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	The following is a summary of the main issues discussed at the meeting

	1. Welcome and apologies 

The chair opened the meeting and welcomed all. 
         The Committee noted apologies above.

2. Minutes from the 03/09/2024

Members were asked to consider the minutes of the previous meeting. 
GJ noted a slight change to be made with the language which appeared in Item 6 (Commissioning Arrangements).
The minutes were received and confirmed as a true and accurate record.

3. Highlight report including action log

         The action log was received and noted.

4. Matters arising not otherwise on the agenda

The were no other matters arising. 

5. Any other Business

NZ sought assurance in relation to Health Care band 2 workers. She asked from DT and AV that Audit Wales had been involved in the discussions enabling any accounting issues to be resolved before the Audit would take place for accounting.

AV confirmed that Audit Wales were aware of the issue. AV informed the AWACC Group that Audit Wales were also aware of the position in England. AV and DT had a discussion with Welsh Government recently, stating the issue would be followed up with NHS Directors of Finance (DOF) Group. AV agreed with NZ stating that gaining a resolution and an understanding of the position across Wales before the accounts were prepared was important.  







6. Audit Trackers

JW highlighted the following points:

· JW stated that each Health Board had their own mechanism of tracking audits and Hywel Dda still had a lot of work to do in this space. Hywel Dda had transferred to the Audit Management and Tracking (AMaT) from spreadsheets. JW introduced RW, Head of Assurance and Risk, who would discuss the lessons learnt from the transfer;

· One of the criteria’s was to expand from internal audits and external audits to having everything contained within Hywel Dda’s tracking system. This changed the way the internal performance reviews and escalation procedures were carried out in 2024;

· Audit and Risks play a key part, to identify levels one, two or three of the trackers would be used and they are linked to the targeted intervention domains;

· At every other meeting Hywel Dda provide an assurance report which details arrangements in place for first, second and third line of defence in relation to tracking and monitoring of recommendations. A summary of the performance of each Directorate within the internal escalation process would be received at the meeting. 

RW highlighted the following points:

· AMaT allowed the service to directly update progress against all recommendations via one central system, helping in terms of transparency and accountability;

· Additionally, identifying efficiencies within the assurance and risk team. Previous monitoring was via an excel spreadsheet which couldn’t take the volume of data;

· A great benefit to AMaT was that it was used elsewhere in the Health Board to monitor compliance with NICE guidelines and Clinical Audits;

· The Quality Assurance and Safety Team had been monitoring HIW activity on the Inspection Recommendations and Action module from autumn 2022. This had left the team with a good foundation with operational areas already familiar with the AMaT system;

· A key part of the tracker focused on completion dates against recommendation dates. Monitoring of Services and Directorates would be measured against this. The categories range from Red, Amber and Green (RAG);

· The RAG status included an additional external factor recognising that some recommendations raised as a Health Board were unable to progress due to reliance on external factors; 

· In terms of current processes, on the receipt of the report the information would be added to the Inspection Recommendations and Actions module centrally and assigned to the relevant service. The system generates an automatic email to inform recommendation and report owners that the report would be available for updating; 

· A benefit from the system would be the ability to upload evidence to show that the recommendation was being acted on;

· The Services are required to update progress directly and provide the supporting evidence. There are five progress options which are shown on slide five with slide six providing further detail;

· Slide six detailed the Current Process from completed recommendations, monthly reconciliation and analysis of data, noting there were three Assurance and Risk Officers in the team and highlighting the training on the Inspection Actions and Recommendations module provided to colleagues across the Health Board;

· The benefits and limitations of AMaT were highlighted on slide seven. One of the main findings was that using AMaT had improved accountability and ownership of reviews by Services as it was up to them to update directly. This came with improved engagement across the organisation; 

· It was felt that it ensured a consistent approach across the Health Boards not only for all Services and directors but also for corporate functions, monitoring and tracking various types of reports; 

· The AMaT Super-User Group was in place allowing to share best practice, system improvements and support any proposals for system changes which required submission to AMaT; 

· One of the main limitations was that the National system was not utilised in Wales. For any system improvements the process would be to go through the National Government structures and pipeline of proposals. Having the local ability to make changes behind the scenes would be more beneficial; 

· A second limitation regarded dates lapsing – the manual process proved to be difficult to update recommendations with revised completion dates;

· One area for concern regarding reports that require restricted access, these reports are not put on the system and are managed through the previous process of the Excel tracker. 

