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Confirmed Minutes of the Public Audit & Assurance Committee Meeting 
Held On 5 July 2022 at 9am
Via MS Teams

	Chair: 
	
	

	John Union 
	JU
	Independent Member for Finance 

	Present:
	
	

	Mike Jones 
	MJ
	Independent Member for Trade Union and Committee Chair

	Ceri Phillips
	CP
	UHB Vice Chair 

	David Edwards
	DE
	Independent Member for ICT and Committee Vice Chair

	In Attendance:
	
	

	Nicola Foreman
	NF
	Director of Corporate Governance

	Catherine Phillips
	CP
	Executive Director of Finance

	Rachel Gidman
	RG
	Executive Director of People & Culture

	Ian Virgil
	IV
	[bookmark: _GoBack]Head of Internal Audit

	Wendy Wright-Davies
	WW
	Deputy Head of Internal Audit

	Robert Mahoney
	RM
	Interim Deputy Director of Finance (Operational)

	Gareth Lavington 
	GL
	Lead Local Counter Fraud Specialist

	Paul Rogers
	PR
	Interim Assistant Director for Therapies and Health Science

	Aaron Fowler 
	AF
	Head of Risk and Regulation

	Tim Davies 
	TD
	Head of Corporate Business

	Jonathan Pritchard
	JP
	Assistant Director of People Resourcing

	Urvisha Perez
	UP
	Audit Wales 

	Observers: 
	
	

	Marcia Donovan 
	MD
	Head of Corporate Governance 

	Secretariat
	
	

	Sarah Mohamed 
	SM
	Corporate Governance Officer 

	Apologies:
	
	

	Fiona Jenkins 
	FJ
	Executive Director for Therapies Health Science

	Meriel Jenney 
	MJ
	Executive Medical Director 



	Item No
	Agenda Item
	Action

	AAC 5/7/22 001

	Welcome & Introduction 

The Committee Chair (CC) welcomed everyone to the meeting.

	

	AAC 5/7/22 002
	Apologies for Absence

The Committee resolved that:

a) Apologies were noted.

	

	AAC 5/7/22 003
	Declarations of Interest

The Committee resolved that:

a) No Declarations of Interest were noted.
	






	AAC 5/7/22 004
	Minutes of the Meeting Held on 12th May 2022 and 14th June 2022

The Minutes were received. 

The Committee resolved that:

a) The draft minutes of the meetings held on the 12th May 2022 and 14th June 2022 were a true and accurate record of the meetings.

	

	AAC 5/7/22 005
	Action Log – Following Meeting held on 14 June 2022

· AAC 22/5/4/007 – The update on the IT service Management Report actions would be provided at the September meeting. 
· AAC 22/2/8/023 - Independent Members would meet with Audit Wales and Internal Audit virtually in September. 
· AAC 5/4/22 010 – The high-level assurance map would be presented at the September meeting.
· AAC 14/6/22 008 – would be added to the Action Log for the September Committee meeting. 

The Committee resolved that:

a) The Action Log was discussed and noted.

	

	AAC 5/7/22 006
	Any Other Urgent Business

The Committee resolved that:

a) No other urgent business was noted.

	

	
	Items for Review and Assurance
	

	AAC 5/7/22 007
	Internal Audit Progress Report

Ian Virgil (IV) presented the Internal Audit Progress Report (the Report) and highlighted the following –

· The Report provided information on the delivery of the 22/23 plan. 
· The report also discussed the remaining progress reports from 21/22. 

Section 2

· 4 audits had been finalised. They were from the 21/22 plan and had fed into the Head of Internal Audit (HIA) Annual Opinion for 21/22. 
· The table highlighted the outcome - 1 report received substantial assurance, 2 reports received reasonable assurance and 1 report received limited assurance. 
· 1 report in relation to waste management was still to be completed. 

Section 3 

· Against the 41 reviews scheduled for 22/23, 4 audits were a work in progress and 6 were in the planning stage. 
· The team were still in the early stages and the audits would be progressed and finalised in due course. 

