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Swansea Bay University Health Board
Unconfirmed Minutes of the Audit Committee Meeting
held on Thursday 21 May 2026
via Microsoft Teams

	Present:

	Nuria Zolle
	(NZ)
	Chair

	Jean Church
	(JC) 
	Independent Member (Item 3.2 only)

	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 4.3)

	Michelle Davies 
	(MD) 
	Head of Strategic Planning and Partnerships (Item 2.4) 

	Melanie Goodman 
	(MG)
	Internal Audit 

	Matt John 
	(MJ) 
	Director of Digital (Item 5.2)

	Hannah Jones
	(HJ) 
	Audit Wales 

	Luke Jones 
	(LJ)
	Designated Education Clinical Lead Officer (Item 5.4)

	Neil Jones
	(NJ)
	Local Counter Fraud Specialist 

	Raj Krishnan 
	(RK) 
	Interim Executive Medical Director (Item 6.2)

	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

	Sharon Ragbetli
	(SR) 
	Clinical Audit and Effectiveness Manager (Item 6.2) 

	Karen Stapleton 
	(KS)
	Deputy Director of Strategy (Items 2.4, 4.2 and 5.3)

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

	Sara Utley
	(SU)
	Audit Wales 

	Apologies:

	Reena Owen 
	(RO) 
	Independent Member (Item 3.2 Only) 




	Minute Ref:
	Agenda Item

	PART 1. PRELIMINARY MATTERS 

	1.1 WELCOME AND APOLOGIES 

	41/26
	The Chair opened the meeting and welcomed all present.
Apologies were noted from; 
· RO who was invited as a member of Performance and Finance Committee for Item 3.2 (Analytical Review) 

	1.2 DECLARATIONS OF INTEREST

	42/26
	There were no declarations of interest raised in addition to those already declared on the register.

	1.3 MATTERS ARISING 

	43/26
	There were no additional matters raised.

	PART 2. GOVERNANCE 

	2.1 STRATEGIC RISK REPORT

	44/26
	NT presented the Strategic Risk Report and highlighted the following key points: 
· The report was produced later than planned due to last-minute work refreshing both Board and Audit Committee risk registers
· The approach to the report has been revised to better reflect the Audit Committee’s distinct role, with further refinement expected
· An Executive-led review (March–early May) had been undertaken to ensure the risk registers are fit for purpose. The key focus areas of the review; Appropriateness of risks included on the Strategic Risk Register, clarity and accuracy of risk articulation and scoring and movement of some risks to the Corporate Risk Register.
· New or strengthened risks were now reflected: Mental health staffing, Mental health estates, Maternity services (split site arrangements)
· Some element of the register remain incomplete, with further updates expected within the next month. 
· The following scoring inconsistencies has been identified;  Digital transformation risk should be 15 (not 20) and Digital sustainability risk (now on corporate register) should also be 15; 
· Updated registers were scheduled to go back through committees, with full cycle expected by end of July;
NZ thanked NT for his introduction and welcomed comments from members. 
NZ highlighted that the paper was received late and noted that members may not have had sufficient opportunity to fully review its contents. She welcomed the ongoing work by Directors to review and update the risk registers but expressed disappointment that the updated Strategic Risk Register had not been included in the meeting pack, limiting the Committee’s ability to scrutinise it. 
NZ requested assurance from NT that the improvements being made address the issues previously raised by the Committee, particularly in relation to completeness and timely updating of the risk register. She emphasised that this was key to understanding the impact of the refresh. 
PP welcomed the changes to the risk register and commented that they provide greater clarity regarding the role of the Audit Committee compared to other committees. She noted that the revised approach presents an opportunity to review alignment and cascade between the strategic, corporate, and operational risk registers. 
PP questioned the alignment of risk scoring between the Strategic and Corporate Risk Registers, citing the example of the access to care risk. She observed that whilst this is scored at 16 at a strategic level, related risks at corporate level (including UEC and cancer) are scored higher, which raised concerns regarding consistency and robustness of scoring. 
PP also raised concerns in relation to workforce risks, noting that the current scoring for leadership, management, culture and values appeared low and required further review. 
HL responded by explaining that differences in scoring between Strategic, Corporate, and Operational Risk Registers reflect the different time horizons applied. She advised that strategic risks are considered over a longer-term horizon (Horizon 3), Corporate risks reflect more immediate pressures (Horizon 1–2), and operational risks relate to current, more mature risks that may escalate where thresholds are exceeded
HL acknowledged that further clarity may be required and suggested that she and NT take an action to refine and communicate the explanation to ensure a shared understanding of how risks are described and assessed across horizons
PP responded that consideration should also be given to current delivery confidence, questioning whether strategic risks should be viewed only in a long-term context, particularly where current risks remain high. 
AG commented that the explanation of different horizons was helpful, but raised concern regarding the movement of risks between registers, noting that risks transitioning from strategic to corporate and then to operational level could risk being diluted or not subjected to appropriate committee scrutiny. 
HL advised that work is underway with operational managers to strengthen operational risk management and confirmed that key themes from operational risks will be routinely escalated and reported through corporate and strategic risk frameworks. She also noted strengthened integration of risk within monthly performance management meetings and oversight through Executive Board processes. 
NZ summarised that there had been progress and acknowledged the work undertaken; however, she noted that the Committee was not in a position to provide full assurance to the Board at this stage due to the inability to triangulate information against the updated risk register. 
NZ proposed that the Committee take a follow-up action to hold a dedicated session with NT and HL to review the risk registers in detail, including understanding changes, alignment across risk levels, and escalation processes, to ensure appropriate assurance can be provided. 
ACTION – HL 
The Committee:
· Agreed it could provide limited ASSURANCE, noting that improvements are being made but that full assurance cannot be given until detailed review and triangulation has been completed.

