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	Agenda Item
	6.1.1



	Approved Minutes of the Audit Risk and Assurance Committee



	Date and Time of Meeting
	Tuesday 3rd February 2026 at 9:00 am- 12:00 pm

	Venue 
	Virtual via Microsoft Teams



	Members Present
	Patsy Roseblade
	Committee Chair 

	
	Dilys Jouvenat
	Committee Vice Chair

	
	Kath Palmer
	Independent Member

	
	Kathy Mason
	Independent Member

	In Attendance
	Sally May
	Executive Director of Finance 

	
	Gethin Hughes
	Chief Operating Officer (in-part)

	
	Gareth Watts
	Director of Corporate Governance/Board Secretary 

	
	Paul Dalton
	Head of Internal Audit NWSSP

	
	Emma Samways
	Deputy Head of Internal Audit NWSSP

	
	Owen James
	Head of Corporate Finance

	
	Martyn Lewis
	IT Audit Manager (in-part)

	
	Murray Guard
	Audit Manager

	
	Nathan Couch
	Audit Wales

	
	Andrew Doughton
	Audit Wales (in-part)

	
	Fflur Jones
	Audit Wales (in-part)

	
	Mark Townsend
	Head of Clinical Audit & Quality Informatics (in-part)

	
	David Morgan
	Consultant Trauma and Orthopaedics (in-part)

	Kathrine Davies
	Kathrine Davies 
	Corporate Governance Manager

	Meeting Observers
	Sharon Edwards
	Corporate Governance Officer

	
	Claire Jones 
	Head of Quality Assurance and Compliance

	
	Kelly Eddington 
	Quality, Assurance & Compliance Officer



	Agenda Item 
	Meeting Business

	1. 
	PRELIMINARY MATTERS 

	1.1 
	Welcome and Introductions

	
	P. Roseblade, Committee Chair welcomed everyone to the meeting, particularly those joining for the first time, those observing and colleagues joining for specific agenda items. 

The format of the proceedings in its virtual form were also noted.  Members noted that the meeting would be recorded to aid the Committee Secretariat in ensuring the accuracy of scrutiny related discussions and decisions made during the meeting.  Members noted that the recording would be destroyed once the minutes had been confirmed as accurate. Members confirmed they were happy to proceed.  

The Committee Chair advised that at the end of the meeting, she would be seeking Members views as to how the meeting went.

	1.2
	Apologies for Absence

	
	Apologies were received from:
· Dom Hurford – Executive Medical Director 
· Matthew Evans – Local Counter Fraud Officer
· Helen Lentle – Independent Member


	1.3
	Declarations of Interest

	
	There were no interests to declare.

	2. 
	CONSENT AGENDA BUSINESS 

	2.1

	The Committee Chair reminded Members that the agenda had been reformatted to include consent agenda items at the end of the agenda. She asked if there were any items from the consent agenda (Item 8) that the Committee Members wished to bring forward to the main agenda for discussion.  

There were no items raised

	3. 
	MATTERS ARISING

	3.1
	Action Log

	
	G Watts presented the action log and provided a summary of key matters

· The open action relating to negotiations with Microsoft had been updated with a new narrative 
· The open action regarding the discussions about risk management, heat maps and other tracking tools is delayed due to the risk lead being on an extended period of leave.
· The open action in relation to discussions with the Local Counter Fraud team had not taken place as yet and an update would be brought back to the next meeting of the Committee. 
· The JAG accreditation should be closed on the action log but agreed to schedule for review on the Forward Plan within the next six to twelve months.

O. James provided an update on the action in relation to redress thresholds increasing and advised that he had received an update from the team and would share the email outside of the meeting. P Roseblade queried whether the thresholds for recovery of payments remain unchanged and if more cases are processed locally under redress, whether this would have an impact on CTM’s workload. O James acknowledged that although there will be a reduction in legal spend, there will be a significant operational impact. 

O James suggested that he would confirm with the service and provide a response but also suggested that it might be helpful inviting someone from the Patient Care & Safety team  to the next meeting to answer further questions.


	Resolution:
	The Committee DISCUSSED and NOTED the Action Log

	Action:
	To circulate the redress threshold email, clarify the impact of local redress management and invite someone from Patient, Care & Safety to the next meeting.


	Action
	To schedule a further update on the Forward Plan for JAG Accreditation for 6-9 months’ time. 

	3.2
	Matters Arising Not Captured on the Action Log

	
	No matters were raised

	4. 
	RISK MANAGEMENT

	4.1
	Organisational Risk Register

	
	G Watts presented the Organisational Risk Register noting that there had been an impact on the Risk Team due to the absence of the Assistant Director of Governance and Risk. However, a new risk had been added regarding Emergency GP Service while the Paediatric Dentistry risk score decreased.

