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Swansea Bay University Health Board
Unconfirmed Minutes of the Audit Committee Meeting
held on 20 November 2025
via Microsoft Teams

	Present:

	Nuria Zolle
	(NZ)
	Chair

	Andrew Griffiths
	(AG)
	Independent Member

	Patricia Price
	(PP)
	Independent Member

	In Attendance:

	Jason Blewitt
	(JB)
	Audit Wales (For item 123/25)

	Delyth Brushett
	(DB)
	Audit Wales

	Richard Clayfield
	(RC)
	Deputy Head of Procurement (For item: 130/25)

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

	Alison Gallagher
	(AG)
	Associate Director Unscheduled Care

	Melanie Goodman
	(MG)
	Audit

	Darren Griffiths
	(DG)
	Director of Finance and Performance (For item: 127/25,129/25, 131/25)

	Scott Hurford
	(SH)
	South Wales Spinal Network Operational Delivery Manager (For item 133/25)

	Fflur Jones
	(FJ)
	Audit Wales (For item: 125/25)

	Hazel Lloyd
	(HL)
	Director of Corporate Governance (For item: 119/25, 120/25, 121/25)

	Osian Lloyd
	(OL)
	Head of Internal Audit (For item: 122/25)

	Alison McLennan
	(AM)
	Assistant Director of Finance (For item: 128/25)

	Mark Winter
	(MW)
	Operations Director (For item: 132/25)

	Emma Owen
	(EO)
	Head of Workforce Effectiveness and Analytics

	Felicity Quance
	(FQ)
	Internal Audit

	Sara Utley
	(SU)
	Audit Wales (For item: 124/25, 126/25)

	Hugo Van Woerden
	(HVW)
	Deputy Director of Public Health

	Mark Winter
	(MW)
	Operations Director

	Apologies:

	Matthew Evans
	(ME)
	Head of Local Counter Fraud Services

	Neil Jones
	(NJ)
	Lead Local Counter Fraud Specialist

	Deb Lewis
	(DL)
	Chief Operating Officer

	Tina Ricketts
	(TR)
	Director of Workforce and OD

	Steve Spill
	(SS)
	Independent Member





	Minute Ref:
	Agenda Item

	PART 1. PRELIMINARY MATTERS 

	1.1 WELCOME AND APOLOGIES 

	116/25
	The Chair opened the meeting and welcomed all present.
Apologies were noted for:
· Matthew Evans, Head of Local Counter Fraud Services 
· Neil Jones, Lead Local Counter Fraud Specialist
· Deb Lewis, Chief Operating Officer
· Tina Ricketts, Director of Workforce and OD
· Steve Spill, Independent Member

	1.2 DECLARATIONS OF INTEREST

	117/25
	There were no declarations of interest raised in addition to those already declared on the register.

	1.3 MATTERS ARISING 

	118/25
	There were no additional matters raised.

	PART 2. GOVERNANCE 

	2.1 STRATEGIC RISK 

	119/ 25
	HL presented the Strategic Risk Report and highlighted the following key points: 
· It outlined the completed reset work to develop the Strategic, Corporate, and Operational Risk Registers;
· Ongoing work continued on the Operational Risk Register, especially in relation to the organiser success program and supporting change;
· A new "risks on a page" document had been produced to help navigate larger risk documents;
· All Risk Registers were aligned with the Health Board's objectives;
· The reset was being supported through Board development programmes, aiming to bring risk management to life;
NZ highlighted;
· the need for the Committee to ensure the Risk Register evolved beyond a reporting tool to actively drive change and reduce risks through effective actions, informing agendas and work programmes;
· the importance of validating controls and strengthening assurance, particularly in areas such as infection control, Date of Service (DOS) compliance, and Subject Access Requests (SAR);
· the need for triangulated assurance across Committees and better oversight of thematic risks, including Workforce and Partnership challenges.
PP commended the clarity and effectiveness of the new Strategic Risk Register and its integration with the Board Assurance Framework, acknowledging the timeline for aligning Corporate and Operational risk registers by April.
HL confirmed that work was ongoing to embed Risk Management into performance reviews and promote a consistent approach across the organisation, supported by the Risk Management Group and Board-level initiatives.
DG raised concerns about persistent high-risk scores, particularly in finance, and questioned the process for escalation when risks remained static over time, the need for clarity on risk tolerance and escalation mechanisms to support risk owners in achieving improvements.
NZ suggested that HL take the Committee’s comments back to her team to consider how certain areas could be strengthened, highlighting the importance of triangulation across Committees, proposing that, if implementation was accepted, the next stage should include a six-month review to measure effectiveness.
HL confirmed that these points aligned with planned discussions at the upcoming Committee Chairs meeting in early December, where cross-cutting risks and Committee collaboration would be addressed. 
The Committee:
· Agreed to ADVISE the Board that a new system was in place for Risk Management with Committee oversight place.  
· WERE ASSURED by the Strategic Risk Report.