	2.2 DRAFT ORGANISATIONAL REPORT 

	45/26
	HL presented the draft Organisational Report highlighting the following key points; 
· The report has three components, with this draft focusing on: the Performance Report, and the Accountability Report
· The draft has been updated to reflect feedback from: 
· Executive Directors
· Independent Members
· Welsh Government
· Audit Wales
· Internal Audit
· The report remains in draft form, pending final figures in some areas.
· She advised that final comments were required by 8 June, ahead of Special Audit Committee and Board (25 June) and Annual General Meeting (21 July)

NZ thanked HL for the introduction and invited questions from Independent Members.
NZ noted that members had already had an opportunity to review and comment on the draft report; however, she expressed disappointment that a fully completed version had not been presented to the Committee for final scrutiny, given the stage of the process.
SS queried whether there remained an opportunity for members to continue scrutiny up to the 8 June deadline, suggesting that this provided a further window for review.
HL confirmed that a further updated version would be recirculated once outstanding changes and final figures had been incorporated.
NZ highlighted a specific area of concern, namely the narrative on unscheduled care and its alignment with performance against the four measures, noting that she would submit comments separately to Kate Morgan.
NZ placed on record the Committee’s thanks to Kate Morgan for her work in preparing the report.
The Committee:
· Agreed to ASSURE the Board that it has reviewed the draft Annual Report and notes the progress made, subject to final amendments.

	2.3 AUDIT TRACKER AND STATUS OF RECOMMENDATIONS 

	46/26
	HL presented the Audit Tracker and Status of Recommendations highlighting the following key points;
· The report includes closures for both Audit Wales and internal audit actions; 
· Ther had been an increase in overdue internal audit actions at this point in time
· 60 actions were currently under review, with evidence being checked to support closure. Closing approximately two-thirds of these actions would bring overdue actions back within the expected trajectory; 
· A clearer and more definitive position will be presented to the July Committee, including both existing and new actions
· There was a focus at Executive Director level on reducing overdue actions and improved discipline was being applied to ensure realistic timescales and as ensuring closure at the end of the process; 
NZ thanked HL for the update and invited comments from members.
COL supported the update provided by HL and acknowledged that Finance had outstanding overdue actions. She provided assurance that these would be addressed for both finance and digital with improvements expected by the next Audit Committee.
NZ noted that the report presents uncertainty regarding the current position on overdue recommendations and raised two key assurance questions; what the specific bottlenecks are preventing timely verification and closure of action and what the plan was to clear the backlog. HL explained that delays were due to a combination of staff absence and the transition to the AMAT system, which created a temporary impact on progress. She confirmed that progress had been made. The system was currently being run in parallel to test functionality, with the expectation that AMAT will be fully operational and solely used from July.
NZ sought clarification on the proportion of actions likely to be closed following verification. HL estimated that approximately two-thirds of actions under review could be closed, reducing overdue actions in line with the agreed trajectory.
NZ raised concerns regarding capacity and resource constraints, noting the importance of maintaining robust audit governance and assurance arrangements. She stressed the importance of prioritising clearance of the backlog and requested that any associated risks relating to overdue actions be clearly articulated in future reports.
NZ reaffirmed the Committee’s zero tolerance approach to delays, particularly where recommendations impact patient safety, and highlighted several high-risk areas (including mortuary services, waiting lists, theatre utilisation and discharge planning) where clarity on progress was currently lacking. She emphasised the expectation that Directors demonstrate ownership and grip in progressing and closing overdue actions and advised that consideration would be given to which individuals should attend the next Committee to provide assurance following verification of actions.
The Committee: 
· Agreed to ADVISE the Board of its position, confirming progress was being made but that full assurance cannot be provided at this stage, due to the current lack of complete verification and clarity on overdue actions

	2.4 PARTNERSHIP GOVERNANCE TRACKER 

	47/26
	MD presented the Partnership Governance Tracker report and highlighted the following key points; 

· The Partnership Governance Tracker was initially developed in June 2025 to improve oversight and enable monitoring of the Health Board’s position as a statutory partner.
· The tracker was one of several tools used by the Strategic Partnerships Team, alongside governance groups, collaborative frameworks, and reporting mechanisms to ensure visibility of partnership activity across the Health Board.
· This reporting period has seen the highest number of updates to date, reflecting increased familiarity with the tracker and improved engagement from colleagues.
· She emphasised the importance of the tracker as an audit tool.  
· Significant developments have occurred within the West Glamorgan Regional Partnership Board, where priorities have been refined and programme structures reviewed, alongside ongoing changes linked to the transition to an alliance model within the Area Planning Board.
· The Public Service Board workstreams continue to experience frequent membership changes due to the breadth of activity, reinforcing the value of the tracker in maintaining oversight.
· The tracker was functioning effectively as intended and remains a valuable resource for supporting partnership governance.

NZ thanked MD for the introduction and noted that further assurance would be required in relation to the Audit Committee’s role and oversight. She highlighted the need for a more holistic view of capability and capacity, particularly where this may impact grip and control, and requested this be strengthened in future reports.

NZ sought assurance that appropriate seniority of representation is maintained across partnerships and asked whether there are any gaps requiring escalation to the Committee and suggested that future reports should clearly identify these areas. Requested updates on decision-making structures, accountability arrangements, and improvement plans within the tracker.

