviews were completed;
· Overall reasonable assurance was provided; however, one objective received limited assurance, reflecting wider financial challenges faced by the organisation;
· Other objectives received reasonable assurance, noting the strategic context, including the annual plan being submitted on time but not approved due to the deficit forecast;
· The Health Board remained at Targeted Intervention for finance, strategy and planning;
· Some themes aligned with findings from other recent reviews and All‑Wales work, including potential benefits of national approaches (e.g., Finance Academy) to support financial training;
· The review identified issues with budget accountability processes, including inconsistent signing of accountability letters at Executive Director level and delays in returning signed letters;
· Variation exists in how budget delegation was cascaded within service groups; strengthening the Performance and Accountability Framework will support this;
· Some management responses were finalised before COL came to post it was suggested revisiting these through the tracker and adjusting timeframes if required. 
NZ highlighted the importance of involving COL in reviewing the report, noting that although she had only recently joined the organisation, it would be helpful for her to assess the timescales and actions to ensure they are realistic and deliverable. NZ reflected that the Audit Committee had previously focused heavily on accountability letters and expressed disappointment that timely sign‑off remained an issue, with some budget holders failing to complete this requirement as expected.
COL confirmed that she would brief and engage colleagues on the approach to strengthening financial accountability, enabling appropriate challenge or support for actions needed to improve processes ahead of what will be a challenging financial year.
AMcL acknowledged the challenges raised regarding the ClickSense system and agreed it was not user‑friendly. She confirmed that steps had already been taken to improve visibility of usage statistics, with her team now depositing data more frequently into a SharePoint location. Finance Business Partnering teams were incorporating these statistics into service group and corporate director reports to strengthen oversight. AMcL added that the transition to care groups presented an opportunity to review and clarify who should formally hold budget‑holder responsibilities. She emphasised the need to ensure staff can access the financial dashboards effectively and confirmed that training would form part of this wider improvement process.

OL presented the Escalation Status Action (Limited Assurance) report, highlighting the following key points;
· The review examined whether the Health Board had robust governance and processes to oversee, track and close escalation actions across Targeted Intervention and Enhanced Monitoring, emphasising that the review assessed governance only, not operational performance;
· A limited assurance rating was issued due to significant weaknesses in governance ownership, documentation, and processes for closing escalation actions;
· Governance gaps were identified, including Targeted Intervention governance groups that were stood down without formal communication, resulting in oversight defaulting to business‑as‑usual groups that did not have escalation responsibilities in their terms of reference;
· Compared with other NHS Wales organisations, some Health Board governance arrangements lacked formality, clear accountability, and structured oversight; the developing Accountability Framework was expected to help address these weaknesses;
· The review found no consolidated escalation plan, despite this being a Welsh Government requirement;
· Only Maternity/Neonatal had completed a full self‑assessment against Welsh Government escalation criteria, and patient/service‑user feedback was not consistently incorporated;
· Actions linked to escalation often lacked clear owners, timelines, impact assessments, and evidence of completion, and were not supported by consistent RAG or assurance ratings;
· Reporting frequently referenced oversight groups rather than clear, deliverable actions, limiting transparency;
· The Health Board’s Performance and Assurance Framework focuses primarily on internal escalation, and there is an opportunity to expand it to cover responses to external escalation requirements;
· Additional weaknesses under Objective 2 reflected broader gaps in governance, ownership, and reporting, affecting areas including Urgent & Emergency Care, Planned Care, Cancer, and Healthcare‑acquired issues;
· The management responses had been taken into account and the developing Accountability Framework should strengthen arrangements going forward.
NZ reflected on the tension between treating areas of escalation as part of business‑as‑usual improvement work, such as unscheduled care, and the need to maintain a distinct, structured programme focused on escalation metrics. NZ welcomed the emphasis on the need for a longer‑term view of performance trends, expressing concern that the committee often becomes focused on short‑term monthly fluctuations rather than underlying trajectories.
NZ questioned MD on whether the management response timelines were deliverable. 
MD explained that significant work had been undertaken to update the Performance and Assurance Framework, ensuring that escalation processes for internal and external reporting are embedded and that duplication is minimised. She emphasised that the aim is a focused and targeted approach with strengthened governance and internal accountability.
AG asked about the critical role of the Delivery Unit in this work and whether its current position might impact timing, particularly around governance clarity. He also suggested that Independent Members be briefed on revised data and reporting structures in advance of Board discussions to ensure understanding of any new format.
MD responded that the Delivery Unit comprises both the Director post and the PMO function, which will provide the project management and delivery support required. She added that recruitment was underway for data and analytics leadership, which would strengthen the approach further. While acknowledging the importance of the Delivery Unit as an enabler, she confirmed that the proposed governance process could still progress while the supporting functions continue to be developed.