	2.2 AUDIT (INTERNAL AND AUDIT WALES) MANAGEMENT PROTOCOL 

	120/25
	HL presented the Audit (Internal and Audit Wales) Management Protocol, highlighting the following key points; 
· Len Cozens, Head of Compliance was now involved earlier at the draft report stage to support managers in developing SMART actions before they enter the tracker, aiming to avoid later disputes about action appropriateness;
· KPI performance had dipped, however plans were in place for Len Cozens to deliver education and awareness sessions for managers about audit timelines and expectations;
· The next few months would focus on manager learning and understanding, with the goal of improving performance.
OL confirmed that draft reports:
· now included suggested actions and expected evidence for implementation, clearly marked as guidance;
· were issued with a 15-day deadline, copied to relevant colleagues (including Len Cozens for QA), followed up with weekly reminders, with status updates shared with HL to ensure progress.
NZ emphasised clarifying the Committee’s role in approving management responses rather than audit reports, as audits remained independent, stressing the need for clear responses and space for discussion on recommendations within the workflow. Cultural aspects and communication of roles for Executives and Officers were also acknowledged. 
The Committee:
· Agreed to ADVISE the Board that a new Audit Management Protocol was in place and that the Committee would monitor its operation in practice.
· Were ASSURED by the Audit (Internal and Audit Wales) Management Protocol report. 

	2.3 CORPORATE GOVERNANCE POLICIES

	121/25
	HL presented the Corporate Governance Policies Update highlighting the following key points;
· An advance review identified policies due for update in the next six months with Executive Leads and colleagues engaged;
· Several policies were overdue for review and remained extant until replaced, as per the Policy on Policies;
· Many All-Wales policies were overdue; 
· There were two policies presented for approval: the revised Claims Management Policy and the Standards of Business Conduct Policy;

AM highlighted that the Claims Management Policy still referenced the “Last Bar” losses system, which had not been in use for approximately 18 months. HL confirmed that this reference would be removed. 
NZ highlighted that the Clinical Negligence Policy currently stated that an Equality Impact Assessment (EIA) was not necessary which needed revisiting NZ suggested reviewing terminology in terms of the reference to “Chief Executive and Deputy Chairman”.   And requested clarification on whether the Chair should have a formal role in approving claims exceeding £1,000,000 before submission to Welsh Government, in addition to the Chief Executive’s involvement. 

Consistent use of terminology was needed throughout the Standards of Conduct Policy, when referring to the “service director”.
NZ requested a review on all outdated policies and suggested that future policy reviews should include scanning for emerging issues, such as developments in digital technology and artificial intelligence, to enable proactive policy development. NZ stressed the importance of embedding culture change within policy implementation and considering capacity implications for compliance.
The Committee: 
· APPROVED both the Claims Management Policy and the Standards of Business Conduct Policy.
· Agreed to ASSURE the Board that the Committee had reviewed and approved both the Claims Management Policy and the Standards of Business Conduct Policy. 
· WERE ASSURED by the Corporate Governance Policies Update. 