Section 4 

· There have been changes to the timings for the planned audits for 22/23. 
· Following a more detailed review of the availability of Internal Audit resources and discussions with relevant lead contacts, adjustments have since been proposed to the planned timings for the following audits:

· Medical & Dental Staff Bank – Moved from Q1 to Q2
· Reporting of Covid Deaths – Moved from Q3 to Q2
· Financial Plan / Reporting – Moved from Q2 to Q3
· Performance Reporting – Moved from Q3 to Q4

· Following discussions with management, there was one audit that had been proposed in addition to the progress plan for this year requested by Specialist Services. 
· Internal Audit had been requested by the Clinical Services Board to complete a report within their area. 
· Following discussions with the Medicine Clinical Board, they would also like Internal Audit to focus on the outsourcing of Endoscopy. 

The Executive Director of Finance (EDF) commented that Quality and Safety Governance had been invested in for two years. It would be useful to see the outcome of the investment within the Clinical Boards.  

IV responded that within the 22/23 plan, there was a piece of work looking at the quality and safety governance at a Corporate level and a piece of work within the Medicine Clinical Board. 

IV added that he had a meeting with the END that week to discuss the timings of that piece of work. 

The Deputy Head of Internal Audit (DHIA) advised the Committee on the following: 

· Internal Audit had looked through a sample of the closed audits for 21/22. The outcome of the review was in Appendix B of the Report. 
· 11 of the sample were noted as complete. 
· It was difficult to get an update on some reviews because of a change in resource throughout the year. 
· There were 3 recommendations that could not be fully validated because information was outstanding. 
· The exercise highlighted reasonable assurance. 

The Committee Chair (CC) queried the 3 recommendations that could not be validated. 

The DHIA responded that they were included in Appendix B. One was with Finance and the other two were in an area where there had been a change in resource. 

The Director of Corporate Governance (DCG) stated that they would be opened and added back onto the Tracker. 

The HIA advised that the exercise had highlighted that the Audit Committee could be reasonably assured that the progress information detailed within the Tracker for 21/22 was accurate, although further efforts were required to obtain complete assurance from management.

Section 6 – Final report summaries 

a) Recovery of services and Delivery of the Annual Plan 21-22

· Substantial assurance was issued. 
· The overall objective of the audit was to evaluate and determine the adequacy of the systems and controls in place within the Health Board in relation to ‘Recovery of Services and Delivery of the Annual Plan 21/22. 
· Two priority recommendations were made. That included 

· The transparency of reprofiling recovery funding; and
· The timeliness of information contained within the Board Assurance Framework.

· It was noted that this was not a surprise to management. They had been completed close to year end and they already started to revise the arrangements for 22-23. 

b) Risk Management 

· Reasonable assurance was issued. 
· The purpose was to evaluate and determine the adequacy of the systems and controls in place within the Health Board in relation to the risk management arrangements.
· It was a key piece of work and had informed the HIA opinion.
· Greater efforts were required in the Clinical Boards and the Corporate departments to enhance the risk registers. 
· Given the size of the Health Board, the tools available for management to record that were not ideal. 
· Risk registers sat within spreadsheets with limited transparency. 
· The Health Board hoped to move to the Once for Wales Solution in 22/23. That would help move the Health Board forward in terms of risk management maturity.

The DCG advised that recording the risks on an Excel spreadsheet was a good place to start. However, there were a number of project management tools that could help with risk management in the organisation. 

The CC queried if the tools were already available to the Health Board or would be developed. 

The DCG responded that they were already available. The risks were currently on an Excel spreadsheet and could not be easily interrogated. 

c) Performance Reporting (Data Quality)

· Reasonable assurance was given.
· The overall objective of the review was to evaluate and determine the adequacy of the systems and controls in place within the Health Board in relation to Performance Reporting (Data Quality).
· Two medium priority recommendations were made which required management attention. Both focused on the robustness of systems and processes to capture and validate the data within the Integrated Performance Report, specifically the Balanced Scorecard. 
· The recommendations proposed, once implemented would enhance the clarity and completeness of the report. 

