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Swansea Bay University Health Board
Unconfirmed Minutes of the Audit Committee Meeting
held on Thursday 16 July2026
via Microsoft Teams

	Present:

	Nuria Zolle
	(NZ)
	Chair

	Andrew Griffiths
	(AG)
	Independent Member

	Patricia Price
	(PP)
	Independent Member

	Steve Spill 
	(SS)
	Independent Member

	In Attendance:

	Anne Beegan
	(AB)
	Audit Wales 

	Jason Blewitt
	(JB)
	Audit Wales 

	Neil Cooper 
	(NC)
	Service Group Director Morriston (Item 4.2i)

	Len Cozens
	(LC)
	Head of Compliance (Item 2.2)

	Ceri Gimblett 
	(CG) 
	Service Group Director NPTSSG (Item 4.2i)

	Melanie Goodman 
	(MG)
	Internal Audit 

	Hazel Lloyd
	(HL)
	Director of Corporate Governance 

	Osian Lloyd
	(OL)
	Head of Internal Audit 

	Alison McLennan
	(AMcL)
	Assistant Director of Finance 

	Claire Mulcahy
	(CMu)
	Corporate Governance Manager 

	Claire Osmundsen-Little
	(COL)
	Director of Finance

	Melanie Thomas 
	(MT)
	Clinical Director Lymphoedema Network 
(Item 6.1)

	Neil Thomas
	(NT)
	Assistant Head of Risk and Assurance 
(Item 2.1) 

	Apologies:

	Sara Utley 
	(SU
	Audit Wales 

	Felicity Quance 
	(FQ)
	Internal Audit 




	Minute Ref:
	Agenda Item

	PART 1. PRELIMINARY MATTERS 

	1.1 WELCOME AND APOLOGIES 

	79/26
	The Chair opened the meeting and welcomed all present.
Apologies were noted from; 
· Sara Utley, Audit Wales 
· Felicity Quance, Internal Audit 

	1.2 DECLARATIONS OF INTEREST

	80/26
	There were no declarations of interest raised in addition to those already declared on the register.

	1.3 MATTERS ARISING 

	81/26
	There were no additional matters raised.

	PART 2. GOVERNANCE 

	2.1 STRATEGIC RISK REPORT

	82/26
	NT presented the Strategic Risk Report and highlighted the following key points: 
· The Strategic and Corporate Risk Registers were updated following further review and refinement by Executive Directors. 
· No changes were made to strategic risk scores since the previous report, but controls, assurances and actions had been strengthened across a number of risks. 
· Improvements were noted in relation to:
· Mental Health risk actions.
· Access to Services risk controls and assurances.
· Estates risk actions.
· Recovery and Sustainability risk actions. 
· Committee oversight of strategic risks had improved, with most risks now receiving scheduled scrutiny through Board Committees. 
· Work is ongoing to develop strategic workforce risks before they return through governance processes. 
· Service risk reviews were completed across 18 operational areas highlighted the value of developing a more structured risk maturity framework. A pilot was planned within Mental Health services. 
· The report also included an update on outstanding actions arising from previous Internal Audit reviews.
NZ thanked NT for his introduction and welcomed comments from members. 
PP welcomed the service group risk review work and queried whether remaining areas would be reviewed, whether missing risks (particularly financial risks) were being challenged, and whether a broader organisational delivery risk should be considered. She also questioned the relative scoring of Access to Services, Mental Health and Perinatal risks. 
NT advised that strategic risks had been subject to Executive Board scrutiny and challenge and agreed to consider the suggestion for a broader delivery risk and further review the relative scoring of strategic risks. He also confirmed that future review arrangements could better consider unidentified or missing risks. 
ACTION: NT to consider a delivery risk and review the relative scoring of strategic risks. 
HL confirmed that all remaining service areas would be reviewed and advised that risk management discussions are increasingly embedded within Executive Performance Reviews. She undertook to feed Committee observations regarding strategic risks and risk scoring into forthcoming Executive Board discussions. 
ACTION: HL to provide Executive Board with Committee feedback on strategic risk scoring and effectiveness of controls. 
SS identified a duplication error within the report and sought clarification on how operational risks would transfer into the future care group structure. 
NT acknowledged the duplication and advised that risks would transition through existing specialty and service structures, with any risks not clearly aligned reviewed separately. HL confirmed that work was underway to support transition into the new care group structure and that progress would continue to be reported through governance arrangements. 
SS queried the meaning of assurance ratings and the relationship between assurance and risk scores. 
NT explained that assurance ratings reflect the quality and effectiveness of controls and assurances, rather than the severity of the risk itself. 
COL explained how first, second and third-line assurance arrangements are used to derive assurance ratings and outlined the methodology used by risk owners when assessing assurance levels.
SS suggested that the terminology used within assurance ratings could be simplified to improve understanding. 
AG welcomed the progress made in strengthening risk management arrangements and queried how assurance could be provided that risks moving from operational to corporate and strategic registers are actively managed rather than simply escalated. He also requested that workforce risks continue to be developed and reported. 
NT advised that stronger target dates, thematic reporting and increased Executive scrutiny would support accountability and oversight. He confirmed that workforce risks would continue to be developed and reported through governance processes. 
ACTION: NT to continue development of workforce strategic risks for consideration through governance committees. 
NZ welcomed the improvements made to the Risk Registers and the strengthening of governance and oversight arrangements. 
NZ expressed concern regarding the effectiveness and impact of controls associated with key strategic risks, specifically Access to Services, Recovery and Sustainability and Mental Health, noting that many controls appeared focused on governance and reporting arrangements rather than demonstrating how risks were being actively reduced. 
NZ requested further scrutiny through relevant committees to better understand whether mitigating actions are delivering measurable improvements and reducing risk exposure. 
REFERRAL: Relevant committees to undertake further scrutiny of the effectiveness of controls relating to Access to Services, Recovery and Sustainability and Mental Health risks. 
NZ highlighted the importance of maintaining effective governance, assurance and risk management arrangements during transition to the Organise for Success care group model and requested assurance that governance improvements already achieved would not be lost during organisational change. 
HL agreed to bring a future paper setting out how governance arrangements, risk management processes and assurance systems will transition into the new care group structure and be maintained during organisational change. 
The Committee; 
· Agreed to ASSURE the Board the Strategic and Corporate Risk Registers have been reviewed and they were assured that risk management arrangements continue to strengthen, with improved controls, assurances and governance oversight across key strategic risks. 
· Agreed to ADVISE the Board that the Committee requested further scrutiny of the effectiveness of mitigating controls associated with Access to Services, Recovery and Sustainability, and Mental Health risks to provide greater assurance that actions are delivering measurable improvements and reducing risk exposure. 