MD confirmed that there were currently no significant gaps in representation and advised that the main changes related to the Regional Partnership Board, where a revised approach was being implemented to clarify responsibility and accountability across programme boards.

KS Highlighted a strengthened focus on key transformation priorities, including older people, unscheduled care, mental health, and complex care and noted that further work was required to finalise arrangements, including engagement with key directors to ensure clarity of accountability and leadership in partnership delivery. She stressed the importance of effective partnership working in achieving outcomes, improving care, and managing system pressures and indicated that further detail on these developments will be provided through the Planning and Partnerships report.
.
The Committee; 
· Confirmed it was content to ASSURE the Board that appropriate arrangements are in place to oversee partnership working.

	PART 3. FINANCIAL FOCUS 

	3.1 DRAFT ANNUAL ACCOUNTS 2025-26

	48/26
	COL and AM presented the Draft Annual Accounts for 2025-26 and the following key points were highlighted. 
· The draft accounts were submitted to Welsh Government on 1 May, in line with deadlines; 
· The accounts were currently under audit and may be amended prior to final approval; 
· The key approval timeline was; Audit Committee and Board approval – 25 June, Auditor General sign-off – 26 June and submission to Welsh Government – 30 June
· The Health Board is required to meet three financial duties and the Public Sector Payment Policy (PSPP) the Health Board: 
· Did not achieve revenue resource limit or a balanced medium-term financial plan
· Did achieve capital resource limit
· Did achieve PSPP target (96.46% payment compliance)
· Further detail was provided in the analytical review (next agenda item)
NZ thanked the finance team for their work in preparing the draft accounts and acknowledged the effort involved in reaching this stage.
NZ sought assurance that appropriate quality assurance and checks had been completed prior to submission of the accounts. AM confirmed that relevant QA and checks had been undertaken.
NZ further sought assurance that learning from previous errors and misstatements had been incorporated into this year’s accounts preparation. AM confirmed that lessons from previous years had been applied.
NZ asked JB (Audit Wales) to confirm whether the audit of the draft accounts was on track for completion within the required timeframe.
JB confirmed that the audit was progressing well, with significant progress already made on the revenue element and no major issues identified at this stage. He noted some minor delays on capital but confirmed the audit remained on track overall.
NZ asked whether there were any specific risk areas or emerging issues that Audit Wales wished to highlight for the Committee. JB advised that there were no new or additional risk areas, beyond those already identified in the audit plan.
NZ reiterated thanks to the finance team and requested that her thanks be passed on.
The Committee; 
· Agreed to ASSURE the Board that the draft annual accounts have been reviewed and are progressing appropriately at this stage

	3.2 ANALYTICAL REVIEW 

	49/26
	AM presented the Analytical Review and the following key points were highlighted; 
· The initial deficit plan of £92.5m, was partially offset by additional Welsh Government funding.
· There was a requirement to deliver £55.4m savings supported by a strategic partner.
· The reported financial performance for 2025-26 was;  
· Final deficit of £53.16m, better than plan (£58.7m).
· Statutory duty to break even not met over the three-year period.
· Capital resource limit achieved (statutory target met).
· Three-year financial plan was not approved.
· Public sector payment target had been achieved (96.46%).
· The key analytical points were; 
· Expenditure increases in-year were driven by pay awards, inflation, and demand pressures.
· There were notable movements across: Primary care (cost and activity increases), other providers (reduction linked to SLA changes) and hospital and community services (significant staffing and cost growth)
· There had been income increases linked to inflation uplifts, agreements, and activity levels.
· Staffing; there was an increase in clinical workforce groups (nursing, AHPs, scientific staff). There had been a reduction in additional clinical (Band 2) roles.
· Balance sheet; There was an increase in assets (£76.6m), mainly property, plant and equipment. There were movements in receivables and provisions, including clinical negligence adjustments.
NZ thanked AM and welcomed comments from members. 
PP noted that the report was clear and helpful. PP requested that, outside of the meeting, a more detailed breakdown be provided in relation to movements in staff whole-time equivalents, particularly to understand where increases have occurred across services.
SS sought clarification regarding the clinical negligence provision, he queried the relationship between the provision and the Welsh Risk Pool receivable, and whether the overall provision was supported by a detailed audit trail of individual claims. AM confirmed that the provision is partially offset by a Welsh Risk Pool debtor and that a comprehensive audit trail exists, including claim values and probabilities.
In relation to primary care expenditure, NZ sought clarification as to whether the observed growth reflected a deliberate shift in resource allocation or underlying cost pressures. AM advised that the increase was primarily driven by cost pressures and growth within the area rather than a strategic shift.
NZ queried the position regarding expenditure on private providers, noting an apparent reduction in one area of the report alongside continued insourcing and outsourcing activity elsewhere. NZ requested a clearer overall position and trend analysis on total spend with private providers.

NZ also sought clarification regarding expenditure with other Welsh Health Boards, particularly in relation to services affected by the Princess of Wales Hospital position. NZ queried whether spend would increase as issues are resolved or whether there had been a permanent repatriation of services.  AM advised that discussions are ongoing and that there may be a gradual shift away, but confirmed that a further update would be provided.

Finally, NZ requested further clarity on the extent to which cost growth is recurring versus non-recurring, noting the importance of this for future Performance and Finance Committee discussions and financial planning.
ACTION - AM
AM to follow up with additional analysis including;
Clarification of drivers of primary care cost growth; 
A consolidated view on spends on private providers;
An update on arrangements with other Welsh Health Boards; 
Further detail on structural versus non-recurring cost pressures.