OL presented the Management of National Reportable Incidents (Reasonable Assurance), highlighting the following key points;
· The review assessed the adequacy of systems and controls for identifying, recording and managing national reportable incidents, including investigations, Welsh Government reporting, and organisational learning;
· Report was timely given Wales’ transition from the Putting Things Right framework to the new Listening to People arrangements from 1 April;
· There was reasonable assurance issued overall, with established governance structures, clear accountability and consistent data processes, alongside ongoing work to strengthen compliance with national policy;
· Four key findings requiring management attention: 
· Readiness for implementation of Listening to People: at the time of audit there was no comprehensive transition plan, and policies, templates, investigation processes, staff training and awareness materials required revision.
· Investigator training oversight: refresher training was not centrally recorded; training for wider staff was inconsistent.
· Timeliness issues: 
· 6 of 10 sampled incidents were not reported within seven working days.
· 7 of 10 exceeded closure timeframes.
· 26 of 30 open cases were overdue; 64% of closed cases exceeded expected closure dates.
· Tracking of post‑investigation actions: action plans reviewed at service‑group level but could not be linked to specific incidents, reducing assurance that improvements were implemented, monitored and shared;
· Despite these issues, strengths identified provide a sound foundation for improving consistency and readiness for the new legislative framework;
· The report supported building improved arrangements ahead of the new requirements coming into effect next month.
SS asked for clarification on whether the Health Board would be fully ready to implement the new processes required under the national reportable incidents framework by 1 April.
OL confirmed that while the Health Board was in a good position overall, reflected by the reasonable assurance rating, the audit had identified a gap relating to the need for a comprehensive transition plan. He emphasised that readiness was positive but that this gap remained important.
HL confirmed she had discussed the matter with ER, the Executive Director lead, who was satisfied that the management response was appropriate and that the team was taking all necessary actions. 
The Committee:
· Agreed to ADVISE the Board for the need for a comprehensive transition plan for the new Listening to People framework. Monitoring of timeliness of reporting and closure of incidents must continue to improve.
OL presented the Controlled Drugs (Reasonable Assurance) report, highlighting the following key points;
· Audit assessed whether the Health Board had adequate arrangements to ensure compliance with Controlled Drugs regulations, reviewing ordering, administration, storage, record‑keeping, governance and reporting across sampled wards and theatres;
· This was the fourth audit in this area, with previous reviewed identifying recurring issues in storage, administration and governance;
· Reasonable assurance was provided overall, with generally good compliance with day‑to‑day Controlled Drugs procedures across most areas reviewed;
· Higher‑risk areas were deliberately targeted as part of the risk‑based audit programme;
· One area of concern was identified: Morriston Acute Medical Assessment Unit (AMAU), where significant issues were noted regarding cupboard security, physical damage, and lack of segregation of patient‑owned medicines; these appear isolated rather than systemic.
· Positive findings included: 
· Up‑to‑date policies and software.
· Improved ordering and administration processes.
· Regular pharmacy orders with AMaT being embedded for documentation.
· No discrepancies found between register records and physical stock during audit checks across the sample.
· Four findings highlighted for improvement: 
· Non‑compliance with Controlled Drugs order register requirements, including missing signatures, absent witness countersignatures, illegible signatures and outdated signature lists.
· Security concerns in Morriston (damaged cupboards not escalated/replaced; patient medicines not segregated).
· Lack of formal reporting of pharmacy order outcomes at service‑group level.
· In Primary Care, Controlled Drug management and assurance plans were not consistently issued or reviewed.
· A new corporate reporting structure introduced in October 2025 had not yet fully embedded; only two service groups had submitted updated reports, with one still using an outdated template;
· Core operational controls were working well in most areas, with one isolated area requiring attention and further strengthening needed in governance arrangements.
NZ queried whether the issues identified with the controlled drugs cabinets in Morriston, highlighted in the audit report, had now been resolved and asked for assurance on the actions taken.
HL confirmed she would obtain an update outside the meeting and share this with Independent Members.
NZ highlighted that since Internal Audit had raised the issue, it was important for the Committee to receive a clear closing‑the‑loop update confirming the corrective action taken.