	PART 3. INTERNAL AUDIT

	3.1 INTERNAL AUDIT

	122/25
	OL presented the Internal Audit Progress Report, highlighting the following key points;
· Progress against the Audit plan was on track, with no major concerns reported;
· Several reports had been completed, catching up on previous delays;
· There was one change to the plan: the medical variable pay audit had been postponed to later in the year to allow new processes to embed;
· A new section now provided regular updates on follow-up of recommendations, with an annual summary report planned;
· Evidence for sampled recommendations had been satisfactory, and the next sample was selected for January;
· Management response KPIs remained an area of focus, with ongoing work to improve timeliness.
NZ suggested that it would be helpful for the Committee to receive a future paper or update summarising lessons learned, particularly identifying any types of recommendations or service areas where timeliness remains a challenge.
OL agreed to work with Len Cozens to decide the best way to report outstanding recommendations, overdue items, and recurring themes, potentially combining this with Len’s tracker paper.
NZ confirmed that HL would take an action to discuss this with Len Cozens. 
ACTION: HL
The Committee:
· Agreed to ASSURE the Board that the internal audit plan had been received, delays in management responses and their rationale had been discussed, and that a report on areas where challenges persist would be considered.
FQ presented the Theatres Utilisation Report, highlighting the following key points;
· The review assessed whether systems and controls ensured efficient and effective utilisation of theatre resources;
· Strategic initiatives such as the Theatrical Pathway Delivery Programme and the 642 SOP have improved productivity, with Neath Port Talbot activity up by 25%;
· Governance structures had developed, including the theatre Board, Operational Group, and Scheduling Group; data transparency had improved via the surgical pathway dashboard;
· Challenges remained in clinical engagement, resource capacity, and embedding governance;
· Future success depended on clearly articulating strategic direction and defining roles and service profiles for acute hospital sites;
· The review provided reasonable assurance, with one high priority and ten medium findings;
· Governance structures needed strengthening; theatre Boards were often not quorate and had poor attendance from key roles;
· No mechanism existed for reporting/escalating to the Urgent and Emergency Care (UEC) Board; limited capacity to sustain all operational governance processes;
· The 642 SOP had been implemented, but supplementary SOPs (cancellations, prioritisation) were incomplete;
· The Theatre Quality and Safety Standards framework remained unratified due to limited clinical engagement (high priority finding);
· The theatre performance framework lacked implementation detail and accountability; service-level reports were inconsistent with limited follow-up;
· Overuse of the "other" category in the theatre operating management system limited root cause analysis;
· Highlight reports to the Theatre Board were inconsistent in Red, Amber, Green (RAG) rating and milestone tracking; delays exist in agreeing theatre utilisation metrics for regular reporting;
· All findings had been accepted by management, with appropriate actions and reasonable timeframes for implementation.
NZ highlighted concerns regarding theatre utilisation and the need to strengthen governance arrangements. 
PP highlighted that governance issues were regularly raised at the Performance and Finance Committee (PFC). PP expressed concern that the Theatre Quality and Safety Standards (TQS), presented to the Theatre Board in September 2024, had not yet been ratified due to a lack of clinical engagement. PP also referenced three never events linked to non-compliance with national safety standards and suggested that these issues, along with actions relating to the TQS framework, may need escalation to other Committees, including Quality and Safety.
AG highlighted a lack of clinical engagement and suggested that parallel structures may be contributing to governance challenges. 
FQ acknowledged that some governance structures were relatively new and still embedding. FQ emphasised the importance of ensuring appropriate escalation routes and engagement across all levels, highlighting that audit work had primarily involved managerial staff. 
NZ welcomed the overall reasonable assurance rating but stressed that the Committee’s main concern was the Quality and Safety implications of eight never events over two years and the lack of clinical engagement in the quality framework. NZ proposed referring this specific finding to the Quality and Safety Committee and ensuring the Chair was aware when planning its agenda. NZ also highlighted performance issues linked to theatre underutilisation and suggested that the Performance and Finance Committee may wish to examine related metrics and responses. Finally, NZ asked PP to consider how escalation and governance issues raised by AG could be incorporated into future agenda planning.
ACTION: PP
The Committee:
· REFERRED the finding regarding the lack of clinical engagement in the Theatre Quality and Safety Standards framework, together with the associated quality and safety concern of eight never events over two years, to the Quality and Safety Committee. The Chair would be informed to ensure this was considered during agenda planning.
FQ presented the Vaccination and Immunisation Report, highlighting the following key points;
· There was a review of processes for monitoring and promoting vaccination uptake and equity;
· The Health Board developed three plans in response to Welsh Government’s national immunisation framework—Vaccine Equity Strategic Plan (approved June 2024), Strategic Immunisation Plan (three-year framework), and an Implementation Plan;
· There was evidence of stakeholder engagement and targeted interventions for underserved groups, including home-based vaccinations, mobile units, and pop-up clinics;
· There was reasonable governance framework in place via the Strategic Immunisation Group and subgroups;
· There was reasonable assurance provided, with three key findings:
· Misalignment between strategic plans; priorities not clearly mapped;
· Lack of SMART objectives, measurable indicators, and effective monitoring tools;
· Limited evaluation of interventions; no systematic analysis of impact or feedback mechanisms;
· All findings were accepted, with reasonable actions and timeframes for implementation;
· Management did open to specific questions related to the report.
NZ highlighted the report’s relevance to the Population Health Committee and the importance of addressing the lack of evidence on the effectiveness of interventions targeting underrepresented groups. 
ACTION: HL
OL presented the Digital Benefits Realisation Report, highlighting the following key points;
· The audit provided substantial assurance, highlighting strong governance and robust frameworks for benefit identification, tracking, and monitoring within digitally led programmes managed by the digital services team;
· The Digital Services team was involved in all significant digital projects, ensuring structured benefits management;
· Some variability was highlighted in programmes managed outside the Digital Services team, with inconsistent application of frameworks, lack of SMART measures, baselines, clear ownership, and limited post-implementation review;
· Projects strengthened once they were handed over to the digital team;
· There were agreed actions which included reinforcing expectations for benefits management across all services and sharing the digital benefits framework more widely, supporting the development of a broader benefits realisation framework for the Health Board. 
· The report was overall very positive, with only a few matters requiring attention.
AG stressed linking benefits management to the business case as a feedback mechanism and noted Digital Health and Care Wales’ (DHCW) digital benefits framework and tool, which OL agreed to share with the Health Board team before finalising its own framework.
NZ proposed leaving the matter with DG and Marie Davies, Executive Director of Planning and Partnerships for next steps, including discussions with Matt John, Director of Digital. 
ACTION: DG
FQ presented the Medical Study Leave Report, highlighting the following key points;
· The review assessed whether medical study leave was managed in line with policy, Benefits Management Agenda (BMA) guidance, and delivered value to staff and the organisation;
· Policy aligned with BMA standards (30 days over three years or 10 days per year for clinical fellows); applications were processed via the Intrepid system, with plans to move to the Cody system;
· Reasonable assurance was given overall, with one high-priority and five medium-priority findings;
· Issues identified included inconsistent final approval by the medical director’s department, variation in approver roles, and inconsistencies in the appeals process;
· No reconciliation between the Allocate (rota) system and Intrepid, impacting accuracy of study leave records;
· Archived expense claims could not be accessed for retrospective review; frequent miscoding of expenses was found (11 incidents, £3,739 over three months), though these were later corrected;
· No integration between Intrepid and the expense system; limited assurance on reporting, with no formal framework for reporting study leave activity, costs, or exceptions, and limited visibility at Board or Committee level;
· Management accepted all findings and provided responses with reasonable timeframes for action.
DG confirmed that there was a miscoding that had been attributed to human error, with FQ explaining that users often select the first drop-down option, leading to incorrect codes despite finance flagging the issue. 
NZ stressed raising this with the Workforce & OD Committee and suggested HL ensure it was considered in oversight and study leave discussions.
ACTION: HL
FQ presented the Community Pharmacy Report, highlighting the following key points;
· Audit reviewed structures and arrangements for managing Community Pharmacy availability and compliance with NHS Pharmaceutical Science Services (Wales) Regulations 2020;
· Pharmaceutical needs assessment was published in October 2021; the next update was due next year. 90 Community Pharmacies operated under the contractual framework;
· Monitoring included Pharmacy Operational Group, Clinical Service reviews, contractor engagement, and risk-based visits;
· Complaints process aligned with the Putting Things Right framework; very low complaint volumes, managed by pharmacists with assurance provided to the Health Board;
· Reasonable assurance was given; there were two medium-priority findings: (1) payments for locally commissioned services processed before Service Level Agreement (SLA) were signed, and (2) need for a "no SLA, no payment" principle;
· There remained limited formal reporting of Community Pharmacy services to Board and Committees, with some improvements seen; 
· The scope remained for thematic deep dives or routine updates on Primary Care Services aligned to key priorities;
· Management accepted findings and provided responses with reasonable timeframes for implementation.
AG queried SLA management, noting risks of having separate national and local agreements and suggested consolidation. 
FQ explained multiple SLAs stem from service tiers, highlighted timeliness and oversight issues, and suggested better record-keeping. AG proposed appointing a single contract manager. 
NZ endorsed thematic deep dives and expressed confidence in actions being implemented.
The Committee:
· Agreed to ADVISE the Board that all Internal Audit reports had been reviewed with the following updates to be included:
· Theatres Utilisation: Reasonable assurance, with a high-priority finding on lack of clinical engagement in the Theatre Quality and Safety Standards framework and governance issues;
· Vaccination and Immunisation: Reasonable assurance, with findings on misalignment between strategic plans, lack of SMART objectives, and limited evaluation of interventions;
· Digital Benefits Realisation: Substantial assurance, with minor issues around consistency in benefits management outside the digital services team; 
· Medical Study Leave: Reasonable assurance, with a high-priority finding on inconsistent approvals and lack of formal reporting framework;
· Community Pharmacy: Reasonable assurance, with medium-priority findings on payments before SLAs are signed and limited formal reporting to Board/Committees. 