The Committee; 
· Agreed to ASSURE the Board that the Committee reviewed the analytical review of the financial statements, noting the key financial insights, pressures and trends. The review was considered comprehensive and supportive of the Committee’s oversight role.

	3.3 DRAFT REMUNERATION AND STAFF REPORT 2025-26

	50/26
	AM presented the Draft Remuneration and Staff Report for 2025-26 and highlighted the following key points; 
· The report forms part of the Accountability Report submitted to Welsh Government within the annual accounts process AND was submitted in line with timetable (8 May).
· There had been turnover in Executive Directors and Independent Members, detailed within the report.
· The report is subject to external audit by Audit Wales.
· Committee approval was requested of the draft report for inclusion in the Accountability Report.
NZ invited questions from Independent Members and raised a number of assurance queries.
NZ sought assurance that Executive Director and Very Senior Manager pay, appointments, and changes complied with Welsh Government guidance, were appropriately approved through the Remuneration and Terms of Service Committee and were supported by clear audit trails. AM confirmed this was the case, noting that the audit process was ongoing but expressed confidence in compliance.

NZ sought confirmation that all exit packages, complied with HM Treasury rules, were appropriately justified and had been assessed for value for money. AM confirmed that these requirements had been met.

NZ queried whether the increase in consultancy expenditure was primarily linked to the external support for the Health Board’s financial position. AM confirmed this was the case. 

NZ queried whether there were appropriate arrangements in place to ensure value for money on consultancy spend. COL advised that the consultancy work (Deloitte) had defined deliverables (nine outputs) and updates on delivery against these had been reported through Committee structures. Work was ongoing but due to conclude at the end of May and this provided assurance that contracted outputs were being delivered.

NZ requested that clarity on how assurance has been reported in relation to consultancy value for money be reflected in reporting going forward.
The Committee:
· Agreed to ASSURE the Board that the report had been reviewed and members were content with compliance with Welsh Government guidance and HM Treasury requirements, subject to completion of the audit.

	3.4 RECOVERY AND SUSTAINABILITY 

	51/26
	COL presented an update on governance arrangements supporting the Recovery and Sustainability (R&S) Programme; 
· The programme was designed to address the financial deficit and provide grip and control over delivery and financial performance. The governance arrangements were initially developed with Deloitte and are now transitioning to internal leadership.
· She highlighted establishment of a strengthened Delivery Unit, including; Delivery Unit Director, Programme Manager and Director of Performance and Business Intelligence.
· The R&S Board was chaired by the Chief Executive, with transition from Deloitte to internal leadership underway.
· The programme structure was as follows; 
· Workstreams are aligned to key themes with Executive leads, supported by delivery leads and business partners; 
· Pipeline management has improved, with weekly monitoring at Executive level and clearer line of sight from opportunity through to delivery. 
· Delivery Unit responsibilities: 
· Oversight of programme delivery and pipeline
· Workforce controls (vacancy panels)
· Non-pay/spend controls 
· Governance arrangements were strengthening over time and requested Committee assurance on their effectiveness.

NZ thanked COL for her introduction and invited comments from members. 

SS queried the effectiveness of workforce controls, noting that vacancy controls appeared robust but expressing concern regarding the consistency of variable pay controls. COL advised that vacancy controls operate effectively through established panels, while variable pay is monitored via medical and nursing workforce oversight, including scrutiny of bank and agency spend. She noted that pressures are linked to absence levels and service demand, with mitigating actions underway including workforce redesign and targeted interventions to reduce variation and reliance on variable pay.

SS acknowledged the response but reiterated that historic fluctuations in agency, bank, and overtime spend remain a concern and advised that assurance will depend on sustained financial improvement over time.

PP supported these comments and emphasised the need for evidence of sustained improvement beyond early indicators. She sought assurance that 2026–27 savings plans reflect realistic delivery timescales, particularly where benefits will be partial-year, and highlighted the need for alignment between workforce plans and financial assumptions.

COL confirmed that detailed check and challenge has been undertaken with Finance, supported by a granular workforce plan at ward level. She advised that variable pay trends are being actively analysed and targeted in high-pressure areas and offered to provide further detailed analysis to support assurance.

NZ provided Audit Committee observations, emphasising the need to demonstrate clear impact from governance arrangements, not solely process, and to strengthen grip and control on workforce and non-pay expenditure. She highlighted the importance of quantifying workforce risk exposure and expected reductions in variable pay.
NZ noted that the Delivery Unit is a key enabler of savings but remains at an early stage of maturity, requiring realistic expectations and clear articulation of risk. She requested clearer definition and documentation of roles, responsibilities, and accountability.

NZ also sought improved clarity on how delivery is monitored and held to account through governance structures, and requested further detail on quality impact assessment scoring, particularly for higher-risk schemes. She advised that future reports should provide a clearer audit trail of governance, assurance, and impact.
COL acknowledged the feedback, confirmed that quality impact assessments are in place, and agreed to strengthen future reporting.

ACTION - COL

The Committee 
· Was content to ASSURE the Board that governance arrangements are in place, and that there are adequate systems and processes underpinning the programme. However, the Committee requested further assurance on the impact and effectiveness of these arrangements in delivering improved grip and control.

