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17Swansea Bay University Health Board
Unconfirmed
 Minutes of the Audit Committee 
held on 17 July 2025
 via Microsoft Teams

	Present:

	Nuria Zolle 
	(NZ)
	Chair 

	Andrew Griffiths 
	(AG)
	Independent Member 

	Patricia Price 
	(PP)
	Independent Member

	In Attendance:

	Anne Beegan
	(AB)
	Audit Wales (For item 81/25)

	Jason Blewitt
	(JB)
	Audit Wales (For item 81/25)

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

	Marie Davies
	(MD)
	Executive Director of Planning and Partnerships

	Matthew Evans
	(ME)
	Head of Local Counter Fraud Services 

	Darren Griffiths 
	(DG)
	Director of Finance and Performance (For item 83/25)

	Melanie Goodman
	(MG) 
	Internal Audit (For item 75/25)

	Hannah Jones
	(HJ)
	Audit Wales (For item 82/25)

	Karen Jones
	(KJ)
	Head of Emergency Preparedness Resilience and Response 

	Amanda Legge
	(AL)
	All Wales Post Payment Verification Manager (For item 84/25, 85/25)

	Deb Lewis
	(DL)
	Chief Operating Officer 

	Hazel Lloyd
	(HL)
	Director of Corporate Governance (For item 77/25, 78/25, 79/25, 80/25)

	Osian Lloyd
	(OL)
	Head of Internal Audit (For item 75/25, 76/25)

	Michelle Newport-Edwards
	(MNE)
	Local Counter Fraud Specialist (For item85/25)

	Brian Owens
	(BO)
	

	James Rodaway
	(JR)
	Associate Director of Population Health 

	Felicity Quance 
	(FQ)
	Internal Audit (For item 75/25)

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

	Apologies:

	
	
	




	Minute No.
	

	72/25
	WELCOME AND APOLOGIES 

	
	NZ opened the meeting and welcomed all present.

	73/25
	DECLARATIONS OF INTEREST

	
	There were no Declarations of Interest. 

	74/25
	MATTERS ARISING 

	
	There were no matters arising. 

	75/ 25
	INTERNAL AUDIT PROGRESS REPORTS

	
	The Internal Audit Progress Reports was received. OL highlighted the following key points: 
Progress report:

· The 2025/26 Internal Audit Plan was in early stages, with seven audits at the planning stage and three in progress;
· Management had proposed four changes to the Internal Audit Plan: two audits to be deferred with replacements suggested, and two audits to be rescheduled from quarter one to quarter three. All four were originally planned for quarter one;
· Those changes had caused a slight delay, resulting in fewer reports expected for the September Audit Committee meeting;
· The plan was designed to be flexible, and adjustments were anticipated due to recent turnover at the Executive Director level;
· Key Performance Indicator’s (KPI) were not yet applicable as the programme was still in its early stages.

NZ invited questions: 

NZ expressed concern that substantial changes to the Audit Plan were being requested very early in the financial year, emphasising that Executives need to engage with the Audit Plan sooner to avoid last-minute delays. NZ said that delaying inspections should be a last resort, as it impacted the Committee's ability to provide scrutiny, and requested reassurance from HL on this issue.

HL responded that she would address the concern at the Executive meeting, highlighting that some Executives joined after the Audit Plan was finalised, which partly explained the requested changes. HL confirmed she has discussed the issue with OL and would raise it with the Executive Directors.  

NZ requested more information on the scope of the proposed strategic framework review, given the recent finalisation of the strategy, and suggested further discussion with OL. NZ also asked HL for reassurance that this would be discussed at the Executive meeting. For next steps, NZ proposed that the Committee advise the Board they had agreed to delay audit inspections in quarter one, as requested by OL, and asked OL to confirm if anything else was needed from the Committee at this stage

The Committee: 
· Agreed to advise the Board that the Committee agreed to delay Audit Inspections in quarter one, as requested by OL. 
· Agreed to advice the board the Committee had sought assurance the executive team was fully engagement with the audit plan so that amendments are considered in a timely way to allow scrutiny by the committee.
· Were assured by the Progress report. 

The Neath Port Talbot Private Finance Initiative (NPTPFI) Report was received. MG highlighted the following key points: 

· The NPTPFI contract ends in May 2030, and the Health Board had started preparations for the contract expiry and hand-back of the hospital;
· The audit reviewed early-stage arrangements for a successful exit. Initial fieldwork (September – December 2024) found insufficient progress, especially regarding unaddressed recommendations from the Infrastructure and Projects Authority (IPA) expiry health check, resulting in a draft limited assurance rating;
· The significant progress was made soon after, including recruiting external advisors and increasing internal project resources;
· June saw many original findings and IPA recommendations were closed, leading to a final reasonable assurance rating;
· Most actions were now closed, with a few remaining open related to embedding new action plans and tools into routine monitoring and reporting;
· Those actions would ensure contract milestones and activities were tracked, and any slippage was identified and escalated.  
NZ invited questions: 

NZ raised concerns that the management response to the NPTPFI Audit report focused too much on justifying past actions rather than clearly outlining future actions and timelines. NZ suggested reviewing the response to clarify what would be done and when, to ensure the Audit Tracker was meaningful. 

MG agreed with this approach, and HL confirmed she would follow up with DG and LC to improve the wording and clarity of the management response.


OL clarified that the management response's focus on past actions was partly due to the timing of the original findings and the significant progress made since the draft report. OL confirmed the team would work closely with LC and the team to ensure the Audit Tracker accurately reflected current and future actions. Additionally, OL highlighted that a follow-up audit on the NPTPFI area was included in this year's plan because of the initial limited assurance rating, but given the reduced risk and progress made, they may consider deferring this follow-up to 2026/27, especially as a best practice review was planned for later. OL would discuss this with DG, and in the meantime, ongoing monitoring of actions would continue.

The Committee:
· Referred the NPTPFI report to the Performance and Finance Committee for further assurance.