	2.2 AUDIT TRACKER AND STATUS OF RECOMMENDATIONS 

	83/26
	LC presented the Audit Tracker report and highlighted the following key points; 
· The overdue Audit Wales actions had reduced to 10 since the previous reporting period.
· Seven Audit Wales actions were closed during the reporting period.
· The overdue Internal Audit actions reduced to 82.
· A total of 72 Internal Audit actions were closed during the reporting period.
· A number of actions were proposed for closure where circumstances had changed and alternative actions had been implemented.
· Analysis showed that, with the exception of May 2026, overdue actions have consistently reduced since December 2024, with an overall reduction of 27%.
· Of 60 actions previously reported as awaiting closure evidence, 43 have now been formally closed following review of supporting evidence. 
· The current escalation arrangements, included;
· Regular reporting to Audit Committee.
· Monthly reports to Executive Board.
· Personalised reminders to action owners.
· Offers of support and review meetings with responsible officers.

NZ thanked LC for the introduction and invited questions from Independent Members.

AG sought assurance that organisational changes arising from Organised for Success were being used to address longstanding audit recommendations and prevent recurrence of issues within new structures. AG also queried whether some appendices contained inconsistencies in their categorisation of open and overdue actions. LC undertook to review the appendix queries raised by AG. He confirmed that where organisational transformation programmes could support closure of actions, these opportunities were being explored with service leads. 

PP welcomed the improved position and noted that reference to outstanding audit actions was now being reflected more consistently within other governance reports. She expressed concern regarding a number of very longstanding recommendations, including those relating to discharge planning, waiting list management and primary care, and highlighted the need for greater scrutiny of actions that remain significantly overdue.

HL advised that the Executive Team had agreed to focus specifically on closing older actions, particularly those originating before 2025. She noted that some historic actions may require alternative solutions where circumstances have changed and emphasised that improvements to tracking and management systems were underway, including transition to the AMAT system. HL also advised that SBUHB retains original completion dates when reporting overdue actions, unlike some organisations that reset deadlines, providing greater transparency regarding performance.

AB highlighted findings from the previous Structured Assessment Review and suggested that audit recommendations could form part of routine performance management arrangements. LC confirmed that plans were already underway to incorporate outstanding audit recommendations into Executive Performance Review meetings.

NZ welcomed the significant progress made in reducing overdue recommendations. She emphasised the importance of ensuring actions arising from Organised for Success and wider governance changes are embedded within programme implementation and requested continued focus on recommendations subject to significant delay. HL agreed to bring forward further assurance regarding how governance improvements and audit recommendation actions are being incorporated into governance redesign work associated with Organise for Success. 

ACTION: HL to provide further assurance via a report to September’s committee, on integration of governance, risk and audit recommendations into Organised for Success arrangements.