MG presented the Asbestos Management (Reasonable Assurance report, highlighting the following key points;
· The audit reviewed the Health Board’s processes for managing asbestos, considering compliance with the Control of Asbestos Regulations;
· Reasonable assurance was issued overall, with substantial assurance achieved in several individual objective areas;
· No areas of non‑compliance with asbestos regulations were identified;
· Findings primarily related to governance improvements, including documentation retention, clarity of responsibilities and strengthened oversight rather than failures against regulatory requirements;
· Four medium‑priority findings were raised, all accepted by management with clear actions agreed.
NZ sought clarification on how close the Health Board had been to receiving a substantial assurance rating, noting that four of the seven criteria had achieved substantial assurance. 
MG confirmed that the audit had been “quite close” to substantial overall, explaining that the remaining four medium‑priority recommendations related primarily to tightening governance arrangements that support compliance, rather than issues with compliance itself. She noted that while not all objectives carry equal weighting, the audit had been positive, and she anticipated that with the recommended improvements implemented, the Health Board could reach substantial assurance in future audits.
The Committee:
· REFERRED the limited Escalation Status Action (Limited Assurance) to the Performance & Finance Committee (PFC) for oversight.
· REFERRED the budget‑setting review to PFC, with a request for the committee to consider the limited assurance finding on accountability letters, which had also been raised externally by Audit Wales.
· Agreed to ADVISE the Board that the Committee will highlight the reasonable assurance reports received — specifically Risk Management and Assurance, Management of National Reportable Incidents, Controlled Drugs, Asbestos Management, and the Budget Setting review (reasonable with one limited area) — drawing attention to recurring themes relating to documentation, consistency, and the maturity of controls

	PART 4. EXTERNAL AUDIT

	4.1 AUDIT COMMITTEE UPDATE

	27/26
	JB presented the Audit Committee Update report, highlighting the following key points; 
· The 2024/25 Charitable Funds Accounts were formally signed off in January 2026;
· Work on the 2025/26 main accounts audit was well underway, with a substantial amount of interim audit work completed with Alison and her team in January and February, helping to reduce pressure on the year‑end audit.
· The year‑end audit will commence in early May, aiming for sign‑off by the end of June, in line with statutory deadlines;
· The 2025/26 Charitable Funds audit had been brought forward, with fieldwork planned for October–November, aiming for completion before Christmas and comfortably ahead of the end‑January deadline.
NZ asked whether there were any risks to highlight in relation to the current year’s audit of accounts and sought assurance that the external auditors were receiving the support they required from the Health Board team. 
JB confirmed that everything was progressing as planned and that AMcL and her team had been highly supportive, providing all necessary information. He noted that the substantial interim audit work completed in January and February would ease pressure on the upcoming year‑end audit period. 
AMcL added that the audit work was progressing well from the finance team’s perspective. 
SU provided a brief performance update, confirming that since submission of the paper, the Digital System report had been issued and was currently in clearance. She added that work would shortly move into Port Talbot for the Estates audit, and that the Cancer Services audit was now in fieldwork. 

The Committee: 
· Agreed to ASSURE the Board that the Committee had reviewed the audit plan.