The Acute Medical Services Redesign Programme (AMSR) was received. FQ highlighted the following key points: 
· AMSR aimed to centralise Acute Medical Admissions at Morriston, create a new Acute Medical Unit, reconfigure services, and address clinical and workforce gaps as part of the Health Board's 2019 strategy;
· While significant structural changes were achieved, ongoing system pressures, especially high occupancy at Morriston, have limited full benefit realisation;
· The ambition for seven-day working continued, with some rota improvements despite recruitment challenges;
· The audit provided reasonable assurance, but identified seven medium-rated findings, including:
· Lack of a formal benefits realisation framework and inconsistent outcome measurement;
· The unclear methodology and timelines for benefit realisation due to documentation gaps and staff turnover;
· The limited articulation of benefits in AMSR and subsequent urgent/emergency care documents; 
· Outstanding closure actions (e.g., reviews of readmissions, financial evaluation, medication error comparisons);
· The AMSR closure report was not presented at Committee level, missing an opportunity for formal reflection and learning;
· Management accepted the findings and would address them, focusing on applying lessons to the ongoing UEC redesign programme rather than retrospectively to AMSR.
NZ invited questions: 

NZ expressed concern about the absence of a clear benefits realisation framework, highlighting it should be integral to business cases and planning. NZ emphasised the importance of balancing speed with accuracy, especially to ensure strategic alignment so that transformation and investments support broader social, economic, environmental, and cultural benefits in line with future generations duties. 

MD stated that the Benefits Realisation Framework would be addressed through the refreshed Planning and Finance Assurance Group, which would have a clear assurance and investment review role. The group would focus on evaluating the return on investments, ensuring benefits are realised not just financially but also in terms of broader responsibilities. MD confirmed her team was leading this work and offered to provide an update to the board for greater transparency.

The Committee: 

· Referred to the Performance and Finance Committee and the Quality and Safety Committee the Benefits Realisation Framework  to oversee the Benefits Realisation Framework, focusing on both financial and wider organisational responsibilities. The group would review investment returns and ensure alignment with broader social, economic, environmental, and cultural goals.
· Were assured by the Acute Medical Services Redesign Programme (AMSR) audit.

The Business Continuity Management report was received. FQ highlighted the following key points:
· There was Lack of role clarity between the corporate Emergency Preparedness, Resilience and Response (EPRR) team and Operational Leads;
· Risk management processes needed better alignment with revised methodologies;
· There was incomplete or inaccurate data in Business Continuity Dashboards, reducing their value for assurance.
· There was inconsistent quality, accessibility, and review/testing of business continuity plans;
· Low attendance at training and EPR strategy group meetings, impacting oversight;
· Governance structures needed review for adequate oversight and escalation;
· Management accepted the findings and provided detailed responses, with most actions reportedly completed since the audit fieldwork. However, formal verification of these actions had not yet occurred at the time of reporting; this would be validated in follow-up work during 2025/26.
NZ invited questions: 

NZ raised concerns that the management response to training issues in the Business Continuity Audit was insufficient, as it mainly stated that issues would be picked up in November if they arose, rather than addressing the underlying systemic problems identified by Internal Audit (such as lack of capacity, cancellations due to operational pressures, and poor data handling on training attendance). 

KJ explained ongoing efforts to strengthen EPRR training, included an extensive training schedule, collaboration with digital teams, and work to make EPRR training mandatory via the ESR system. However, KJ acknowledged ongoing challenges due to operational pressures and staff cancellations but emphasised a continued focus on key training components and progress in completing audit actions. 

AG highlighted that Business Continuity Risks, especially those linked to digital systems, were not well reflected in the risk register. AG emphasised the increasing reliance on digital systems and the potential impact of their failure, including cyber incidents. AG suggested the value of rehearsing responses to such incidents and proposed considering specific cyber incident training. AG also raised the need to clarify committee oversight, recommending that digital-related Business Continuity Risks be integrated into the Digital Committee's remit, with clear alignment on where broader Business Continuity oversight should sit.  

KJ explained that digital risks were always included in training scenarios for both civil command and gold training, with one scenario specifically focused on loss of digital systems (due to cyber or technical issues). KJ added that five tabletop Business Continuity exercises were planned, with digital loss as a key component, and confirmed strong engagement from the digital and cyber teams at both local and national levels.  

NZ stated that the next steps involve considering further scrutiny of Business Continuity, particularly regarding committee oversight. NZ suggested referring the business continuity report to both the Digital Committee and the Performance and Finance Committee for additional review, since the Audit Committee oversees but does not directly hold risks.

MD highlighted that transparency and oversight of the EPRR (Emergency Preparedness, Resilience and Response) team's work had previously been lacking at Committee and Board level. MD highlighted the team was small for the size of the organisation, and this was a common issue across Health Boards, especially with increased scrutiny following the Manchester Arena Inquiry and new Welsh Government requirements. MD hadD started including EPRR updates in the Partnerships and Performance Board report to improve visibility but cautioned against duplicative reporting across multiple committees. MD emphasised the need for clear, non-fragmented, and transparent reporting, and was open to Committee leads' suggestions as long as reporting remains streamlined.

MD suggested providing a one-page update to accompany the Business Continuity report, highlighting the significant progress made and the actions closed since the limited assurance audit. 

This was supported by the Committee as a way to acknowledge the improvements led by KJ and her team.

The Committee: 

· Referred the Business Continuity Management report to the Digital, Data, Research and Innovation Committee and the Performance and Finance Committee. For additional review.
· Agreed to alert the Board to the Limited assurance rating of the Business Continuity Report.

