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Betsi Cadwaladr University Health Board (BCUHB)
UNCONFIRMED Minutes of the Extra Ordinary Audit Committee held in 

PUBLIC on 9 July 2024 via Teams

Committee Members Present
Name Title
Karen Balmer Independent Member (Chair)
Dyfed Jones Independent Member  
Rhian Watcyn Jones Independent Member  
Urtha Felda Independent Member  
In Attendance
Russell Caldicott Interim Executive Director of Finance 
Dyfed Edwards Health Board Chairman 
Carol Shillabeer Chief Executive 
Pam Wenger Director of Corporate Governance 
Andrea Hughes Interim Finance Director, Operational Finance
Phil Meakin Associate Director of Governance 
Matt Edwards Director – Financial Audit Lead, Audit Wales
Michelle Phoenix Audit Lead, Audit Wales
Dave Harries Head of Internal Audit 
Nicola Jones Deputy Head of Internal Audit 
Simon Weaver Head of Financial Control 
Sjef Molmans Local Counter Fraud Specialist
Committee Support
Jody Evans Corporate Governance Officer
Philippa Peake Jones Head of Corporate Affairs 

Agenda Item                                                                                                                        Action
OPENING BUSINESS
AC24.78 Welcome and apologies for absence

AC24.78.1 There were no Apologies received.

AC24.79 Declarations of interest on current agenda

AC24.79.1 There were no declarations of interest received.

AC24.80 - Financial Annual Accounts 2023/24

AC24.80.1 The Interim Executive Director of Finance presented the Financial 
Annual Accounts for 2023/2024, highlighting the Health Board's statutory 
requirements for preparing and producing financial statements. It was noted that 
the draft accounts had been submitted to the previous Audit Committee and 
shared with Welsh Government and Audit Wales. 
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AC24.80.2 The Interim Executive Director highlighted the deficit of 24 million in 
the 2023/2024 financial year. The Audit Committee noted the findings and 
unqualified audit opinion, and acknowledged the Health Board's first unqualified 
opinion since 2020/21. The Interim Executive Director informed the Committee 
of the fantastic result and expressed his sincere thanks to the Team (both 
internally and externally) for the work undertaken and production of the reports. 

AC24.80.3 The Interim Executive Director also addressed the regulatory opinion 
and non-delivery of key financial duties within the 3-year plan to break even, 
whilst highlighting similar issues consistent across other Health Boards. The 
Director also referred to an appointment issue, which followed to the 2023/2024 
period. 

AC24.80.4 The approval process was explained to the Committee confirming 
that the accounts would be presented at the Extraordinary Health Board Session 
on the 19th July for approval, and presented to Welsh Government on the 15th 
July 2024. 

AC24.80.5 The Interim Executive Director and Chair of the Audit Committee 
congratulated the Teams on their impressive achievement, and expressed 
gratitude to Audit Wales for their contributions. 
 
AC24.80.6 The Chair of the committee opened up questions to the Committee 
Members.

AC24.80.6 An Independent Member (RWJ) expressed concern with regards to 
potential journalistic scrutiny, in relation to service provision. The Chief 
Executive then spoke about financial governance and controls, whilst 
acknowledging the disappointing carryover issue. Progress was also raised 
regarding rapid patient access within the short-term plan, highlighting both 
internal and external provisions. 

AC24.80.7 The Chair requested clarification around the publication of the 
Accounts. The Director of Corporate Governance clarified that the draft accounts 
had been published in the public domain (as part of the draft process), and the 
support and preparation of the Communications Team was in place. The 
Committee discussed and predicted media interest. A discussion ensued and it 
was confirmed that the Director of Corporate Governance intended to provide 
support to the Communications Team in order to share the thoughts of the 
Committee. 

AC24.80.8 The Interim Executive Director highlighted the massive rate of 
positivity from the financial perspective, along with the credibility of the finance 
teams. The difficult period over the last two years was raised, and it was noted 
that the progress was to be built into external communications.

AC24.80.9 The Chair closed the item and thanked the Finance Team for the 
presentation.

PW
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AC24.80.10 RESOLVED
The Audit Committee recommend the Board approval of the 2023-24 Annual 
Accounts to the Health Board, following consideration of Audit Wales findings on 
their review of the Financial Statements.

AC24.82 - Response to Audit Enquiries Letter

AC24.82.1 The Interim Executive Director of Finance presented the Audit 
Enquiries Letter to the Committee, and provided a brief overview in relation to 
the focus and responses of the Health Board and Audit Committee Chair. 

AC24.82.2 An Independent Member (UF) requested clarification concerning 
Welsh Risk Pool ongoing cases. The Interim Executive Director of Finance 
provided an overview of the Welsh Risk Pool (WRP) and the relationship with 
the Health Board, whilst clarifying that that WRP was underwritten, and further 
explained the threshold and cost consequences of the charge back proportions. 

AC24.82.3 An Audit Wales Lead (MP) conveyed that the expectations had been 
in line with the review and feedback was adequately received.

RESOLVED
The Audit Committee noted the response to the Audit Enquires Letter and 
recommended the response detail to the Health Board.

AC24.83 - ISA 260 Audit of Financial Statements - Audit Wales

AC24.83.1 The ISA 260 Audit of Financial Statement was presented to the 
Committee.  The Audit Wales Lead (MP) clarified the timeline and approval of 
the accounts, along with key improvements and standards of the collaborative 
work undertaken. Key elements and amendments were highlighted, in particular 
to thresholds and materiality, in relation to standard practices to specific areas of 
interest. Ethical standards were also highlighted, whilst drawing attention to the 
independence and objectivity regarding the mitigated risks and controls in place.  

AC24.83.2 The Audit Wales Lead also commented on the considerations of the 
audit statement by the committee and forthcoming approval of the Board.  It was 
noted of the Auditor General intention in issuing an unqualified statement. The 
HM Treasuries compliance and accordance was also highlighted, concerning the 
work undertaken.

AC24.83.3 The Financial duty to break even in relation to a 3 year plan was 
raised, along with a breach in standing financial instructions. It was clarified that 
the matters were included therein the report for the attention of the Auditor 
General and Senedd in further detail.

AC24.83.4 Attention was drawn to the amendments to appendices 4 and 5; 
whilst acknowledgement to the positivity of the report, and in particular the 
significant improvements to the quality of the draft statements. The Audit Lead 
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also made a comparison to the previous year, in terms of challenges and 
concerns relating to quality. The Audit Lead commended the Committee. 

AC24.83.5 The Audit Lead also commented upon the progress and mapping of 
the financial statements and paid individual thanks to the Head of Financial 
Control for the support provided. 

AC24.83.6 Significant improvement was acknowledged with regards to the 
quality of the remuneration report. The Committee noted the context in 
significant changes within the Health Board to date, whilst highlighting the 
updates made in appendix 5 of the report, along with some sensitivity issues. 
The recognition was made of the necessity to establish stronger governance 
arrangements regarding remuneration reporting.

AC24.83.7 An Audit Wales Lead (MP) also raised attention to appendix 4 and 5 
amendments and in particular pay disclosures and benefits in relation to 
remuneration, pensions and salaries. It was raised that the updates and 
amendments had been brought in line with the requirements for the 
management of the accounts. 

AC24.83.8 The Chair of the Committee requested clarification on the quality 
process of the report and the Chief Executive referred to the Director of 
Corporate Governance to update. 

AC24.83.9 The Chief Executive also commented upon the challenges and 
ongoing work, in relation to remuneration, along with the open dialogue and 
discussions with Audit Wales and forthcoming improvements in relation to the 
complex and challenging environment.  The Chief Executive also relayed her 
thanks for the work of Colleagues.

AC24.83.10 The Director of Corporate Governance echoed the detail expressed 
by the Chief Executive and provided an overview of the ongoing work with Audit 
Wales.

AC24.83.11 The Audit Wales Lead (MP) clarified the detail in relation to post 
project learning and sharing of reflections along with the commitment to the 
Health Board to address the issues identified going forwards.

AC24.83.12 The Chair of the Committee queried an inherited matter, in relation 
to clarification to an interim post in the previous financial year under the previous 
Board. The Audit Wales Lead (MP) clarified the payment dates and informed the 
Committee of the quantum payments. A discussion ensued. An IM (RWJ) also 
referred to an extension approval for the post. IM (UF) referred to preparation 
and planning going forwards, concerning support and conversations in relation 
to the remuneration committee.  The Interim Executive Director of Finance 
referred to the irregularities, and that they occurred because of decisions taken, 
prior to the Health Boards move to Special Measures. It was noted that the issue 
had been highlight to the external Communications Team.



Extra Ordinary Audit Committee Minutes 09.07.24 V0.03 Unconfirmed (Public)      Page 5 of 9

RESOLVED
The Audit Committee noted the report and recommended the report to the 
Health Board.

AC24.84 - Local Counter Fraud 2023/2024 Annual Report

AC24.84.1 The Interim Executive Lead introduced the report and informed the 
Committee of activities undertaken along with regular performance and proactive 
updates being received. 

AC24.84.2 The Interim Director of Finance informed the Committee of the Team 
being within budget for the year, along with headlines of proactive and reactive 
work undertaken by the Counter Fraud Team, The Committee noted that the 
Counter Fraud Policy was also under review. The Committee also received an 
update on the positivity of the counter fraud standards return. The retirement of 
the Head of Counter Fraud was also noted, which was in the process of being 
recruited to.

AC24.84.3 It was confirmed that the Deputy Head of Local Counter Fraud had 
successfully completed the Data Analytics Course and had won an award, 
(which also included a member within the Finance Team). The Committee 
acknowledged the new skill set, which were to be utilised within a number of 
forthcoming projects.

AC24.84.4 The Committee acknowledged the significant engagement with staff, 
with regards to regular presentations, and sharing of fraud awareness articles. 
Shared working links were also reported upon, along with links to the Post 
Payment Verification Team.  Details in relation to the Risk Management Teams 
involvement and ongoing/new referral cases were also shared in the report.

AC24.84.5 A refresh and update of the report template had also been confirmed, 
in relation to future Committee Reporting via public and private sessions. The 
Chair thanked and congratulated the Counter Fraud Team for the report. 
Questions were then invited.

AC24.84.6 An IM (RWJ) commented upon the huge amount of work undertaken 
and queried as to how the Health Board quantify financial savings. Whilst unable 
to clarify; it was reported that the Deputy Head of Local Counter Fraud Service 
had been in discussions with the Central Intelligence Team and referred to a 
new module being under development for future reporting. A discussion took 
place, in relation to financial savings and ongoing cost benefits. The Interim 
Executive Director of Finance also commented upon direct interventions along 
with recovery and reporting through to Committee Level. It was noted that 
continued fraud awareness was intended, along with ongoing consistent 
approaches and progress.

AC24.84.7 The Deputy Head of Local Counter Fraud Service also emphasised 
that the Health Board were the 1st in Wales to roll out a Mandatory Fraud 
Awareness eLearning Module and reported the positive steps to date. The 
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Committee acknowledged and gave thanks to progress and update of the 
training module.

RESOLVED: 
The Audit Committee considered and noted the Local Counter Fraud Annual 
Report for 2023/24.

AC24.85 - Head of Internal Audit Opinion and Annual Report 2023/2024

AC24.85.1 The Chief Executive and Accountable Officer opened the item and 
provided thanks to the Internal Audit Team, along with the flexibility and support 
provided throughout the year whilst noting the system of internal control and 
levels of considerable challenge therein the organisation. The Chief Executive 
also expressed and gave thanks to the recently appointed Director of Corporate 
Governance, whilst noting the systems, and process challenges that the Health 
Board had been faced with. 

AC24.85.2 The Head of Internal Audit presented the report to the Committee, 
whilst commenting on areas and points of focus and confirmed a limited 
assurance opinion for the year 2023/2024. 

AC24.85.3 The Committee were guided to the synopsis to the reviews and the 
assurances applied throughout the year. The deteriorating picture of compliance 
was presented. The similarities to other NHS organisations had been 
recognised, as the picture was not unique to BCUHB.

AC24.85.4 The Head of Internal Audit also drew attention to governance, risk, 
and regulatory compliance; in being the top risks areas along with quality and 
safety being under concern in relation to limited assurances. Noncompliance 
with regards to operational policies and procedures was also commented upon, 
along with controls and management of risks relating to achieving corporate 
objectives.