	PART 4. INTERNAL AUDIT 

	4.1 INTERNAL AUDIT PROGRESS REPORT 

	52/26
	OL presented the presented the Internal Audit Progress Report, outlining delivery against the audit plan.
· 17 reviews had been finalised, 2 were in draft, and 7 were currently in progress.
· Full delivery of the audit plan is expected, noting that activity is weighted towards the latter part of the year.
· There were proposed amendments to the audit plan, including confirmation of the deferred Clinical Services Strategic Plan audit (2025–26).
· Proposals for 2026–27, were the addition of a review on waiting list resets and patient communication, and the removal of the diagnostic services audit.
· On follow-up activity, no further sample testing has been required since March and that all outstanding recommendations have now been closed following satisfactory evidence.
· OL confirmed that the closure process is operating effectively.
· Management response times have improved, with compliance increasing following strengthened processes.
· The annual internal audit opinion remains dependent on the completion of outstanding reviews, with recent limited assurance reports influencing the overall position.

NZ thanked OL for the report and noted that the proposed changes to the audit plan appeared sensible, particularly the focus on orthopaedics and waiting list management, reflecting a responsive approach to emerging risks and external findings.

NZ raised a query regarding whether any immediate risks had been identified through the Public Services Ombudsman for Wales work; and whether interim controls were in place pending completion of the internal audit review. NZ requested that this be followed up separately with HL. 

NZ noted the update regarding the internal audit opinion remaining under review; and the improvement in KPIs, particularly in relation to management response times and report closure.
The Committee; 
· APPROVED the proposed audit plan changes; and
· Agreed to ASSURE the Board that the Internal Audit Plan had been reviewed, noting the amendments.

	4.2 ANNUAL PLAN/IMTP (LIMITED ASSURANCE REPORT) 

	53/26
	FQ presented the report and highlighted the following points; 
· The Internal Aduit Annual Plan delivery report received limited assurance due to several high and medium priority findings related to governance, performance monitoring and oversight.
· The assurance rating was based on one high and six medium priority findings and key weaknesses identified in inconsistent use of performance monitoring tools, lack of clear escalation for off-track actions and incomplete reporting and governance arrangements. 
NZ thanked FQ for her introduction and invited comments from KS and other committee members. 
In relation to the management response and improvement actions, KS acknowledged the findings and described the recent and planned actions to strengthen operational performance meetings, accountability letters and detailed operational plans. There was a commitment to demonstrate evidence of improvement by October 2026 with support from the Director of Finance and finance team. 
PP and AG emphasized the importance of referring the report to the Performance and Finance Committee for further scrutiny particularly regarding the performance and accountability framework and ensuring that lessons inform the 2026-27 plan. 
ACTION - NZ
SS and AG raised concerns about the impact of ongoing organisational change on performance monitoring and accountability. KS and COL assured that the new care group Boards, accountability letters and budget processes were designed to maintain oversight and continuity during the transition.
The Committee; 
· Agreed to ALERT the Board. This is the HB core accountability document to Welsh Government, and the audit identified weaknesses in governance which hampers delivery and increases the risk of continued escalation.  
· The report be REFERRED to Performance and Finance Committee to ensure lessons have been learned and embedded.

	4.3 URGENT AND EMERGENCY CARE (UEC) (LIMITED ASSURANCE REPORT) 

	54/26
	NC was welcomed to the meeting. FQ introduced the report and the following points were highlighted; 
· The review assessed UEC governance arrangements, focusing on alignment, decision-making and escalation.
· The scope focused on governance (not performance) due to Audit Wales coverage.
· Limited assurance was provided with 3 high and 1 medium findings.
· UEC remains under significant operational pressure, requiring effective multi-agency governance.
· There was strong strategic alignment across partners and national priorities but limited visibility of local authority resources impacts planning.
· Governance structures exist but required strengthening, particularly clarity between strategic and operational roles.
· Issues identified with escalation processes (inconsistent use, bypassing steps, poor tracking).
· Overall: a governance framework exists but was not consistently effective, with risks to delivery if not improved.
NZ highlighted that controls exist but were not consistently applied, creating risk to delivery. She sought assurance that key actions were on track and requested assurance on deliverability of actions given operational pressures. She emphasised the need to ensure alignment with patient flow programme and wider governance frameworks.  She proposed the following escalation routes; Patient safety risks to be referred to Q&S Committee and wider delivery concerns to be considered via PFC.
ACTION - NZ
NC confirmed that actions were on track for completion (including June deadlines). He acknowledged pressures but stated actions must and will be delivered. He highlighted alignment with national oversight and executive and noted the focus on new performance metrics (e.g. handover times) and broader improvement work. He emphasised that UEC was both a performance and quality & safety issue, with additional internal indicators monitored. He confirmed learning from case reviews and pathway performance is used to drive improvements.
PP described the report as concerning, particularly in light of Welsh Government feedback. She supported the report being shared with PFC to inform oversight of annual plan delivery. She noted delays in UEC workstreams (e.g. discharge policy, trusted assessment) and sought clarity on causes. She also raised concerns regarding partner responsibilities, particularly local authority response obligations. She suggested need for escalation to Welsh Government where issues fall outside Health Board control.
FQ confirmed limitations around partner accountability, noting some issues sit outside the Health Board’s direct control.
The Committee; 
· Agreed to ALERT the Board that weaknesses were identified in governance arrangements, particularly in relation to escalation processes, decision-making clarity and consistent application of controls.
· Agreed to Patient safety risks be REFERRED to Quality and Safety Committee 
· Agreed the wider delivery concerns to be REFERRED and considered via Performance and Finance Committee. 

