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 Minutes of the Public Audit & Assurance Committee Meeting 
Held On 3 February 2026 at 9:00am
Via MS Teams

	[bookmark: _Hlk190167106]Chair: 
	
	

	David Edwards
	DE
	Committee Chair & Independent Member for ICT

	Present:
	
	

	Ceri Phillips
	CP
	Vice Chair of the Health Board

	Mike Jones
	MJ
	Independent Member – Trade Union

	Rhian Thomas 
	RT
	Independent Member for Capital and Estates

	Kirsty Williams
	KW
	UHB Chair

	In Attendance:
	
	

	Henry Bales
	HB
	Lead Local Counter Fraud Specialist 

	Rachel Freitag
	RF
	Audit Manager – Audit Wales

	Rachel Gidman
	RG
	Executive Director of People and Culture

	Lucy Jugessur
	LJ
	Deputy Head of Internal Audit

	Robert Mahoney
	RM
	Deputy Director of Finance

	Urvisha Perez
	UP
	Audit Lead - Audit Wales

	Catherine Phillips
	CPH
	Executive Director of Finance  

	Matt Phillips
	MP
	Director of Corporate Governance 

	Frankie Ogden
	FO
	Head of Corporate Governance

	Ian Virgil
	IV
	Head of Internal Audit 

	Catherine Wood
	CW
	Deputy Chief Operating Officer

	Secretariat:
	
	

	Nathan Saunders 
	NS
	Senior Corporate Governance Officer 

	Apologies:
	
	

	Rachna Upadhya
	RU
	Independent Member



	Item No
	Agenda Item
	Action

	A&A
26/02/1.1
	Welcome, Introductions & Apologies for absence (click to view)

David Edwards (DE), the Independent Member for ICT and Committee Chair welcomed everyone to the meeting and apologies for absence were received.

	

	A&A
26/02/1.2
	Declarations of Interest (click to view)

The Committee resolved that:
a) No Declarations of Interest were noted.

	





	A&A
26/02/1.3
	Minutes of the Committee meeting held 02.09.2025 (click to view)

The Minutes of the Meeting Held on the 02.09.2025 were received. 

The Committee resolved that:
a) The draft minutes of the meetings held on 02.09.2025 were deemed to be a true and accurate record of the meeting 

	








	A&A
26/02/1.4
	Actions following meeting held: 02.09.2025 (click to view)

The Actions were received. 

The Committee resolved that:
a) The Actions were noted.

	






	A&A
26/02/2.1
	Internal Audit Progress Report: (click to view)

The Committee received the Internal Audit Progress Report, presented by Ian Virgil (IV), Head of Internal Audit and supported by Lucy Jugessur (LJ), Internal Audit Manager which provided an update on delivery of the 2025–26 Internal Audit Plan and associated activity.

IV reported that four audits originally scheduled for reporting at the meeting had been delayed and were therefore not finalised in time. 

He explained that the delays reflected a combination of capacity and scheduling challenges on both the Health Board and Internal Audit sides and highlighted the Wellbeing Hub at Park View audit, noting that delays had arisen due to difficulties in securing meetings with relevant teams. 

He confirmed that a meeting had now taken place and that a further meeting with Geoff Walsh (GW), Director of Capital & Estates was scheduled, which would enable the audit to progress. He also confirmed that delays affecting the Managing Attendance at Work audit had been resolved, with information now received and fieldwork nearing completion.

The Committee was advised that, notwithstanding those delays, eight audits had been finalised and were ready for presentation. 

IV confirmed that the assurance ratings for the audits were set out in the report and that the executive summaries would be presented later in the agenda.

He reported that the 2025–26 Internal Audit Plan comprised of 35 audits, of which 11 had been completed to final report, two were at draft stage, seven were in progress, and the remainder were at planning stage. 

He confirmed that all audits had agreed briefs and were resourced for delivery. While acknowledging that the latter part of the year would be challenging, he provided assurance that sufficient audit work would be completed to inform the annual internal audit opinion.

Rhian Thomas (RT), Independent Member – Capital & Estates asked whether Internal Audit required not only a sufficient number of completed audits, but also sufficient breadth of coverage across the organisation, in order to form the annual opinion, and whether that was being achieved.

IV confirmed that the Internal Audit Plan was structured around eight audit domains, covering key areas across the Health Board. He advised that audits were being delivered across each of these domains and that Internal Audit were confident that there would be sufficient breadth of completed work to support the annual opinion. He confirmed that this would continue to be monitored and that priorities could be adjusted if required.