	4.2 STRUCTURED ASSESSMENT 2025

	28/26
	HJ presented the Quality Governance follow up report, highlighting the following key points;
· The review assessed progress made by the Health Board in implementing the 2022 Quality Governance recommendations, as well as progress in meeting new duties of quality and candour;
· The 2022 review contained eight recommendations, covering areas such as risk management, clinical audit, mortality reviews, values and behaviours, PADRs, the Quality & Safety Framework, collective ownership of quality, and governance resourcing;
· The follow‑up found strong progress: 
· Nine recommendations completed,
· Four recommendations still in progress.
· The Health Board had made satisfactory progress in embedding the statutory duties of quality and candour.
· Positive improvements included: 
· Enhanced risk management training and stronger scrutiny of corporate risk registers.
· Routine reporting on clinical audit delivery and outcomes.
· Improved mortality review and learning processes.
· A review of quality governance resources, strengthened clinical leadership, and expanded quality‑related training opportunities for staff.
· Areas still requiring improvement: 
· Quality & Safety Framework needs to be updated to reflect new organisational structures.
· Further embedding of the Values and Behaviours Framework at operational level.
· Strengthening operational oversight of risk registers.
· Improved performance on PADR completion.
· Ensuring consistent clinical attendance at key Quality & Safety groups.
· Three new recommendations were issued: 
· Update the Quality & Safety Framework.
· Ensure clinical attendance at key quality governance groups.
· Improve compliance with Duty of Candour training.
· The Health Board accepted all recommendations and provided a management response.

NZ noted the positive progress in strengthening quality governance arrangements and asked for assurance on the organisation’s capacity to deliver the recommendations within the required timeframe. She sought confirmation from ER and TR that clinical and nursing leaders would receive clear messages about the importance of their involvement, particularly as the Health Board moves into the new care group structure.
TR confirmed that the organisation was currently consulting on moving from an operationally‑led to a clinically‑led leadership model, which would support ownership of the quality governance agenda. She added that the aim was for the new model to be in place by 1 September, accompanied by the implementation of the values and behaviours framework and revised leadership job descriptions.
ER reported that she and RK had strengthened joint working between nurse directors and medical directors, who now meet together weekly with governance as a standing component. 
ACTION: ER

The Committee: 
· Agreed to ASSURE the Board of positive progress, the need to strengthen clinical engagement, and the importance of alignment between quality governance and wider governance structures and further agreed to refer the item to Clinical & Unscheduled Care Nursing Sub‑Committee (CUNS) for information.

	4.4 Audit Plan

	29/26
	JB presented the Audit Plan, highlighting the following key points;
· The plan had been agreed with officers and highlighted key elements without going through the full document in detail;
· Financial audit work would assess whether the Health Board’s accounts give a true and fair view, using materiality and a risk‑based approach;
· Materiality levels were set out on page seven, with key risks on pages eight–12;
· Timing for the audit was outlined on page 13, with sign‑off of the audited accounts expected by end of June;
· The financial audit team was unchanged from last year (page 20);
· The audit fee (pages 18–19) was confirmed through the annual consultation process and finalised in the Senedd‑approved fee scheme;
· The fee increase for Swansea Bay University Health Board (SBUHB) was 5.3%, translating to an overall 5.2% rise (around £23,000) across financial and performance audit due to required skill mix;
· Under the Public Audit Wales Act, fees reflect actual work undertaken; any underspend against the estimate will result in a refund.
NZ highlighted the need to seek clarification from JB regarding the audit fee, noting the above‑inflation increase and the importance of understanding the value and outputs from the performance audit work. She asked that key points be highlighted as SU presents the performance audit section, emphasising the need for assurance on value for money.
COL confirmed she had no concerns and was looking forward to her first audit with the Welsh Audit Office, noting the clarity of the report and querying whether any NHS Wales organisation had received a fee reduction linked to efficiency.
SS queried the implications of wording within the plan and whether there could be any unexpected expectation for SBUHB to host bodies such as JCC or NWSSP. 
SU reassured members that this was not the case, explaining that the work was a general structural assessment to better understand hosting arrangements across Wales, and that further clarification could be provided to improve the wording in the plan.
AG noted that SBUHB already hosts EMERTS and queried whether the scope of the work included all hosted bodies.
The Committee:
· Agreed to ASSURE the Board that the audit plan had been received and that members have been briefed on the thematic themes arising from it.