The UHB VC stated that he did not see any comment in the Report on the timeliness of the data. 

The DHIA responded that the scope had related to the data quality. Within the 22/23 plan they would review performance reporting. 

d) ChemoCare IT System 

· Limited assurance was given. 
· Neither the DDHI nor the IT Audit Manager could  attend to give an update on the actions. 
· The purpose was to provide assurance that data held within the Chemocare IT System was accurate, secure from unauthorised access and loss, and that the system was used fully.
· 7 medium priorities and 1 key priority were highlighted. 
· The high priority recommendation related to the database security. 
· An action plan had been agreed by management to approve the issues. 
 
The DCG confirmed that the Director of Digital Health and Intelligence (DDHI) had been invited to the September meeting to give a detailed report. 

The CC queried what stage of the 22/23 plan would the follow up reports be brought. 

The HIA responded that the majority were included in the plan. This limited assurance report and the Nurse Bank report were identified as limited assurance after the plan was agreed. Additional time would need to be built into the plan. 

The Committee resolved that:

a) The Internal Audit Progress Report, including the findings and conclusions from the finalised individual audit reports, were considered. 
b) The proposed adjustments to the planned timings for the identified 2022/23 audits were approved. 


	



































































































































































	AAC 5/7/22 008
	Temporary Staffing Department (Nurse Bank) Internal Audit Report Update 

The Executive Director of People & Culture (EDPC) introduced the item and highlighted that she had requested that Workforce and OD took over the temporary staff from Director of Nursing. They had also requested an audit to be completed. The results were disappointing but they wanted to proactively get the actions in place. 

The Assistant Director of People Resourcing (ADPR) advised the Committee on the following: 

3 recommendations were rated as a high priority. 

1. Inadequate structure within the TSD (design)

· There was no deputy in place for the Senior Nurse. The Professional Standard Nurse would also be retiring soon. 
· There would also be a lead for recruitment. That would involve upgrading one of the existing staff. 
· A lack of resilience in staff was noted and the inability to undertake each other’s roles. 
· The function was changing, with the introduction of the health roster, the focus would be to make it more automated.
· The focus would also be on recruitment. 
· The processes had also been reviewed and an organisation chart had been set up to allow people to cover each other. 

2. Lack of resilience of the TSD (operation) 

· It was evident that staff were not able to undertake each other’s roles when one of the managers was absent due to long term sickness last year. 
· With the introduction of the health roster, the focus was that there was an automated system where wards could request shifts.
· Billing would also be done as self-billing on the ward. 
· The focus was on recruitment in the Bank and to have a range of professions.
· They were also implementing a rotation within the department so that people could cover each other when off.

3. Range of agency usage (operation)

· 36 agencies were being used. 
· Meetings have taken place with several agencies to see if they could provide supplied staff. 
· Ideally, they would like to use less agencies and increase staff on the Bank. 
· However, it was useful to have a wide selection of agencies to provide staff. 
· The ADPR was keen to set up a good management performance framework. 
· The ADPR would also be introducing KPIs and reporting on a monthly basis. 
· The Healthcare Support Worker job adverts had received 120 applications, of which 98 people were interviewed and 65 people were appointed. 
· Ideally, the aim was to get staff in place ready for the Autumn and Winter pressures.  

The Committee resolved that:

a) The contents of the report were noted. 

	

	AAC 5/7/22 009
	IT Service Management Report

The Committee resolved that:

a) The Update would be brought back to the September meeting. 