NZ confirmed the Committee's intention to introduce a formal escalation framework requiring responsible officers and executives to attend Committee where recommendations remain significantly overdue or recurring weaknesses persist. 
The Committee:
· Agreed to ASSURE the Board on the improvements made in managing audit recommendations, whilst also strengthening scrutiny of overdue actions through a new escalation process.

	4.2iii INTERNAL AUDIT FOLLOW-UP REPORT 

	84/26
	Following the Audit Tracker discussion, the Committee considered the Internal Audit Follow-Up Report presented OL which reviewed the effectiveness of arrangements for tracking and verifying implementation of Internal Audit recommendations.
OL advised that the report was not an assurance review and therefore did not contain an overall audit opinion. The review assessed whether agreed audit recommendations had been implemented and whether the Health Board's arrangements for tracking and monitoring recommendations remained effective.
· OL reported that:
· 148 audit recommendations were raised during 2024/25.
· 86 recommendations had been formally closed by March 2026.
· A sample of 22 completed recommendations had been tested, with all supported by appropriate evidence.
· Recommendation tracking arrangements and verification processes were operating effectively.
· The backlog of actions awaiting closure evidence had significantly reduced since the audit fieldwork was undertaken.
NZ invited comments following the earlier discussion on the Audit Tracker report and asked whether there were any matters arising from the Internal Audit perspective.
LC thanked OL and his team for the co-operative approach taken during the review process and acknowledged the value of assurance provided through the follow-up work. HL echoed those comments and thanked Internal Audit for the support and challenge provided to the organisation in strengthening recommendation management arrangements.
NZ welcomed the report and noted that it provided additional assurance regarding the effectiveness of recommendation tracking and closure arrangements. She highlighted the positive progress made in reducing outstanding recommendations and noted Internal Audit's confirmation that actions reported as completed were supported by evidence.
The Committee; 
· Could ASSURE the Board that audit recommendation management arrangements remain effective and that significant progress has been made in reducing historic backlogs, whilst maintaining appropriate verification and oversight processes.

	2.3 DEEP DIVE REVIEW OF AREAS WITH LIMITED PROGRESS; DISCHARGE PLANNING 

	85/26
	This agenda item was deferred to next meeting. 

	2.4 REVIEW OF AUDIT COMMITTEE REFERRALS 2025-26 

	86/26
	HL presented the report and highlighted the following key points. 

· The report was presented in response to findings from the Audit Wales Structured Assessment regarding committee referral arrangements.
· A formal Committee Referral Log has been introduced to improve tracking, ownership and closure of referrals between committees.
· The report reviewed referrals made by the Audit Committee during 2025/26 and provided assurance regarding how they had been managed and monitored.
· Enhanced controls are now in place to support monitoring, oversight and closure of referrals.
· It was proposed that a similar review be undertaken annually to provide ongoing assurance regarding referral governance arrangements

NZ welcomed the report and thanked HL and CM for the work undertaken in developing the review and referral process.

SS welcomed the initiative and queried whether a similar process could be applied across all Board Committees, noting that referrals also occur outside Audit Committee.

HL responded that this could be explored with Committee Chairs and agreed there would be value in extending the approach more widely. NZ supported this proposal and suggested it be recorded as an action.
ACTION – HL 

NZ highlighted the Mortuary referral made in September 2025 and noted that it had taken time to be considered by the receiving committee. She requested greater clarity regarding the outcomes of discussions and suggested that future reports include more narrative on the result of referrals and any actions taken.

AB welcomed the report and commented that the approach appeared to represent good practice. She noted that she was considering whether it would be useful to share the model more widely with other NHS organisations.

OL echoed these comments and welcomed the development of the referral log. He noted the importance of ensuring referrals clearly articulate what action is required from the receiving committee and that there is an effective feedback loop to the originating committee. He also highlighted the need to continue monitoring timeliness of responses.

The Committee; 
· Confirmed it was content to ASSURE the Board that referral monitoring arrangements had been strengthened and that improved oversight and closure mechanisms were now in place.

	2.5 SPEAKING UP SAFELY

	87/26
	JL was welcomed to the meeting. She introduced the report and highlighted the following points;

· The report provided an update on implementation of the Speaking Up Safely Framework and the annual Freedom to Speak Up Guardian report.
· Most previous audit recommendations had been completed, with one remaining action relating to the development of enhanced oversight and anonymous reporting arrangements.
· A total of 121 concerns were raised during the year, representing an increase on the previous year.
· The most common themes related to: 
· Management issues.
· Systems and process concerns.
· Around 30% of concerns were raised by middle managers, highlighting engagement across leadership levels.
· Patient safety concerns had increased and three urgent concerns were escalated through the appropriate process.
· Over one-third of cases related to concerns that staff felt had previously been raised but not addressed.
· Approximately 80% of contacts were made confidentially, reinforcing the importance of trusted reporting routes.
· Key themes highlighted ongoing pressures within Emergency Departments, Maternity and Mental Health services, alongside challenges relating to management capability, escalation of concerns and delays in formal processes.
· Capacity pressures and organisational change remain ongoing risks to successful implementation.