AC24.85.5 The Committee were assured that Internal Audit had complied with 
the public sector standards and clarification was received confirming of there 
being no impairment to independence in relation to any member of the Team. 
The Head of Internal Audit also confirmed access levels within the Health Board 
in the event of raising concerns (via the Accountable Officer, Chair of Audit 
Committee and Health Board Chair).

AC24.85.6 The Head of Internal Audit also commented upon Key Performance 
Indicators and a slight decline in relation to management report turnaround 
responses.

AC24.85.7 On behalf of the Internal Audit Team, the Head of Internal gave 
thanks to the Corporate Governance Directorate, Chair of the Audit Committee, 
Committee Members, Health Board Chair and all Executives for the ongoing 
support provided throughout 2023/2024. 
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AC24.85.8 The Chair thanked the Head of Internal Audit whilst acknowledging 
the detail and overview provided, in relation to the progress to date, and 
improvements concerning risk and regulatory compliance envisaged going 
forwards.

AC24.85.9 The Director of Corporate Governance expressed her gratitude to the 
support of the Internal Audit Team, along with the complexities to the 
management of audit processes. It was confirmed that traction and delivery of 
improvements were being made, in relation to the update of internal and external 
recommendations identified via the Structured Assessment. It was noted that 
historic recommendations were also being reviewed to ensure all actions were 
adequately closed. 

AC24.85.10 The Interim Executive Director of Finance commented on the 
limited assurances, along with the reductions in compliance and referred to the 
processes in place, for tracking audit recommendations going forwards. Delivery 
and accountability was also raised.

AC24.85.11 An IM (RWJ) requested that Internal Audit Reports be collated for 
IMs to view for ease in 1 location. It was confirmed by the Director of Corporate 
Governance that a system had recently been set up. The IM then referred to the 
Operating Model and tracking of recommendations, in relation to previous 
concerns raised with regards to tracking of updates. 

AC24.85.12 IM (UF) expressed the usefulness of the report, in relation to 
collating thoughts and discussions relating to audit tracking and assurances. The 
IM thanked the Head of Internal audit. The Chair then summarised the ongoing 
work of the Audit Committee and also in relation to management responses

RESOLVED: The Audit Committee received the Head of Internal Audit opinion 
and annual report for 2023/24. The level of ‘limited assurance’ was reported, as 
anticipated.  It was clarified that improvements to internal controls are a key 
priority for the Executive team.

AC24.86 - Annual Report 2023/2024

AC24.86.1 The Director of Corporate Governance presented the Annual Report 
2023/2024, and explained that the 3 sections of the documentation which in 
combination, would provide the finalised report for submission to Audit Wales 
and Welsh Government.

AC24.86.2 The Committee were informed of the iterative process and thanks 
was given to the Associate Director of Governance (PM) and the wider team, in 
relation to the check and challenge compliance. 

AC24.86.3 The Director of Corporate Governance referred to 3 minor updates to 
the report, which would be made prior to presentation to the Health Board. It was 
proposed to work with Audit Wales, to finalise the points, to address the specific 
issues raised.

PW
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AC24.86.4 The Director of Corporate Governance expressed that the report was 
a true and fair position of the activities of the Health Board throughout the year, 
along with been compliant with the manual for accounts, as set by Welsh 
Government. The significant period of changes was noted by the Committee and 
was also noted as being reflected within the report.

AC24.86.5 Progress in relation to Special Measures was also highlighted along 
with ongoing work in relation to governance, risk and assurance.  

AC24.86.6 The Limited Internal Audit Opinion was also noted therein the annual 
governance statement. Attention was also drawn to the Operating Model, along 
with specific areas of concern.

AC24.86.7 Audit Wales Reporting was also noted in relation to levels of 
assurances, within the period of challenge. The ongoing work to strengthen the 
corporate governance and assurances processes was highlighted. Breaches of 
statutory planning duties was also raised.  

AC24.86.8 The Director of Corporate Governance then invited questions. 

AC24.86.9 An IM (RWJ) commented upon the Chief Executives tone as being 
very appropriate within the report. A discussion took place and the IM also 
commented on the proof reading progress of the report. The Director of 
Corporate Governance confirmed that substantive proof reading had been 
undertaken.

AC24.86.10 The Chief Executive commented on the suggested improvements, 
in relation to report specifics and terminology, which would be included in future 
iterations.

AC24.86.11 An IM (UF) queried as to how the Committee linked to the Quality 
Safety Experience Committee in dealing with clinical audits. It was confirmed 
that the issues were to be dealt with via the Integrated Chairs Meeting. It was 
noted that the Director of Corporate Governance and IM would discuss outside 
of the meeting.

AC24.86.12 Statute requirements and obligations in reporting were also raised 
and the Director of Corporate Governance and Interim Executive Director 
provided the overview in terms of compliance with guidance and prescribed time 
frames.  It was also noted that the Health Board Annual General Meeting (AGM) 
would receive a summary version of the report in September, along with the 
Communications Team providing an overview summary. Following a discussion, 
with regards to the AGM, it was also confirmed that the public were able to 
engage. The Chief Executive also expressed the importance of engagement and 
also referred to a recent stakeholders brief in relation to special measures which 
was very well received.
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AC24.86.13 Subject to minor updates, the committee formally recorded that the 
committee;

• Received and consider the Annual Report 2023-24, Part 1 and 2 and 
Annual Governance Statement.

• Recommend to Board at its meeting on 10 July 2024 the approval and 
signature of the Annual Report and Financial Accounts for year ended 
31st March 2024.

RESOLVED Subject to minor updates, the committee; formally recorded, 
received and considered the Annual Report 2023-24, The Committee 
recommend to the Board the approval of the Report for onward submission to 
Welsh Government, following the incorporation of the accounts, subject to the 
Board approval.

AC24.86 - Review of Meeting Effectiveness

AC24.86.1 The Members agreed that the meeting was informative and positive 
discussions arose. 

AC24.87 Date of next meeting 

AC24.87.1 The Chair reiterated her thanks and commended the Finance Team 
and all involved in producing the reports taken at the Audit Committee Meeting. 
It was confirmed that the date of the next meeting would be Thursday 18th July 
2024, 9.30-13.30pm.
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Betsi Cadwaladr University Health Board (BCUHB)
UNCONFIRMED Minutes of the Audit Committee held in PUBLIC

on 18 July 2024
in the Boardroom, Carlton Court, St Asaph and via Teams

Committee Members Present
Name Title
Karen Balmer Independent Member (Chair)
Urtha Felda Independent Member
Dyfed Jones Independent Member (via Teams)
Rhian Watcyn Jones Independent Member (via Teams)
In Attendance
Russell Caldicott Interim Executive Director of Finance (part meeting)
Dyfed Edwards Health Board Chairman (part meeting)
Pam Wenger Director of Corporate Governance 
Andrea Hughes Interim Finance Director, Operational Finance
Andrew Doughton Audit Manager, Audit Wales
Fflur Jones Performance Audit Lead, Audit Wales
Matt Edwards Director – Financial Audit Lead, Audit Wales
Dave Harries Head of Internal Audit 
Nicola Jones Deputy Head of Internal Audit 
Libby Ryan Davies Integrated Health Community Director (Central)
Nesta Collingridge Head of Risk Management (part meeting)
Amanda Legge All Wales Post Payment Verification (PPV) Manager (NWSSP) 

(part meeting)
Wyn Owens Head of Operational Procurement & National Sourcing NWSSP 

(part meeting)
Committee Support
Jody Evans Corporate Governance Officer
Philippa Peake Jones Head of Corporate Affairs 

Agenda Item                                                                                                                        Action
PRELIMINARY MATTERS
AC24.88 Welcome, introductions and apologies for absence

AC24.88.1 The Chair of the Committee welcomed everyone to the meeting and 
apologies were received from Nick Lyons – Executive Medical Director, Sjef 
Molmans - Local Counter Fraud Specialist, Finance and Carol Shillabeer - Chief 
Executive.
 
AC24.89  Declarations of interest on current agenda

AC24.89.1 No declarations of interest were made at the meeting.
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AC24.90  Minutes of previous meeting for accuracy 

AC24.90.1 AC24.57.3.1 RESOLVED: The Minutes from the meeting held on 
May 7th were confirmed as accurate, with amendments to the language 
concerning item AC24.57.7.7 and a correction to the job title of the External 
Audit Manager.

AC24.90.2 It was agreed that items on the action log that were closed by the 
Committee would be noted in the minutes of the meeting going forward.

JE

AC24.91 Action Log and matters arising not covered on the agenda

AC24.91.1 Members received the action log and noted that it did not appear to 
be a clear record of the actions that were closed the previous meeting.  
Following a discussion between the Chair and the Head of Internal Audit about 
the resolution of closed items on the action log, it was agreed that a review of 
the actions from the previous meeting be reviewed and an update provided to 
the Chair to ensure that there were no actions missing. It was noted that the 
column advising of the revised deadline date was missing which was an 
oversight and would be reinstated.

In reviewing the action log, the Committee agreed to close the following actions:

AC23.93, AC24.57.7.7, AC24.57.7.10, AC24.57.8.4, AC24.58.5, AC24.16.1 & 2, 
AC24.57.3.1, AC24.57.6.2, AC24.57.6.3, AC24.58.7.1, AC24.58.9, AC24.59.2.7, 
AC24.59.2.14, AC24.59.3.2, AC24.59.3.3, AC24.60.1.6, AC24.61.1.6, 
AC24.61.2.3, AC24.61.2.6, AC24.61.5.2, AC24.62.1.7 and AC24.63.1.1.

RESOLVED: That; updates to the summary action log be recorded therein.  

KB/PW

AC24.92 Notification of matters referred from other Committees

AC24.92.1 There were no matters referred from other Committees noted at the 
meeting.

AC24.93 To note the items considered in the In-committee Audit 
Committee 

AC24.93.1 The Committee noted the items that were considered in the In-
committee Audit Committee, held on the 7th May 2024;
 Details of Breaches of SFIs, Scheme of Delegation and Standing Orders.
 Independent Review Management Response (Contract Procurement 

Review).
 Local Counter Fraud Report.
 Development of the Annual Governance Statement 2023/24.

RESOLVED; that the items were noted.
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AC24.94 Effective Governance – Integrated Health Community (IHC) 
Central - Final Internal Audit Report

AC24.94.1 The Integrated Health Community Director (Central) presented the 
Limited Assurance Report to the Committee, along with a summary of the 
Limited status recommendations and management action plan.

AC24.94.2 It was noted that the management plan had been reviewed at the 
19th June 2024 Executive Team Meeting, and was subsequently submitted to 
Internal Audit.

AC24.94.3 The IHC Director thanked the Internal Audit Team for their patience  
with regard to the accuracy of comments, which had been included in the final 
report.

AC24.94.4 The Committee noted that a number of key actions had been 
completed to date, and that work was ongoing to progress recommended 
actions with the support of the Corporate Governance Team, in terms of 
completion of the review of the Governance arrangements. 

AC24.94.5.1 The audit report had contained a management action that related 
to the re-establishment of a Financial Control Group. The purpose of these 
Groups will be to oversee the planning and delivery of financial targets whilst 
understanding the impacts of the necessary change to deliver a reduction in 
financial spend. The IHC Director reported that the IHC were aligning the Terms 
of Reference. It was also noted in the meeting that there was a management 
action in the audit report that the Central IHC Clinical Effectiveness Group 
(CEG) will be the responsible forum for ensuring that required clinical audit is 
completed and assurance would then be overseen by the Quality Operational 
Delivery Group (QODG). It was noted by the Committee that the ToR will be 
reviewed to ensure that this is reflected and that the ToR would relate to Tier 1, 
2 and 3 audits.

AC24.94.5.2 Significant focus was given to improvements to performance and 
monitoring against concerns, complaints and incidents. It was noted that a huge 
amount of work had been undertaken to address the backlog with support and 
scrutiny from the Director of Nursing and Chief Executive. It was reported that a 
significant improvement had been recognised.

AC24.94.5.3 Risk Management was also commented upon by the Director, 
including the ongoing evaluation of service-related risks. It was affirmed that 
Risk Management was an integral part of the process; particularly in relation to 
the periodic updates of service risk reviews, and updates to the risk register. It 
was also raised that the updates were consistently featured on the agendas of 
the key Governance Groups within the IHC and recognised within the Terms of 
Reference. It was also noted that attendance issues at the Risk Management 
Group meetings had been a concern for the IHC. It was confirmed that the 
Director was optimistic that the recent updates to the terms of reference would 
lead to enhanced participation and overall improvement in attendance.
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AC24.94.5.4 The Committee noted the update and questions were invited.