G Watts confirmed that the risk register had been recently reviewed and discussed at the Quality, Safety & Experience Committee and Operational Delivery Committee which was confirmed by P Roseblade.

G. Watts highlighted that in addition to the established risks, there were emerging risks on the horizon which were now being captured and flagged within the register.  

Following feedback from Members G. Watts confirmed that these emerging risks  would be refined for future meetings with a clearer explanation, stronger content, context and better differentiation between current risks. 

As Members had made comments at other Committee meetings, there were no further questions raised.

	Resolution:
	The Committee REVIEWED and CONSIDERED the Organisational Risk Register

	Action:
	To review the reporting format for emerging risks. 

	4.2
	Response to the updated HM Treasury Audit & Risk Assurance Committee Handbook

	
	G Watts presented the report on the updated HM Treasury Audit & Risk Assurance Committee handbook which covered Committee practices, Speaking Up Safely, Accountable Officer attendance and the self-assessment process.

K Palmer and D Jouvenat sought clarification on whether the Speaking Up Safely issues would be reported to Audit Risk and Assurance Committee (ARAC), Quality, Safety & Experience Committee (QSEC) or the Operational Delivery Committee (ODC). G Watts confirmed that an internal audit will be taking place to provide an extra source of assurance over this new process.

The Committee discussed the governance structure, committee responsibilities and how actions and learning should flow between QSEC, ODC and ARAC.  G. Watts confirmed that he would produce a Board level briefing paper  to confirm the intended governance model. 

The Committee discussed whether the Chief Executive (as Accountable Officer (AO)) should attend ARAC routinely as suggested in the Treasury Handbook.  P. Roseblade emphasised her long-held view that the AO should not be required to routinely attend so that the Committee could escalate issues to the AO without compromising their independence. 

In response, both G. Watts and S. May confirmed that the current CTM arrangement remained appropriate in that the AO attends for the Annual Report and Accounts and only when required at other times. The Committee agreed this should be recorded as “approved” within the response.

The Committee discussed the recommendation of private meetings of the Committee with Internal and External Audit and agreed that the current flexible approach of meeting every other meeting was currently working and did not require a new standing meeting. 

With regard to meetings with the Chair and Director of Finance, P. Roseblade confirmed that a practical arrangement already existed where either one could request a 1:1 meeting as and when needed

P Roseblade and K Palmer raised concerns about the length and detail of the self-assessment questions. G Watts advised that he was happy to streamline the questions.

There was consensus that the Board Assurance Framework should be regularly reported to the Committee, and that future arrangements for Speaking Up Safely and Terms of Reference would be finalised after further review.

The Committee approved the proposals regarding Accountable Officer attendance, Private meetings, and existing processes for meetings with Finance leads (subject to re-wording) while requesting further work on the terms of reference and the self-assessment process. 

	Resolution
	The Committee 
· Approved the proposals outline in sections 2.1.1-2.12
· Approved the proposed future role of ARAC in relation to the
· Board Assurance Framework (Strategic Risks)
· Agreed that the following items would not be approved pending revision:
· Changes to the Terms of Reference
· Self-Assessment Questionnaire (to be streamlined and tailored)
· Speaking Up Safely


	Action:
	Further action is requested for: 
· Item 2.1.3, concerning meetings between the Chair and the Director of Finance, it was noted that it does not reflect current practice and that  this section be reworded to align with the process already in place.

· The proposed changes to the ARAC Terms of Reference relating to Speaking Up Safely, noting that amendments are required to ensure clarity of role, and outline governance responsibilities.

· The proposed self‑assessment process and the need to streamline and review the intended target audience, agreeing that the current version is overly detailed.

	5. 
	FINANCIAL GOVERNANCE ACTIVIT

	5.1
	Losses and Special Payments Report 

	
	S May and O James presented the report which focussed on the rising number of Welsh Risk Pool (WRP) cases, significant reimbursement delays affecting cash flow noting that high‑value cases can take up to ten years to settle.

K Palmer queried  how CTM’s WRP patterns compared to other Health Boards. O James advised  that the risk share fluctuates but CTM’s share had recently decreased. O. James advised that NHS Wales Shared Services Partnership (NWSSP) comparative data will be sourced to help identify trends and potential learning.

P Roseblade queried which Committee should review the underlying clinical causes of negligence claims. S May and G Watts clarified that QSEC should handle clinical themes and ARAC should focus on assurance with the process.