	4.4 HEALTH RECORDS MIGRATION (REASONABLE ASSURANCE REPORT) 

	55/26
	FQ presented the report and highlighted the following points; 
· The audit reviewed the implementation and success of the health records migration to a centralised facility at Tŷ Samlet.
· The centralisation was successfully completed in January 2025, with over 500,000 records transferred under appropriate project oversight.
· The new facility had resulted in improved workflows, better storage conditions, stronger team integration, and good service performance.
· However, a post-implementation review had not been completed, representing a missed opportunity to assess outcomes, risks, and lessons learned.
· The audit provided reasonable assurance, with one high-priority finding relating to the absence of this review.
· An enhancement was also identified to ensure that all procedures are updated to reflect the new arrangements and location.
· Overall, the programme was successful and well managed, but full assurance depended on completing the post-implementation review and capturing organisational learning.
NZ emphasised the need to ensure alignment between digital services, information governance, and the recovery and sustainability programme to support a coherent records management approach. She proposed that specific elements relating to digital and IG alignment are referred to the Digital Committee for further scrutiny.
ACTION NZ
AG suggested scheduling a follow-up review at a future meeting (e.g. September) to revisit progress and supported the matter being referred to the DDRI Committee.
ACTION – NZ/AG
The Committee; 
· Agreed to ASSURE the Board 
· Agreed that the specific elements relating to digital and IG alignment are REFERRED to the Digital, Data and Innovation Committee for further scrutiny.
· Agreed to scheduling a follow-up review at September’s DDRI Meeting 

	4.5 STAFF RETENTION (REASONABLE ASSURANCE REPORT) 

	56/26
	FQ presented the Staff Retention report and the following points were highlighted; 
· The review assessed staff retention arrangements, focusing on nursing, international recruits, initiatives, data use and governance.
· Reasonable assurance was provided with four medium findings.
· Retention is a national priority; the Health Board strategy aligns with national Workforce Strategy.
· Turnover is low and improving (6.4% vs 7.5% NHS Wales average).
· There is an organisation-wide approach in place (wellbeing, flexible working, leadership, recognition, international support).
· Data was routinely monitored, but limited insight into reasons for leaving due to low ESR questionnaire completion.
· Governance arrangements exist, but activity was fragmented with limited integrated reporting and escalation.
· Overall, there was a strong strategic approach, but there were gaps in evaluation, data and governance limit impact assessment.
· Actions had been agreed, with timelines to March 2028–2029; 
NZ acknowledged the report and noted the timeframes for actions, seeking clarification on the rationale. She emphasised the need for a responsive approach to risk management in this area. 
NZ requested that HL liaise with NT to ensure the Workforce and OD Committee is alerted, particularly highlighting the relevant finding. Highlighted the importance of aligning management responses to wider issues including wellbeing, morale, workload pressures, recruitment, workforce planning and pay controls. She suggested providing clear direction to the Committee Chair on where further executive assurance is required.
AG queried the length of proposed action timelines, acknowledging these reflect that retention is not a critical risk. He noted that the specific action around learning from staff leaving is valuable regardless of overall retention risk level. AG would raise the matter in more detail at the Workforce and OD Committee.
ACTION - AG
The Committee; 
· Agreed the matter be REFERRED to Workforce and OD Committee to seek further executive assurance 
· Agreed to ASSURE the Board. 

	PART 5. EXTERNAL AUDIT 

	5.1 AUDIT WALES PERFORMANCE AND PROGRESS REPORT 

	57/26
	SU and JB introduced the Audit Wales Performance and Progress Report and the following points were highlighted. 
· The main accounts audit was on track for completion by end of June.
· The Charitable funds audit scheduled for later in the year (December committee), ahead of January deadline.
· The Performance update noted: 
· Estates report was currently in draft and due for issue shortly.
· The Cancer services report also progressing well and due to be issued.
· Ongoing work progressing into scoping of further audit programme activity.
The Committee; 
· ACKNOWLEDGED that audit work is progressing in line with planned timelines.
· Agree to ASSURE the Board that the report had been reviewed.

	5.2 DIGITAL TRANSFORMATION REPORT AND MANAGEMENT RESPONSE 

	58/26
	MJ was welcomed to the meeting. SU introduced the report and the following key points were made; 
· SU clarified that the report had already been reviewed by the Digital, Data, Research and Innovation Committee (DDRI) with feedback provided on the management response prior to Audit Committee consideration. 
· Some Committee members were therefore already sighted on the report and proposed responses, ensuring prior scrutiny and alignment

NZ thanked SU and invited comments from MJ and other members. 

MJ emphasised the need for clarity on investment requirements, including what level of investment was needed and where funding would be sourced from.

MJ stressed the importance of defining return on investment (ROI) for digital transformation activity including both non-cash benefits and the need to demonstrate financial return where possible.

He noted that digital investment should aim to contribute to covering its own costs over time and deliver ongoing value year-on-year. He confirmed that high-level ROI principles were included in the strategy, but further work was required to develop a more detailed financial and ROI plan. 

He proposed aligning this work with the CSP (Clinical Services Plan) and bringing back a long-term financial and ROI plan by Quarter 3 through appropriate governance route. 

NZ acknowledged that the report had already been scrutinised at the DDRI Committee, and advised that the Audit Committee should not duplicate detailed discussion already undertaken. There was overall good oversight through that Committee indicating reliance on that governance route.

NZ directed that the focus should now be on, finalising and strengthening the management response, ensuring appropriate governance routes and maintaining oversight by SU on any changes

NZ delegated next steps to AG as Chair of the DDRI Committee, particularly regarding how the report is progressed.