	PART 4. EXTERNAL AUDIT

	4.1 AUDIT WALES PERFORMANCE AND PROGRESS

	123/25
	JB presented the Performance and Progress report, highlighting the following key points; 
Financial Audit
· There was no significant changes since the last update; main accounts were signed in June 2025 and the work was complete;
· The Charitable Funds audit was being finalised and expected to be completed by the end of the week or early next week, with the report and signed accounts to be presented to the Committee in January.

The Committee: 
· Agreed to ASSURE the Board that the Audit plan had been received and that work was underway on the charity accounts, alongside other accounts. 

	4.2 STRUCTURED ASSESSMENT 

	124/25
	SU presented the Structured Assessment report, highlighting the following key points;
· The report format had been updated following work with external organisations to sharpen reporting;
· The assessment covered governance, Risk Management, planning, and Financial arrangements;
· Good governance arrangements were found, with effective board and committee scrutiny and chairing;
· Progress could be seen with the new long-term strategy and ongoing work on Risk Management and the Strategic Risk Register;
· Areas for improvement identified: website transparency and navigation, full implementation of the performance management framework, and timely completion of outstanding audit recommendations;
· Financial challenges remained significant, with a substantial in-year deficit and difficulties in achieving savings;
· Opportunities identified to strengthen staff training on financial and budget management;
· Four recommendations were made, with all accepted; management response was being developed and would be brought to the January 2026 Committee.
PP highlighted key themes within the structured assessment, particularly around financial management, the performance management framework, and escalation issues that have persisted in Performance and Finance Committee for the past one to two years. PP stressed that these matters were critical and posed a real risk to the organisation’s financial position, which could deteriorate unless addressed. PP assumed that the Structured Assessment response would be considered by NHS Wales Shared Services Partnership (NWSSP) and the Board, given its importance.
HL outlined steps taken to strengthen governance processes with the implementation of a referral log to track referrals and their rationale between Committees. Additionally, a process had been introduced to provide covering papers explaining why items were referred, as demonstrated in the recent Quality & Safety Committee meeting. HL highlighted that these measures aimed to improve clarity and transparency and would be monitored for effectiveness.
NZ suggested that these developments could be included in the agenda for the upcoming Committee Chairs’ meeting. 
DG reflected on the Structured Assessment as valuable for providing a holistic view, noting strong links between planning, performance, accountability, and finance. He advised that an internal delivery unit, led by Tina Ricketts, was being established, with Meghann Protheroe reviewing the performance and accountability framework for relaunch. A meeting with the Chief Executive was scheduled to discuss the management response and highlighted compliance challenges with financial controls, stressing accountability and confirming ongoing efforts to strengthen and mature processes.
The Committee: 
· Agreed to ADVISE the Board that the Structured Assessment report had been received and that the management response was awaited. 
· ACKNOWLEDGED the positive findings of the structured assessment report, highlighting good governance arrangements and progress made, but also recognised areas for improvement and the need to maintain momentum.  