AC24.94.6 Independent Member (DJ) raised a question, regarding the revision 
of the current implementation to evaluate improvements. The Head of Internal 
Audit stated that a follow-up would be conducted within the year. He also 
mentioned that discussions with the Director of Corporate Governance would 
take place to review the progress of follow-ups. Additionally, the Head of Internal 
Audit indicated that focus testing would be implemented, to aid in the formal 
closure of the actions.

AC24.94.7 Independent Member (RWJ) sought assurances from the Director, in 
relation to the development of trajectories and how these would clear the 
backlog of complaints, with a target completion date set for the end of July. RWJ 
queried what was the plan with regard to getting a grip on the overspend 
incurred by the IHC. The Director emphasised that establishing trajectories was 
not solely about planning, but also about ensuring swift resolution of issues. The 
Director clarified the range of ongoing work around expenditure and key drivers.  
It was also noted that Senior Management was reviewing bed escalations and 
the reduction of bed escalations and variances in pay spend as a result of 
agency usage as a key focus of cost pressures. RWJ expressed her 
disappointment that the measures re financial control had not enabled the IHC to 
manage its budgets and that all budget holders should be looking at how they 
can reduce costs.

AC24.94.8 Independent Member (RWJ) furthermore commented upon the 
number of complaints and actions and queried as to why the work had not been 
undertaken previously. The Director explained the legacy of the situation along 
with additional resource and measures, in relation to pilots being undertaken to 
meet the demand. The IM also questioned the budget holders role with regards 
to the report highlighting the IHC being the biggest over spender; the Director 
clarified the budget holders were working hard to review opportunities in working 
differently, in order to reduce expenditure.

AC24.94.9 The Chair of the Committee referred to the number of open 
complaints since April, and questioned the position at the end of June. The 
Director agreed to forward the detail to the Chair following the meeting, it was 
noted that overdue complaints had significantly reduced. It was also agreed to 
provide a future update on the impact of the actions being taken, with regards to 
the reduction of outstanding complaints responses at a future meeting.

AC24.94.10 The Interim Executive Director of Finance also expressed his 
disappointment, along with concerns in relation to the management of cost 
pressures and risk compared to others. It was noted that there was a huge 
amount of work to be undertaken within the IHC. The Interim Executive Director 
of Finance also confirmed that specific support had been provided to the IHC by 
the Chief Finance Officer and that work was being undertaken in the 
background. The Committee Chair then reflected on the distinctiveness of the 
three separate IHCs. The necessity for mutual learning, in terms of financial 

LRD



Audit Committee Minutes 18.07.24 V0.03 Unconfirmed (Public)      Page 5 of 19

management or complaint resolution was emphasised as a crucial element of 
the integrated approach. Cost effectiveness was referred to by the Interim 
Executive Director of Finance along with mitigations of risk and additional 
capacity. It was agreed to share the report with the Performance, Finance and 
Information Governance Committee.

RESOLVED: The Committee noted the update and requested an update on the 
impact of the actions being taken, with regards to the reduction of outstanding 
complaints responses at a future meeting with the report being shared with 
PFIG.

PPJ

AC24.95 To receive a Report from NHS Shared Services Partnership on 
23/24 Annual Procurement Assurance

AC24.95.1 The Head of Operational Procurement & National Sourcing NWSSP 
(WO) provided the Committee with an inaugural report and presentation, which 
included key updates on National Procurement initiatives and outcomes that had 
a direct bearing on the Health Board, the update also provided the summary of 
procurement activity undertaken.

AC24.95.2 The Chair of the Committee commented upon the inaugural report 
and frequency of the reporting, the Head of Operational Procurement and 
National sourcing clarified the internal restructuring of the service, and referred 
to the refreshed standard of reporting. The Interim Director of Operational 
Finance confirmed the reporting pattern, which was reviewed in incorporation 
into the Health Boards Conformance reporting. Chair then queried the delivery 
and carriage costs in the report. It was clarified that the savings opportunities 
concerning carriage, delivery and bulk buys were part of the Health Boards 
savings Workplan. 

AC24.95.3 The Interim Executive Director of Finance also explained to the 
Committee of the Health Boards membership and attendance at the National 
Workstream reporting on Value Sustainability, whilst ensuring oversight and 
opportunities to target saving gaps. The Director of Corporate Governance also 
acknowledged the update in terms of feeding into the Audit Committee.

AC24.95.4 The Chair of the Committee questioned as to whether or not the 
audit recommendations had been completed. It was confirmed that the 
recommendations had been completed, however Internal Audit had not yet 
followed up and closed the recommendations. It was noted that the actions 
relating to the closure would not take place until the second part of the financial 
year, it was clarified that a full deep dive would be undertaken.

AC24.95.5 The Chair also addressed the Committee regarding the log of 
Tenders. Particular emphasis was placed on the discrepancies observed in the 
names of suppliers listed, and the Chair questioned the potential enhancements 
to ensure accuracy in future records. The Head of Operational Procurement & 
National Sourcing confirmed that the data was taken from a manual 
spreadsheet, not extracted from the Tender Management System. He also 
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clarified that the Team would standardise suppliers across the data sheet in 
future reporting. Chair then requested that The Head of Internal follow up to test 
the point made. The Head of Internal Audit confirmed that the point would be 
picked up on an All Wales Basis. A discussion ensued following a similar point 
made by IM (RWJ) regarding inconsistencies across the system in relation to 
streamlining. It was explained that the suppliers would be combined where 
possible.

AC24.95.6 The Head of Internal Audit acknowledged the report’s 
comprehensive detail and the Committee noted a comparable report to be 
introduced across Wales. The Head of Internal Audit also remarked on the 
adherence to NWSSP standard operating procedures; the need for broader 
assurances concerning payroll, and the necessity for additional detail regarding 
these aspects be incorporated into the reporting going forwards.

AC24.95.7 The Director of Corporate Governance delineated the distinct 
governance processes pertaining to shared services; along with the involvement 
of the Health Board, being part of the All Wales Partnership Committee, and the 
process of governance reporting to Velindre NHS Trust as the host body. The 
Committee acknowledged the Director’s remarks, recognising the importance of 
clear boundaries and assurances. It was noted to arrange a future session with 
Board Members, to further discuss the role and operations of Shared Services. 
A further discussion took place with a dialogue on financial matters and the 
adherence to NWSSP internal Standard Operating Procedures, which would be 
included in future internal audits.

AC24.95.8 The Chair discussed the provision of branded merchandise for North 
Wales Child and Adolescent Services, emphasising the importance of the 
products’ compliance with ethical standards. Confirmation was given that all 
merchandise procured through the Health Board’s processes meets 
environmental standards. Additionally, it was noted that there is a process for 
sourcing from Welsh suppliers whenever feasible.

AC24.95.9 The Committee expressed gratitude to the Head of Operational 
Procurement & National Sourcing for presenting the report. The Head of 
Operational Procurement also invited suggestions for improvements to the 
reporting template for consideration in future iterations.

RESOLVED: The Committee noted the inaugural Annual Assurance Report 
(Procurement) for 2023/24 

PW

AC24.99 To receive an annual report from NHS Shared Services 
Partnership on Post Payment Verification 2023/2024

AC24.99.1 The NWSSP Lead (AL) presented the briefing, in relation to the Post 
Payment Verification (PPV) Annual Assurance Report for 2023/24, which 
provided an overview of the verification work for claims from General Medical 
Services (GMS), General Ophthalmic Services (GOS), and General 
Pharmaceutical Services (GPS).
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AC24.99.2 It was reported that the team completed 48 of 49 GMS planned visits 
and one extended visit within BCUHB. The next year would prioritise revisits, 
with extended visits for routine and revisit cases. 

AC24.99.3 The Lead summarised that GOS had moved towards remote access, 
including virtual visits, amidst the ongoing shift to electronic records, with 
continued physical visits as necessary. 

AC24.99.4 In relation to the GPS, it was noted that a new service check system 
was implemented in 2023/24, with all visits completed. It was summarised that 
the upcoming year would see collaborative scheme verification and expanded 
remote working, alongside quarterly reporting across Wales. 

AC24.99.5 The Committee noted that technical issues with dispensing data 
checks had been resolved, allowing for quarterly reporting. 

AC24.99.6 It was reported that the Clinical Waste Self Assessments were also 
successfully piloted and were ongoing whilst highlighting the fresh approaches 
that could lead to financial savings for the NHS in the domain of clinical waste 
management. Plans were also in place to pilot self-assessments for pharmacies. 

AC24.99.7 It was explained that meetings were being held throughout Wales 
and with the audit team. Additionally, explorations into further potential cost-
saving measures were underway. Correspondingly, a visual guide concerning 
PPV had been developed for GOS contractors, akin to the GMS.

AC24.99.8 The Committee Chair requested details on the availability of 
comparative trend analysis, including geographical data (in relation to East, 
Central and West IHC areas). It was explained that a new business information 
team in primary care was currently creating a data dashboard, and confirmed 
that plans were in place to improve this data moving forward. 

AC24.99.9 The Director of Corporate Governance questioned if any particular 
themes had been raised upon the visits in terms of learning, and of the 
resolutions or progress and (where applicable) to counter fraud. The NWSSP 
Lead provided an overview of the current actions taken and it was agreed to 
include any anonymised common themes within future reports to the Committee. 
The Interim Executive Director of Finance commented on the establishment of 
benchmarks and provided explanations regarding the scope and guarantees 
involved in recuperating and collaborating with newly integrated practices.

AC24.99.10 The Chair inquired about the proportion of electronic versus paper-
based systems. It was confirmed that, owing to a large contractor, the ratio 
stands at an even 50/50. A discussion ensued over manual paper checks 
compared to electronic verification methods.

AL

AL
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RESOLVED: The Committee reviewed, noted and were assured that the PPV 
cycle was being managed appropriately but requested prior year/prior period 
comparative data going forward. 

AC24.96 Risk Management

AC24.96.1 The Committee received an update from the Head of Risk 
Management in relation to the position on the, Limited Internal Audit Report, 
Corporate Risk Register, Risk Management arrangements, and the proposal to 
the role of Risk Management Group. 

AC24.96.2 Internal Audit Report - The Head of Risk Management expressed 
gratitude to the Internal Audit Team in the production of the limited assurance 
report. The Committee then received an update on the four recommendations 
and the advancements achieved to date. 

AC24.96.2.1 A significant improvement in quality assurance rates was 
highlighted, rising from 23% to 56%, and the establishment of a business cycle 
designed for the quarterly review of risk registers. Attention was also drawn to 
the insufficient examination of the corporate risk register, and suggestions had 
been made for revising the risk management group. 

AC24.96.2.2 The Head of Risk Management indicated that the growing scope 
and attendance of the Risk Management Group meetings had hindered 
thorough analysis of the corporate risk register. Consequently, it was proposed 
to the Audit Committee to the establishment of a risk scrutiny group with fewer 
members to enable dedicated scrutiny, and to adjust the meeting schedule to 
provide ample opportunity for addressing risk escalation.

AC24.96.3 Risk Management Framework - The Committee noted that the Risk 
Management Framework had also been updated in line with the report 
recommendations and inclusion of the details in relation to the Health Boards 
Risk appetite and tolerance levels. 

AC24.96.3.1 The Director of Corporate Governance also acknowledged the 
disappointment of receiving a limited assurance report, but also expressed 
appreciation for the risk team’s efforts over the past year. The necessity for 
continued dedication to risk management and the vigilant monitoring of risks by 
the scrutiny group was emphasised.

AC24.96.3.2 The Committee Chair acknowledged and appreciated the progress 
made and the Committee recognised the foundation laid for future 
enhancements.

AC24.96.3.3 The Chair of the Health Board attended the meeting at this point.

AC24.96.3.4 IM (RWJ) inquired about the integration of the risk appetite and 
how it fed into the scoring system. The Head of Risk Management affirmed that 
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going forward, the tolerance scoring level would be incorporated into the risk 
matrix and reflected in upcoming Committee reports.

AC24.96.3.5 The Committee observed that 9 out of the 17 risks listed in the 
Corporate Risk Register exceeded the Health Board’s tolerance levels. It was 
confirmed that the risks are set to be reviewed by the Risk Scrutiny Group, then 
discussed further by the Executive Team and relevant Committees to ensure 
prioritisation. Additionally, attention was noted to aligning risk management and 
actions with the Health Board’s Annual Plan.