	Resolution:
	The Committee 
· NOTED the losses and special payments made for the period 1 October 2025 to 31 December 2025.
· NOTED the key risks for escalation on the increasing net provision value.

	Action:
	To explore where thematic/clinical trends behind claims should be reported into

	Action:
	Committee Chair and Director of Corporate Governance to discuss with Chair of Quality & Safety Committee (or Quality Lead) how to ensure themes (e.g., obstetrics, high‑cost cases) are reviewed at the appropriate Committee to ensure operational learning is not lost and that ARAC continues to receive assurance on the financial process. 

	5.2
	Procurement and Scheme of Delegation report

	
	S. May and O. James presented the report on procurement compliance looking at retrospective procurement file notes.

P Roseblade queried whether catering was the main driver of retrospective receipting issues.  O James confirmed that catering was one of the key areas driving retrospective receipting issues due to high ordering volume combined with receipting delays, making it difficult for invoices to be receipted in a timely manner.

P Roseblade referred to Arjo and queried why they were repeatedly appearing as a problematic supplier.  O. James assured the Committee that procurement is working directly with Arjo and the service area to resolve issues.

P Roseblade asked if future reports could provide clearer explanations of why each supplier appears in the top problem areas. O. James agreed that future reports will include summary narrative notes for each supplier, explaining the issue and the mitigating actions.
 
P Roseblade enquired about what action is being taken regarding the top recurring suppliers causing retrospective receipting delays. O. James confirmed that procurement is undertaking deep dives, and they will continue to have regular meetings with payments and service teams.


	Resolution:
	The Committee
· NOTED the position on procurement matters for the period 01.10.2025 to 31.12.2025
· NOTED the update regarding Purchase to Pay and achievement of Public Sector Payment Performance (PSPP) target up to Month 9 of 2025/26
· APPROVED the updated Financial Control Procedures (FCPs) and associated Standard Operating Procedures (SoP)

	Action:
	To include a brief narrative summary in future procurement reports explaining why each of the top suppliers appears on the retrospective receipting list, the current actions being taken, and levels of progress.

	6. 
	COUNTER FRAUD ACTIVITY

	6.1
	Local Counter Fraud Report

	
	S May presented the report in M Evans absence, noting there are no specific risks or matters for escalation. 

P Roseblade questioned the apparent inconsistency between reported increases in counter fraud training and the detailed attendance figures. S May advised that she would follow up with M Evans and the Counter Fraud team for clarification outside of the meeting


	Resolution:
	The Committee NOTED and REVIEWED the report.

	Action:
	To highlight the discrepancies relating to training attendance figures with the Counter Fraud Team and seek clarification.

	7. 
	GOVERNANCE AND CONTROL ENVIRONMENT

	7.1
	Audit Recommendation Tracker

	
	G Watts presented the audit recommendations tracker, highlighting significant progress in clearing historic recommendations. 

P. Roseblade noted that although improvements have been made, this is not easily identifiable within the report.  She emphasised that going forward progress should be clearly highlighted and acknowledged, to ensure that improvements are more visible.

K. Palmer noted that the Audit Tracker was showing that the latest Healthcare Inspectorate Wales (HIW) position was reported to the Committee on 20 January 2026, and queried whether this date should actually be 2025.  G Watts agreed to check the date and amend the tracker if incorrect.


	Resolution:
	The Committee NOTED and AGREED the assurances provided

	Action:
	G Watts to confirm the dates and amend the tracker if incorrect.

	7.2
	NWSSP Internal Audit Progress Report

	
	P Dalton presented the report on the current status of the internal audit programme. 

K Palmer and P Roseblade queried the 29% report turnaround figure, raising concern that this was significantly below the 80% target and sought assurances on what further action could be taken to improve performance. P Dalton acknowledged that turnaround performance was below expected levels and confirmed there was still a large body of work to complete. 

G Watts agreed to take the Committee’s concerns back to the Executive Leadership Group, highlighting the need for improved timeliness from those areas being audited. 


	Resolution:
	The Committee NOTED the report

	Action:
	G Watts to raise audit delays with Executive colleagues. 

	7.2.1
	IA Review – Clinical Coding

	
	M. Lewis presented the report on clinical coding audit, which provided Reasonable Assurance. 

S. May stated that she was surprised Internal Audit reviewed the detail of individual staffing establishments, given that Digital & Data has had the single largest increase in corporate headcount. She queried whether this was the appropriate focus for audit scrutiny. However, it was noted that the report highlighted the risk of future retirement affecting resilience, but staff levels were for budget holders to determine.