	4.3 AUDIT WALES UNSCHEDULED CARE

	125/25
	FJ presented the Audit Wales Unscheduled Care report, highlighting the following key points;
· Fieldwork was conducted several months ago; findings reflected arrangements at that point in time;
· Recent performance data showed improvements in some metrics (e.g., handover delays and 12-hour A&E waits);
· The Health Board was responding well to Welsh Government’s Six Goals for Urgent and Emergency Care Programme;
· Risk Management could be strengthened in several ways this is detailed in the report;
· Plans did not show how implemented models would be funded beyond the current financial year, creating sustainability risk;
· Public Communication efforts focused mainly on digital channels, risking exclusion of some population groups;
· The Dental issues were driving significant demand despite high number of NHS dental contracts;
· Same Day Emergency Care Units were developed and implemented but underutilised due to challenges (e.g., patients unable to transfer to wards, causing blockages). Swansea Bay University Health Board (SBUHB) region had lowest attendances across Wales during review period;
· In March 2025 there were 896 ambulance handovers which took over an hour;
· October 2025: Improved to 173 patients waiting over an hour (progress noted, but national target remains zero);
· Oversight of future funding and integration of different funding streams (e.g., Further Faster, Regional Integration Fund, Six Goals funding) needed strengthening;
· Monitoring could be improved through greater engagement with staff and patients for feedback on service changes;
· Eight recommendations detailed on pages 34–38 of the report.
· Management had responded with actions and target dates (some due in coming months, one already passed);
· Progress would continue to be monitored.
NZ confirmed that the Committee was awaiting the full management response, which would be presented at the next meeting. NZ raised questions on specific recommendations, starting with Recommendation On, asking whether the work on risks, due for completion last month, had been finalised.
AG confirmed that the Urgent and Emergency Care (UEC) risk work had been completed. A strategic risk register entry had been developed, consolidating operational risks across the pathway. This formed part of the new strategic risk register approach. Risks were also taken to the UEC Board and shared at the Community and Older Persons Board within the regional partnership space.
FJ explained that the review considered whether Primary Care was represented in reports and six goals meetings. While data on GP access was weaker, SBUHB demonstrated stronger Primary Care engagement compared to other regions. FJ emphasised the need to maintain a holistic view across primary and secondary care.
AG highlighted a reduction in GP access but suggested this may be related to alternative delivery models such as telephone triage. AG reported high utilisation of Urgent Primary Care Centres (UPCCs) and increasing attendances at minor injury units. Emergency Department (ED) case mix appeared appropriate, with rising acuity levels evidenced by triage data. Priority 1 cases (requiring immediate attention) had increased, indicating that demand was not being inappropriately diverted to ED. Data was scrutinised fortnightly.
NZ highlighted two further points for the management response:
· Recommendation 6 and 7: Staff engagement – the report found no evidence of engagement. NZ requested clearer detail in the response to reflect progress or planned actions.
· Recommendation 8: Funding review – asked whether this was completed and if any learning could be shared.
AG confirmed that the Welsh Government Six Goals funding plan was signed off, securing £2.7 million. Additional funding opportunities had been awarded for falls prevention and single point of access initiatives. Investment had a clear audit trail and output measurement, supporting transformational change.
NZ requested that these details be incorporated into the management response. FJ agreed this would meet the expectations of the recommendations.
PP supported referring the report to the Performance and Finance Committee for advice, highlighting excellent progress and the need for refinement in responses.
The Committee:
· Agreed to ADVISE the Board that the Unscheduled Care report was received, key findings were highlighted, and further assurances on management actions were sought.
· REFERRED the Audit Wales Unscheduled Care report to the Performance and Finance Committee for advice.

	4.4 AUDIT WALES NATIONAL FRAUD INITIATIVE (NFI) BREIFING

	126/25
	SU presented the Audit Wales National Fraud Initiative report, highlighting the following key points;
· The National Fraud Initiative (NFI) was a UK-wide data matching exercise to detect and prevent fraud across public bodies; NHS participation was mandatory;
· The 2024/25 NFI exercise was underway, with data submissions made in late 2024 and match reports issued around December;
· Over 439,000 data matches had been identified across Wales, with £4.7 million in outcomes recorded to date;
· The report provided a local update for SBUHB, highlighting potential areas to explore;
· Central and local counter fraud teams were collaborating to review processes, with a national report on governance and follow-up arrangements expected in January;
· The update was for information only; work was ongoing, and areas for improvement had been identified.
 NZ said further staff input was needed to interpret the data and suggested arranging an update on progress, with a discussion to be held with Matt Evans, Head of Local Counter Fraud Services, outside of the Committee with a follow-up report to be brought back.
ACTION: DG/AMC/ME
AMC added that her team was actively working with Matt Evans’ team to review hundreds of transactions from this year’s exercise, aiming to complete the review by early January 2026. 
NZ proposed incorporating this update into the Committee’s work plan.
ACTION: HL/AC
The Committee: 
· Agreed to ADVISE the Board a briefing was received and an update on progress had been requested.