The Contract Management report was received. FQ highlighted the following key points:  

· The Contract Management report reviewed the Health Board's contract management arrangements, aligning with a wider NHS Wales review prompted by concerns at Betsi Cadwaladr University Health Board (BCUHB);
· No assurance rating was applied, as the findings and six actions are consistent across NHS Wales and require joint action with other organisations and procurement services;
· The report excluded All-Wales and Capital Estates contracts, with a separate capital systems review planned for Swansea; The Director of Finance Forum would coordinate a response to common issues, and an update wiould be brought back to the Audit Committee.

NZ invited questions: 

NZ emphasised the importance of the Contract Management report for financial oversight and suggested referring it to the Performance and Finance Committee for information and potential further scrutiny, as contract management has been a focus area for that committee.

The Committee: 
· Referred the Contract Management report to the Performance and Finance Committee for information and potential further scrutiny.

The Follow up report was received. FQ highlighted the following key points:

· The follow up reviewed five Limited Assurance reports from 2023/24, checking the status and implementation of agreed management actions, and also sampled high-priority recommendations from Reasonable Assurance reports;
· Reasonable assurance was given for the level of implementation, but a significant number of overdue actions remain;
· Since 2022/23, 60.1% of Internal Audit recommendations had been closed, slightly below the All-Wales average of 64.5%;
· Of 25 closed recommendations sampled, all but one were appropriately classified as completed, though some required additional evidence;
· Some actions, such as from the Additional Learning Needs (ALN) report, may have been closed prematurely, but further evidence had since been provided;
· One waiting list management recommendation was marked as superseded due to overlap with a more recent Data Quality report;
· Recommendations from older Limited Assurance reports (safety notices and continuing healthcare) remained overdue at the time of sampling, but progress has been made since;
· The Health Board was exploring new tracking systems (e.g., AMaT, Power BI) for Audit recommendations and was advised to include Counter Fraud recommendations in the tracker;
· Audit Wales recommended strengthening ownership and accountability for audit recommendations; a supporting procedure and potential audit handbook are being considered;
· The follow-up process would shift to more regular, periodic reviews, with findings reported at each audit committee and a summary at year-end.
NZ invited questions: 

PP asked for an update from HL on the progress of two key points mentioned by FQ: the implementation of the AMaT system and the development of procedures to strengthen ownership and accountability, as both are important areas for the Committee.

HL explained that all inspections are now on the AMaT system, with Audit Wales actions nearly or fully transferred, and the next step was to move all open and new internal audit actions onto AMaT. There were some system limitations being addressed collaboratively with other Health Boards and the vendor. HL was also restructuring the directorate, revising job descriptions, and developing Standing Operating Procedures (SOPs) to strengthen governance and support management responses, with these procedures expected to be finalised by September/October. Once fully implemented, AMaT would allow Executives and Managers to easily track outstanding actions, with proactive reminders issued three months before actions become overdue.

The Committee:
· Acknowledged that reasonable assurance was provided regarding the implementation of recommendations, and the main action was to continue oversight and keep track of progress, especially as the Audit Tracker became fully visible to the Committee.  

	76/25
	INTERNAL AUDIT OPINION AND ANNUAL REPORT

	
	The Head of Internal Audit Opinion and Annual report was received. OL highlighted the following key points; 
· The final Internal Audit opinion for the year was presented mainly for completeness, highlighting it had already gone to the Board in June and that the draft was previously discussed at the May Audit Committee;
· There were no significant changes since the draft, and all final reports had now been submitted to the Committee;
· The audit work for the year was concluded, with progress already underway for the 2025/26 plan.
NZ invited questions:
NZ asked OL how many Limited Assurance Opinions had been issued across the NHS this year.
OL responded that there were two Limited Assurance Opinions across the NHS this year: one for Swansea Bay University Health Board (SBUHB) and one for Betsi Cadwaladr Health Board in North Wales.
DG asked OL whether there were consistent areas of potential weakness across Wales or if the Limited Assurance Opinions were unique to each individual Health Boards. 
OL responded that while Audit plans were risk-based for each organisation, there were national pieces of work that identify common themes and difficulties. OL mentioned that those were shared with Welsh Government and that an annual summary report was usually produced to highlight such findings across Wales.
SS asked OL if there was a numerical calculation used to determine the overall assurance rating, specifically whether there was a certain number of Limited Assurance reports that could be issued while still achieving an overall reasonable assurance rating.
OL replied that it could vary depending on the significance and areas involved, but last year there were six or seven Limited Assurance reports and the overall rating was just on the side of reasonable, indicating that the threshold was not fixed and depends on context.
NZ highlighted that the report had already been discussed at Board level and that the chair and Chief Executive plan to prioritise short-term improvements, focusing on key recommendations from limited assurance reports, especially those affecting patient care. NZ proposed that the Committee should alert the Board that there were only two Limited Assurance Opinions across Wales, and the Committee agreed with this approach.

The Committee:
· Agreed to alert the Board that there were only two Limited Assurance Opinions across Wales.