AC24.96.4 Corporate Risk Register - The Head of Risk Management then 
presented the Corporate Risk Register, offering a summary of its contents. 
There were no inquiries or issues brought up for discussion in relating to the 
Risks therein the report. It was however noted that following a board 
development meeting, it was decided to remove the assurance line from the 
template, considering them part of the Board Assurance Framework. This 
modification received the Committee’s endorsement.

RESOLVED: The Committee agreed to endorse;
 The management response of the Internal Audit report. 
 Recommendations to updating of the Risk Management Group (3 x a 

year Risk Forum and monthly Risk Scrutiny Group). 
 Key updates and changes to the Risk Framework and Procedures.
 The Corporate Risk Register updates.

AC24.97 Breaches of SFIs and Scheme of Delegation

AC24.97.1 The Interim Director of Finance reported to the Committee that there 
were no breaches to report at the meeting.

AC24.98 Standards of Business Conduct

AC24.98.1 The Director of Corporate Governance introduced the item, reporting 
that Internal Audit had recently completed their audit of the Standards of 
Business Conduct Declarations of Interest, Gifts, and Hospitality, and reported 
that sadly the audit received a limited assurance rating. 

AC24.98.2 The Director referred to the standards scope, which covered not just 
the Board, but also certain individuals within the organisation in terms of 
declarations. The compliance and complexities of the policy was raised, along 
with challenges within the organisation and staff shortages within the team. 

AC24.98.3 It was confirmed that detailed work was to be undertaken, with the 
Head of Corporate Affairs leading the efforts to address the recommendations 
and system challenges. The Director also mentioned the implementation of the 
system and procurement. The strengthening of governance and communication 
was fully acknowledged, along with various challenges throughout the previous 
18-month period. It was noted that the Director would feedback to the 
Committee in relation to updates on progress in the November Audit Committee. 

PW
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AC24.98.4 The Head of Corporate Affairs then updated the Committee in 
relation to actions which had been implemented since the review 

AC24.98.5 The Chair referred to nil declarations and approvals, it was agreed 
for the Head of Corporate Affairs to ensure the element of the process was 
actioned. The Chair also referred to twice-yearly reports being presented to the 
Committee, which had been agreed between the Chair and the Director of 
Corporate Governance. 

AC24.98.6 A discussion ensued relating to declarations relating to Executives, 
Board Members and Independent Members. The system implementation was 
referred to, along with issues that required addressing, as noted therein the 
report. 

AC24.98.7 An IM (RWJ) queried the deadlines in relation to various actions 
within the report, noting that most had a deadline of 31st July 2024. It was 
confirmed that where actions do not achieve the target date, the date would be 
revised accordingly and that work was ongoing.

AC24.98.8 The Chair of the Health Board welcomed the ongoing work and 
summarised the public transparency, particularly regarding concerns in relation 
to employees conflicting existences. 

AC24.98.9 A discussion ensued concerning the process and corporate 
governance capacity in relation to the reviews of declarations, as part of the 
planned role going forwards. 

AC24.98.10 The Head of Internal Audit addressed a point in the report about the 
procurement of the Civica System, explaining that it was acquired by a former 
Interim Board Secretary. It was clarified that the Audit Team neither 
recommends nor has ever recommended systems for procurement. Additionally, 
the Head of Internal Audit mentioned that they had not used the Civica System, 
as they utilise an in-house ESR system, which is also available to the Health 
Board.

AC24.98.11 The Chair of the Committee referred to item 2.1.3 regarding an 
inheritance to the organisation in the report and the Committee acknowledged 
the detail in the report.

RESOLVED; The Audit Committee noted:
• The Internal Audit and its findings.
• The actions proposed to address the issues raised.
• To report back to the Committee in November. 

AC24.100 SFI Conformance Report – Quarter 1 24/25 & AC24.97 Breaches 
of SFIs and Scheme of Delegation

AC24.100.1 The Interim Finance Director, Operational Finance
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 presented the conformance report for April to June 2024 to the Committee with 
an overview of regulatory compliance, assurance, and good practice 
expectations. 

AC24.100.2 The Interim Finance Director, Operational Finance explained that 
there had been a continued reduction in non-compliance with purchase orders 
during the quarter, it was confirmed that the data was relative to the size of the 
organisation.  It was noted that purchase orders that required review would be 
considered as call off orders going forwards, in place of retrospective purchase 
ordering.

AC24.100.3 The implementation of a new process involving ‘File Notes’ to 
capture and record instances of procurement spend outside of the SFIs/Scheme 
of Reservation and Delegation (SoRD) was raised. 

AC24.100.4 The Interim Director also clarified that the NWSSP were reviewing 
the All Wales purchase order exemption list, as part of the updated Policy on 
behalf of NHS Wales. 

AC24.100.5 It was reported that Single Waivers had significantly decreased in 
the number of approved waivers.

AC24.100.6 The Interim Director referred to an action point in relation to 
receivables and conformance with payroll procedures; therefore, a brief was 
provided within the report highlighting the recovery actions in place, along with 
housekeeping and review updates.

AC24.100.7 In terms of salary overpayments; it was explained that continued 
education of line managers was taking place, in addition the NWSSP were in the 
process of agreeing an All Wales overpayment procedure, with the aim to 
strengthen the Health Boards governance and processes, in relation to 
recovering salary overpayments. 

AC24.100.8 Details in relation to payables and conformance with Public Sector 
Payment Policy was provided. It was reported that links with the Director of 
Corporate Governance were also in place, in relation to Chairs Actions, as per 
standing orders.

AC24.100.9 Losses and special payments were also referred to with regards to 
medical negligence, Welsh Risk Pool claims and patients property.

AC24.100.10 The Chair of the Committee queried overpayments to staff in 
receipt of benefits. It was clarified that if a staff member had an increased salary 
payment, then benefits would reduce when benefits were being claimed. It was 
noted that the Health Board do not to recover this type of claim, due to the 
benefits reduction being recovered via the public sector. The Interim Director 
then expressed the further need to continue to educate staff in relation to 
overpayments.
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AC24.100.11 An IM (DJ) queried the East Purchase Order Breaches being 
higher than the West and Central Areas. The Interim Director acknowledged the 
point and confirmed that improvements were significantly improving and referred 
to higher amount of managed GP Practices in the East. 

AC24.100.12 The Chair of the Committee then requested clarification on the 
“phases” of breaches in the report on page 6 of 21, in relation to purchase order 
breaches. It was agreed for the Interim Director to follow up on the detail and 
report back to the Chair.

AC24.100.13 An IM (RWJ) requested clarification in relation to LAC charges, it 
was confirmed that LAC charges refer to Looked after Children. It was agreed to 
ensure that all abbreviations are clear in future reports. 

AC24.100.14 IM (RWJ) also questioned the system for logging of staff 
overpayments the monitoring of non-completion of leavers notifications. The 
Interim director assured the IM that work is underway with workforce colleagues 
to reduce the instances and continue to educate lines managers whilst also 
targeting repeat offenders.

AC24.100.15 A further question was raised by IM (RWJ) with regards to lost 
property (hearing aids), and the management of lost property on the wards. The 
Interim Director acknowledged the financial costs to the unfortunate loss of 
hearing aids. A discussion ensued in relation to the hearing aid market, in 
relation to second hand devices and ward procedures.

AC24.100.16 The Chair also congratulated the Finance Team on the collection 
of monies to the long-standing debtors, as noted in the report summary. The 
Chair also requested that a “movements” column be inserted into the report data 
in future reports to indicate progress or otherwise.

AC24.100.17 The Chair of the Committee also referred to procurement contracts 
and in particular of accredited NEBOSH courses within the health board, along 
with the associated costs verses outside training. The Director of Corporate 
Governance noted the comments made by the Chair.

RESOLVED;
The Audit Committee noted and discussed the elements of performance and 
approved the report. 

AH

AH

AC24.101 To receive the Internal Audit Progress Report

AC24.101.1 The Head of Internal Audit presented the 2 and a half-month period 
update to the Committee, which included the status of recommendations, 
including proposed changes to the process and completion of audit 
recommendations. The briefing also covered updates on recommendations with 
‘none’ or ‘limited’ assurances. 
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AC24.101.2 The Head of Internal Audit requested the Committee’s approval for 
changes to the Grievance Management and Business Cases: Capital and 
Revenue reviews. The Executive Director of Transformation and Strategic 
Planning and the Director of Corporate Governance had already approved the 
changes, pending the Audit Committee’s approval. The Committee was provided 
with background information and ongoing work details supporting the request. 
After consideration, the Committee agreed to approve the deferral of the 
Grievance Management review and the split review of the Business Cases for 
capital and revenue.

AC24.101.3 The Committee was also informed regarding the Key Performance 
Indicators, noting the positive status of being green, despite the Health Board’s 
downward trajectory to 77% from a previous 100%. The Chair requested that 
improvements in the response time be made going forward.

AC24.101.4 The Head of Internal Audit expressed gratitude to the Corporate 
Governance Team in relation to the progression of Audits, but highlighted delays 
in owner engagement with the Audit Team, which caused further delays. The 
Chair questioned if there were mitigating circumstances for these delays and 
requested that the issues be raised with Executives regarding the delays and 
implications for the Audit Team. The Director of Corporate Governance assured 
that feedback would be provided to the Chief Executive on this matter.

AC24.101.5 The Deputy Head of Internal Audit presented key highlights from 
recent reviews. It was noted that one report regarding the Orthopaedic Hub had 
not yet been finalised, as it was returned for management review due to queries 
and challenges raised. It was confirmed that the report would be finalised soon 
following the outcome of discussions.

AC24.101.6 The Deputy Head of Internal Audit also outlined that the majority of 
the reports listed had been limited, with key themes including compliance with 
policies, governance, and risk management. The Committee acknowledged the 
progress made in the limited risk report over the year to date, despite 
operational issues and inconsistencies in the quality and detail of risk registers 
and risk management. It was also noted that the Deputy Head was meeting with 
the Head of Risk Management on a monthly basis to discuss issues related to 
ongoing audits.

AC24.101.7 The Committee discussed the Health and Safety Report, noting 
limited assurances and inconsistencies with Risk Assessments along with the 
re-approval of the Policy. Recent changes within Health & Safety were also 
noted. The Chair raised a previous concern with regards to the policy and it was 
clarified that the policy would be taken for approval at the September Health 
Board Meeting.   During the discussion the Head of Internal Audit stated that 
there was a lack of clarity in terms of the responsible officer for Health and 
Safety due to the vacancy for the Director of Environment and Estates.  The 
Director of Corporate Governance confirmed that the CEO was the accountable 
officer and the lead for Health and Safety.
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AC24.101.8 An IM (UF) questioned resistance regarding responses to audit 
requests for detail. A discussion followed, explaining changes in team staffing, 
culture, and clarity around issues related to Internal Audit’s requests. It was 
noted that the People and Culture Committee had agreed to standardise the 
item on their agenda going forward.

AC24.101.9 Budgetary management was discussed in relation to the limited 
report. The Deputy Head of Audit emphasised the progress made over the last 
year, changes in senior leadership, and key issues arising from the lack of 
detailed procedures and accountability letters. The Chair asked for clarification 
on whether accountability letters had been issued to budget holders for 2024/25 
and was assured that they had been issued for the period.  

AC24.101.10 An Independent Member (RWJ) questioned whether the 
assurances were heading towards “reasonable” assurance. The Head of Internal 
Audit explained that the weighting was caveated within all audit reports. It was 
explained that the report received a “limited” status due to a previously agreed 
commitment to review and update procedures, which was subsequently not 
actioned. The Deputy Finance Director then commented on the scoring of the 
limited assurances, noting the improved position, particularly the additional grip 
and control improvements. It was also noted that targeted dates for actions 
related to procedures were being worked on, along with additional training. The 
Director of Corporate Governance also highlighted the significant improvements 
in the work undertaken by the team. The Chair of the Health Board also 
commented on the progress made to date, whilst recognising the significant 
achievements so far. The Chair of the Health Board also emphasised the 
importance of continuing this progress to achieve the recommendations as 
outlined in the report. 

AC24.101.11 The Committee noted the Discharge Arrangements report, 
focusing on the Discharge to Recover Requirements (D2RA) and the 
complexities related to training, procedures, and adverse discharge processes. 
Ongoing work on the recommended actions was acknowledged. An IM (UF) 
questioned whether local authorities were included in the audit as part of the 
system review, and it was confirmed that details related to BCUHB were not 
within the remit. IM (RWJ) raised concerns about delays in discharging patients 
to community hospitals and care pathways, including acute site involvement. An 
Audit Wales Lead confirmed that a regional report had been conducted, with 
similar themes identified. Independent Member (RWJ) clarified her query 
regarding bed availability and patient progression through Health Board care. 
Independent Member (DJ) commented on the disparity in approaches and 
controls among the six local authorities.