ACTION – AG 

The Committee; 
· Agreed to ALERT the Board to the findings of the report, reflecting the significance of the issues identified. Findings highlighted the HB has a clear strategy but not the fund level of investment required

	5.3 MANAGING THE REGIONAL INTEGRATION FUND 

	59/26
	AB presented the report and highlighted the following key points. 
· The report had received limited assurance ratings due to several high and medium priority findings relating to governance, performance monitoring and oversight; 
· Five out of six recommendations from the original review were addressed but there was a need for Welsh Government to work with health board and local authorities to ensure robust governance and scrutiny of Regional Partnership Board (RPB) activities and RIF spending particularly through clear memorandums of understanding. 

NZ thanked AB for her introduction and invited comments from members. 

KS described the internal audit recommendations and recent action undertaken, including recent reporting to Performance and Finance committee. There was ongoing monitoring of RIF allocations and strengthened scrutiny of integrated community care and discharge schemes with input from the mental health and older people’s programme boards. 

NZ highlighted the importance of documenting scrutiny arrangements in the MOU and updating the partnership tracker to reflect governance improvements with a commitment to provide a clear audit trail and update the Board accordingly. 

The Committee; 
· Agreed to ADVISE the Board that the findings, highlighted the need to strengthen governance and oversight arrangements.

	5.4 ADDITIONAL LEARNING NEEDS (ALN) 

	60/26
	LJ was welcomed to the meeting. SU introduced the report and highlighted the following key points; 
· The report focused mainly on Welsh Government and local authorities, with limited coverage of wider public bodies, including health boards.
· No formal Health Board response is required at this stage, as recommendations are directed to Welsh Government; the Welsh Government response is awaited following delays due to the election period.
· Key findings relevant to health boards include a lack of clarity on ALN-related spend, particularly core NHS activity.
· Although reporting is not required, Audit Committees may wish to consider demand, capacity impact, and compliance implications.
· Around two-thirds of ALN decisions require input from services beyond education, including health.
· Concerns were noted regarding waiting times for health services such as speech and language therapy, CAMHS, and ASD/ADHD assessments.
· Delays in health input may affect statutory timescales and learner outcomes.
· The report was presented for information and awareness, with the intention to revisit findings once the Welsh Government response is available.
NZ (Chair) noted that ALN represents a high compliance risk area and emphasised the need to raise awareness of the report with the Board. The Chair sought clarification on whether the Health Board has an ALN strategy and where oversight of this area sits within the governance structure.
LJ advised that, while ALN was primarily driven by education legislation, the Health Board played a key supporting role in ensuring that health input informs educational plans. He confirmed that governance arrangements were in place, including an ALN Steering Group, with compliance oversight reported through the Patient Safety and Compliance Group. He noted that compliance had improved, supported by stronger data-driven assurance and digital developments, and highlighted that a national reporting framework was expected from April 2027 with an indicative 80% compliance requirement. While performance was improving, he acknowledged that it was not yet consistently meeting required standards, with targeted improvement activity ongoing and further risk reduction anticipated.
NZ welcomed the update and noted that it provided assurance on the direction of travel. She highlighted the need to better understand spend, workforce capacity, skills, and demand. 
It was confirmed that Quality and Safety Committee was the appropriate assurance route for ALN-related matters, and NZ proposed that the findings of the Audit Wales report, along with the current Health Board position, should be shared with the Chair of Quality and Safety Committee and the Committee should await the Welsh Government response before determining any further actions.
ACTION - NZ
LJ further advised that, with the introduction of the national reporting framework, consideration is being given to reviewing governance arrangements and reporting lines, including potential escalation to ensure appropriate organisational visibility of statutory compliance.
NZ requested that advice be sought from Audit Wales on how other Audit Committees are handling the report (i.e. whether Boards are being advised or formally alerted), to ensure a consistent NHS approach. SU confirmed that she would clarify this position with Audit Wales colleagues and report back to the Committee.
ACTION - SU
The Committee:
· RECOGNISED the relevance of ALN as a high compliance risk area, particularly in relation to Health Board capacity and statutory responsibilities.
· Took ASSURANCE from the update provided regarding existing governance arrangements and improving compliance within the Health Board.
· AGREED that: 
· The report and current position should be REFERRED To the Chair of the Quality and Safety Committee for awareness.
· Further consideration would be given following receipt of the Welsh Government response.
· Clarification should be sought from Audit Wales regarding the expected approach to Board escalation, to ensure consistency across organisations.
· ADVISE the Board of the potential compliance and capacity risks for the organisation.


	PART 6. COUNTER FRAUD AND CLINICAL AUDIT 

	6.1 COUNTER FRAUD UPDATE AND ANNUAL REPORT 2025-26

	61/26
	NJ presented the Update on Counter Fraud update, highlighting the following key points;
· The report reflects a successful year for Counter Fraud activity within the Health Board and there had been strong levels of proactive work undertaken to manage fraud risk and hold offenders to account.
· There was a high volume of referrals and investigations, demonstrating staff confidence in reporting concerns.
· The Health Board had achieved strong sanctions outcomes and is performing well in this area.
· There had resource pressures, with some investigations impacting capacity for proactive work.
· The Health Board has maintained a green rating across all functional standards, evidencing organisational resilience and support.
· The focus for improvement included further use of fraud risk assessment and management to measure outcomes and the implementation of a new national fraud prevention platform to strengthen detection and prevention.

NZ highlighted that the report represents an important point for Audit Committee assurance and sign-off and noted there were significant positives within the report and that it provided strong assurance overall. 

She raised a key query regarding the high level of referrals and associated capacity pressures, suggesting the organisation may be a “victim of its own success” following training and awareness activity. She emphasised the importance of maintaining high standards going forward.