In discussions: 

NZ thanked JW and RW for an informative and extremely helpful presentation. NZ found the insights particularly interesting regarding the current state of the framework and what can or cannot be included. NZ was particularly interested in how you capture learning that cuts across various inspections and reports. Additionally, NZ highlighted the importance of addressing issues related to access requirements in certain cases. NZ asked RE from his perspective, how did he find the system working when scrutinising recommendations. 

RE stated that it was a matter of trial and error, though he believed the system worked well and was easy to manage. RE highlighted that giving clear timelines ensured that the team would know exactly when the recommendations were due to be closed and completed. 

HL praised the presentation and the development JW and RW had made with AMaT. HL mentioned that SBUHB were at the beginning of their journey, currently in the trial phase and expressed interest in connecting outside of the AWACC meeting. HL raised a question about how responsive AMaT were regarding managing sensitive reports, noting concerns about the inability to limit access to them. HL liked the way Regulatory reports as well as Internal audit, Audit Wales actions have all been pulled in as it shows a benefit to a large organisation seeing all the actions in one system clearly seeing the status of them. 

JW referred to HL concerns regarding sensitive reports stating it was due to the National management of the system. A change can be proposed but the timelines are not as quick as needed. JW highlighted the need for them to use a different route with the sensitive reports. 

RW said the change requests by the NHS Trust were often addressed on a quarterly basis and were not guaranteed to be approved. 

SE commented on the excellent presentation. He explained that Powys faced challenges due to their spreadsheet-based system. SE said a quarterly report was received stating the supporting documents were often weighty and a more streamlined solution would be beneficial. SE inquired as to whether users found the system easier to use compared to spreadsheets and whether there was effective cooperation across the board for updating information.

JW replied that having all information on AMaT the feedback has been positive. It was felt that the Services found it easier to log on to AMaT and all documents and information relating to their Service was accessible. 

PC thanked JW and RW for the presentation stating it was extremely helpful. PC mentioned having a few observations followed by a substantive point at the end. PC explained that WAST use a well-developed Excel spreadsheet but planned to discuss the possibility of adopting AMaT with the Governance team. PC stated that regarding sensitive information WAST had an open Audit, Risk and Assurance Committee (ARAC) and then a closed ARAC and a tracker went to both. The more sensitive information in particular on cyber security would go to the closed meeting which would follow on from the open meeting.  PC wanted to raise a significant point regarding revised completion dates not from a system point of view but an accountability view. PC explained the process of the deadlines and potential extension dates. If the action was to be extended to a third request, then it was insisted that the relevant director attend the Audit committee giving an explanation to the situation. PC felt that this was an important control in terms of enhancing accountability.

GJ inquired whether the introduction of AMaT had led to noticeable improvements in how promptly Directors met recommendations, and whether tasks were being completed within the set timeframes more often than before. GJ also asked if JW and RW had been able to quantify any efficiencies that had been achieved since the introduction of AMaT.

JW addressed GJ first questions stating there had been improvements some linked to AMaT and some due to the changes made to the internal escalation procedures.

PR questioned whether AMaT was sortable or selectable, from the Audit Committee’s perspective, could you easily identify the highest-priority recommendation. For example, those with limited outcomes but still a high priority recommendation. PR asked if those were clearly visible, or would you have to search through the system to find them.

RW responded stating that the system was a little clunky and it was difficult to see everything unless you were going into reports individually. RW did inform that you can take Excel extracts that take up the whole database allowing you to filter your search. RW felt the more the Health Board use the system providing feedback it would encourage further improvements to be made to the system. 