	DDHI

	AAC 5/7/22 009
	Audit Wales Update  

Urvisha Perez (UV) presented the update and highlighted the following:

· The Auditor General had certified the 21-22 Performance Report, Accountability Report, and Financial Statements on 17 June 2022.
· The review of Quality Governance Arrangements was completed. 
· Appendix 3 showed work that was underway. 
· The Orthopaedic Services Follow up audit and the Review of Estates audit were in the draft stage. They were aiming to present this to the September Audit Committee Meeting.
· The field work for the Structured Assessments was underway and interviews were taking place. Internal Audit colleagues would also join in the interviews.
· Exhibit 5 highlighted recently published NHS national reports. 

Quality governance report 

· The report looked at the Health Board governance arrangements in relation to Quality Governance. 
· The Health Board had effective arrangements to monitor and track progress with complaints, where it consistently achieved performance targets, and arrangements to capture patient experience were reasonably effective. 
· The Health Board had a well-established values and behaviour framework which was embedded in workforce processes. 
· Agendas for corporate and operational quality and safety meetings provided a wide coverage of quality and safety issues for discussion and there was sufficient information for scrutiny and assurance at both a Corporate and at Clinical Board levels and the Health Board’s use of quality data was maturing. 
· The agendas could be more dynamic to reflect new and emerging risks and issues.
· 7 recommendations were made. The Health Board Management response had also been included. 
· UP thanked everyone at the Health Board for supporting the review. 

The CC queried whether the recommendations were on the Tracker. 

The DCG responded that the recommendations would be added to the tracker after the meeting. 

The Committee resolved that:

a) The Audit Wales Update was noted. 

	













Audit Wales 

	AAC 5/7/22 010
	Ultrasound Clinical Governance Position 

The Interim Assistant Director of Therapies and Health Science (IADTHS) presented the paper and highlighted the following: 


· The Ultrasound Governance Arrangement audit had received ‘Limited Assurance’. 
· Since then they have set up the Ultrasound Clinical Governance Group.
· Terms of Reference for that Group had also been written. That would provide assurance regarding  proper communication pathways and reporting maps. 
· A lot of work had been undertaken in relation to the membership of the Ultrasound Group. 
· The policies and procedures had also been updated and were now published under “U” of the policies webpage instead of under “T” on the Health Board website. 
· An abridged version of policies and procedures had been completed and that would be shared with Members. 
· The aim was to have the Ultrasound Clinical Governance meetings prior to the medical equipment meetings. 
· There were a few outstanding actions regarding  training. The team was putting together a training pack in relation to Ultrasound use which would be uploaded onto ESR in 6 to 12 months’ time. 
· The team was also working on an electronic audit tracker to improve governance and audit the quality of ultrasound images. 

WW commented that in the 22/23 Internal Audit Plan there was a follow up to the Ultrasound limited assurance report. 

The EDPC queried the six months wait for ESR and whether that was due to an internal or external issue.

The IADTHS would get confirmation and contact the EDPC offline. 

The Committee resolved that:

a) The actions being taken (as set out in this report) to address the recommendations made by Internal Audit in the Ultrasound Governance audit report dated August 2021 were noted. 
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	AAC 5/7/22 011
	Declarations of Interest, Gifts and Hospitality Report 

The Head of Risk and Regulation (HRR) presented the report and highlighted the following:

· The report set out where the Health Board was in terms of compliance, standards of behaviour and procedures.
· There was an 11.2% increase in declarations of interest submissions since the April Committee. 
· 77.7% of staff at Band 8 and above had declared an interest. 
That included: 

· 97.33% of Declarations received are rated Green (328 Declarations).
· 2.66% of Declarations received are rated Orange (8 Declarations). 
· 0.01% of Declarations are rated Red (1 Declaration).1 interest declared as red. 

· The HRR gave assurance around the 1 interest that was declared as red and stated that there was continuing dialogue with colleagues. 
· The team continued to work with colleagues from Communications to ensure regular contact and to keep staff engaged in the process. 
· An email had been issued last week as part of “Staff Connects”. Another drop-in session for staff was proposed for later in the year.  
· Overall it showed a positive trend and more staff had  declared interests through ESR. 

The CC queried how often were updates seen. 

The HRR responded that this was part of the communication. Twice a year staff were reminded to update their declarations when there was a material change. There were instances of duplications but these could be fished out. 