	77/25
	STRATEGIC AND CORPORATE RISK REGISTERS

	
	The Strategic and Corporate Risk Registers was received. HL highlighted the following key points;
· An update on the ongoing Risk Management reset, including a Board development session focused on the Strategic Risk Register and Risk appetite, facilitated by the Good Governance Institute was given;
· The session was recognised as positive, with thanks given to LC, NT, and RN for their work on the Strategic Risk Register;
· Notes from the session were awaited to inform next steps, which include further sessions with the Executive team and Independent Members (IM);
· The reconstituted Risk Management Group met in April, May, and June, and minutes were taken to the Management Board. The Risk Management policy had also been revised and presented, with the intention to take it to the Board at the end of July;
· There were currently 32 risks on the Health Board Risk Register, with 20 at or exceeding the current risk appetite. Two new risks were added: failure to meet tier one clinical coding completeness targets and risk of loss of pathology related to Laboratory Information Management System (LIMs);
· Some risk scores have decreased, including consultant medical/dental availability, access to Planned Care, Deprivation of Liberty Safeguards (DoLs), impact assessment requirements, and industrial action.
NZ invited questions: 
PP asked AG if the risk concerning the LIMS had been reviewed by the Digital Committee, highlighting its potentially catastrophic impact.
AG confirmed that the LIMS risk had been brought to the Digital Committee, where they discussed the way the risk was expressed and suggested it may be more of a financial risk than a service loss risk. The Committee was monitoring it and suggested some rewording for clarity. 
PP also highlighted that there was currently no risk on the register relating to Maternity and Neonatal Services.
HL responded that this was under discussion and would be considered, especially after receiving an external report.
SS asked HL for clarity on the criteria for escalating risks from Operational Service Group Risk Register's to the corporate and strategic risk registers, especially since some high risks in Service Groups (like those seen in the Maternity report) do not appear at the corporate level.
HL explained that as part of the Risk Management reset, the Board’s risk appetite would influence what gets included in the strategic and Health Board Risk Registers. Currently, risks with a score of 16 and above were viewed for possible escalation. The process also involved reporting operational risks up to relevant committees. HL added that gateway reviews of all Service Group Risk Registers (focusing on risks scored 15 and above) had been completed, and further meetings are planned to analyse and report on Operational Risk themes and issues as part of the reset.
AG raised a general point about how some risks are framed, using the clinical coding risk as an example. AG highlighted that the risk was described as "failure to meet tier one targets," but since the target had already been missed, it's now an issue, not a risk. AG suggested reframing such risks to focus on the underlying concern, such as the risk to data quality, rather than just missing a target. AG argued that this would affect how likelihood was assessed and whether the risk should remain a high priority. 
NZ agreed, summarising that there was a need to improve the narrative around risk mitigations and to focus on the substance of risks and their likelihood, not just on compliance with targets. Nuria Zolle emphasized the need to improve how risk mitigations are described, especially in response to AG's challenge about the framing of clinical coding risks. NZ highlighted the importance of clear wording and ensuring that mitigations address the real issues, not just compliance with targets. NZ expressed concern about potentially reducing the risk rating for equality impact assessment prematurely highlighting that simply having a plan was not enough assurance was needed on the risks to implementing that plan, especially given associated legal risks. NZ suggested that Finance and Performance Committees may need to seek further assurance on this point. NZ advocated for adopting a cautious risk and compliance appetite, as previously discussed, due to the nature of risks in the strategic risk register. NZ also highlighted the importance of the Committee having access to risk templates to understand how narratives are constructed, how they link to the Board Assurance Framework, and how the first line of defence was functioning. NZ called for further review of whether the schematic and templates provide the necessary clarity and flow for effective oversight. The committee discussed whether Business Continuity Risks should be assigned to the Audit Committee, referencing Audit Wales' view that the committee should not hold risks on the risk register. NZ suggested reconsidering the role of Committees and possibly assigning Business Continuity Risks to the Performance and Finance Committee, the Digital Committee, or both, rather than the Audit Committee.
As a next step, the committee agreed to assure that progress was being made on resetting the Risk Register, but also to advise the Board that further improvements are needed and that additional suggestions have been made.

The Committee: 
· Referred the Business Continuity Risks to the Performance and Finance Committee, the Digital Committee.
· Agreed to advise the Board that further improvements and suggestions regarding the Risk Register had been made.

	78/25
	AUDIT WALES PERFORMANCE AND PROGRESS

	
	The Audit Tracker and Status of Recommendations verbal update was received. HL highlighted the following key points; 
· As of 24th June, from an Audit Wales perspective, there were 17 overdue actions, which was a decrease of 6 since the last update;
· 22 actions were closed during the reporting period, and 2 new actions became overdue;
· From an internal audit perspective, there were 97 overdue actions, a decrease of 2 overall;
· 57 internal audit actions were closed during the reporting period, and 36 became overdue;
· A full paper with details and appendices would be brought to the next meeting in September; the current update was provided verbally due to the late receipt of the paper;
NZ invited questions:
NZ requested that the paper be sent to all IMs for review.
The Committee agreed to defer detailed scrutiny of the paper to the September meeting and to allocate more time for its discussion then. 

Action: HL

The Committee: 
· Action - HL to bring the Audit Tracker and Status of Recommendations paper to the September Audit Committee meeting.

	79/25
	BOARD EFFECTIVENESS ACTION PLAN

	
	The Board Effectiveness Action Plan was received. HL highlighted the following key points; 
· Two externally facilitated Board Development sessions had been held: one on the role, responsibility, and accountabilities of a unitary board, and another on the Risk Management Board Assurance Framework and Risk Appetite;
· A report from those sessions would inform a revised Board effectiveness action plan. 
· Of the current 31 actions in the Board Effectiveness action plan, 23 had been closed. Four of the remaining eight actions were expected to be closed by the next Committee report in September;
· The strategy would be launched at the AGM in September. Stakeholder mapping would be included in the Partnership report to the Audit Committee in September;
· Board engagement visits had started and would remain open until formal reporting began to the Quality and Safety Committee in September;
· The Quality and Safety resource action would likely remain open, pending the outcome of the Welsh Government's review of "putting things right" and the forthcoming Maternity Neonatal external report;
· The Performance report included Primary Care, which may allow that action to be closed;
· The 360 appraisal had been commissioned with the Good Governance Institute and was planned for the last quarter of 2025/26, as it was considered too soon due to new Board appointments. 
NZ invited questions:

PP asked DG for an update on the review of Service Level Agreements (SLAs) and Long-Term Agreements (LTAs) related to orthopaedic services with Hywel Dda University Health Board, specifically wondering how the process was progressing.

DG explained that the review of SLAs/LTAs for orthopaedics with Hywel Dda was ongoing and complex, with no immediate solution yet. The main issue was that SBUHB received funding to build an orthopaedic unit, but the volume of orthopaedic patients from Hywel Dda had not significantly changed, leading to concerns about double payment for the same work. DG explained there was an expectation that doctors would operate across both facilities, but this had not yet balanced out, creating tension in the arrangement. DG informed that the matter was being addressed through the finance work stream under the regional Joint Committee, and both teams are actively working on proposals for resolution. DG emphasised the importance of finding accommodation that works for both parties and keeps the patient at the center.