P. Roseblade queried who was responsible for long‑term planning for coding capacity and how CTM is mitigating the risks of an ageing workforce and limited resilience. M. Lewis explained that it was the responsibility of the Chief Information Officer and the Director of Digital. However, recruitment of additional trainee coders is already underway and there are plans in place to increase developer support to sustain the auto‑coder and reduce pressure on human coders.

	Resolution:
	The Committee NOTED the report

	Action:
	None identified

	7.2.2
	IA Review – Asbestos Management Audit – Final

	
	M. Gard presented the report on asbestos management that had received a Reasonable Assurance rating. 

S. May and K. Palmer queried why the internal audit did not receive a Substantial Assurance rating, given that five findings were strong and only one was weaker.

M Gard explained that the overall assurance rating reflects the combined control environment and the presence of remaining control gaps.
Although the majority of findings were positive, the inconsistent use of Authority to Proceed documentation and the low training compliance represented material weaknesses. Therefore, Reasonable Assurance was appropriate.


	Resolution:
	The Committee NOTED the report

	Action:
	None identified

	7.2.3 
	IA Review – Response to Critical Incident - Final

	
	E. Samways presented the report of the organisation’s response to the Princess of Wales Hospital roof Critical Incident (October 2024) which received an overall rating of Reasonable Assurance. It was noted within the report that there was strong command and control response during the incident with clear communications both internally and externally and the appropriate adherence to delegated authority during the incident.

E. Samways advised that business continuity policies and procedures had not been updated post‑incident with several local continuity plans outdated or still in draft and that some appointed business continuity leads lacked clarity on their responsibilities.

K. Palmer queried whether the longer‑term business continuity and emergency planning issues should sit with Audit Risk & Assurance Committee (ARAC), Operational Delivery Committee (ODC), or Strategic Development Committee (SDC). G Watts advised that the matter had been discussed with the Executive Lead, and it was felt that SDC was the appropriate Committee for overseeing strategic business continuity planning going forward. However, G. Watts advised that he would clarify with the Executive Lead as to which Committee the longer-term business continuity and emergency planning issues should be received.

	Resolution:
	The Committee NOTED the report

	Action:
	To clarify with the Executive Lead whether the longer‑term business continuity and emergency planning issues should sit with Audit Risk & Assurance Committee (ARAC), Operational Delivery Committee (ODC), or Strategic Development Committee (SDC).

	7.2.4
	IA Review – Stroke Services – Final

	
	E Samways presented the report on Stroke Services which received an overall rating of Reasonable Assurance. They have a single amalgamated action plan, drawing together actions from HIW inspection reports, clinical audits, operational meetings, Stroke Programme Board oversight.

E Samways advised that whilst consolidation of actions is positive, there was inconsistent closure of actions, poorly defined target dates, weak audit trails linking actions to originating reports, and a need to link actions more clearly to Stroke Quality Improvement Measures.


	Resolution:
	The Committee NOTED the report

	Action:
	None identified 

	7.2.5 
	IA Review – Discharge Planning – Final

	
	E. Samways presented the report regarding Discharge Planning which received an overall rating of Limited Assurance. 

K. Palmer queried why, in certain Internal Audit reports (particularly Discharge Planning), some governance improvements were not listed as formal recommendations. E. Samways clarified that these were management‑raised suggestions, not audit‑identified gaps, and therefore they were not formal recommendations requiring follow‑up.

D. Jouvenat queried whether the responsible officer named in internal audit follow‑up reports (particularly in Discharge Planning) had sufficient capacity to oversee the high number of actions. P Dalton explained that actions were phased over time, reducing pressure on the responsible officer. 

P. Dalton explained that there was increased operational pressures across departments which had delayed responses from management but that more reviews would be completed ahead of the next Committee in May 2026.

P Roseblade noted in the report that an internally developed “Transfer Portal” became unusable after the developer had left, and queried whether  any governance was in place to prevent staff creating unsupported digital tools. G Watts agreed this was a risk and committed to raising the issue with Digital Services team and the Executive Director to ensure stronger governance and prevent unsupported systems from being developed in future.


	Resolution:
	The Committee NOTED the report

	Action:
	To discuss governance arrangements with the Executive Director in relation to preventing unsupported systems from being developed in the future.

	7.3
	Audit Wales Progress Update
N. Couch presented the Audit Wales Progress Update report

K Mason queried why the Digital Transformation deep‑dive review, although originally planned in 2024, was not reporting until May 2026. She queried whether there was a specific reason for the delay and whether work had been undertaken. N Couch confirmed that the fieldwork had not commenced in 2024 due to capacity constraints within Audit Wales. However, the actual fieldwork had commenced in September 2025, which caused the reporting timetable to move. The report is now due for completion and submission to the Health Board by end of March 2026, to be presented to ARAC in May 2026.