The Independent Member for Trade Union (IMTU) queried whether a senior management staff member at Band 8 and upwards who retired and returned to work needed to declare again.  

The HRR responded that they would. 

The DCG stated that it was built into the policy. If there were any change in a staff member’s circumstances they would need to let the Risk and Regulation Team know. 

The Committee resolved that:

a) The ongoing work being undertaken within Standards of Behaviour was noted. 
b) The Declarations of Interest, Gifts, Hospitality & Sponsorship Register was approved. 

	

	AAC 5/7/22 012
	Internal Audit Tracking Report 

The HRR presented the report and highlighted the following: 

· The Regulation and Risk Team had continued to have regular meetings with Internal Audit to discuss the process.
· There had been an increase in 7 recorded entries that month. 
· 37 were added in the April update. 
· The overall number of outstanding recommendations had increased from 84 individual recommendations to 91 during the period April 2022 to July 2022. 
· The change could be attributed to the following:

· 14 entries reported as complete at the April Committee were removed from the Tracker
· 16 Entries related to the Advisory IM&T Control and Risk Assessment Audit had been removed from the Tracker to be monitored offline. 
· At the time of reporting all 16 advisory recommendations remained recorded as partially complete. 
· A further 37 entries had been added to the Tracker since April 2022. 
· Of the 91 recommendations listed within the Tracker, 25 were recorded as completed, 56 were listed as partially complete and 10 were listed as having no action taken or reported since the April Committee meeting.

Following discussions with Internal Audit, the Team would focus on the entries that had been on the Tracker for a while.

The CC stated it would be useful to know the status of the recommendations from March 2020 to understand why they were outstanding. 

IV responded that there had been really good work undertaken to develop the Tracker in relation to accuracy and information and the next step would be how the Committees could use this information. 

The DCG stated that there was no formal tracking in place when she first started with the Health Board and it was therefore agreed to look back during the past 3 years. 

The Committee resolved that:

a) The tracking report for tracking audit recommendations made by Internal Audit was noted.
b) The progress which had been made since the previous Audit and Assurance Committee Meeting in April 2022 was noted. 

	





























	AAC 5/7/22 013
	Audit Wales Tracking Report 

The HRR presented the report and highlighted the following:

· 20 entries were recorded on the Tracker at present. 
· Of the 20 recommendations recorded on the Tracker, 3 were recorded as complete, the remaining 17 were recorded as partially complete.
· 5 were overdue. 
· Audit Wales continued to meet with recommendation owners. 
· The team would focus on the older entries. 

The Committee resolved that:

a) The progress which had been made in relation to the completion of Audit Wales recommendations was noted.
b) The continuing development of the Audit Wales Recommendation Tracker was noted. 

	

	AAC 5/7/22 014
	Regulatory Compliance Tracking Report

The HRR presented the report and highlighted the following:

· There were growing recommendations from legislative bodies and Welsh Government.
· Welsh Health Circular (WHC) updates were regularly provided at ME. The next update would be shared on Monday. 
· Since the report had been prepared there have been 2 additional WHCs that had been circulated. 
· Following April’s Committee Meeting a total of 2 completed entries were removed from the register. 
· A further 3 entries have been reported as complete since April’s meeting and were recorded on the attached Tracker.

The EDF commented that she was working with the EDPC in relation to Capital, Estate and Facilities. That was mainly for the Health and Safety Committee and may filter its way onto this tracker. 

The DCG stated individual recommendations needed to be tracked. 

The Committee resolved that:

a) The assurance provided by the Regulatory Tracker and the confirmation of progress made against recommendations was approved. 
b) The continuing development of the Legislative and Regulatory Compliance was noted. 

	

	AAC 5/7/22 015
	Review Risk Management 

The DCG presented the report and highlighted the following: 

· The report looked at the requirements of the Standing Orders to review the Risk Management Policy and Strategy on an annual basis. 
· No changes were required to the Strategy and procedure, although the processes should be tightened. 
· The Risk Management Review was scheduled to go to Board at the end of July to state no changes were made to the Strategy and procedure. 