The Committee: 
· Agree to advise the Board to revisit the Board Effectiveness Action Plan to ensure lessons from the review are integrated.
· Acknowledged progress on the Board Effectiveness Action Plan, with most actions closed and further updates planned.

	80/25
	COMMITTEE SELF-ASSESSMENT 

	
	The Committee Self-Assessment Report report was received. HL highlighted the following key points; 
· The chair had an action to discuss with IMs which papers may be unnecessary or inappropriate, to streamline agendas and ensure time is managed effectively;
· The Committee should continue to promptly address unsatisfactory Audit reports, maintain robust scrutiny, and ensure papers were read for valuable discussion;
· Emphasis should remain on brief introductions and embedding site visits, as some members highlighted these had not yet fully occurred;
· Board reporting was transitioning to a new format (the "three A's"), but this had not yet fully settled;
· There was a perception of insufficient challenge from the Board on Committee alerts, indicating an area for improvement.

NZ invited questions: 
NZ highlighted the need to review the Committee’s Effectiveness process to better align with UK Audit Committee guidance, acknowledging that site visits were challenging for Audit but should be integrated where possible. 

The Committee: 
· Were assured by the Committee Self-Assessment Report.

	81/25
	AUDIT WALES PERFORMANCE AND PROGRESS REPORTS

	
	The Audit Wales Performance and Progress Reports was received. JB highlighted the following key points;
· The Health Board accounts had been finalised and signed off;
· The next focus was the Charitable Funds Audit, which was scheduled to be completed by November, ahead of the January deadline.
AB highlighted the following key points;
· The digital systems deep dive review was underway, with self-assessment issued and a session held with the digital IMs to bring them up to speed and allow them to raise system challenges. Board oversight was being ensured through digital committees;
· The quality governance follow-up review had started, with interviews and fieldwork in progress;
· The structured assessment project brief had been issued, and work was beginning, with a target to deliver the report before Christmas, earlier than the February deadline;
· There was a checklist for cost-saving arrangements and it was suggested it may be useful for Performance and Finance members to review. 
The Committee:
· Agreed to advise the Board that the Audit Wales Progress Plan had been received, including indicative completion times.
· Were assured by the Audit Wales Performance and Progress Reports.

	82/25
	PLANNED CARE

	
	The Planned Care Report was received. HJ highlighted the following key points; 
· The Audit Wales report on Planned Care Recovery found that the Health Board was making good progress in reducing long waits and meeting certain targets, such as reducing patients waiting over a year for their first outpatient appointment and meeting therapy intervention targets;
· The report also identified areas needing improvement, including ensuring timely diagnostic services, developing sustainable long-term plans, addressing service inefficiencies, and strengthening harm reporting related to delays;
· Eight recommendations were made, focusing on long-term planning, consistent demand and capacity modelling, improving risk registers, monitoring the impact of additional funding, completing key recommendations, establishing a single point of contact for patients, and improving clinical risk monitoring for long waits;
· The Health Board accepted all recommendations and provided a management response.