	Resolution
	The report was NOTED. 

	Action
	None identified

	7.3.1 
	Audit Wales Review – Eye Care Services
A. Doughton presented the report. 

P. Roseblade raised concerns on reading the report with regard to quality and performance issues which were highlighted as requiring urgent attention and given the nature of the concerns she recommended that a formal cross Committee referral should be made to the Quality, Safety & Experience Committee in relation to the following:
· Deteriorating eye‑care performance
· Potential patient harm
· That the management responses did not appear to strongly accept all of the recommendations.
· There was no clear explanation where recommendations were not accepted as to whether they were reasonable, deliverable and had evidence based-justification. 

G. Watts confirmed that he would take the matter forward and refer to the Quality, Safety & Experience Committee to provide assurances and an outcome back to the Committee. 


	Resolution:
	The Committee NOTED the report

	Action:
	To make a formal cross Committee referral of the concerns raised in the Audit Wales Eye Care Services report to QSEC.

	7.3.2
	Audit Wales Report – Urgent and Emergency Care: Arrangements for Managing Demand
F. Jones presented the report which identified new initiatives such as the navigation hub having a positive impact. 

F. Jones advised that same Day Emergency Care (SDEC) is performing well, but it was noted that low conveyance rates from the Welsh Ambulance Services Trust (WAST) to alternatives in the Emergency Department (such as Minor Injury Units and SDEC). 

	Resolution:
	The Committee NOTED the report

	Action:
	None identified 

	7.4
	Clinical Audit Annual Forward Plan & Monitoring

	
	M Townsend delivered the presentation which detailed the monitoring process, committee structure, and improvements in compliance and engagement.

P Roseblade noted that the presentation and forward work plan addresses any concerns that she has raised previously regarding the responsibilities around clinical audit and thanked M. Townsend for the presentation


	Resolution:
	The Committee NOTED the report

	Action:
	None identified 

	7.5
	JAG Accreditations Update

	
	G Hughes presented the report on JAG accreditation which focussed on four key areas, clinical governance arrangements associated with the delivery of endoscopy, waiting times, the competence of the workforce and the environment. 

G Hughes explained that there are currently no JAG accredited endoscopy services due to facility non-compliance. However, actions have been taken to address waiting times and governance requirements. He went on to outline timelines for accreditation at each site with Prince Charles Hospital hoping to be the first site to achieve accreditation. 

K Palmer asked whether the plan had built in the seven-day service provision to which G Hughes clarified that the seven‑day service is not required for JAG but that the main pressure is surveillance backlog capacity which the Team are working on.

P. Roseblade raised a point of clarification on the wording in the paper which stated that there were no significant resource requirements associated with the JAG Accreditation plan.  She advised that the wording was potentially misleading, given the discussion about, surveillance backlogs, workforce pressures and e3states dependencies (including the decontamination facility) and asked that the recommendation be revised, so that:
· It does not imply ARAC acceptance of a “no resource impact” position
· It reflects that this is an assurance update, not a resourcing decision
G. Hughes agreed to revise the wording accordingly.

	Resolution:
	The Committee NOTED the presentation

	Action:
	To revise the wording within the report.

	8. 
	CONSENT AGENDA

	8.1
	Items for Approval

	8.1.1
	Unconfirmed minutes of the meeting held in 13 November 2025were APPROVED.

	8.1.2
	Unconfirmed minutes of the In Committee meeting held on 13 November 2025
Were APPROVED.

	8.2
	ITEMS FOR NOTING

	8.2.1
	Committee Forward Work Plan
was NOTED.  


	8.2.2
	Annual Report Timetable 2025 /2026
was NOTED.

	9. 
	CLOSE OF BUSINESS

	9.1
	Any Other Urgent Business
None identified

	9.2
	Committee Highlight Report
The Committee Chair advised that this would be drafted outside the meeting by the Governance Team


	9.3
	How did we do in this meeting?
The Committee Chair advised that if Committee Members had any comments to raise as to how the meeting went today, then they could share these with herself and the Corporate Governance Team outside the meeting.


	10.
	PRIVATE IN COMMITTEE SESSION
•	Organisational Risk Register - Business Sensitive Risks
•	Financial Control Procedure - Medical Variable pay - Summary of  
         Authorised Breaches 
•	Local Counter Fraud Report – Cases Report
•	Counter Fraud Service in NHS Wales Operational Performance Report 
         2025/2026 Quarter 1

	11.
	DATE AND TIME OF NEXT MEETING

	
	19th May 2026 at 12.30p.m
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