	PART 5. FINANCIAL CONTROL AND MANAGEMENT  

	5.1 FINANCE UPDATE

	30/26
	AMcL presented the Annual Accounts update highlighting the following key points;
· The Annual Accounts closure plan, outlining the high‑level timetable and finance methodologies used for capital provisions, accruals and stock counts;
· Key submission dates were reaffirmed: draft accounts to Welsh Government on 1 May, and audited accounts on 30 June;
· Approaches and methodologies would remain consistent with the 2024/25 accounts, with only minor updates highlighted;
· An onerous contract provision for the Radiology Information System, introduced last year following transfer to the Philips contract, continues to be reviewed due to ongoing implementation delays;
· It was confirmed the B2 to B3 HCSW re‑grading agreement, outlining normal accounting treatment for salary and arrears, and noting that the non‑pensionable recognition payment meets the criteria for an “other loss”, currently £3.6m to period 11;
· Audit Wales had been fully informed of the process, with Welsh Government agreement shared as part of interim audit work;
· The new self‑billing system for nursing agency invoices has significantly improved accuracy, speed and financial controls, reducing reconciliations and expediting payments;
· Full governance arrangements for the self‑billing process have been developed and shared with Audit Wales.

NZ highlighted a point regarding the decision not to accrue for untaken annual leave, seeking assurance that, as in the previous year, a clear message had been communicated to staff about the importance of taking their leave entitlement.
AMcL confirmed that several internal bulletins had been issued to staff reminding them to take their annual leave, and NZ asked that the Committee assure itself this communication had indeed been sufficiently clear. 

The Committee:
· Agreed to ASSURE the Board that the Annual Accounts timetable and accounting methodologies had been reviewed and approved. Audit Wales confirmed they were content with the proposed approach.

	5.3 WRITE OFF BAD DEBT

	31/26
	AML presented the Write Off a Bad Debt, highlighting the following key points;
· There was a requested approval for a debt write‑off of £3,295.78 in line with Financial Control Procedure 10 – Fees and Charges;
· Debt write‑offs over £2,500 required Audit Committee approval;
· The debt related to a former employee who was overpaid due to a payroll error where reduced contracted hours incorrectly reverted to full‑time over a four‑month period;
· An invoice was raised prior to the debtor’s bankruptcy order, meaning the Health Board’s debt would have been captured within the bankruptcy liabilities;
· The debtor had no assets and substantial liabilities, making recovery highly unlikely;
· It was standard practice to write off such debts 12 months after the bankruptcy order;
· The Committee was asked to approve the write‑off of £3,295.78.

NZ explained that aside from the specific case presented, fraud work continued to identify other instances of overpayment across the organisation. She advised that this should be referred to Workforce & OD. NZ requested confirmation that the Committee would work closely with Workforce & OD and Board colleagues to tighten controls in this area and asked members were content to approve the write‑off.
SS confirmed his agreement but raised a concern about the Health Board transacting with an individual who was clearly in financial difficulty. He stressed the importance of maintaining robust controls but stated that this did not affect his approval of the write‑off.
In response, AMcL confirmed that the organisation follows the All‑Wales Overpayment and Recovery Policy alongside internal debt‑recovery procedures under the Financial Control Procedures, and that these are applied consistently.
The Committee:
· Referred the Write off Bad Debts to the Workforce & OD Committee to seek assurance that lessons were being learned and that systems were being strengthened to prevent future overpayments. 
· APPROVED - The Committee supported the request to write off £3,295.78 in accordance with FCP 10 (Fees and Charges).
· Agreed to ALERT the Board that the Write off Bad Debt was approved. 

	5.2 NHS WALES SHARED SERVICES PARTNERSHIP: PROCUREMENT SINGLE TENDER ACTIONS AND QUOTATIONS

	32/26
	KW presented the NHS Wales Shared Services Partnership: Procurement Single Tender Actions and Quotations, highlighting the following key points;
· The team was entering a key year‑end comparison period with other Health Boards, which continues to be a useful performance barometer;
· Significant controls had been strengthened around exemptions, particularly Single Tender Action (STAs) and Single Quotation Action (SQAs), with improved robustness now reflected in SBUHB’s data and in comparisons across Wales;
· The next reporting period was expected to show a spike due to year‑end capital equipment purchases, especially items coming out of contract after 2–4 years, many of which required single‑supplier procurement.
· Keir stressed that this anticipated spike is normal and not a concern;
· The procurement report had been streamlined, with unnecessary columns and data removed to avoid an overly lengthy report.