Kirsty Williams (KW), Chair of the University Health Board asked whether Internal Audit had any observations about the effectiveness of arrangements for ensuring that audit findings were appropriately shared and utilised across other committees, to support wider organisational assurance and improvement.

IV confirmed that there was an established process whereby relevant Internal Audit reports were referred to other committees, such as the Quality Committee and Finance Committee, where appropriate. He advised that this process was operating effectively and that Internal Audit was comfortable with the current arrangements. 

Executive colleagues supported IV’s response by providing examples of recent Internal Audit reports being considered by other committees and used to inform forward planning and quality reporting.

DE noted that Internal Audit delivery continued to be weighted towards the latter part of the financial year and highlighted the risks associated with that, particularly where delays arose that were outside Internal Audit’s control. He asked that consideration be given to how future audit plans could be de‑risked avoiding excessive year‑end concentration.

IV confirmed that the issue would be considered as part of the development of the 2026–27 Internal Audit Plan, including how audit delivery could be more evenly profiled across the year. 

He confirmed that the draft plan would be presented to the Committee for approval at its May meeting, at which point further assurance could be provided.

The Committee were presented with the conclusions and assurance ratings for audits finalised within the current reporting period which included:

· GMS Unified Contract Assurance Framework - Substantial assurance, only one medium finding (visit reports not being issued, now to be addressed).

· Additional Learning Needs (ALN) Legislation - Reasonable assurance, but with two high and eight medium actions. Key issues raised included inconsistent use of statutory monitoring reports, low attendance at operational group meetings, lack of overarching governance policy, and a paused KPI dashboard. 

KW expressed concern that “reasonable” assurance felt insufficient given legal compliance risks and rising demand. She asked how the rating was determined and how the organisation would monitor that risk. 

LJ explained that the rating was borderline between reasonable and limited, with Welsh Government review pending. She suggested a follow-up audit may be needed.

Matt Phillips (MP), Director of Corporate Governance proposed bringing the ALN work to the Quality Committee for further scrutiny, emphasising the need for better exposure and stakeholder engagement. 

· Medical Equipment and Devices - Reasonable assurance, with two high and two medium actions. Issues: overdue planned maintenance, policy overdue for review, and inaccurate records.

RT questioned the sustainability of current assurance given overdue maintenance. LJ confirmed that management had acknowledged the need for recruitment to address that.

· Standards of Business Conduct - Reasonable assurance, two medium findings. Communication to staff on declarations of interest and gifts/hospitality was lacking, though independent members were well-informed.

DE asked if authority levels and roles were considered.
LJ and MP confirmed that focus was on band 7+ and clinicians, with statistics reviewed at Clinical Board level. 

· Children and Women’s Clinical Board – Governance and Financial Arrangements - Reasonable assurance, one high (outdated or missing terms of reference for groups) and one medium (minutes/action plans missing).

KW observed recurring governance and financial management issues across clinical boards, questioning if that was systemic. LJ confirmed similar findings in other health Boards.

Catherine Phillips (CP), Executive Director of Finance discussed the need for immediate leadership and management development, not just waiting for organisational redesign. 

Rachel Gidman (RG), Executive Director of People & Culture confirmed that work had started with general managers and practical tools would be actioned.

· Financial Sustainability - Reasonable assurance, one high (delays in shift requests), two medium (high reliance on bank staff, lack of unified rostering system, limited PMO impact).

RT raised the lack of a standard project management methodology. LJ clarified that the PMO was not fully resourced and accountability had returned to Clinical Boards. RG noted ongoing work to improve rostering transparency.

· Quality and Safety Governance (Advisory Review) - Advisory review found established arrangements but some lacked clarity on escalation. It was noted that there were opportunities for improvement identified and an action plan would be brought back to a future meeting.

· Health Roster System Follow-Up - Second follow-up (no assurance rating as per new standards). It was noted that of four outstanding actions, two were completed and two still required work. 

The Committee resolved that:
a) The Internal Audit Progress Report, including the findings and conclusions from the finalised individual audit report were considered
b) The proposed adjustment to the 2025/26 plan was approved.


	







	A&A
26/02/2.2
	Audit Wales Update (click to view)

The Committee received an update from Urvisha Pere (UP), Audit Lead - Audit Wales, covering the Review of Eye Care Services, the Structured Assessment, and the 2025 Annual Audit Summary. 

UP advised that the reports had been circulated in advance and focused her presentation on the key findings and messages arising from the work.

She outlined the Audit Wales Review of Eye Care Services, covering leadership, ophthalmology performance, long waiting times and harm, and the effectiveness of regional arrangements. 