	PART 5. FINANCIAL CONTROL AND MANAGEMENT

	5.1 FINANCE UPDATE

	127/25
	DG presented the Finance update, highlighting the following key points;
· There were two elements to the financial package that were highlighted;
· The plan was currently £15 million short of the £55 million savings target for this year;
· Forecasting work with Service Groups and other sources confirmed the same £15 million gap;
· Detailed forecasting would conclude by tomorrow (21 November 2025);
· Scrutiny and testing of identified savings would take place over the next few days;
· IMs was briefed on Tuesday; strong challenge received and actions were being progressed for feedback next week;
· There was the need to deliver £15 million improvements between now and year-end;
· There was an appetite for clear trajectory, decisive action, and certainty expressed by stakeholders;
· Indicative savings targets for the next two years: 
· £44 million in Year one;
· £33 million in Year two;
· The assumptions based on uplifted allocations outside of pay now appear unlikely;
· Government departments expected to receive only 2% uplift;
· Health wage award may be 2.2%, subject to challenge;
· Previously assumed £15 million (Year one) and £18 million (Year two) allocations now look unlikely;
· Significant change in government policy would affect financial trajectory;
· An additional £30 million was required on top of planned savings to maintain trajectory;
· Current underlying deficit was estimated at £108 million;
· Scale of challenge matched by scale of opportunity; work underway to identify delivery mechanisms.
· Currently preparing for the new financial year starting 1 April with well-planned savings;
· There was a planned discussion at Performance and Finance Committee next week on: 
· Revised budgeting approach;
· Enhanced scrutiny and audit compliance;
· Stronger organisational financial controls;
· There was emphasis on recurring savings to create a sustainable platform for future years.
NZ highlighted that the financial position had already been scrutinised by the Performance and Finance Committee (PFC) and Board, clarifying that the Audit Committee’s role was to consider any accounting implications or risks, particularly around non-recurrent savings and unusual treatments.
DG assured the Committee there were no concerns at present, except for the band 2–3 payment mechanism, which required Welsh Government approval for a special payment element. DG confirmed compliance advice had been sought, and updates would be shared with audit colleagues.
PP raised concerns about internal controls, citing issues with reducing variable pay and staff availability, noting that they  
should return to Audit Committee for further consideration, whilst avoiding duplication with PFC. She highlighted the importance of the November meeting ahead of external scrutiny on 18 November and December’s £58.7m savings target, suggesting collaboration with DG to prepare key discussion points.
NZ encouraged PP to remain involved in discussions with DG to identify areas where Audit Committee could add value.
ACTION: DG
OL reported a slight delay in the medical variable pay audit but confirmed controls would be reviewed, stressing alignment with Deloitte’s work. 
DG highlighted Deloitte’s draft reports included a colour-coded maturity assessment and would share findings to strengthen outcomes. 
NZ proposed inviting Deloitte to a future Audit Committee meeting; DG agreed, citing relevance to both Audit and Performance & Finance Committees.
The Committee:
· Agreed to ADVISE the Board that the Finance update was received. The Committee also highlighted that specific actions were requested to strengthen financial controls and that further updates on these actions would be provided to the Committee.

	5.2 FINANCIAL CONTROL PROCEDURE 

	128/25
	AM presented the Financial Control Procedure, highlighting the following key points;
· The Annual update provided on progress with Financial Control Procedures (FCPs) for the financial year 2025/26;
· Six FCPs were due for review this year: one completed in Q2, three scheduled for Q3, and two scheduled for Q4; all were in progress and expected to be completed within deadline;
· A new balance sheet financial control procedure (FCP 23) had been developed to formalise and strengthen balance sheet management, previously covered under FCP 6.
AM confirmed all reviews were progressing well, with only minor information requests outstanding, and assured completion by the end of 2025.
AM confirmed that the “people on balance sheet” item required Audit Committee sign-off with DG providing assurance  on compliance with Welsh Government requirements and accounting standards. 
The Committee:
· Agreed to ASSURE the Board the Financial controls had been reviewed and were satisfactory.
· The Financial Control Procedure plan for 2025/26 were REVIEWED and the new balance sheet financial control procedure (FCP 23) was APPROVED. 
· WERE ASSURED by the Financial Control Procedure report.