AG advised that Workforce and OD Committee had reviewed the report thoroughly and was satisfied that it provided a good understanding of concerns being raised. He highlighted the importance of ensuring effective speaking up arrangements remained in place during organisational restructuring and transition to new service models.

NZ highlighted areas of relevance to other committees, including workforce wellbeing, financial pressures and organisational culture. She suggested that some of the report’s themes should be shared more broadly across committee structures.
REFERRAL - NZ

JL acknowledged the importance of maintaining effective arrangements during organisational change and the need to continue developing the reporting and support framework.

NZ noted that a key governance priority was ensuring the Health Board maintains effective arrangements for staff to raise concerns safely and confidentially, particularly during periods of organisational change.

NZ requested that a future report be brought back to provide assurance regarding the future operating model and how the arrangements would continue following organisational restructuring.
ACTION – JL 

The Committee; 
· Agreed to provide ASSURANCE to Board that systems remain in place to enable staff to speak up safely in accordance with Standing Orders.

	2.6 CORPORATE POLICIES 

	88/26
	HL presented the report and highlighted the following key points; 

· The report provides assurance on arrangements for the management, review and approval of corporate policies across the Health Board.
· Corporate Policies reports are presented to the Audit Committee twice yearly and to Executive Board quarterly.
· The report identified policies that are currently overdue for review.
· A number of overdue policies relate to All-Wales policies, where timescales are outside the Health Board’s direct control.
· Oversight arrangements remain in place to monitor policy reviews and support compliance.

NZ thanked HL for the report and invited comments from members. 

NZ noted that 25 policy reviews were due within the next six months and sought assurance that sufficient organisational capacity existed to complete the reviews and that committee work programmes were aligned to support policy approval.

SS identified a typographical error within the policy register relating to the Bribery Policy review date and requested this be corrected.

COL advised that, alongside the Corporate Policies process, a separate piece of work was being undertaken through the Financial Grip and Control programme to review approximately 157 financial policies and procedures and assess their effectiveness. She noted that findings would be reported back through the governance process.

HL acknowledged the workload associated with upcoming policy reviews and advised that responsibility was distributed across a number of teams, reducing pressure on any one area. She confirmed that different approval routes exist depending on the type of policy and committed to providing a future update on where policies are being reviewed and approved across the organisation.

HL thanked SS for identifying the typographical error and confirmed it would be corrected.

NZ welcomed the assurance provided and requested a future update showing where policies are being reported and approved, together with the planned programme of reviews.

The Committee; 
· Agreed to ASSURE the Board that appropriate arrangements remain in place to manage and monitor corporate policies across the Health Board.

	PART 3. FINANCIAL FOCUS 

	3.1 LOSSES AND SPECIAL PAYMENTS 

	89/26
	AM presented the Losses and Special Payments report and the following key points were highlighted. 
· The report covered the periods August–November 2025 and December 2025–March 2026.
· Total Losses and Special Payments recorded during the period amounted to £27.47m.
· The majority of costs were recoverable from the Welsh Risk Pool or Welsh Government funding, resulting in a net Health Board cost of approximately £1.3m.
· Clinical negligence claims continued to account for the largest proportion of losses and special payments.
· Open claims remained significant, including: 
· 270 Clinical Negligence cases;
· 179 Redress cases; and
· 57 Personal Injury cases.
· The report highlighted a substantial increase in the Health Board's expected contribution to the Welsh Risk Pool risk-sharing arrangement for 2026/27.
· Learning from claims and implementation of actions continued to be monitored through established governance arrangements.

NZ thanked AM for the update and invited comments from members. 

AG sought assurance regarding learning from claims, particularly whether lessons identified through losses and special payments were being fed back into services and whether learning was shared with Cwm Taf Morgannwg University Health Board (CTMUHB) where claims related to transferred services. AM advised that learning and action planning sat primarily within Legal and Risk governance processes and undertook to seek further information regarding arrangements with CTMUHB. 

HL advised that learning from claims and confirmed that robust arrangements are in place. She advised that actions and learning are developed jointly with relevant organisations, are closely monitored by the Welsh Risk Pool and are not approved without assurance that appropriate learning has been identified and implemented.

PP queried the significant increase in the projected Welsh Risk Pool contribution and sought clarification regarding how the contribution was calculated. AM explained that the contribution is determined using a national risk-sharing formula including multiple factors and is not solely based on the number of claims.