NZ invited questions:
NZ expressed pride in the Health Board's achievements in reducing waiting times but agreed with the Audit Wales report that further progress was needed. NZ highlighted the report was balanced and appropriate but sought greater clarity on the Health Board's management response to the recommendations. 
PP suggested that the Audit Wales Planned Care report should be referred to the Performance and Finance Committee, as it raised several issues, such as theatre efficiency and utilisation, that have been discussed extensively in Performance and Finance Committee over recent years. PP emphasised the importance of focusing on the need for a longer-term sustainable plan, beyond the current achievements in meeting waiting time targets.  
AG discussed the importance of using financial resources not just for immediate problem-solving (like buying extra sessions), but to drive productivity and create more sustainable services. AG highlighted the challenge of achieving this under current pressures. AG also suggested that the health care systems engineering team could be more strategically directed to focus on Health Board priorities, especially those identified in the Audit Wales report, to improve efficiency, financial sustainability, and meet future demand.
DG highlighted that the current funding mechanisms did not incentivise core productivity and efficiency, necessitating a different approach to drive these outcomes. DG highlighted a mismatch between available theatres and staffing, emphasising the need to optimise resources despite these imbalances, and pointed to improved analytical capabilities supporting this work. DG explained that the Executive team was refreshing the Clinical Services Plan to reduce duplication across three acute sites, potentially concentrating specialties on two sites for greater efficiency. DG referenced the English model of "production units"—specialty-based financial and operational tracking and suggested adopting similar models to better align money, demand, capacity, and budgets, thereby enhancing efficiency and productivity. Finally, DG acknowledged that, while the SBUHB was performing well compared to others in Wales, patient waits remained too long, and achieving sustainability and improvement would require a multi-year, planned approach that considered both political and operational factors.
NZ emphasised the need for the Audit Committee to clearly address Audit Wales recommendations, particularly regarding the requirement for a medium to long-term plan. NZ highlighted that the current management response focused on short-term funding and annual planning, without fully engaging with the recommendation for a longer-term strategy. NZ suggested that the Committee should clarify whether they agree with the recommendation and determine how to address it, seeking input from DL and Audit Wales to ensure clarity on next steps and to prevent these recommendations from remaining unresolved in the action tracker.
DL clarified that while the SBUHB was delivering exactly what Welsh Government required and was currently the only Health Board in Wales meeting these expectations, they were not being asked or funded to deliver more. DL explained that planning for additional delivery would require further funding, which was not available, creating a challenging situation. DL acknowledged the desire to do more, especially to reduce two-year waits, but emphasised that without new directives or resources, planning for further expansion was not feasible. DL highlighted ongoing efforts to reduce paediatric waits to a maximum of one year and to work with Primary Care to manage demand and shift services appropriately, but reiterated that any broader sustainability planning depends on future changes to targets and funding.
PP raised the key issue of whether the SBUHB remained reliant on short-term solutions like insourcing and outsourcing to meet targets, or if there was a plan to transition to a more sustainable, cost-effective model based on in-house recruitment, acknowledging current barriers such as workforce recruitment challenges. PP asked if there was a plan to move away from these temporary measures in the longer term.  
DL explained that the reliance on short-term solutions like insourcing and outsourcing was due to the non-recurrent nature of current funding, which limited the ability to invest in sustainable, in-house recruitment. If funding streams and allocations were to change, the SBUHB could focus more on efficient, long-term recruitment and service sustainability. DL emphasised that they were maximising in-house delivery where possible, as it was the most cost-effective, but short-term measures were currently more expensive than developing sustainable services. DL also highlighted ongoing efforts to refresh the Clinical Services Plan, including developing centers of excellence and regional collaboration. 
HJ clarified that for recommendation one, Audit Wales was seeking a dedicated Planned Care Plan that articulated the SBUHB's vision for Planned Care, rather than just operational or short-term responses. This vision should outline the future direction and strategic approach for Planned Care Services.
AB emphasised that the management response missed an opportunity to highlight ongoing and future work related to the revision of the Clinical Services Plan. AB suggested the plan should set out a clear vision for Planned Care, including how to use resources more efficiently, engage Primary Care, reduce waiting lists, and reconfigure services both internally and regionally. AB highlighted that while much of this work was likely happening, it was not clearly reflected in the response and including it would demonstrate forward-thinking and readiness to leverage future funding.
NZ highlighted that recommendation three was about broader support for transformation, not just modelling (which is the focus of recommendation two). NZ felt the management response only partially addressed the transformation aspect and suggested that more detail should be provided on the overall transformation approach, beyond just modelling, to fully address the recommendation.
HJ and AB clarified they were looking for evidence of a comprehensive transformation vision and strategy, including how existing resources could be used differently, rather than just additional staffing or modelling capacity. 
DL responded that the intent was to pool existing transformation resources and create a more effective team, but could not commit to new funding or posts. 
AB confirmed that using current resources more effectively and articulating this in the response would better address the recommendation.
AG suggested that existing staff could be further developed by involving them in ongoing financial sustainability work (such as with Deloitte), enabling them to learn and generate improvement ideas for performance reporting and transformation. AG emphasised that providing a long-term vision and including current team members in these initiatives could be beneficial, without necessarily requiring new hires.
NZ asked DL to review recommendations five and eight with fresh eyes, as the current responses may appear to reject the recommendations, despite DL having described more actions and context during the meeting. NZsuggested that the written responses could be strengthened by including more detail on ongoing transformation and sustainability work, reflecting the fuller picture discussed, and ensuring the responses accurately capture the SBUHB’s efforts and constraints. 
DL acknowledged this and specifically highlighted that recommendation eight was a complex, system-wide issue (proactive harm monitoring for follow-up waiting lists), and invited further suggestions or examples from other Health Boards, while reiterating the SBUHB’s focus on reducing long waits as the main mitigation.
AB explained that regular patient communication and Patient-Initiated Follow-Up (PIFU) processes helped address some concerns, but there remained challenges with patients waiting a long time on new waiting lists. AB highligthed that an all-Wales summary was being developed to consolidate findings, and suggested reviewing local follow-up outpatient work alongside this. ABalso highlighted that the lack of outpatient coding limits the ability to identify at-risk cohorts, and advocated for national system changes to enable broader coding, which would support better risk identification and management. 
DL agreed, stating that proactive coding would be very beneficial, and that while some pre-coding was done locally (e.g., for orthopaedics), the current national coding system was not supportive for outpatients.
NZ proposed referring the report to the Performance and Finance Committee and suggested inviting Audit Wales for further scrutiny on the details. NZ emphasised sharing relevant information with IMs to avoid repetition and focus on delivery, as well as providing clarity on national versus local responsibilities and related reviews. NZ also highlighted the importance of refining the management response for tracking and future scrutiny. 
DL emphasised that post-COVID Planned Care recovery had been hampered not only by capacity and delivery issues but also by significant challenges in administrative processes. DL highlighted a large staff turnover led to a loss of discipline and control in managing administrative functions, which was crucial for effective Planned Care and Cancer Management. To address this, an administrative training system had been implemented and is being rolled out across Wales with support from Health Education and Improvement Wales (HEIW) and Digital Health and Care Wales. (DHCW), aiming to restore process discipline, improve efficiency, and accelerate patient access. DL highlighted that regaining control over Referral to Treatment (RTT) and waiting list management remained a widespread challenge due to these workforce and process changes.

The Committee:
· Referral of the Planned Care report to the Performance and Finance Committee and suggested inviting Audit Wales for further scrutiny on the details.

	83/25
	FINANCE UPDATE

	
	The Finance update was received. DG highlighted the following key points;   
· The finance update reported a £24m overspend at the end of the first quarter, with a challenging financial outlook if no changes occur;
· A substantial document was submitted to the government on 30 June, outlining a framework and methodology to reach a new deficit milestone target of £42.5m, as required by the Cabinet Secretary. Detailed plans were not yet in place, but Deloitte had started supporting this work;
· Updates on recovery and sustainability were being reported routinely to the Performance and Finance Committee, with additional monthly meetings and escalation to the Management Board and Board;
· Deloitte's support would focus on reviewing governance structures and compliance with internal controls, especially around pay, and findings would be brought to the Committee for assurance;
· The Committee would focus on controls assurance and audit, while performance delivery would be managed through the Performance and Finance Committee.
NZ invited questions: 
NZ summarised the next steps, providing assurance to the Board that the financial update was reviewed and that a report would be brought back with findings.
DG offered to bring Deloitte into a future meeting to articulate their work, particularly regarding ownership and accountability of savings targets.  
The Committee:
· Agreed to assure the Board that the financial update was reviewed and that a report would be brought back with its findings.
· Were assured by the Financial update. 