	5.3 VALUE FOR MONEY / RECOVERY AND SUSTAINABILITY

	129/25
	DG presented the Value for Money / Recovery and Sustainability report, highlighting the following key points;
· The paper provided an update on governance arrangements for Recovery Sustainability, distinct from Delivery Sustainability;
· The governance flow diagram included on page four displays updates which would reflect ongoing work and Board briefings;
· There was now an established rhythm of Recovery Sustainability meetings: 
· First monthly meeting: Executive-led, focused on thematic work programmes;
· Second monthly meeting: Service group savings considerations; executive savings tracked locally;
· Meetings chaired by Chief Executive were conducted face-to-face with strong rigor, test, and challenge; validated by Deloitte;
· Key programme areas and leads were outlined on pages five–six; additional work was underway on mental health benchmarking using Deloitte’s national perspective: 
· Potential financial efficiencies identified in community mental health teams and bed models;
· Work to progress step-by-step through the modernisation programme;
· The savings pipeline reduced from £19.7m to £15m; the achieved savings now totaled £40m, but a further £15m was required;
· Following Deloitte’s first-phase findings: 
· Proposal to evolve Recovery Sustainability into a Delivery Unit;
· Delivery Unit to consolidate transformation, healthcare, and performance teams;
· Leadership recruitment under consideration due to absence of current director;
· Next steps included the design of Delivery Unit to be shared with Committees and the Board outside of the normal meeting cycle;
· There was the aim to incorporate Lessons Learned and strengthen governance and delivery capability.
NZ commended the work of DG and his team but noted outcomes were still short of expectations, highlighting the need to link the proposed Delivery Unit to identified control weaknesses for assurance and suggested a follow-up discussion outside of the Committee with PP and Tina Ricketts to address any gaps.
ACTION: PP, DG, TR
PP acknowledged the strong governance arrangements but raised concerns about delivery barriers and savings shortfalls, emphasising the need for updates to return to Audit Committee with actions to improve pace and effectiveness.
AG emphasised avoiding duplication of Board oversight yet ensuring accountability, welcoming the shift towards a permanent resource for productivity and benchmarking rather than a temporary recovery mechanism.
DG confirmed that the Delivery Unit will drive implementation with rigour, align priorities, and introduce cultural and structural changes, including moving from service groups to care groups.
AG endorsed the concept of an ongoing improvement resource, highlighting the importance of clarity to prevent accountability gaps.
The Committee: 
· Agreed to ADVISE the Board that governance arrangements for recovery and sustainability had been received, further work was underway, and assurance discussions were ongoing across Committees.
· ACKNOWLEDGED the significant work done on the Value for Money / Recovery and Sustainability report but expressed limited assurance due to ongoing barriers to effective delivery and the fact that savings were not being delivered to plan.  

	5.4 PROCUREMENT 

	130/25
	RC presented the Procurement Report, highlighting the following key points;
· The report covered single sourcing, change control activity, and retrospective actions for the period 30 April to 30 July 2025;
· 27 single quotation actions were reported, totaling £340,464.38;
· 10 single tender actions were reported, totaling £832,987.91;
· 3 contract extensions were acknowledged, valued at just over £595,000;
· Fewer actions were reported this period, which was typical before the end of the financial year;
· No consultancy single tenders were reported;
· Efforts continued to reduce single tender and single quotation actions by increasing multi-quote exercises for purchases under £25,000 and seeking compliant routes to market;
· One notable single tender related to specialist transport services (~£120,000) due to increased pilot activity; a formal market test was planned
· No other significant issues or exceptions were reported for the period.
NZ queried Item #24 – Wind Turbine Benefit Analysis, noting that the same organisation that installed the turbines is conducting the analysis, which raises  concerns about potential conflict. 
RC committed to obtaining further information to share with the Committee.
ACTION: RC
The Committee: 
· Agreed to ASSURE the Board that the single tender report had been received and scrutinised, with a request for additional information on Item #24 to follow.
· WERE ASSURED by the Procurement report. 

	PART 6. COUNTER FRAUD

	6.1 COUNTER FRAUD PROGRESS

	131/25
	DG took the Counter Fraud report as read providing the following highlights: 

· The update report provided on plan deployment; showed progress was on track, with four out of seven days before full deployment and all key areas were addressed;
· Updates were given on the four main areas: strategic governance, inform, prevent, and hold to account;
· A few significant cases were ongoing, requiring team resources; outcomes and learnings would be reviewed at year-end;
· AI was being explored for literature and education purposes to enhance counter fraud awareness, not for audit or investigative work;
· There were no issues to report.

NZ queried whether the counter fraud update needed to be presented at every Audit Committee meeting or if it could be aligned with the tracker report, highlighting this was a topic previously discussed with HL and referenced practices within other Audit Committees. 

The Committee:
· WERE ASSURED by the Counter Fraud report. 

	PART 7. PARTNERSHIP GOVERNANCE

	7.1 EMERGENCY MEDICAL RETRIEVAL AND TRANSFER SERVICE (EMERTS) ANNUAL RPEORT 

	132/25
	MW presented the Emergency Medical Retrieval and Transfer Service (EMRTS) Annual Report, highlighting the following key points;
· The successful year was highlighted for both retrieval and road-based services, with groundbreaking clinical interventions and improved long-distance patient transfers using advanced equipment;
· The service had resulted in unexpected patient survivals and significant positive outcomes;
· Education and training within EMRTS continue to thrive, benefiting both internal staff and military colleagues through collaborative support and shared learning opportunities.
PP queried the impact of the judicial review conclusion and the commencement of work to relocate Welshpool and Carmarthen bases, asking about team morale and engagement.
MW responded that prior to and during the judicial review process, engagement sessions were held with crews to explain the reasons for change and gather input on new base requirements:
· Staff expressed concerns about geography and relocation implications, particularly those living in rural areas;
· The delay caused by the judicial review created uncertainty, but now that a decision had been reached, staff could plan accordingly;
· Ongoing communication and support were in place, including forums, well-being resources, and planned engagement events in December;
The Committee: 
· Agreed to ASSURE the Board that the EMRTS Annual Report had been reviewed, highlighting the update on relocation and staff engagement.
· WERE ASSURED by the Emergency Medical Retrieval and Transfer Service (EMRTS) Annual Report