NZ highlighted concern regarding Ombudsman awards arising from delays in complaint responses and stressed the importance of ensuring robust systems are in place to monitor response times and avoid unnecessary financial penalties.
The Committee; 
· Agreed to provide ASSURANCE to the Board regarding the management of losses and special payments and agreed that the value of losses and special payments should be reported to Board in accordance with Standing Financial Instructions.

	3.2 PROCUREMENT REPORT 

	90/26
	This agenda item was deferred to next meeting. 

	3.3 POST PAYMENT VERIFICATION END OF YEAR REPORT 

	91/26
	AL was welcomed to the meeting. She introduced the report and highlighted the following points; 
· The report provided the year-end position for the 2025/26 PPV Programme across General Medical and General Ophthalmic Services.
· All routine visits and outstanding reviews have now been completed and PPV activity has returned to plan.
· Future reviews will combine routine and revisit activity where appropriate to improve efficiency.
· The service continues to provide assurance over primary care contractor claims and supports the validation of new national service claims.
· Ongoing work includes training, support visits and collaboration with Counter Fraud to identify and mitigate emerging risks.
· Work is underway with the Business Information Team to enhance future reporting and provide more meaningful management information for Audit Committees.
· No significant concerns or outlier issues requiring escalation were identified.

NZ advised that members had found parts of the report difficult to interpret and queried how Health Board performance compared with other organisations.

AL explained that comparative information is currently reported on an all-Wales basis rather than by individual Health Board. She advised that future reporting could potentially provide additional contextual and comparative information to assist Committee understanding.

COL welcomed the report and noted that year-on-year performance appeared broadly consistent, providing assurance that controls were operating as expected. She commented that the report demonstrated that Swansea Bay's position remained broadly in line with previous years and that validation arrangements were operating effectively.

COL further commented that the report provided assurance from a financial governance perspective and thanked the team for the detailed work undertaken.
NZ suggested that Committee members work with the PPV team to consider how future reports could be presented more clearly and welcomed the planned development of enhanced reporting and management information.
The Committee; 
· Was able to provide ASSURANCE to Board that PPV arrangements remain effective, whilst recognising opportunities to improve future reporting and presentation of information.

	PART 4. INTERNAL AUDIT 

	4.1 HEAD OF INTERNAL AUDIT OPINION AND ANNUAL REPORT 

	92/26
	This item was removed from the agenda. 

	4.2 FINAL INTERNAL AUDIT REPORTS

	4.2i MORRISTON SERVICE GROUP GOVERNANCE ARRANGEMENTS (LIMITED ASSURANCE)

	93/26
	CG and NC were welcomed to the meeting. OL introduced the report and highlighted the following points; 

· Internal Audit reviewed governance arrangements within the Morriston Service Group, including governance structures, performance, workforce, finance, risk management and quality and safety oversight.
· The review received an overall Limited Assurance opinion.
· The principal issue identified was that the Morriston Management Board had not met since May 2025, resulting in a lack of formal governance oversight.
· Whilst a Senior Leadership Team (SLT) meeting operated in its place, this lacked formal Terms of Reference and consistent governance documentation.
· Additional findings related to: 
· Governance documentation and Terms of Reference requiring review.
· Monitoring of annual delivery plans.
· Policy management arrangements.
· Declaration of Interest processes.
· The Specialist Surgical Services Division received a Reasonable Assurance opinion and was identified as an area of stronger governance practice.
· Management accepted all recommendations and reported that significant corrective actions were already underway.

NZ noted concerns regarding the lack of a Management Board and the impact this could have on oversight of risk management and governance. She sought assurance regarding how governance and risk management arrangements would be strengthened moving forward.
CG accepted the findings and advised that many actions had already commenced. She highlighted that the report reflected a period of organisational transition and confirmed that quality, safety and risk governance arrangements had continued through other operational forums.
NC thanked Internal Audit for the report and confirmed full acceptance of the recommendations. He advised:
· The Morriston Management Board had been re-established and scheduled to meet in July 2026.
· Terms of Reference and governance structures had been reviewed and updated.
· Governance arrangements were being aligned with organisational objectives.
· Workforce performance had improved, with PADR compliance increasing from 75% to more than 84%.
· Risk, recovery and sustainability discussions had been strengthened within senior leadership meetings.
· Learning from the Specialist Surgical Services Division would be shared across the wider Service Group.
· Support was being provided to ensure improvements were embedded ahead of the transition to care groups.
NZ welcomed the action taken to address the findings and noted the importance of ensuring lessons learned inform future governance arrangements, particularly during the transition to the Organise for Success programme.

HL confirmed that broader work was already underway across the Health Board to establish minimum governance requirements for future care groups, supported by the Good Governance Institute. She advised that the findings from this audit would be used to inform those arrangements.