AC24.10.12 The Chair of the Health Board made comment in relation to the 
technical aspects of the report scope and queries, which had arisen in relation to 
the system approaches. The Director of Corporate Governance explained the 
process of the report tracking.
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AC24.101.13 An IM (RWJ) requested clarification on the role of the Trusted 
Assessor and the strengthening of this role within the overall process. The 
Director of Corporate Governance noted the request and agreed to arrange for 
the clarification to be provided to all Independent Members.

AC24.101.14 The Committee noted the unsatisfactory Operating Model report, 
which was mainly due to the lack of benefits and measures in place in the offset 
of the plan, making assessment difficult within the audit. The Deputy Head of 
Internal Audit highlighted the challenges. The Chair informed the Committee of 
ongoing work in this area, and the Director of Corporate Governance 
emphasised the report as a key priority in the annual plan. It was confirmed that 
the review was conducted at the request of the Chief Executive.

AC24.101.15 IM (RWJ) requested clarity of a date in relation to the engagement 
process with Board Members. The Director of Corporate Governance clarified 
that the engagement work was to be undertaken within Quarter 2.

RESOLVED:
The Committee approved;
 Changes to the proposed process around the introduction of new Internal 

Audit Reports.
The Committee received;
 The progress report.

PW

AC24.102 Internal / External Audit Tracking Progress Report – Report

AC24.102.1 The Director of Corporate Governance presented the update report 
on the current status of recommendations, including proposed changes to the 
process and completion of audit recommendations. The briefing also covered 
updates on recommendations with ‘none’ or ‘limited’ assurances.

AC24.102.2 In particular, the Director informed the Committee of the tracker 
having gaps within the reports going back to 2021, which had been identified 
through a process gap check undertaken with Audit Wales and Internal Audit.

AC24.102.3 A summary on the current position of recommendations was 
provided to the Committee, noting the absences of the Medical Director and an 
Acting Executive in relation to non-closures.

AC24.102.4 Recommendations per director, particularly those with limited and 
no assurances were flagged therein the report. The Director raised whether the 
Chair would like to invite Executive Directors to provide updates to the 
Committee in terms of oversight of limited and no assurance recommendations 
in the future.

AC24.102.5 It was also explained that the Team was reviewing other systems 
used within other Health Boards, as the current system was Excel-based.
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AC24.102.6 The Director further summarised the details of the 
recommendations in the report along with the external audit process. 

AC24.102.7 The Chair of the Committee expressed concern that the report did 
not evidence the status, in relation to medium and high risks, overdue items, 
relating to limited and unsatisfactory audit reports. The Chair did not feel 
assured with the report as it stood but agreed that returning to the spreadsheet 
tracker was not desirable. It was agreed by the Committee that the need for 
better insight into the status of recommendations should be within the report.

AC24.102.8 An IM (RWJ) also commented and expressed her wish to be 
signposted to the more critical needs and highlighted that not all needs are 
ultimate priorities. She suggested that signposting and grouping would be better. 
IM (UF) reiterated that she agreed with the suggested comments, emphasising 
the importance of time management for the agenda and noting that inviting the 
Executive Directors would add more time.

AC24.102.9 The Chair then commented upon the process, noting the terms of 
ownership and the clear flow chart in place. The Director of Corporate 
Governance was happy to take forward the comments and discussed the 
balance of detail in relation to assurances in previous reports. The Director 
agreed on the need for further in-depth analysis of specific details and pointed 
out the public domain element of the management responses. A summary of the 
Director’s thoughts was provided whilst confirming that detailed information was 
available to members between meetings.

AC24.102.10 The Head of Internal Audit explained that the health board was not 
an outlier in terms of spreadsheet use for logging internal audits. The Director of 
Corporate Governance acknowledged the high level of recommendations due to 
the health board’s situation and expressed efforts to reduce the number of 
recommendations, providing an overview of the recommendation content.

AC24.102.11 An IM (RWJ) expressed her dislike for the A3 spreadsheets and 
suggested inviting Executives to the table to focus on the recommendations in 
the reports over the next few months. The Head of Internal Audit agreed with the 
IM’s comments, particularly regarding the Head of Nursing and Midwifery and 
the outstanding recommendations.

AC24.102.12 The Chair of the Committee then summarised the overview 
provided. The Committee discussed the recommendations for closure. It was 
noted that 22 recommendations had been approved for closure by the Executive 
Team and would be brought to Internal Audit for ratification. Clarification was 
also provided in relation to the recommendations signed off by the Executive 
Team.

RESOLVED: The Committee approved and noted;
 Changes to the proposed process around the introduction of new Internal 

Audit Reports.
 Changes to the new audit recommendation closure process.

PW
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 All ‘no’ or ‘limited’ assurance recommendations. 
 The current update position to all open recommendations, which were 

awaiting Internal Audit approval for final closure approval. 
 The position and review of all Audit Reports included on Audit Tracker and 

next steps

AC24.103 Audit & Risk Committee Update – Report

AC24.103.1 The External Audit Manager (ME) presented an update on current 
and planned audit work within the Health Board, specifically focusing on 
Accounts and Performance Audits. The detailed focus and status of each review 
were discussed.

AC24.103.2 Particular attention was given to the submission of the Health Board 
accounts and the next stages. The Chair of the Health Board expressed her 
gratitude, thanking and congratulating the Audit and Finance Team for all their 
hard work to date.

AC24.103.3 The Chair then highlighted the All Wales Thematic work on urgent 
and Emergency Care audits, which had been noted in an earlier agenda item. 
An Audit Wales Lead (FJ) summarised the planned care setup delays and the 
engagement and setup of the current year’s structured assessment, which is 
scheduled to take place during the autumn period.

AC24.103.4 The Audit Wales Lead (FJ) then informed the Committee and 
provided overviews of the National Reports by the Auditor General, namely the 
Community Pharmacy data-matching pilot, From Firefighting to Future-Proofing, 
and the BCUHB Board Effectiveness follow-up.

AC24.103.5 A discussion ensued regarding the clarification of the data matching 
pilot, and it was confirmed that the work was in line with NHS Counter Fraud. An 
IM (UF) expressed her concern regarding discharge issues and the high-level 
coordination of the approaches. The Audit Wales Lead (FJ) confirmed the key 
focus with the 6 Goals programme board, particularly goals 5 and 6, and the 
driving changes. The IM also queried the innovation of the programme. The 
Audit Lead confirmed the work and follow-up of the spending, along with 
difficulties in spend analysis, which was noted across Wales.

AC24.103.6 The Chair then questioned whether pharmacists were reimbursed 
on prescription dispensing. It was clarified that there was a tariff within England 
and Wales, which was attached to a dispensing fee.

RESOLVED;
The Committee received and discussed the following Audit Reports:

• Community Pharmacy Data Matching Pilot - Audit Wales
• From firefighting to future-proofing – the challenge for Welsh public 

services - Audit Wales
• Board Effectiveness Follow-up - Betsi Cadwaladr University Health Board 

- Audit Wales

https://www.audit.wales/publication/community-pharmacy-data-matching-pilot
https://www.audit.wales/publication/firefighting-future-proofing-challenge-welsh-public-services
https://www.audit.wales/publication/firefighting-future-proofing-challenge-welsh-public-services
https://www.audit.wales/cyhoeddiad/board-effectiveness-follow-betsi-cadwaladr-university-health-board
https://www.audit.wales/cyhoeddiad/board-effectiveness-follow-betsi-cadwaladr-university-health-board
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AC24.104 National audit reports for information

AC24.104.1 The Audit Wales Lead provided an update to the Committee, in 
relation to the Discharge Planning Progress with a detailed summary of the 
scope. 

AC24.104.2 Key concerns within the report had been raised with regards to 
training and an absence of regular audit cycles to inform improvements. Key 
challenges were recognised. It was confirmed that recommendations had been 
updated in relation to new arrangements.

AC24.104.3 Members noted concern, in particular to a lack of consistency and 
key risks to the system approach of the organisation and connections with the 
local authority. 

AC24.104.4 The Chair of the Health Board informed Members that the report 
had been taken to the Executives, whilst expressing to the group the high levels 
of activity and the need for the coordinated approach. A discussion ensued, it 
was noted that the report would be considered as part of a wider Board 
discussion in September on scheduled care, and in collaboration with the 
relevant Committee. To further note, the discharge planning report was 
commented upon and the Audit Lead briefed the Committee on the publication. 
It was also confirmed that the recommendations had been included for onwards 
monitoring within the External Audit Tracker. 

AC24.104.5 An IM (RWJ) referred to assessment delays, along with the Trusted 
Assessment process. The IM also raised concern with the “ongoing” status 
within tracking reports. Measurement and timetabling of reporting along with key 
themes were also raised. The Audit Lead agreed that the ongoing status was not 
helpful. The Chair of the Health Board also requested the sharing of common 
themes in relation to access to Care Homes and access issues.

RESOLVED:
The Committee received and discussed the following Audit Reports:

• Discharge Planning Progress (Update) BCUHB.
• Urgent and Emergency Care - Flow out of Hospital (North Wales region)

AC24.105 Agree Items for referral to Board / other Committees

AC24.105.1 There were no items discussed for referral to Board, or other 
Committees.

AC24.106 Chairs Assurance Report

AC24.106.1 The relevant items were noted for inclusion in the report.

AC24.107 Review of Meeting Effectiveness
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AC24.107.1 Independent Member (UF) highlighted the importance of addressing 
the packed agenda and scheduling challenges faced by the committee. 

AC24.107.2 A discussion ensued on how to effectively manage the issues, with 
a consensus on the need for allocating more time. The Chair of the Committee 
agreed to extend the meeting’s end time by half an hour.

AC24.107.3 The Director of Corporate Governance noted to consider additional 
flexibility, in scheduling to accommodate the committee’s needs, especially 
given the involvement of external attendees.

AC24.107.4 The importance of involving Internal Audit in agenda planning was 
also noted.

AC24.108 Date of next meeting 

Thursday 12th September 2024, 9.30-14.00pm

AC24.109 Resolution to Exclude the Press and Public

‘Those representatives of the press and other members of the public be 
excluded from the remainder of this meeting having regard to the confidential 
nature of the business to be transacted, publicity on which would be prejudicial 
to the public interest in accordance with Section 1(2) Public Bodies (Admission 
to Meetings) Act 1960’
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Audit Committee Action Log (Public)

Open Actions 
Action 
No. 

Minute Ref. Date Agreed Action Lead Timescale Status 

REMAIN OPEN
AC24.57.7.5 07.05.24 Audit Tracker - progress 

recommendations against External & 
Internal Audit Reports - The need for 
a clearer process for monitoring 
timeliness, performance, and 
principles on a case-by-case basis 
was raised. It was agreed that the 
process for external audits needed to 
be different to the proposal in 2.1 of 
the report. 

Russell Caldicott, 
Interim Executive 
Director of Finance 
Pam Wenger, 
Director of 
Corporate 
Governance

July 2024

Revised 
timescale
Nov 2024

Remain Open
03.07.24 Process to be developed 
and agreed with External Audit 
following the end of year accounts 
process being concluded. 
02.09.24 Director of Corporate 
Governance to discuss with External 
Audit to agree closure process.

  
1. AC24.60.1.8 07.05.24 Quality, safety and commissioned 

services. The Committee agreed to a 
6-month deferral requesting that the 
review take place before the end of 
the current financial year - it was 
agreed to inform the QSE of this 
decision and for the QSE committee 
to drive progress on 
recommendations from the May 23 
report.

Philippa Peake 
Jones to inform the 
Quality, Safety and 
Experience 
Committee (QSE)

May 2024

Revised 
timescale
Nov 2024

Remain Open
02.09.24 PPJ confirmed that this has 
been referred to QSE Committee 
however the issue has not yet been 
resolved therefore the action remains 
open.

AC24.60.1.10 07.05.24 Limited Assurances relating to the 
Lessons Learnt Report dated July 

Karen Balmer July 2024 Remain Open
18.07.24 To be raised at the next 
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2023, and the follow up progress to 
date. Chair / Director of Corporate 
Governance to raise in the Audit 
Chair’s Committee Meeting, as an 
emerging topic. 

Revised 
timescale
Nov 2024

meeting in August 2024 as part of 
feedback from the Audit Committee 
Chair.
02.09.24 Update to be provided 
during the meeting.