RE informed that executive directors attend the Audit committee as mentioned previously in the meeting when a recommendation had been given a number of extensions. RE felt it was important to note that realistic timescales were set and achievable.

ACTION: AC to distribute JW and RW’s presentation.  


7. Risk Management

SC highlighted the following points:

· A presentation was shared highlighting recent audits which were carried out from 2022-2023 around Risk Management;

· 25 audits have been reviewed from 2002-2023 both Corporate and Directorate; 

· Of those six had Substantial Assurance, 17 Reasonable Assurance and two Limited Assurance;

· 14 were undertaken at Health Boards and 11 undertaken at Trusts/SHA’s. The Health Board’s showed 7% Substantial, 79% Reasonable and 14% Limited Assurance. The Trusts/SHA’s showed 45% Substantial and 55% Limited Assurance;

· 109 recommendations were made averaging four per report;

· Trackers showed 68% were complete, 12% overdue and 20% were not yet due;

· 28% of these are design recommendations and 72% are operational or compliance;

· 20% of Risk Management recommendations are high priority and 68% medium priority; 

· There are themes and risks set against the recommendations with the main theme being around the aspects of effective risk management and in particular reports have highlighted issues around risk ownership, recording risks effectively. 
· Other key themes cover governance, training & development, policies & procedures, resources and strategy; 

· Key risk areas are around quality & safety, public perception/reputational risk, financial loss, legal & regulatory non-compliance; 

· The 12% of recommendations that are overdue relate to correct processes. For example, using the right templates, policies & procedures, and the right risk assessments;

· It was looked at how effectively organisations capture and review risks, how they maintain training for directorates and monitoring, the role of the Audit committee, minuting and are there KPI’s to support risk management. Lastly are the risk appetites in place;

· Substantial assurance has been given in a number of cases with the key success being good mitigating actions identified, clear evidence of monitoring and scrutiny taking place;

· All the audits conducted over the last two and a half years show roughly 20% of the themes identified from all reports issued are governance and risk management related, with 21% leading to high priority recommendation.

In discussion: 

NZ found the presentation very interesting and also thought the percentages were fascinating. 

PC raised the importance of an understanding of the risk appetite at board level initially stating this was very important. PC would like to see how colleagues’ journeys on risk appetite have gone, as he feels that it should be recognised as an integral part of risk management that should be owned by the board. 

NZ agreed with the importance of risk appetite.

HL stated how the upcoming SBUHB board development meeting would focus on risk appetite, strategic objectives and the Integrated Medium-Term Plan (IMTP) as well as the financial plan. HL felt it was a good point raised by PC and it would be good to discuss this in a future meeting. 

SE agreed it would be interesting to hear from other Health Boards and share experiences with risk management processes. 

NE stated that they had been conducting the risk appetite review for a couple of years, NE believed that the current challenge lay in understanding how it materialised and managed the risk appetite effectively. 

ACTION: Risk Appetite to be discussed in the next meeting. SE to share positive experience and practice in risk appetite. NZ and SE to discuss outside of AWACC Group meeting. 

AB highlighted the following points:

· A key role of the Audit committee would be ensuring effective risk management process approaches are in place. Not only for the Audit committee but all committees and the board would be to engage in the management of the risks. The Audit committee would hold risks that they are responsible for scrutinising and overseeing as well as making sure they have assurance in place in terms of the risk management framework.

· Good practice shows a framework that sets out the level of risk that would expect to be managed at each level of the organisation, including responsibilities and accountabilities. Clear processes, how arrangements complement the wider governance system, risk appetite, a clear tone set from the board and executive team in respect of risk. Having a good balance between managing risk and encouraging innovation, it would be important to have the necessary resources to managing risks and have an on-going training programme around risk management. Good practice also looks at the risk assessment integrated with the objective setting process and there would also be a focus on the corporate risk register including the required information to enable good scrutiny looking at cause, controls, mitigating actions and risk score;

· Further areas that are focused on regarding good practice would be Audit committee and a deep dive which would look into the core and emerging risk areas;