NZ asked whether there were any high‑risk areas of poor value for money within the current Single Tender Actions that required Committee attention. 
KW explained that the highest‑value STAs typically relate to software licences and original equipment manufacturer repairs, where the Health Board is tied to the supplier from whom the equipment was originally purchased. He emphasised that procurement continues to focus on educating budget holders and end users to engage the procurement team earlier, allowing commercial discussions to take place at the point of purchase rather than retrospectively. KW confirmed that while procurement can work with colleagues to review details around repairs and licensing, historically they were often brought in after purchasing decisions had already been made, limiting their ability to apply commercial expertise. He noted improvements through ongoing training, and through the work with Deloitte on spend controls, which has helped raise the profile of procurement and increase early engagement. However, he reiterated that further improvement is needed, as procurement was still sometimes approached only to “wrap up the governance,” rather than to influence value and long‑term outcomes.
NZ revisited her longstanding concern about retrospective actions, asking whether additional controls could be strengthened.  NZ requested that procurement bring forward a clear action plan to the next committee meeting, addressing training, retrospective actions, escalation points, and any other improvements required. 
ACTION: KW/HL 
The Committee:
· Agreed to ASSURE the Board that action was being taken in accordance with the Scheme of Delegation, alongside benchmarking work to ensure value for money.

	5.4 UPDATE ON VALUE FOR MONEY/RECOVERY AND SUSTAINABILITY

	33/26
	DL presented the Update on Value for Money / Recovery and Sustainability, highlighting the following key points; 
· The Recovery and Sustainability Programme was now well established, with the Board meeting twice monthly;
· A formal project‑management methodology was being applied, including the use of active RAID logs (risks, actions, issues, decisions) to maintain strong governance and control;
· Planning for 2026/27 was a major current focus, supported by a robust process that develops ideas into deliverable schemes, as outlined in the submitted paper;
· Controls had been tightened across several areas, particularly around workforce, variable pay, and procurement;
· Since the report was submitted, procurement controls had been further strengthened, including the introduction of a weekly spend control panel to ensure tighter oversight;
· Additional scrutiny aimed to ensure the Health Board was not incurring unnecessary non‑pay expenditure.
NZ noted that the paper clearly set out that service groups were responsible for delivering savings. She highlighted that, from an Audit Committee perspective, the priority was understanding the governance and accountability arrangements, and asked DL to outline how reporting flowed from the Recovery and Sustainability (R&S) Board to service groups in practice.
DL explained that all Service Group Directors sit on the R&S Board, ensuring direct involvement and accountability. She noted that the Medical and Nursing Directors had temporarily stepped out while plans for 2026/27 were being finalised, but they would now be re‑joining the Board. Executive themes are set by Executive Leads, who work closely with Service Group triumvirates to drive delivery, reflecting that budgets are held operationally. Governance sits firmly within the R&S Board, where service groups participate in discussions on how thematic programmes impact their financial and operational positions.
NZ sought further clarity on the executive review process, specifically how often risks were reviewed and what criteria trigger escalation to the Board. DL confirmed that Executive Leads provide a monthly highlight report to the R&S Board, including identification of risks. High‑scoring risks are escalated to the Board for further discussion, while lower‑level risks are managed by delivery leads within each programme, supported by the R&S team.
PP emphasised the complexity of matrix management, noting that ensuring service groups understand their accountabilities requires strong targeted leadership. She requested that Audit Committee receive an update on the development of the Delivery Unit, including timelines, progress on its establishment, and the appointment of its leadership, as this would be critical to enabling the new executive-led thematic model.
DL confirmed that TR was leading this work and agreed to relay the Committee’s request for an update. PP confirmed this would be valuable.
NZ concluded that while the report covered several governance elements, it does not yet provide full assurance around the Delivery Unit and associated matrix management arrangements. She asked for a follow‑up action detailing how the governance model operates in practice, how escalation flows through the system, and how Audit Committee would receive assurance in future. 
The Committee: 
· Agreed to ADVISE the Board that the Committee had reviewed the governance arrangements, sought further assurance, particularly relating to the Delivery Unit and was satisfied with current progress.