AC24.62.1.4 07.05.24 F03 BCUHB Counter Fraud Policy is 
due for review – to be approved by 
August 2024. (Audit Committee 
Agenda in September).

Sjef Molmans Sept 2024

Revised 
timescale
Nov 2024

Remain Open
20.05.24 Item now on CoB for 
September 2024.
26.06.24 Counter Fraud Policy F03, 
is in the process of being reviewed by 
the team and will be placed out for 
wider consultation in July.
05.09.24 The Counter Fraud Policy 
required further work and has been 
included on the forward workplan for 
the November meeting

AC24.94.9 18.07.24 The Chair of the Committee referred 
to the number of open complaints 
since April, and questioned the 
position at the end of June. The 
Director agreed to forward the detail 
to the Chair following the meeting, it 
was noted that overdue complaints 
had significantly reduced. It was also 
agreed to provide a future update on 
the impact of the actions being taken, 
with regards to the reduction of 
outstanding complaints responses at 
a future meeting.

IHC Director 
Central (Libby 
Ryan Davies)
Di Platt / Gareth 
Evans

Sept 2024

Revised 
timescale
Nov 2024

Remain Open
03.09.24 Since the July meeting there 
has been a change in the IHC 
Director Central role. The team are 
aware of the action and will provide a 
response ahead of the November 
meeting.

AC24.99.8 18.07.24 The Committee Chair requested 
details on the availability of 

Amanda Legge Sept 2024 Remain Open
02.09.24 Amanda Legge confirmed 

https://nhswales365.sharepoint.com/sites/BCU_Intranet_POLCS/QMS/Forms/AllItems.aspx?id=%2Fsites%2FBCU_Intranet_POLCS%2FQMS%2FF03%20-%20Local%20Counter%20Fraud%2C%20Bribery%20and%20Corruption%20Policy.pdf&parent=%2Fsites%2FBCU_Intranet_POLCS%2FQMS
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comparative trend analysis, including 
geographical data (in relation to East, 
Central and West IHC areas). The All 
Wales Post Payment Verification 
(PPV) Manager (NWSSP) agreed to 
provide this information.

Revised 
timescale
Nov 2024

that this information can be provide 
by locality area (e.g. Flintshire, 
Wrexham, Denbighshire, Conwy, 
Gwynedd & Anglesey). A prototype is 
being developed to include trend data 
and will be shared once available.

AC24.99.9 18.07.24 The Director of Corporate 
Governance questioned if any 
particular themes had been raised 
upon the visits in terms of learning, 
and of the resolutions or progress 
and (where applicable) to counter 
fraud. The NWSSP Lead provided an 
overview of the current actions taken 
and it was agreed to include any 
anonymised common themes within 
future reports to the Committee.

Amanda Legge Sept 2024

Revised 
timescale 
Nov 2024

Remain Open
02.09.24 As per action above 
AC24.99.8 the information being 
collated will include any issues and 
common themes.

AC24.100.12 18.07.24 The Chair of the Committee 
requested clarification on the 
“phases” of breaches in the SFI 
Conformance Report on page 6 of 21, 
in relation to purchase order 
breaches. It was agreed for the 
Interim Director to follow up on the 
detail and report back to the Chair.

Andrea Hughes Sept 2024

Revised 
timescale 
Nov 2024

Remain Open
02.09.24 Clarity to be provided at the 
September meeting on the 
information required for the 
Conformance Report to be presented 
to the Committee in November 24.

AC24.101.13 18.07.24 An IM requested clarification on the 
role of the Trusted Assessor and the 
strengthening of this role within the 
overall process. The Director of 
Corporate Governance noted the 
request and agreed to arrange for the 

Pam Wenger Sept 2024

Revised 
timescale 
Nov 2024

Remain Open
04.09.24 Briefing on the role of the 
Trusted Assessor to be 
commissioned.
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clarification to be provided to all 
Independent Members.

PROPOSE CLOSED
AC24.20.1 12.01.24 The Acting Board Secretary to work 

with the Committee Chair, Interim 
Executive Director of Finance, Chief 
Executive and Internal Audit on 
progress relating to the Audit Tracker 
report, to provide assurances in 
future meetings.

Phil Meakin
Pam Wenger

March 
2024

Action proposed for closure
05.03.24 There has been some 
significant work on this including the 
review of approach at the Executive 
Team Meeting following the last AC. 
A meeting is being arranged between 
the Executive Director of Operations 
and Audit Chair. A process developed 
with IA agreement on how to check 
completion. 
04.03.24 IA report produced on 
closed recommendations to follow at 
May 2024 AC. 
15.03.24 Item to be kept open – 
Significant work had been noted at 
the recent Executive Team Meeting. 
It was raised that an Internal Audit 
Report was produced on closed 
recommendations and the report 
would be provided at the AC in May 
2024.
02.09.24 Following discussion with 
Chair propose the action is closed as 
reporting will include presentation and 
recommendations at each meeting. 
The Audit Tracking Report has been 
included on the cycle of business as 
a regular item.
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AC24.39.8 02.03.24 The Committee discussed the 
repository of learning. It was agreed 
to share the paper.

Item ref 2: March 
2024

Chris Lynes, 
Deputy Executive 
Director of Nursing 

May 2024 Action proposed for closure
Actions aligned (Jan 23 & March 24 
– items 11 & 2)
23.04.24 Associate Director of 
Governance contacted Deputy Exec 
Dir of Nursing to check complete.
26.04.24 Feedback received via 
Deputy Director of Quality. The 
specification and “wireframe” for the 
app has been designed and a 
prototype is in place. The next and 
current phase is to begin testing the 
app, which will be done with the 
MHLD Division. This user testing will 
help further refine the app through 
identifying any bugs or technical 
issues and inform enhancements 
from practical use by front line 
clinicians, prior to wider roll-out. This 
testing will take place over the 
coming quarter.
22.05.24 Item requested for sharing.
12.06.24 Item to be kept open – 
further detail requested by the 
Director of Corporate Governance.
26.06.24 Confirmed that there is no 
paper but the detail of the repository 
will be covered in the Quality Paper to 
the Board.  
02.09.24 Matt Joyes confirmed that 
details of the learning portal 
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development have been included in 
the Integrated Quality Report, the 
report was submitted to QSE 
Committee in August 24 and can be 
found in the papers via the link below 
(item QS24.92 – page 30 of report) 
QSE Quality Report 

AC24.45.12 15.03.24 The current Health & Safety Policy is 
overdue for review. It was agreed to 
follow up the urgency to update the 
out of date Policy.

Phil Meakin
Pam Wenger

May 2024 Action proposed for closure
23.04.24 Head of H&S contacted on 
23.4.24 Note action owner is 
Assistant Director of Occupational 
Health and Safety. Update as follows 
- The responsible officer agreed an 
extension on this for 6 months (that 
lasts until June 2024). This will 
enable the new Exec responsibilities 
to be defined, as the policy has to be 
rewritten as the accountabilities are 
changing. The version is drafted 
ready for confirmation of 
accountabilities.
22.05.24 PW reported that the Health 
& Safety Policy is being revised and it 
is expected to be considered by the 
Board in July 2024.
03.07.24 Health & Safety Policy 
scheduled for People & Culture 
Committee in August 24 and Board 
approval in September 24. 
02.09.24 Discussion held with CEO 
and Chair of Audit Committee to 

https://bcuhb.nhs.wales/about-us/committees-and-advisory-groups/board-committees/quality-safety-and-experience-committee/quality-safety-experience-committee-meeting-agenda-15824/
https://bcuhb.nhs.wales/about-us/committees-and-advisory-groups/board-committees/quality-safety-and-experience-committee/quality-safety-experience-committee-meeting-agenda-15824/
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confirm that the policy has been 
included on the agenda for the Board 
in September 24

AC24.46.2 & 
AC24.46.3

15.03.24 Overdue audit recommendations. A 
log of the recommendations for 
closure signed off by Internal Audit 
would form part of the future 
reporting. 
It was agreed to correct an error, as 
pointed out by the Chair, in the 
statistics within the report.

Pam Wenger
Nesta Collingridge
Glesni Driver

May 2024 Action proposed for closure
18.04.24 An update on the current 
position with all recommendations will 
be provided for the May AC, which 
will include a log of recommendations 
that are awaiting approval at the 
different stages of the approval 
process.
23.04.24 The Audit Committee will 
receive a report on this in May – 
Proposed to keep open until received 
and considered.
02.09.24 This action is linked to 
AC24.20.1, reporting will include 
presentation and recommendations at 
each meeting. The Audit Tracking 
Report has been included on the 
cycle of business as a regular item.

AC24.46.6 15.03.24 The Chair commented upon the 
tracker as a whole, and suggested 
that the Internal and External Audits 
be placed upon separate documents 
for the next financial year and it was 
noted that in future, the reports would 
be condensed and easier to manage.

Pam Wenger
Nesta Collingridge
Glesni Driver

May 2024 Action proposed for closure
08.04.24 The internal and external 
audits recommendations will be 
reported separately at future Audit 
Committees.
07.05.24 Proposed to keep this open 
due to the need to gain assurance in 
the meeting.
02.09.24 This action is linked to 
AC24.20.1, reporting will include 
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presentation and recommendations at 
each meeting. The Audit Tracking 
Report has been included on the 
cycle of business as a regular item.

AC24.61.2.4 07.05.24 Structured Assessment - An 
Independent Member suggested that 
completion dates be provided within 
the reports, against historical 
recommendations where they had not 
been complete. The Director of 
Corporate Governance would provide 
an update to the historical 
recommendations at a future 
meeting.

Pam Wenger Future 
report/ 
agenda 
item to be 
confirmed

Action proposed for closure
03.07.24 To be included on the July 
agenda as part of the audit tracking 
report and a report on progress 
against the Structured Assessment 
would be reported in September 
2024.
02.09.24 PW confirmed that this 
information will be included in the 
report going forward.

AC24.80.7 09.07.24 The Chair requested clarification 
around the publication of the 
Accounts. The Director of Corporate 
Governance clarified that the draft 
accounts had been published in the 
public domain and the support and 
preparation of the Communications 
Team was in place. It was confirmed 
that the Director of Corporate 
Governance intended to provide 
support to the Communications Team 
in order to share the thoughts of the 
Committee. 

Pam Wenger Sept 2024 Action proposed for closure
02.09.24 The Annual Report and 
Accounts have been laid by the 
Senedd. The Annual General Meeting 
will take place on 25.09.24

AC24.86.3 09.07.24 The Director of Corporate 
Governance referred to 3 minor 
updates to the Annual Report 
2023/24, which would be made prior 

Pam Wenger Sept 2024 Action proposed for closure
02.09.24 The updates were referred 
to in the presentation at the Health 
Board meeting where the Board 
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to presentation to the Health Board. It 
was proposed to work with Audit 
Wales, to finalise the points, to 
address the specific issues raised.

approved the accounts.

AC24.90.2 18.07.24 It was agreed that items on the action 
log that were closed by the 
Committee would be noted in the 
minutes of the meeting going forward.

Jody Evans Sept 2024 Action proposed for closure
02.09.24 Laura Jones as secretariat 
to the Audit Committee going forward 
will action this for future minutes.

AC24.91.1 18.07.24 It was agreed that a review of the 
actions from the previous meeting be 
reviewed and an update provided to 
the Chair to ensure that there were 
no actions missing. It was noted that 
the column advising of the revised 
deadline date was missing which was 
an oversight and would be reinstated.

Philippa Peake-
Jones
Laura Jones

Sept 2024 Action proposed for closure
02.09.24 This has been discussed 
and the actions agreed for closure at 
the meeting on 18.07.24 have been 
noted in the action log. In relation to 
the additional column, going forward 
original timescales will have a 
strikethrough and a revised timescale 
will be included.

AC24.94.10 18.07.24 It was agreed to share the Effective 
Governance – Integrated Health 
Community (IHC) Central Final 
Internal Audit Report with the 
Performance, Finance and 
Information Governance Committee.

Philippa Peake-
Jones

Sept 2024 Action proposed for closure
02.09.24 The report will be shared at 
a future meeting of the PFIG 
Committee.

AC24.95.7 18.07.24 It was noted to arrange a future 
session with Board Members to 
further discuss the role and 
operations of Shared Services.

Pam Wenger Sept 2024 Action proposed for closure
02.09.24 This has been included on 
the Audit Committee forward 
workplan and the Audit Committee 
Development Plan.