The Committee resolved that:

a) The contents of this Risk Management Review update were noted.
b) Assurance that the Health Board’s Risk Management processes and procedures had received Reasonable Assurance from Internal Audit, was received.
c) Agreed that the Health Board’s Risk Management and Board Assurance Framework Strategy and Risk Management Procedure (with supporting Risk Assessment and Risk Register) did not, at the time of the Committee meeting, require updating. 

	










DCG

	AAC 5/7/22 016
	[bookmark: _Hlk106802787]Procurement Compliance Report - Single Tender Actions 

The EDF presented the report and highlighted the following: 

· It was the standard compliance report which detailed breaches of the procurement policy. 
· A more detailed report on the improvement work being undertaken would be presented to the Committee at its September meeting. 

The Committee resolved that:

a) The contents of the Report were noted. 
b) The contents of the Report were approved. 


	






EDF

	AAC 5/7/22 017
	Counter Fraud Progress Report

The Lead Local Counter Fraud Specialist (LCFS) presented the Report and highlighted the following: 

· Up to 85 days of Counter Fraud work had been completed. 
· Counter Fraud had very little presence digitally within the Health Board. 
· The team had managed to create a fit for purpose site that was available on SharePoint.  
· An e-learning package was being developed and the aim was to have it completed in the next quarter. 
· 4 fraud alerts had been issued. 
· 1 awareness session was delivered within the Child Health department. The team would continue to deliver more sessions. 
· The team had published a fraud newsletter which was included in Appendix 4. 
· A new referral line had been set up and 17 referrals had been received so far, of which  8 had been informally resolved, 5 had been promoted to investigation and 4 remained open. 
· 9 were open at the start of the year and 7 had been closed. One referral had led to criminal conviction. 

The CC queried whether the volume was getting lower in terms of ongoing cases. 

The LCFS responded that the team had been trying to develop the infrastructure and open as many referrals as possible. 

The Committee resolved that:

a) The contents of the report were noted. 

	

	
	Items for Approval / Ratification
	

	AAC 5/7/22 018
	Draft Management of Policies, Procedures and Other Written Control Documents Policy 

The Head of Corporate Business (HCB) presented the report and highlighted the following: 

· The Corporate Governance department had a responsibility to coordinate and control the production of the publication and archiving of policies and controlled documents.
· There were two documents that provide mechanisms for that. 

· UHB 001 which was the policy on policies and 
· UHB 242 which was the more detailed procedure. 

· Both documents were due for a bi-annual review. UHB 001 required minor amendments. UHB 242 did have some changes to provide a clearer definition of the type of control documents to be used in Health Board. 

The Committee resolved that:

a) The adoption of the amendments to UHB 001 (Management of Policies, Procedure and other Written Control Documents Policy) and UHB 242 (Written Control Documents – Development and Approval Procedure) was approved. 

	

	AAC 5/7/22 019
	Internal Audit reports for information:

(i) Recovery of services and Delivery of the Annual Plan 2021 – 2022 Final Report – Substantial Assurance
(ii) Risk Management Final Internal Audit Report – Reasonable assurance 
(iii) Performance Reporting (Data Quality) Final Report – Reasonable Assurance 
(iv) ChemoCare IT System Final Report – Limited Assurance

	

	AAC 5/7/22 020
	Agenda for Private Audit and Assurance Committee

i. Counter Fraud Progress Report (Verbal)
ii. Workforce and Organisational Development Compliance Report

	

	AAC 5/7/22 021
	Any Other Business

No Other Business was discussed. 
	

	
	Review and Final Closure
	

	AAC 5/7/22 022
	Items to be deferred to Board / Committee

No items were deferred to Board / Committees. 
	

	
	Date and time of next committee meeting 

Tuesday 6 September 2022 at 9am via MS Teams
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