AG questioned why the absence of the Management Board had not been identified sooner and whether colleagues felt its absence had affected service management. NC responded that many of the discussions normally held within a Management Board had continued through weekly SLT meetings, which covered finance, performance, workforce and risk matters. However, he acknowledged that the formal governance arrangements required by a Management Board had not been maintained and accepted the need to rectify this.

HL added that future governance arrangements would distinguish between formal governance meetings and operational "huddle" discussions, ensuring that care groups maintain clear governance structures while avoiding unnecessary duplication of meetings.

NZ advised that the findings should be considered as part of the wider governance review and Organised for Success programme to ensure lessons are embedded across future care group structures.
The Committee; 
· Agreed to ALERT the Board to the Limited Assurance opinion and governance weaknesses identified.

	4.2ii HDDUHB AND SBUHB REGIONAL JOINT COMMITTEE (ADVISORY)

	94/26
	OL presented the report and highlighted the following key points;

· Internal Audit reviewed governance arrangements supporting the Hywel Dda University Health Board and Swansea Bay University Health Board Regional Joint Committee.
· The review was an Advisory Review focused on governance design and maturity rather than operational effectiveness.
· A strong governance framework was found to be in place, including approved Terms of Reference, established sub-groups and regular reporting arrangements.
· Governance arrangements were considered effective and operating as intended at a structural level.
· Governance maturity varied across sub-groups, reflecting differing stages of development and transition from previous ARCH arrangements.
· Clinical Services Planning was identified as the most mature workstream, with strong links between planning, risk management and decision-making.
· Opportunities for improvement were identified relating to: 
· Consistency of subgroup governance arrangements.
· Work programme clarity and performance measures.
· Documentation, version control and approvals.
· Development of a consistent programme-wide risk management approach.

NZ thanked OL for his presentation and invited comments from members. 

COL welcomed the report and highlighted the usefulness of the summary tables within the audit report. She queried whether similar reviews had been undertaken elsewhere in Wales and whether there was learning that could be applied from other regional governance arrangements.

OL responded that he was not aware of directly comparable reviews elsewhere in Wales but undertook to explore whether any relevant learning could be identified. He noted that Regional Joint Committee arrangements between Health Boards were relatively unique.

AB advised that a similar Regional Joint Committee arrangement existed within South East Wales but was at an earlier stage of development than the West Wales model and therefore less mature.

HL advised that both organisations had worked closely together on the governance arrangements. She confirmed that a programme risk register was already being developed and was currently in draft awaiting consideration by Chairs prior to formal approval. HL further commented that collaborative working between both Health Boards had been positive and effective.

NZ noted that it demonstrated a strong governance framework supporting regional working between the partner organisations. She highlighted the importance of ensuring clear oversight of risks arising from regional working and suggested further discussion outside Committee regarding how regional risk management arrangements should align with organisational governance structures.

NZ concluded that the Committee was assured regarding the governance framework currently in place and noted the further work being undertaken to strengthen programme-wide risk management arrangements.

The Committee; 
· Agreed to ASSURE the Board that a strong governance framework has been established, with clear structures, reporting arrangements and oversight mechanisms supporting regional collaboration.

	4.2iii NATSIPPS AND LOCSSIPS (REASONABLE ASSURANCE)

	95/26
	OL presented the report and highlighted the following key points; 

· Internal Audit reviewed compliance with National and Local Safety Standards for Invasive Procedures (NATSIPPS/LOCSSIPS) across theatre services.
· The review received an overall Reasonable Assurance opinion.
· No high-priority findings were identified.
· Five medium-priority recommendations were raised.
· Procedural safety check arrangements were found to be well embedded within theatres.
· Governance, audit, training and incident investigation arrangements are in place and operating effectively.
· Improvements were identified in relation to: 
· Updating procedures to ensure full alignment with national standards.
· Strengthening mandatory training and training compliance monitoring.
· Improving consistency of audit arrangements and thematic learning.
· Improving access to never-event guidance.
· Strengthening evidence and monitoring of learning from incidents and closure of actions.

PP welcomed the report and noted that, whilst the overall assurance rating was positive and there were no high-priority findings, the audit related to a critical patient safety area. She queried why some implementation dates extended to March and June 2027 and sought clarification on the rationale for the longer timescales.

OL responded that implementation periods of approximately nine months were not unusual for medium-priority recommendations and advised that one of the longer timescales related to system functionality requirements. He confirmed that Internal Audit considered the implementation dates to be reasonable.

PP commented that the changes may require embedding across multiple theatre areas and suggested that the report may warrant further consideration by another committee.

NZ agreed that the findings should be shared with the Quality & Safety Committee for further scrutiny, particularly given the relevance to patient safety and never-event prevention.