It was noted that regionally, the approach was seen as positive but was slow to deliver impact, with a focus on short‑term capacity pressures (particularly cataracts) and complex decision‑making arrangements. 

Locally, while the Health Board was prioritising its longest‑waiting patients and had strengthened leadership and harm reporting processes, performance remained below national targets, increasing the risk of avoidable harm. Further long‑term planning, productivity improvements and stronger Board‑level oversight were required. 

The Committee was advised that five recommendations were made, with regional responses agreed and Health Board‑specific responses were set out in the report.

Executive Response to the Eye Care Report:

Catherine Wood (CW), Deputy Chief Operating Officer attended the meeting to respond to the Eye Care report. She thanked Audit Wales for the review and advised that the recommendations were considered balanced and constructive. 

She acknowledged that demand and capacity challenges remained within eye care services but outlined actions taken since the review to improve sustainability.

It was reported that pathway‑by‑pathway workforce and demand plans had been developed over a three‑year planning horizon for key ophthalmology pathways, including cataracts, glaucoma and intravitreal therapies, representing significant progress since the time of the audit. 

CW also reported improvements in productivity and efficiency, noting that a dedicated cataract theatre had been opened at Llandough Hospital, resulting in a consistent increase in the number of cataract procedures undertaken per list, exceeding recommended benchmarks. 

She advised that further improvements were planned through the introduction of a dedicated glaucoma diagnostics clinic using a different skill mix, which would release consultant capacity.

The Audit Wales recommendation were also addressed regarding risk registers, advising that ophthalmology risks were being reviewed dynamically and that, as a result of the improvements made, some risks had been downgraded. 

CW confirmed that ophthalmology risks no longer met the threshold for inclusion on the corporate risk register, as had been the case previously.

The Committee resolved that:
a) The Audit Wales Update was noted.
	

	A&A
26/02/2.3
	Audit Wales - 2025 Structured Assessment

The Audit Wales - 2025 Structured Assessment was received. 

UP reported that the assessment found that the Health Board had demonstrated an inclusive approach to developing its annual plan, supporting delivery of its long‑term strategy, and that progress was being made in clinical services planning and ward‑level reporting.

She advised that further work was required to strengthen delivery roadmaps for strategic portfolios and Committee oversight and noted that the Health Board continued to demonstrate a strong commitment to public transparency and engagement with patients and staff, and that significant Board turnover had been managed well.

She highlighted, however, that the absence of an Independent Member for Finance presented a risk.

UP also advised that opportunities remained to enhance the quality of Board and Committee papers, risk and performance management, and aspects of quality and safety monitoring and recommendation tracking. 

She confirmed that, despite strong financial governance processes, the Health Board’s financial position remained extremely challenging and advised that ten recommendations had been made, with management responses included in the papers.

MP thanked Audit Wales for the Structured Assessment and advised that the findings were considered fair. He confirmed that the recommendations would be tracked through the AMAT system and reported back to the Committee, including where actions aligned with other governance and assurance work.

KW thanked Audit Wales for the assessment and advised that the findings aligned with her observations since joining the Board. She emphasised the importance of using the Structured Assessment as a tool to drive improvement, rather than simply noting the findings.

The Committee resolved that:
a) The contents of the report were noted.

	






	A&A
26/02/2.4
	Audit Wales - 2025 Annual Audit Summary

The Audit Wales - 2025 Annual Audit Summary was received.

UP introduced the annual audit summary, which consolidated the main findings from the 2025 financial and performance audit work.

She noted that all individual audit pieces in the report had already been reviewed by the Audit Committee and highlighted a new feature within the report: an overall conclusion and summary of recommendation themes based on the 2025 work.

The Committee resolved that:
a) The contents of the report were noted.

	

	A&A
26/02/2.5
	Procurement Compliance Report (click to view)

The Procurement Compliance Report was received.

The report provided an update on procurement compliance activity, including breaches of Standing Financial Instructions (SFIs), non‑compliant procurement activity, exemptions, and the use of Single Tender Actions (STAs).

CP advised that the report had been updated since the previous meeting to reflect additional clarity and improvement actions and explained that the first section of the report detailed breaches of SFIs that had occurred during the reporting period, with additional narrative included to explain the circumstances of each breach, the actions taken, and the current status. 

She noted that many breaches were identified at the point when an order was raised or a payment was attempted, at which stage procurement teams were able to intervene, provide advice, and ensure appropriate governance was applied.