· Key themes from structured assessments are as follows; up to date risk management frameworks, risk appetite, a comprehensive corporate risk register, ongoing programme of training for operational staff, good use of risk ‘champions’ and senior leaders in risk management in some bodies, frequency in which corporate risk registers are considered by board and committees , variable level of scrutiny of risks in committees and variable use of risk registers to inform board and committee work programmes. Corporate risk, the use of digital solutions and good use of heat maps and trend analysis to show change overtime and risk assurance ratings and/or risk assurance reports to support scrutiny are also key themes of from the structured assessment; 

· It was felt important to highlight some areas for Audit committee chairs to discuss and share approaches and experiences;

· It was highlighted to think about skill sets across the organisation. All organisations are struggling with training, it could be worth looking at other opportunities of different approaches to engage in training like the use of staff champions. Thinking about what assurances are in place around the corporate risk registers and the approach to mapping corporate risks with strategic Risks and IMTP/Annual Plan actions; 

· A broader perspective on assurance and how risk management would be triangulated with other aspects of governance and considered as part of the wider governance framework at an operational level.

In discussion: 

NZ thanked AB for the presentation and noted it covered a lot which was appreciated. NZ particularly liked the idea of champions and was curious to know who had implemented a risk champion role and whether it had proven to be effective. 

GJ asked how frequently the board should review the risk register noting it came to each of Velindre’s board meetings every other month. GJ felt there was a struggle within the Audit committee as to how the risk register sat within the governance cycle enabling information to be received in a timely manner along with updates, particularly on the red rated risks.

AB replied to GJ stating some of the above would be linked with the time and scheduling of meetings. AB highlighted having an electronic system did give ease to keeping information up to date.

NZ inquired how many were using the 3A’s approach for reporting back to board. NZ mentioned that incorporating the element of risks into that reporting system was beneficial as it ensured conversations were happening across all committees. 

RE informed that his team used the 3A’s approach and felt it was a good way of reporting back to board from the committees. 

ACTION: Discuss the board assurance framework at the next meeting. 

8. Counter Fraud Update

ME highlighted the following points:

· The progress of the examination/consultation on NHS arrangements for Counter Fraud services showed movement had been seen in the last couple of months and a proposal had been taken to the DOF’s group. The DOF’s were supporting an operating model that was put forward to them by the Counter Fraud team;

· A diagram was shared on the Counter Fraud update report, it was noted that the structure was not changing dramatically. No change would be seen in investigation as it was a strong point. Areas of risk and data analysis and intelligence would be strengthened;

· Risk and data analysis was becoming prevalent to the Counter Fraud teams work;

· On a risk basis there was the introduction of the new Counter Fraud standards that introduced a comprehensive risk assessment. It had reached a point where it could be used as an output in the NHS Wales risk profile and the work would align to an All-Wales approach;

· Education and communication were through the local newsletters, blog and informal communications that reach out to staff as well as awareness sessions; 

· SBUHB Counter Fraud team do not have any formal Continuing Professional Development (CPD) as a Counter Fraud specialist and feel the Counter Fraud arena outside of the NHS was becoming more professionalised in its approach;

· Intelligence was a powerful tool and feeds to more robust responses;

· After the DOF’s accepted the new standards were good going forward it was presented to the Counter Fraud steering group. The steering group have taken note and a subgroup would be looking at individual elements and there was potential for project management support to take the work forward.

In discussion: 

GD stated from a Counter Fraud Wales (CFS) perspective it was a resources aspect. CFS were happy to take on additional commitments, additional responsivities but it had to be resourced and funded properly. The relationship which was funded by Welsh Government with the NHS would continue. A 12 month notice of any radical changes to the existing service level agreement would need to be given. GD stated this was due in January 2025 and would not change by April 2025. 

NZ thanked ME and GD for providing an update on the current progress. NZ mentioned having a discussion with ME and expressed interest in understanding the implications for Audit committee chairs and gaining clarity on what the final update would be. NZ suggested it would be helpful to receive a further update at a later stage when things had progressed further.