	PART 6. COUNTER FRAUD 

	6.1 COUNTER FRAUD UPDATE

	34/26
	NJ presented the Update on Counter Fraud update, highlighting the following key points;
· Work remained on track with the initial counter‑fraud plan, with fraud risks being prepared for integration into the new fraud strategy;
· The team continued to promote fraud‑awareness training, encouraging participation in both online and face‑to‑face sessions;
· Viva Engage was being used as an engagement platform to help build a strengthened fraud‑awareness culture across the Health Board;
· The team was exploring the use of AI‑generated counter‑fraud literature to enhance awareness materials;
· An All‑Wales risk assessment had been completed on the risk of unknown third parties attending registered agency worker placements, aligned to the All‑Wales Agency Contract Framework; national work would link with local mitigation efforts;
· Counter Fraud would continue working with workforce colleagues to provide assurance around this identified risk;
· A significant increase in new referrals had been reported since the previous meeting, with a noticeable rise in investigative time, as highlighted in the benchmark report;
· The team was progressing all investigations and ensuring appropriate controls were identified and implemented. 

PP welcomed the strong performance shown through benchmarking but queried why SBUHB had a higher case referral rate than other Health Boards, asking whether this reflected increased awareness or other underlying causes;
NJ explained that the volume of referrals currently coming into the Counter Fraud team was having a significant impact on workload, as investigations must take priority. He confirmed that the team remained under significant capacity pressure yet continued to manage cases as effectively as possible;
SS sought clarification on how unplanned referrals affect the team’s planned allocation of work. 
NJ acknowledged that unexpected cases, particularly urgent or critical incidents, can shift priorities, but confirmed the team was on track to meet its planned activity level for the financial year, noting that the situation remains dynamic and subject to change based on demand.

The Committee:
· Agreed to ASSURE the Board it was satisfied that good progress is being made against the Counter Fraud work plan.

	PART 7. COMMITTEE MANAGEMENT

	7.1 MINUTES OF THE PREVIOUS MEETING

	35/26
	The minutes of the previous Committee meeting held on the 15 January were APPROVED as a true and accurate record.

	7.2 COMMITTEE LOG 

	36/26
	NZ highlighted delays in receiving progress updates on a number of actions and requested that a fully updated version be circulated to all Audit Committee Members outside the meeting to allow proper scrutiny. She emphasised the need for clarity on actions assigned to specific leads, particularly those relating to Counter Fraud, Internal Audit tracking, and partnership reporting, to ensure momentum was maintained. The Committee agreed that members would review the updated log once circulated and feed any observations or concerns back to HL, with the expectation that outstanding actions would be progressed and reflected in the next Committee cycle. 

	7.3 COMMITTEE WORK PROGRAMME 2025/26

	37/26
	The committee work-programme for 2025-26. 

	PART 8. ANY OTHER BUSINESS

	8.1 ITEMS FOR REFERRAL

	38/26
	· 26/26, Escalation Status Action (Limited Assurance) -REFERRED the limited Escalation Status Action (Limited Assurance) to the Performance & Finance Committee (PFC) for oversight. 
· 26/26, Budget Setting - REFERRED for the budget‑setting review to PFC, with a request for the committee to consider the limited assurance finding on accountability letters, which had also been raised externally by Audit Wales.
· 31/26, Write off Bad Debts - Referred the Write off Bad Debts to the Workforce & OD Committee to seek assurance that lessons were being learned and that systems were being strengthened to prevent future overpayments.

	8.2 COMMITTEE EFFECTIVENESS

	39/26
	The Committee reflected on the effectiveness of the meeting and agreed that the session had been well‑structured and efficiently chaired, with strong attendance and constructive challenge throughout. Members noted that the agenda was extensive but managed effectively, enabling thorough scrutiny across all items. COL, attending her first Audit Committee, welcomed the clarity of discussion and confirmed the meeting supported her understanding of key governance and risk themes. The Chair emphasised the importance of maintaining focus on areas of developing governance maturity, particularly the Delivery Unit and Organising for Success, as these would significantly shape future assurance.

	8.3 ANY OTHER BUSINESS

	40/26
	There was no other business raised.

	8.4 DATE OF NEXT MEETING

	41/26
	The next scheduled Committee meeting was confirmed for Thursday, 21 May 2026.
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