REFERRAL - NZ

NZ noted that, whilst the audit outcome was positive, the medium-priority recommendations relating to safety controls required continued oversight and implementation.

The Committee; 
· Could provide ASSURANCE to Board regarding the overall effectiveness of the arrangements, whilst recommending continued monitoring of the audit actions through Quality & Safety Committee.
· AGREED the findings should be shared with the Quality & Safety Committee for further scrutiny


	4.2v MANAGEMENT OF THE DELIVERY OF NATIONAL DIGITAL SYSTEMS (SUBSTANTIAL ASSURANCE)

	96/26
	OL introduced the report and highlighted the following key points; 
· Internal Audit reviewed arrangements for planning, coordinating and delivering national digital programmes.
· The review received an overall Substantial Assurance opinion.
· No formal audit recommendations were raised.
· Engagement with Digital Health and Care Wales was found to be structured, embedded and operating effectively.
· National programmes are appropriately reflected within Health Board planning and governance arrangements.
· Workforce, financial, risk and dependency impacts are actively monitored and reported.
· Progress is overseen through established governance structures, including the Digital, Data, Research and Innovation Committee.
· Internal Audit identified only a minor opportunity to further strengthen early identification and review of emerging national programmes.
NZ welcomed the report and invited comments from members. She noted the positive outcome and highlighted the significance of achieving substantial assurance.
COL welcomed the report and commented that it demonstrated effective collaboration between national and local organisations. COL highlighted the importance of these arrangements given the scale of digital implementations undertaken during the year and welcomed the positive assurance provided to the Committee. She also undertook to share the outcome with the Digital teams.
NZ welcomed the positive audit outcome and noted that the substantial assurance opinion reflected the effectiveness of the Health Board's internal arrangements for implementing national digital programmes. She emphasised that the assurance related to the Health Board's governance and delivery arrangements rather than the effectiveness of the national systems themselves.
NZ requested that the positive findings be shared with the Digital teams. 
The Committee; 
· Would provide ASSURANCE to the Board on the strength of the governance, oversight and risk management arrangements supporting national digital programme delivery.

	4.2vi SINGLETON HOSPITAL PET AND CT SCANNING (REASONABLE ASSURANCE)

	97/26
	OL introduced the report and highlighted the following key points; 
· Internal Audit reviewed delivery of the PET/CT Scanning Unit Project against its business case objectives, governance, financial management, risk management, contract management and change control arrangements.
· The project received an overall Reasonable Assurance opinion.
· The project was reported as remaining on track to deliver its objectives and complete within the approved funding period.
· Substantial Assurance was awarded for project performance arrangements.
· Six medium-priority recommendations were raised relating to: 
· Strengthening the project risk register and risk escalation arrangements.
· Improving documentation of key decisions within Project Board minutes.
· Resolving inconsistencies within financial reporting.
· Strengthening contractor and advisor contract management arrangements.
· Improving links between approvals, delegated authority arrangements and Board approvals.
NZ thanked OL for the report and invited comments from members. She noted that the project had achieved a positive outcome overall and queried whether there were any issues within the management response requiring further discussion.
COL welcomed the report, describing it as a positive outcome. She advised that the management team would take forward the recommendations and noted the value of incorporating the lessons learned into wider project governance arrangements.
NZ welcomed the positive assurance rating and emphasised the importance of ensuring that lessons arising from the audit, particularly around governance, risk management and contract management, are applied consistently across future capital projects.
The Committee; 
· Could provide ASSURANCE to the Board that the PET/CT Scanning Unit Project remains on track and that appropriate governance arrangements are in place, whilst noting the improvement actions identified through the audit.

	PART 5. EXTERNAL AUDIT 

	5.1 AUDIT WALES PERFORMANCE AND PROGRESS REPORT 

	98/26
	SU and JB presented the Performance and Progress Report; 
· JB reported that the annual accounts audit had been completed and signed off. He advised that the Charitable Funds audit was scheduled for October/November 2026 ahead of the January reporting deadline.

· AB updated the Committee on progress against the Audit Wales work programme. She advised that draft Estates review findings had been shared with the Health Board and that the Cancer Services review was nearing completion. She also outlined planned work on Structured Assessment, Diabetes Services and Healthcare Associated Infections.

· AB highlighted the publication of national Audit Wales insight reports on Planned Care and Urgent & Emergency Care and encouraged the Health Board to consider the challenge questions contained within the reports when reviewing service improvement plans and funding decisions.
NZ thanked JB and AB for their update and invited questions from members. 
NZ noted the relevance of the challenge questions contained within the national Audit Wales reports and requested that these be shared with the Executive Team to support organisational planning and decision-making.
HL agreed that the questions from the Audit Wales reports would be shared with the Executive Team for consideration.
ACTION – HL 


The Committee; 
· Could ASSURE the Board on progress against the Audit Wales programme, the completion of the annual accounts audit and the ongoing delivery of planned reviews and national audit work.