AG commented that the report was encouraging in terms of outcomes, but also concerning regarding the level of fraud identified. He queried whether the level of financial recovery (c. £20k against £50k identified) was typical and asked whether there is the right balance between proactive activity and investigation work.

NJ advised that financial recovery in criminal cases is dependent on court decisions, which are often based on the individual’s financial circumstances rather than the total organisational loss. He confirmed that the team always seeks full recovery, with additional recovery pursued through civil routes where possible. In relation to workload balance he noted that current activity reflects previous training and awareness work and live case volumes and proposed to review and potentially rebalance proactive versus investigative activity, particularly from Q2 onwards depending on caseload.

COL thanked NJ and the team, recognising delivery against outcomes despite resourcing challenges. She highlighted the importance of maintaining team competence, and investing in formal statutory training and development, which has been submitted and will be supported by the Health Board. She also highlighted the team’s activity across the region and continued proactive approach.
The committee; 
· Agreed to ASSURE the Board.

	6.2 CLINICAL AUDIT PLAN 

	62/26
	RK and SR were welcomed to the meeting. RK presented the report and following key points were highlighted; 
· Clinical Audit Plan forms a key component of the Health Board’s system of internal control and provides assurance to the Committee. 
· The Plan, approved by the Clinical Outcomes and Effectiveness Group in March 2026, reflected a transition from an annual to a two-year cycle to enable more effective completion, analysis and reporting of audit activity.
· The revised approach included earlier engagement with audit leads, a structured planning process, and implementation of a new clinical audit system to support monitoring and compliance. 
· The programme comprised of 101 audits, with a strengthened focus on risk-based prioritisation and alignment to organisational risk (risk scores ≥12). 
· Ongoing monitoring arrangements were outlined, including monthly oversight through Clinical Outcomes and Effectiveness Group and reporting via Quality and Safety governance structures.

NZ sought assurance regarding the management of overdue and non-compliant audits, and whether audit findings consistently result in clear actions, re-audit where required, and demonstrable service improvement. Further assurance was requested, particularly the extent to which audit activity leads to measurable impact and risk reduction. NZ also queried whether any gaps in audit coverage, capacity, engagement or reporting could weaken assurance to the Committee.

In response, RK advised that a greater volume of audit activity is undertaken locally than is formally captured within the Health Board programme, and that work is ongoing to ensure all relevant audit activity is aligned and reported at organisational level. He highlighted improvements in engagement and confirmed that the programme now reflects a more realistic and risk-based approach, informed by lessons learned from previous internal audit work. It was noted that audit activity is now more closely linked to risk and mitigation effectiveness.

SR reinforced the benefits of the revised model, including improved planning through the two-year cycle, automatic re-audit for risk-triggered work, and increased flexibility to incorporate additional audit activity. She reported improvements in delivery, with completion rates increasing significantly for the previous programme and further improvement demonstrated in the current cycle. It was noted that the new system has enhanced engagement and simplified processes for services, although further improvements remain ongoing.

NZ welcomed the progress made, particularly in strengthening governance arrangements and improving engagement with clinical audit processes. The Committee recognised the positive direction of travel and the enhancements to risk-based audit planning and oversight.

RK provided further assurance that instances of non-compliance are now appropriately escalated through governance mechanisms, ensuring visibility at Committee level.

The Committee; 
· Noted that, while further development was required, the current position was positive and improving, and agreed to ASSURE the Board.

	PART 7. COMMITTEE MANAGEMENT

	7.1 MINUTES OF THE PREVIOUS MEETING

	63/26
	The minutes of the previous Committee meeting held on the 12 March 2026 were APPROVED as a true and accurate record.

	7.2 COMMITTEE LOG 

	64/26
	The Committee reviewed the Committee Log (Referrals and Actions) and the following updates were provided; 
· NZ advised that the referral tracking approach was relatively new but currently provides sufficient assurance on committee coverage.
· She noted that feedback has been sought from Internal Audit and Audit Wales to identify any gaps or enhancements, with a view to revisiting the approach following their input. NZ requested that CM to liaise with OL and SU to ensure alignment and gather wider Audit Committee good practice.
ACTION - CM
· HL Confirmed that a further paper outlining progress and arrangements would be provided in July for assurance.

	7.3 COMMITTEE CYCLE OF BUSINESS PROGRAMME 2026-27

	65/26
	The committee cycle of business programme 2026-27 was approved subject to suggested amendments.  

	7.4 ITEMS FOR REFERRAL

	66/26
	· 53/26 –IMTP (Limited Assurance Report) referred to the Performance and Finance Committee for further scrutiny of performance and accountability framework.
· 54/26 – Urgent and Emergency Care Report (Limited Assurance)  
· Patient safety risks be referred to the Quality and Safety Committee; and
· Wider delivery concerns be referred to the Performance and Finance Committee.
· 55/26 – Health Records Report - digital and information governance alignment issues be referred to the Digital, Data and Innovation Committee (DDRI) for further scrutiny.
· 56/26 – Agreed that the Staff Retention report be referred to the Workforce and OD Committee to seek further executive assurance.
· 60/26 – Agreed that the ALN report and Health Board position be shared with the Chair of the Quality and Safety Committee for awareness.

	7.5 COMMITTEE EFFECTIVENESS

	66/26
	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 

	67/26
	There was no other business raised.

	8.3 DATE OF NEXT MEETING

	68/26
	The next scheduled Committee meeting was confirmed for Thursday, 25 June 2026 (Annual Accounts) 



Meeting closed at 12.44pm
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