	7.2 SPINAL SERVICE OPERATIONAL DELIVERY NETWORK (ODN) ANNUAL REPORT

	133/25
	SH presented the Spinal Services Operational Delivery Network (ODN) Annual Report, highlighting the following key points;
· The network had been operational for two years; the implementation of operational policies and clinical pathways were underway;
· CPO1 pathway introduced for adult elective spinal patients: 
· Revamping the triage process was to ensure patients were seen by the right team in the right setting;
· The focus was on community-based assessment rather than consultant waiting lists;
· Collaboration with Welsh Clinical Portal (CWCP) would help to update triage forms and standardise processes across consultants;
· The aim was to have consistent triage standards to improve system capacity and efficiency;
· Metastatic Spinal Cord Compression (MSCC) Coordinator Service launched: 
· Initial increase in Spinal Incident Database submissions (up to 26) following engagement drive;
· Issues mainly related to transport; designated emergency transfer pathway now established and working well;
· There was emphasis on clinical prioritisation over waiting time targets (52 and 104 weeks), highlighting Welsh Government-driven pressures;
· Theatre access remained a challenge across regions, except Aneurin Bevan University Health Board which had resolved spinal theatre access;
· There was 24/7 MRI emergency access: 
· Temporary facility in Prince Philip Hospital supported regional provision;
· Cwm Taf Morgannwg University Health Board (CTM) lacked capacity for full 24/7 MRI; currently reliant on goodwill arrangements;
· There was no formal financial agreement with Cardiff and Vale; clinical pathway in place with no evidence of harm to date;
· Ongoing Operational Change Programme (OCP) within CTM to reconfigure radiology and MRI provision.
NZ highlighted from the update some key risks that should be flagged to Board, despite the assurance taken from receipt of the Spinal Services ODN Annual Report. 
The Committee:
· Agreed to ASSURE the Board that the Spinal Services Operational Delivery Network (ODN) Annual Report, had been reviewed and discussed, and that risks identified would be monitored and reported as appropriate.
· WERE ASSURED by the Spinal Services Operational Delivery Network (ODN) Annual Report.

	PART 8. COMMITTEE MANAGEMENT

	8.1 MINUTES OF THE PREVIOUS MEETING

	134/25
	The minutes of the meeting held on the 18 September 2025 were APPROVED as a true and accurate record.

	8.2 COMMITTEE LOG 

	135/25
	HL confirmed that the Audit Process action had been addressed earlier in the agenda and could now be closed.
With regards to the Patient Feedback Deadline action, HL advised that Len Cozens had discussed this with the Head of Patient Feedback and agreed that it was not appropriate to change the deadline; with the rationale documented, the action was agreed to be closed.
In terms of Risk Management Process and Timescales for Financial Staff, HL highlighted that progress had been made but full implementation was not yet complete.
DG confirmed that the  meeting to discuss Equity Agenda and Financial Savings (102/25) with Richard Thomas, Director of Insight, Communications and Engagement, had not yet taken place.
NZ requested all closed actions include clear rationale in the log and emphasised the need for a retrospective comment on DG’s outstanding action to maintain a robust audit trail.
EO provided an update on two actions relating to the Bank Office. Firstly, that the Bank Office would not accept any recruitment unless processed through the Trac system, with direct hires no longer permitted under any circumstances. An embedded process was in place to cleanse the system every six months to ensure only active bank workers remain on terms of engagement. And secondly, EO reported that a staffing review in November identified seven individuals engaged at Band 8A or above, showing a significant reduction from 20 reported in August, with no new recruitment in the last three months. Of the seven individuals, five hold substantive contracts with the Health Board and two were recruited via Trac, ensuring all pre-employment checks were completed. EO confirmed compliance with recruitment protocols and  the Committee agreed that the actions could be closed.
NZ emphasised the importance of maintaining a clear audit trail and requested that EO incorporate her comments into the written update for record purposes. 

	8.3 COMMITTEE WORK PROGRAMME 2025/26

	136/25
	There were no comments on the Work Programme.

	PART 9. ANY OTHER BUSINESS

	9.1 ITEMS FOR REFERRAL

	137/25
	122/25 Internal Audit Theatre Utilisation: referred the finding regarding the lack of clinical engagement in the Theatre Quality and Safety Standards framework, together with the associated quality and safety concern of eight never events over two years, to the Quality and Safety Committee. The Chair will be informed to ensure this is considered during agenda planning.
125/25 Audit Wales Unscheduled Care: The Audit Committee referred the Unscheduled Care report to the Performance and Finance Committee for advice.

	9.2 COMMITTEE EFFECTIVENESS

	138/25
	It was noted that the intermittent IT issues affecting today’s meeting was likely due to connectivity problems in Headquarters.
HL highlighted the strong challenge and scrutiny provided by Independent Members.
DG added that discussions had remained appropriately focused on Audit Committee business, with clear referrals to other Committees where necessary. 
SU echoed these comments, praising the quality of questions and the positive discussion on the Urgent and Emergency Care report specifically. OL agreed, highlighting the Committee was well established, papers were of good quality, and discussions were focused, with only minor refinements needed such as improving the referrals log.

	9.3 ANY OTHER BUSINESS

	139/25
	There was no other business raised.

	9.4 DATE OF NEXT MEETING

	140/25
	The next scheduled meeting was confirmed for Thursday, 15 January 2026.
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