CP explained that further tables within the report related to non‑compliant procurement activity, including exemptions and circumstances where it had not been possible to undertake full procurement processes. 

She emphasised that such cases did not indicate an absence of governance or procurement oversight, but rather reflected situations where full market testing could not reasonably be undertaken within required timescales or operational constraints.

Turning to Single Tender Actions, CP advised that the report demonstrated continued progress in driving down non‑compliant activity and reducing the number of STAs, including where claims were made that only a single supplier was available. 

She highlighted that this reflected ongoing work to strengthen procurement discipline and challenge assumptions where appropriate.

RT welcomed the improvement actions identified within the report, and highlighted the development of the rapid response framework for emergency procurement requirements. 

She noted that a significant proportion of non‑compliant procurement activity arose from urgent operational needs combined with lengthy procurement processes and commented that the introduction of a rapid response framework had the potential to be a “game‑changer” in addressing that issue. 

She expressed interest in seeing how this framework progressed and acknowledged the effort being made to improve procurement compliance across the organisation.

The Committee resolved that:
a) The contents of the report were noted and approved/agreed.

	

	A&A
26/02/3.1
	Risk Management Policy

The Risk Management Policy was received. 

MP advised the Committee that the policy replaced a number of previous policies and procedures and had taken some time to finalise, reflecting the significant programme of work undertaken to develop and embed a risk module within the AMAT system. 

He explained that the work had positioned the Health Board as the first NHS organisation in the UK to implement such a system and advised that approximately 800 risks had now been transferred into AMAT, enabling the policy to function not only as a theoretical document but as a practical “how‑to” guide for staff. 

MP explained that the policy had been deliberately written to be usable by staff at all levels and directed readers to a dedicated SharePoint site containing training materials and guidance. 

He confirmed that the next phase of work would focus on fully embedding risk recording within AMAT and moderating risks through clinical directorates, Clinical Boards, the Senior Leadership Team, and ultimately to Board level where appropriate.

RG commented on the importance of clearly articulating individual responsibilities within the policy and noted that it should not be assumed that staff understood their responsibilities in relation to risk management and emphasised the need for clarity, training and accountability alongside the policy.

MP agreed and advised that responsibilities had been deliberately clarified and simplified within the policy. He explained that the policy was supported by a programme of task‑and‑finish groups, structured training, and bespoke support, which had been used both to develop the AMAT system and to build staff capability. 

He confirmed that this work would continue to ensure that staff across the organisation understood their roles and responsibilities in relation to risk.

KW confirmed that she was content with the policy itself but queried how risk management would be brought to life in practice, particularly at Committee and Board level. She asked how risk information would be used to support decision‑making rather than simply being presented as a standing agenda item.

MP responded that embedding risk management from the “ground up” was a critical part of the approach and explained that, while risk reporting at Board level was important, the priority was ensuring that risks were being actively identified, scored and managed within services and directorates. 

He noted that some over‑scoring of risks had been identified during the migration to AMAT and that moderation processes were being strengthened to address those.

DE commented that risks existed at all levels of the organisation and asked how the Committee could gain assurance that the risk management framework was operating effectively on a day‑to‑day basis, not just at Board or Committee level. 

He highlighted the importance of understanding how risks identified at operational level were escalated appropriately through the organisation.

MP acknowledged the point and advised that improving visibility of how risk management operated in practice was a key area of ongoing work. He explained that the consolidation of multiple local risk registers into AMAT would enable better organisational intelligence and reporting. 

He noted that the system would allow clearer tracking of how risks moved through governance levels and how they informed planning and decision‑making.

IV advised the Committee that Internal Audit had included a review of risk management and assurance arrangements within its audit plan for the year. He confirmed that this review would examine how the AMAT system was working in practice across a sample of areas and would provide the Committee with assurance on the effectiveness of risk management arrangements.

The Committee resolved that:
a) The Risk Management Policy was reviewed and approved.

	

	A&A
26/02/4.1
	Counter Fraud Progress Update

The Counter Fraud Progress Update was received.

The Committee resolved that:
a) The Counter Fraud Progress Update was noted.

	

	A&A
26/02/5
	Agenda for Private Audit and Assurance Committee

i. Counter Fraud Progress Update (Confidential – ongoing investigations)
ii. People and Culture Assurance Report   

	

	A&A
26/02/6
	Any Other Business

No Other Business was discussed. 
	

	A&A
26/02/7.1
	Items to be deferred to Board / Committee


	

	A&A
26/02/7.2
	Date and time of next committee meeting 
19 May 2026 via MS Teams.
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