	84/25
	POST PAYMENT VERIFICATION END OF YEAR REPORT

	
	The Post Payment Verification End of Year report was received. AL highlighted the following key points;   
· In 2024/25, there was a significantly increased workload due to inflated General Medical Services revisit figures, mainly triggered by the previous year's small sample sizes and a new payment system;
· SBUHB completed 25 out of a planned 47 visits by the end of March, falling behind the planned schedule, but this was consistent with an All-Wales issue, not unique to SBUHB;
· The delays were largely due to unexpected staff absences and the need to analyse a high number of revisits;
· Additional service checks were introduced, such as checks for duplicate data, and these would be included in future reporting;
· For the new financial year, all outstanding work for ophthalmic pharmacy and General Medical Services had been cleared, and new visit plans started in July, including new PPV services for COVID and RSV vaccinations, as well as additional service checks for general ophthalmic services;
· Training continues for Health Boards as needed, and there was ongoing close collaboration with Counter Fraud;
· The overall message was that the backlog and delays were not specific to SBUHB but reflected a wider, All-Wales challenge.
NZ invited questions: 

NZ asked AL about the table in the post payment verification report, highlighting that some practices with revisits still had high numbers of errors, and queried what happens next as a result. 

AL explained that high error rates in revisited practices were expected because revisits focus on services that previously triggered a revisit due to an error rate over 10%. During a revisit, a 100% check was performed on the problematic service, which typically results in a large number of recoveries unless the initial sample was unrepresentative. AL clarified that this process was designed to identify and address persistent issues, and that higher error figures were normal in revisit data for this reason.

The Committee:
· Agreed to advise the Board that the Post Payment Verification report had been received and that the practices identified were being revisited.
· Were assured by the Post Payment Verification End of Year report. 

	85/25
	COUNTER FRAUD PROGRESS 

	
	The Counter Fraud Progress Report was received. AL highlighted the following key points;  
· There was a significant resource challenge for the Counter Fraud team, with volume of investigations being high and the team was at capacity;
· This was not due to an increase in fraud, it results from previous good work leading to more cases of merit;
· The proactive Counter Fraud activities may be reduced due to resource constraints. It was plan ned to undertake a formal risk assessment using the NHS Counter Fraud Authority’s matrix to confirm this position and identify any further actions needed to remain robust and agile to emerging risks and legal developments
NZ invited questions: 
NZ responded to ME’s concerns by emphasising the need to clarify the risk work related to counter fraud and to assess the overall risk ratings for SBUHB. NZ suggested holding a discussion outside the Committee meeting with HL and DG to review the risks, understand what was coming up for Counter Fraud, and determine the best way forward, especially given the resource constraints. 
DG stated that he and ME had discussed the issue before the meeting and emphasised the importance of alerting the Committee to potential changes in the work plan due to resource constraints. DG highlighted that prioritisation of cases would occur, and if this resulted in a significant shift from the original plan, a more detailed discussion would be held outside the meeting to assess risks and opportunities. DG stressed the importance of pursuing cases to maintain a strong message that fraud would not be tolerated, highlighting the political and communication value of such actions.
NZ confirmed the need to develop a clear plan for addressing Counter Fraud risks, stating that the Committee should review the risk perspective to ensure informed and flexible responses that mitigate the SBUHB's risks. 
MNE highlighted the following: 
· The introduction of the Economic Crime and Corporate Transparency Act 2023, which brought a new corporate offence of failure to prevent fraud, effective from September. This targeted large organisations that benefit from Fraud committed by employees or agents if they lack reasonable fraud prevention procedures;
· SBUHB met the definition of a large organisation and must comply with the new requirements;
· The SBUHB was rated green and well positioned due to established Counter Fraud and Bribery measures;
· Conducting an overall Risk Assessment using the NHS Counter Fraud Authority’s matrix to identify any additional actions needed would be beneficial, emphasising the need to remain agile to emerging risks and legal developments;
· The team would keep the requirements under review as further legal guidance emerged, and that the initial step was a comprehensive risk assessment;
· The new offence applied only if the organisation benefits from fraud, not when it was the victim.
NZ invited questions:
NZ said the report ended with a set of recommendations, NZ asked who they go to, would there be a response, and how would they be actioned.
MNE responded that the next step was to undertake an overall risk assessment using the NHS Counter Fraud Authority’s matrix. This assessment would help identify any additional actions needed. MNE said the recommendations would be formalised into an action plan after examining them with the Health Board. The team would keep the requirements under constant review as further legal guidance emerged. 
AG asked whether the offence under the new law only occurred if the organisation itself benefited from the fraud, clarifying by asking if the organisation would not be legally liable if an employee fraudulently steals money from it, since in that case the organisation is the victim.
MNE confirmed that AG's understanding was correct, explaining that the NHS would be considered the victim in such a scenario. MNE provided an example: if a procurement manager colluded with a medical supplier and the Health Board benefited from the tainted procurement process (e.g., by receiving medical supplies), then the Health Board could potentially be held responsible. MNE further agreed with AG's observation that, in most cases, the Health Board was the victim of fraud rather than the beneficiary.
The Committee: 
· Agreed to alert the Board about the new corporate offence of failure to prevent fraud, which would come into force in September 2025 as part of the Economic Crime and Corporate Transparency Act.  
· Agreed to assure the Board that based on current procedures and integration of Counter Fraud within governance structures, they were well positioned and believed they were compliant with the new legislation. It was planned to undertake a formal Risk Assessment using the NHS Counter Fraud Authority’s matrix to confirm this position and identify any further actions needed to remain robust and agile to emerging risks and legal developments.