AC24.98.3 18.07.24 It was confirmed that detailed work 
was to be undertaken in relation to 
the Standards of Business Conduct, 

Pam Wenger
Philippa Peake-
Jones

Nov 2024 Action proposed for closure
02.09.24 A new Standards of 
Business Conduct policy is currently 
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with the Head of Corporate Affairs to 
address the recommendations and 
system challenges. It was noted that 
the Director would feedback to the 
Committee in relation to updates on 
progress in the November Audit 
Committee.

being drafted and all the relevant 
processes that align to the policy are 
being updated to ensure they are 
consistent. This policy will also align 
with the rest of Wales. 

AC24.100.16 18.07.24 The Chair requested that a 
“movements” column be inserted into 
the SFI Conformance Report data in 
future reports to indicate progress or 
otherwise.

Andrea Hughes Sept 2024 Action proposed for closure
02.09.24 This will be incorporate into 
the Q2 report due to be received by 
the Committee in Nov 24.

AC24.102.7 18.07.24 In relation to the internal / external 
audit tracker, concerns were raised 
that the report did not evidence the 
status in relation to medium and high 
risks and overdue items relating to 
limited and unsatisfactory audit 
reports. It was agreed the need for 
better insight into the status of 
recommendations should be included 
in the report.

Pam Wenger Sept 2024 Action proposed for closure
02.09.24 Discussion has taken place 
with the Chair of the Audit 
Committee. Additional detail is 
provided in the report with more 
analysis on the appendices. A 
presentation has been included by 
the Director of Corporate Governance 
in terms of the outstanding 
recommendations.

Closed Actions
Action 
No.

Minute Ref. Date Agreed Action Lead Timescale Status 

1. AC23.93 15.09.23 In relation to the National Audit 
Report the Acting Board Secretary to 
add digital inclusion to the Exec 
agenda and update the Audit 
Committee through the matter arising.

Associate Director 
of Governance

Nov 2023 Agreed to close action at meeting on 
18.07.24 
Acting Board Secretary updated the 
Executive Team work plan -  for 
inclusion by end of November 2023
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05.03.24 Tabled at the Executive 
Team (ET) Meeting of the 13 March 
2024.  Proposed for closure – Acting 
Board Secretary to confirm item is 
agreed at ET. 
15.03.24 Item not agreed for closure - 
Closure of this item is dependent 
upon the work plan being agreed at 
the Executives Meeting.
16.04.2024 – Item to be kept open – 
To continue to monitor and focus on 
historical data in relation to learning 
and progression.
Associate Director of Governance 
(PM) has met with CDIO (DR) and 
agreed that this will be tabled at 
Informal Exec Team agenda for 15 
May or 29th May 24
This item was included on the agenda 
for the meeting on 18.07.24.

1. AC24.57.7.7 07.05.24 Audit Tracker Report format to be 
reviewed for future reporting, in terms 
of accessibility.

Director of 
Corporate 
Governance

July 2024 Agreed to close action at meeting on 
18.07.24 
10.06.24 - The update at the May 
Audit Committee was to provide 
Members with an overarching view of 
the progress since January 2024.  
The level of detail provided in the 
annexes has been reviewed.

2. AC24.57.7.10 07.05.24 Audit Tracker Report - It was agreed 
for the flow of live recommendations 
in relation to Appendix 7 be reviewed.

Chair/
Director of 
Corporate 

July 2024 Agreed to close action at meeting on 
18.07.24 
10.06.24 - Future reports to the Audit 
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Governance Committee will ensure that there is 
clearer alignment in terms of the 
recommendations that are closed.

3. AC24.57.8.4 07.05.24 Tracking of Special Measures - It was 
agreed to review the tracking process 
through Committee Structures, in 
order to maintain oversight.

Director of 
Corporate 
Governance

July 2024 Agreed to close action at meeting on 
18.07.24 
10.06.24 - The tracking of Special 
Measures will be integrated into the 
performance reporting at the Board 
and Committees.  First report will be 
considered by the Board in July 2024.

4. AC24.58.5 07.05.24 Progress of Risk Management. It was 
agreed to; 
Establish the requirement to review 
the reporting updates of the Risk 
Management Group, through to 
Executive Team Meetings. 
To review frequency in relation to 
reporting of BAF and CRR at 
Committees.

Director of 
Corporate 
Governance /
Head of Risk 
Management

July 2024 Agreed to close action at meeting on 
18.07.24 
10.06.24 - Proposal to be discussed 
at the Board Development in July and 
report to be presented to the Audit 
Committee in July before the Board at 
the end of July.

5. AC24.16.1 & 
2

11.01.23 Lessons Learnt ‘Make it safe reviews’ 
system.

The Interim Executive Director of 
Finance suggested the development 
be sighted in the Executive Team 
6Meeting and that QSE has sight of 
the quality of the system.

Interim Executive 
Director of Finance

March 
2024

Agreed to close action at meeting on 
18.07.24 
Actions aligned (Jan 23 & March 24 
– items 11 & 2)
Update to the action to be provided at 
the 15 March Committee.
15.03.24 Item to be kept open – The 
development of the “make it safe 
reviews” system was yet to be 
sighted at Executive Team Meeting, 
with onwards progression to the 
Quality, Safety Experience 
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Committee.
05.03.24 Minor amendment to reflect 
EDOF agreement to propose 
alignment to Action 2
07.05.24 The Interim Executive 
Director of Finance confirmed that the 
action was moving forwards and 
being shared via Operational Teams. 
The Integrated Concern of Policy and 
Framework was being developed and 
would be taken through to the July 
2024 Board Meeting. It was also 
stated that the Quality Management 
System will also be taken to Board in 
May 2024
22.05.24 Item requested for sharing.
12.06.24 There is a new Integrated 
Concerns Policy; which is due at 
Board in July - Final Copy to be 
provided to the Committee thereafter. 
It was also confirmed that the Quality 
Management System was taken to 
the last Health Board Meeting.

6. AC24.57.3.1   07.05.24 To update the draft minutes to edit 
the word "review" to "conclude" in the 
reference: AC24.44.1.3.

Secretariat May 2024 Agreed to close action at meeting on 
18.07.24 
20.5.24 Item complete. The 
confirmed minutes are now available 
on the Public Web Site: Audit 
Committee - Betsi Cadwaladr 
University Health Board (nhs.wales).

7. AC24.57.6.2 07.05.24 Brief written report, listing agenda The Director of May 2024 Agreed to close action at meeting on 

https://bcuhb.nhs.wales/about-us/committees-and-advisory-groups/board-committees/audit-committee/
https://bcuhb.nhs.wales/about-us/committees-and-advisory-groups/board-committees/audit-committee/
https://bcuhb.nhs.wales/about-us/committees-and-advisory-groups/board-committees/audit-committee/
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items taken in “Private Session” to be 
provided.

Corporate 
Governance 
Head of Corporate 
Affairs

18.07.24 
Complete – written summary to be 
provided at each meeting.

8. AC24.57.6.3 07.05.24 Terminology change - from “In 
committee” to “Private” in all Board 
and Committee Meetings for 
consistency.

Director of 
Corporate 
Governance /
Head of Corporate 
Affairs

May 2024 Agreed to close action at meeting on 
18.07.24 
Complete – terminology changed

9. AC24.58.7.1 07.05.24 Risk updates – To update Financial 
Risks 24.05 and delivery to the 
financial plan.

Interim Executive 
Finance Director

May 2024 Agreed to close action at meeting on 
18.07.24 
24.06.24 The Corporate Risk relating 
to the 24/25 Financial Plan has been 
fully updated and has been shared 
with the Risk Management Group – 
see CRR24-05.

10. AC24.58.9 07.05.24 It was agreed for existing due dates 
to be left extant, along with updated 
due dates therein. Additional controls 
should be linked through to the 
Actions necessary to mitigate the 
risks. Target risk score of 1 in 
planned care. Head of Risk 
Management to revise the target risk, 
which had been discussed with the 
relevant lead.

Head of Risk 
Management

May 2024 Agreed to close action at meeting on 
18.07.24 
17.06.24 Risks have been further 
quality assured by the risk team to 
ensure gaps in controls follow as 
actions and this has been 
communicated to corporate risk 
leads. The target score for planned 
care was subsequently amended by 
the risk lead. 

11. AC24.59.2.7 07.05.24 Conformance Report - The Chair and 
Interim Director of Finance briefly 
discussed payables and the 
comparison of detail, value and 
volume, to the previous year end. 

Interim Executive 
Director

May 2024 Agreed to close action at meeting on 
18.07.24 
26.06.24 Conformance Report 
(comparison of PSPP (payables) 
Data) – Non NHS invoices paid by 
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Interim Executive Director to 
communicate the detail to the Chair.

number 94.5% (22/23 95.0%) and by 
value 97.0% (22/23 96.8%)

12. AC24.59.2.14 07.05.24 Quarter 1 Conformance Report 
update to be provided to the 
Committee to provide evidence of 
progress in relation to payable 
balances over 6 months old in 
relation to 22/23 financial year.

Interim Executive 
Director

July 2024 Agreed to close action at meeting on 
18.07.24 
26.06.24 The Q1 Conformance 
Report will include additional details 
on the progress made to obtain 
payment of receivables >6months 
old.

13. AC24.59.3.2 
AC24.59.3.3

07.05.24 Content of Annual Accounts Meeting 
– 21/05/24

• Draft Annual Governance 
Statement (AGS) be provided in 
advance of the meeting, to 
Internal and External Audit for 
comment.  It was also agreed to 
provide the full submission of the 
AGS to the July 2024 Committee 
Meeting. 

It was agreed that the Functional 
Standard Fraud Return be included 
within the 21 May Committee meeting 
for wider discussion.

Director of 
Corporate 
Governance /  
Head of Corporate 
Affairs

May 2024 
and July 
2024

Agreed to close action at meeting on 
18.07.24 
Completed – agenda planning has 
taken place.

14. AC24.60.1.6 07.05.24 Internal Audit update - Work in 
Progress summary - Lack of progress 
on Health & Safety and the Operating 
Model reviews was raised. It was 
agreed for the responses to be 
submitted to Internal Audit, along with 
the Chair of Audit Committee as soon 

Director of 
Corporate 
Governance

June 2024 Agreed to close action at meeting on 
18.07.24 
Completed – reports finalised, agreed 
to receive the reports at the meeting 
in July 2024.
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as possible.
16. AC24.61.1.6 07.05.24 External Audit Update - The 

Committee acknowledged the 
ongoing work and the positive 
partnership working. With regards to 
the performance with unscheduled 
care; it was confirmed that the Audit 
Lead would update Chair accordingly. 
It was also noted that the Corporate 
Governance Director would share the 
draft reports with members.

Audit Wales Lead /
Corporate 
Governance 
Director

July 2024 Agreed to close action at meeting on 
18.07.24 
10.06.24 Detail confirmed and 
forwarded to Committee Members.

17. AC24.61.2.3 07.05.24 Structured Assessment - Tracking of 
recommendations, along with 
systems to manage the process – 
The progress against tracking of 
recommendations and regulatory 
reports would be provided to the 
Committee.

Corporate 
Governance 
Director

July 2024 Agreed to close action at meeting on 
18.07.24 
10.06.24 All recommendations from 
Structured Assessments since 2019 
are now included on the Audit 
Tracker, with a report on progress to 
the Audit Committee.

18. AC24.61.2.6 07.05.24 It was agreed that the Annual Audit 
Letter would be provided as an 
appendix to the draft assessment at 
the next Health Board Meeting. 
It was also agreed to include the 
Structured Assessment bi monthly on 
the Audit Committee Cycle of 
Business to ensure the delivery of 
recommendations.

Corporate 
Governance 
Director

May 2024

Bi Monthly 
- CoB

Agreed to close action at meeting on 
18.07.24 
Completed.

19. AC24.61.5.2 07.05.24 National Accounts update - letter 
issued in February 2024, with regards 
to the Accounts Audit Approach. It 
was agreed to circulate to the Audit 

Audit Wales Lead/ 
Audit Committee 
Secretariat

May 2024 Agreed to close action at meeting on 
18.07.24 
20.05.24 Item Circulated to all Audit 
Committee Members and Attendees. 
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Committee for information. 
20. AC24.62.1.7 07.05.24 Counter Fraud - Written reports to be 

provided at Public Session going 
forwards. (Non-confidential items 
only).

Counter Fraud 
Lead

July 2024 Agreed to close action at meeting on 
18.07.24 
26.06.24 Future Counter Fraud 
Quarterly Update Reports will be 
written for the Public Session, with 
only sensitive issues being reported 
to the Private Session.