	PART 6. HOSTED AGENCIES ASSURANCE REPORTS 

	6.1 LYMPHOEDEMA SERVICE ANNUAL REPORT 

	98/26
	MT was welcomed to the meeting and highlighted the following key points; 
· The National Lymphoedema Service reported no high or medium risks relating to the hosted national service.
· Financial performance remained stable, with the service operating within budget.
· A key strategic risk remains the absence of a single national digital system, with different Health Boards continuing to use different systems.
· Work was progressing to explore use of health records on the Welsh Clinical Portal to reduce some of the risks associated with operating across multiple organisations.
· Significant variation in waiting times remains a concern, particularly within Cwm Taf Morgannwg, where approximately 1,800 patients were reported to be waiting for assessment.
· The service continues to demonstrate positive outcomes, particularly through the cellulitis programme, with improvements in patient outcomes highlighted within the annual report.
NZ thanks MT for her introduction and invited comments from members. 
COL welcomed the report and commented that it was clear, engaging and easy to read. She noted that, alongside the positive service outcomes reported, the annual report provided good assurance and highlighted the importance of progressing towards a national all-Wales lymphoedema system.
PP highlighted the significant improvements demonstrated through the cellulitis programme. She commended the service for delivering measurable improvements and providing meaningful insight through the annual report.
MT responded that the cellulitis programme had been funded for six years and advised that further work had recently been undertaken within Emergency Departments, with additional learning and service developments expected to be reported in future years.
NZ thanked MT for the report and welcomed the positive outcomes achieved by the service. She noted that the report was being received for information and advised that the positive feedback from Committee members should be shared with the wider team.
The Committee; 
· Agreed to ADVISE the Board of the Annual Report received for information, noting the positive outcomes achieved by the service, the absence of significant risks within the hosted national service, and the ongoing challenge of national variation in waiting times across Wales.

	PART 7. COMMITTEE MANAGEMENT

	7.1 MINUTES OF THE PREVIOUS MEETING

	99/26
	The minutes of the previous Committee meeting held on the 21 May 2026 and 25 June 2026 were APPROVED as a true and accurate record.

	7.2 COMMITTEE LOG 

	100/26
	The Committee noted the Action Log and Referral Log and agreed that no further actions were required at that stage.

	7.3 COMMITTEE SELF-EFFECTIVENESS REPORT 2025-26

	101/26
	HL presented the committee self-effectiveness report for 2025-26.
NZ welcomed the overall positive findings from the Committee Effectiveness Review and noted that the Audit Committee continues to operate effectively. She emphasised the Committee's ambition to be a high-performing committee and requested that an action plan be developed from the review findings to support continuous improvement.
ACTION – HL/CM to develop an action plan arising from the Committee Effectiveness Review and circulate this to members, focusing on continuous improvement and defining what a high-performing Audit Committee should look like.

	7.4 COMMITTEE WORK PROGRAMME 2026-27

	102/26
	The committee cycle of business programme 2026-27 was received.  AM provided some suggested amendments.  

	7.5 ITEMS FOR REFERRAL

	103/26
	82/26 - Strategic Risks - NZ requested that the relevant committees undertake further scrutiny to determine whether actions were genuinely reducing risk rather than simply evidencing governance and reporting arrangements.
· Performance & Finance Committee (Recovery & Sustainability)
· Quality & Safety Committee (Access to Services and Mental Health)
95/26 - NATSIPS / LOCSIPS Audit Report - NZ advised that the report should be shared with the Quality & Safety Committee for further scrutiny of the medium-priority recommendations, particularly those relating to patient safety controls and never events.
93/26 - Morriston Service Group Governance Audit - NZ advised that the Limited Assurance report should be referred to the relevant assurance committees, particularly Quality & Safety Committee and Performance & Finance Committee, to monitor implementation of actions and ensure lessons learned are embedded into future governance arrangements.
87/26 - Speaking Up Safely Themes - Referral to other Committees (for information and consideration) NZ noted that issues arising from the Speaking Up Safely report, particularly workforce wellbeing, organisational culture and financial pressures, should be shared more broadly across governance structures as they may warrant consideration by committees other than Workforce & OD.

	7.6 COMMITTEE EFFECTIVENESS

	104/26
	NZ invited feedback on meeting effectiveness and encouraged members to raise any issues directly outside the meeting if preferred.

	PART 8. ANY OTHER BUSINESS 

	8.1 ANY OTHER BUSINESS 

	105/26
	There was no other business raised.

	DATE OF NEXT MEETING

	The next scheduled Committee meeting was confirmed for Thursday, 10 September 2026. 



Meeting closed at 12pm
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