	86/25
	VALUE FOR MONEY/RECOVERY AND SUSTAINABILITY 

	
	The Value for Money /Recovery and Sustainability Update was received. BO highlighted the following key points;  
· The organisation was not where it wanted to be financially at this point it was emphasised for the need for key steps going forward;
· The Performance and Finance Committee recommended consolidating to five top priorities, each with an Executive Lead, to support cross-cutting delivery within Service Groups, particularly focusing on the variable pay group as the largest priority;
· The Recovery and Sustainability (RNS) team would be at full complement from August 2025, which was expected to improve resource and capacity;
· External support had now arrived, leading to increased energy and focus on governance and delivery, with ongoing sessions to enhance these areas;
· The Committee acknowledged those updates and sought assurance that mechanisms of oversight were in place, with further assurance being sought on how decision-making and governance align across the Board, especially as Deloitte's involvement progresses.

NZ invited questions:  

NZ welcomed the Terms of Reference for the variable pay and headcount group and raised two key assurance points: (1) how governance arrangements would integrate different and potentially competing benchmarks (such as financial savings versus quality and safety guidelines), and (2) ensuring that decision-making priorities, risk assessment, mitigation, and accountability were clearly mapped out. These areas were identified as next steps for further development and assurance.  

PP welcomed the strengthening of the savings programme governance and highlighted the fundamental importance of clear accounting responsibilities and accountabilities for both executives and Service Groups, emphasising the need for effective collaboration to drive savings. PP expressed support for Deloitte’s involvement and highlighted the value of a future session where the Board could review detailed action plans, suggesting that would be most beneficial after Deloitte was embedded and August results were available. PP acknowledged that, while progress had been made, there was still significant work to do in this area.

BO explained that the variable pay work group was established to bring all professional groups together under one structure, ensuring that all professional Executive Leads were involved and responsible for maintaining benchmarks without compromise from other decision aspects. BO assured the Committee that the approach meant the main responsible individuals for each professional area were directly involved in decision-making within the group.
 
The Committee:
· Agreed to assure the Board that there are mechanisms of oversight at the appropriate levels and that further assurance was being sought regarding how decision-making and governance align across the Board. Deloitte would be invited to present to the Committee to explain these processes in practice. This would be included in the next steps and reported back to the Board.

	87/25
	COUTNER FRAUD STEERING GROUP HIGHLIGHT REPORT 

	
	Counter Fraud Steering Group Highlight Report was received and noted by the Committee.  

	88/25
	MINUTES OF THE PREVIOUS MEETING

	
	The minutes of the meeting held on the 10 July 2025 were received and confirmed as a true and accurate record.

	89/25
	ACTION LOG 

	
	The action log was received and noted.
HL provided an update on the action log, starting with the governance action related to recovery and sustainability, highlighting that progress was being made and things were in a good place. HL mentioned that the schematic team was still working on the risk management schematic, aiming to complete it by the end of the following week.
HL then addressed the action regarding the volume of papers, indicating that NZ was to follow up and provide feedback, possibly outside the meeting. 
NZ requested that the timeframe for this action be extended, as there was no opportunity for a pre-meet due to the Performance and Finance meeting, and asked for the timescale to be moved. 
HL agreed to adjust the timescale.
HL confirmed that action 4, which involved adding an item to work programmes, could now be closed. HL also reported that the Audit Wales performance progress action had been covered, with assurance provided that Executives were linking with partners and taking things forward. The Counter Fraud action was discussed as well, with HL highlighting that more work was needed on the associated risks.
Regarding meeting effectiveness, HL stated that the Committee finds it helpful to have Executives present for all Audits, not just Limited Assurance ones, and this approach would continue. HL also confirmed that the Final Annual Accounts action was on track for September.
Nuria concluded by asking if everyone was happy with the action log and the closed actions, and there were no objections or missing items raised.

	90/25
	MEETING EFFECTIVENESS

	
	NZ asked OL if he observed good debate in terms of the Internal Audit reports and Audit Recommendations.
OL replied affirmatively, emphasising that it was always helpful to bring in such discussions. 
NZ asked AB whether she was satisfied with what was being reported back to the Board and with the level of scrutiny that IM’s gave to the Audit Wales reports. 
AB responded positively, expressing that she was happy with both the reporting and the scrutiny, and highlighted that it was good to see DL present for the Planned Care Report.  
DG highlighted that a positive aspect of the meeting was the clear delineation of Committee roles, particularly regarding topics that overlapped with the Performance and Finance Committee and the Audit Committee. DG highlighted that the Audit Committee focused on governance aspects rather than detailed finance numbers, and that referring or remitting topics to the appropriate Committee had become a more integrated part of their process.

	91/25
	ITEMS TO REFER TO OTHER COMMITTEESS

	
	· 75/25 - Internal Audit Progress reports, Neath Port Talbot Private Finance Initiative (NPTPFI): Refer the NPTPFI report to the Performance and Finance Committee for further assurance.
· 75/25 - Internal Audit Progress reports, Acute Medical Services Redesign Programme (AMSR): Refer to the Performance and Finance Committee and the Quality and Safety Committee the Benefits Realisation Framework to oversee the Benefits Realisation Framework, focusing on both financial and wider organisational responsibilities. The group would review investment returns and ensure alignment with broader social, economic, environmental, and cultural goals.
· 75/25 Internal Audit Progress reports, the Business Continuity Management report: Refer to the Digital, Data, Research and Innovation Committee and the Performance and Finance Committee. For additional review.
· 75/25 Internal Audit Progress reports, Contract Management report: Refer to the Performance and Finance Committee for information and potential further scrutiny.
· 77/25 Strategic and Corporate Risk Registers: Refer the Business Continuity Risks to the Performance and Finance Committee, the Digital Committee.
· 82/25 Planned Care Report: Refer the Planned Care report to the Performance and Finance Committee and suggested inviting Audit Wales for further scrutiny on the details.

	92/25
	DATE OF NEXT MEETING

	
	The next scheduled meeting is Thursday, 18 September 2025.
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