9. Directors of Corporate Governance Update

HL highlighted the following points:

· The Directors of Corporate Governance have been going through a reset as have the Deputy Directors of Corporate Governance; 

· In the last meeting held both peer groups came together for development work. Dave Thomas, Audit Wales and Simon Cookson, Internal Audit, presented which was well received; 

· Kerry Sullivan, Welsh Government, will be setting up two working groups. The first working group would focus on the IM on boarding due to the HEIW writing to all organisations advising that the IM on boarding was reviewed and set up again. HL gave feedback on behalf of the AWACC group and offered to sit on a working group. The second group would focus on accountability review actions that Kerry Sullivan was responsible for. HL said she would keep AWACC updated in terms of what the actions were and how they were progressing. 	Comment by Amelia Cole (Swansea Bay UHB - Corporate): Is this name correct

In discussion: 

NZ thanked HL for the update. NZ asked if there was a timeframe for the accountability review in terms of actions. 

HL informed that Kerry Sullivan would come back to HL formally however, it was understood that the working groups for a year to complete actions. HL reiterated that this was to be confirmed. 

ACTION: All – To email HL if there would be anything to add to the IM on-boarding work.


10.  Open learning and meeting Effectiveness 

· UF mentioned her interest in Systems Audit and did not believe they were currently happening. UF said in relation to tracking, items do not often get completed and regularly the same reasons are repeated as to why they were not completed. UF continued to explain that sometimes the barriers are out of the team’s control and this should be documented in the action comments. UF felt it would be beneficial to think of ways that the systems effectiveness could be monitored and how to highlight the issue in a robust way that the Government would listen too but felt that could be challenging. UF queried the chance of a brainstorming session or a possible way to look at how systems working could be audited; 

· NZ felt UF’s point was very interesting and that brining in someone from outside the NHS could be beneficial. NZ suggested brining this discussion to the next meeting;   

· PC drew attention to effectiveness reviews especially for Q4 after Christmas where it would be time to carry out these effectiveness reviews. PC highlighted the low response rate his team had received from their own effectiveness reviews, from executives and non-executives the results showed about 30% feedback rate. PC did query the National Audit Office (NAO) checklist which had approximately 153 questions. PC explained that he had introduced a continuous effectiveness review, having quarterly meetings with all the non-executive colleagues including the Director of Corporate Governance and the Director of Finance to keep it active throughout the year as opposed to once a year;

· NZ felt this could be taken for discussion at the next AWACC meeting. 

· SE highlighted that the treasury had issued a new Audit handbook and queried if colleagues had been through it with their committees. SE said he had recently taken over chairmanship and therefore had not addressed the handbook however, was keen to know what others had done. SE felt it may be interesting to see if any themes had been identified in the updated handbook and worth a discussion;

· RE informed that they have nine questions that are asked after their ARAK committee meeting along with a ten-minute session regarding the meeting flow, times spent on the right areas, focus and outcomes, content presentations and whether the appropriate officers were there. RE feels that this provided a good basis for learning and identifying what works and does not work well for the meeting;

· NZ asked if group members would be happy to share some of the results from their effectiveness reviews;

· NZ asked the group what they felt had gone well in the meeting. NZ noted that she particularly liked the presentation at the beginning and felt it was very helpful. NZ raised a question regarding the group’s minutes, informing they are recorded by what people say with a bit of background, NZ wondered whether it would be helpful to revisit the minutes and highlighted these are sometimes shared with committees.  NZ asked what the group felt worked best;

· PC asked if NZ meant a bridged version stating he did not feel verbatim minutes were needed and kept them succinct with the key points;

· NE felt summary points would be sufficient.   


11.  Any other business:

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

12. Date of next meeting: 

           The date for the next meeting is 10th March 2025.  




Actions: 

6. To distribute JW and RW’s presentation - AC
7. Risk Appetite to be discussed in the next meeting. 
To share positive experience and practice in risk appetite, to discuss     outside of AWACC Group meeting – NZ/SE
    Discuss the board assurance framework at the next meeting
9. To email HL if there would be anything to add to the IM on-boarding    work – All 



image1.png