21. AC24.63.1.1 07.05.24 Items for referral to other Committees 
were agreed as follows: Board 
Assurance Framework, Corporate 
Risk Register items, Audit Tracker 
reporting, and Contracting of Patient 
Services review and follow up.  A 
discussion also ensued with regards 
to elements with regards to health 
and safety, risk oversight, tracking 
and annual accounts processes.

Head of Corporate 
Affairs

May/June 
2024

Agreed to close action at meeting on 
18.07.24 
Completed. Also, the Integrated 
Governance Advisory Group receives 
the items that have been referred to 
Committees.
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Teitl adroddiad:

Report title:
Board Assurance Framework (BAF) & Risk Governance Arrangements

Adrodd i:

Report to:
Audit Committee 

Dyddiad y Cyfarfod:

Date of Meeting:
Thursday, 12 September 2024

Crynodeb 
Gweithredol:

Executive Summary:

This report provides an updated position on the Board Assurance 
Framework risks following the approval of the Three-Year Plan and 
Strategic Objectives. 

The Executive Team are considering Five Strategic Risks and how 
these will map to the re-aligned Board Assurance, as agreed by the 
Board. 

Good progress has been made in the delivery of the internal 
recommendations on risk management with a focus on driving down 
the risks and reviewing the actions to ensure that risks and being 
managed within the tolerances set by the Board.    

Argymhellion:

Recommendations:

Members are asked to:

• NOTE the progress on the BAF risks and RECEIVE assurance 
on the risk management governance arrangements. 

Arweinydd 
Gweithredol:

Executive Lead:
Pam Wenger, Director of Corporate Governance 

Awdur yr Adroddiad:

Report Author:
Nesta Collingridge Head of Risk Management 

Pwrpas yr 
adroddiad:

Purpose of report:

I’w Nodi 
For Noting

☒

I Benderfynu arno 
For Decision

☐

Am sicrwydd 
For Assurance

☒

Arwyddocaol 
Significant

☐

Derbyniol 
Acceptable

☒

Rhannol
Partial

☐

Dim Sicrwydd
No Assurance

☐

Lefel sicrwydd:

Assurance level:
Lefel uchel o 
hyder/tystiolaeth o ran 
darparu'r mecanweithiau 
/ amcanion presennol

High level of 
confidence/evidence in 
delivery of existing 
mechanisms/objectives

Lefel gyffredinol o 
hyder/tystiolaeth o ran 
darparu'r mecanweithiau 
/ amcanion presennol

General confidence / 
evidence in delivery of 
existing mechanisms / 
objectives

Rhywfaint o 
hyder/tystiolaeth o ran 
darparu'r mecanweithiau 
/ amcanion presennol

Some confidence / 
evidence in delivery of 
existing mechanisms / 
objectives

Dim hyder/tystiolaeth o 
ran y ddarpariaeth

No confidence / evidence 
in delivery
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Cyfiawnhad dros y gyfradd sicrwydd uchod.  Lle bo sicrwydd 'Rhannol' neu 'Dim 
Sicrwydd' wedi'i nodi uchod, nodwch gamau i gyflawni sicrwydd 'Derbyniol' uchod, a'r 
terfyn amser ar gyfer cyflawni hyn: 

Justification for the above assurance rating.  Where ‘Partial’ or ‘No’ assurance has been 
indicated above, please indicate steps to achieve ‘Acceptable’ assurance or above, and 
the timeframe for achieving this: N/A
Cyswllt ag Amcan/Amcanion Strategol:

Link to Strategic Objective(s):
Detailed in the BAF report and how the CRR 
aligns to the revised BAF

Goblygiadau rheoleiddio a lleol:

Regulatory and legal implications:

It is essential that the Board has robust 
arrangements in place to assess, capture and 
mitigate risks, as failure to do so could have 
legal implications for the Health Board.

Yn unol â WP7, a oedd EqIA yn 
angenrheidiol ac a gafodd ei gynnal?

In accordance with WP7 has an EqIA been 
identified as necessary and undertaken?

Not applicable for this report

Yn unol â WP68, a oedd SEIA yn 
angenrheidiol ac a gafodd ei gynnal?

In accordance with WP68, has an SEIA 
identified as necessary ben undertaken?

Not applicable for this report

Manylion am risgiau sy'n gysylltiedig â 
phwnc a chwmpas y papur hwn, gan 
gynnwys risgiau newydd (croesgyfeirio at y 
BAF a'r CRR)

Details of risks associated with the subject 
and scope of this paper, including new 
risks( cross reference to the BAF and CRR)

Board Assurance Framework paper

Goblygiadau ariannol o ganlyniad i roi'r 
argymhellion ar waith

Financial implications as a result of 
implementing the recommendations

The effective and efficient mitigation and 
management of risks has the potential to 
leverage a positive financial dividend for the 
Health Board through better integration of risk 
management into business planning, decision-
making and in shaping how care is delivered 
to our patients thus leading to enhanced 
quality, less waste and no claims.

Goblygiadau gweithlu o ganlyniad i roi'r 
argymhellion ar waith

Workforce implications as a result of 
implementing the recommendations

Failure to capture, assess and mitigate risks 
can impact adversely on the workforce.

Adborth, ymateb a chrynodeb dilynol ar ôl 
ymgynghori

First iteration for Risk Scrutiny Group review 
and subsequently to the committees.  
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Feedback, response, and follow up 
summary following consultation
Cysylltiadau â risgiau BAF:
(neu gysylltiadau â’r Gofrestr Risg 
Gorfforaethol)

Links to BAF risks:
(or links to the Corporate Risk Register)

Board Assurance Framework risks will all be 
linked to corporate risks

Rheswm dros gyflwyno adroddiad i fwrdd 
cyfrinachol (lle  bo'n berthnasol)

Reason for submission of report to 
confidential board (where relevant)

This report is available as part of the main 
committee papers

Camau Nesaf: 

Next Steps: 
1. Executive Team to provide feedback on draft risks in anticipation of presenting 

recommended BAF risks to responsible committees for final approval and subsequently 
to the Nov 2024 Board. 

2. Following Board approval, risk authors complete a BAF risk template. 
3. Present BAF risks reports in full back to the Risk Scrutiny Group and Executive Team 

Oct 2024. 

Rhestr o Atodiadau:

List of Appendices:

1. Risk Management Report

The purpose of this report is to present the Board Assurance Framework in line with Strategic 
Objectives. This paper provides assurance to the Audit Committee on the Health Board's risk 
governance arrangements, progress update on the June 2024 Internal Audit findings, and 
outlining the Risk Management team's progress in enhancing risk management practices.

2. Board Assurance Framework (BAF)

Every NHS organisation is required to have a board assurance framework, as part of the 
organisation’s approach to risk management.    The BAF brings together all of the relevant 
information on the risks to the delivery of the Board’s strategic objectives. It acts as the source 
of evidence that the Board can rely on to be confident that risks of the delivery of the Board’s 
strategic objectives are being managed and controlled effectively.
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2.1 Re-alignment of the Board Assurance Framework

 The Annual Delivery Plan set out a delivery action to re-align the Board Assurance 
Framework with risk appetite, and the emerging strategic objectives of the Health Board by the 
end of Quarter 3.   

Progress has been made to begin to re-align the Board Assurance as described below:

• The Board held a Risk Management Board Developmental Session in June 2024 and 
discussed the role and purpose of a Board Assurance Framework, considered good 
practice in the development and design of Board Assurance Frameworks and how BAFs 
differ from the corporate risk register, and discussed how it could develop the Board 
Assurance Framework. The Board considered some of the strategic risks the Health 
Board might face in delivering each of the five new strategic priorities. 

• An initial set of proposed strategic risks were proposed to the Board and subsequently 
approved by the Board in July 2024.    As part of the commitments in the Annual Delivery 
Plan to re-align the Board Assurance Framework to the strategic priorities, the Risk Team 
in their review recommend that to allow the Board to consider fully the risks to the delivery 
of the strategic priorities, that the initial strategic risks identified should be expanded to 
allow more in-depth review and assurances to be provided to the Board.

• The BAF paper was produced following the session, and here is presented to the Risk 
Scrutiny Group (August 2024) for further review and Executive Team for subsequent 
discussion at the Audit Committee in September before progressing to the Board. 

• The Audit Committee will oversee the development of the Board Assurance Framework 
on behalf of the Board, with regular updates on progress to re-align the BAF.   There will 
be a much improved BAF in place by the end of March 2025.

2.2 Strategic Risks

• Five strategic risks were developed based on the 5 strategic priorities and were presented 
at the Board’s risk development session 27 June 2024. 

The Executive Team have been asked to consider the 5 strategic risks and practicalities of 
reporting against the risks. 
 

1. There is a risk of ineffectively deploying strategies for long-
lasting change, fulfilling our Environmental and Social 
Duties and ambitions and gaining meaningful engagement 
with the population and partners in developing the 10-year 
strategy and clinical services plan. 

Responsible 
Executive: 
Executive Director of 
Transformation & 
Strategic Planning
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2. There is a risk that the Health Board may insufficiently delivery 
on the required digital and information infrastructure to 
support organisational transformation or make inadequate 
progress in strengthening the organisation as an intelligence-
driven learning health system. And further supporting a 
culture that values continuous learning and improvement. 

Responsible 
Executive: 
Chief Digital & 
Information Officer / 
Deputy Director of 
People & OD / Executive 
Director of Nursing

3. There is a risk that the Health Board may be unable to make 
required financial improvement achieve long term financial 
sustainability or inefficiencies in resource allocation and 
utilisation in relation to investments required for 
transformational long-lasting change. 

Responsible 
Executive: 
Executive Director of 
Finance

4. There is a risk that the Health Board may be unable to make 
required performance improvements in key challenged 
services like planned care, urgent care, mental health, and 
cancer care. This could be caused by resource constraints, 
workforce challenges, or ineffective improvement 
strategies. 

Responsible 
Executive: 
Executive Medical 
Director / Chief 
Operating Officer

5. There is a risk that the Health Board may fail to deliver on R&D 
innovative, application of best practices, to support 
organisational transformation and drive the required cultural 
changes and embed compassionate leadership principles. 
This could be caused by inadequate training and support for 
leaders, competing operational pressures and demands. 

Responsible 
Executive: 
Executive Medical 
Director / Executive 
Director of Nursing / 
Deputy Director of 
People & OD

3. Risk Governance Arrangements

3.1 Risk Scrutiny Group (RSG)

Following a review of the risk governance arrangements, the risk scrutiny group was 
established. The first meeting was held in June 2024 and has been meeting regularly on a 
monthly basis, reporting directly to  the Executive Team and addressing the 
recommendations from Internal Audit and the need to streamline the agenda and group 
membership. 

The Terms of Reference and cycle of business is pending Executive Team approval on 
September 11, 2024. The group have implemented a quarterly cycle of risk audit for all 
Directors, Divisions, and Integrated Health Communities (IHCs) which assesses risk 
maturity levels: Basic, Developing, Established, Advanced. The group provides targeted 
recommendations and provides a route of escalation to significant risks for all Directors, 
Divisions, IHCs.

Following the commencement of the risk audits conducted July - August 2024, five audits 
have been completed. The scoring reflects the maturity levels of risk management practices 
in each area. Scoring: Basic, Developing, Established, Advanced, which has a detailed 
point scoring system and template audit to which maturity can be measured. 
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3.1.1 Risk Audit Results Aug 24:

1. Office of the Nurse Director (OND): Established (88 points)
2. Corporate Governance Directorate (CGD): Established (82 points)
3. Finance Directorate: Developing (60 points)
4. Workforce and Organisational Development (WOD): Basic (50 points)
5. Cancer Services Directorate: Basic (42 points)

Detailed feedback is provided to the directorate/divisions with an agreed improvement plan. 

3.1.2 Key Findings on Risk Audits

OND and CGD demonstrate well-maintained risk registers with high compliance in 
mandatory fields and correct risk descriptions. Finance Directorate shows good alignment 
of risks to appropriate tiers and timely risk reviews. All directorates are correctly aligning 
risks to their appropriate tiers.

3.1.3 Areas for Improvement on Risk Audits and Driving Maturity

Action plan quality and timeliness is a common issue across Finance, WOD and Cancer, 
with many lacking SMART criteria. Risk management training coverage could be improved 
across all areas. Cancer Services and WOD required significant improvements across 
multiple areas of risk management. In particular timely risk reviews and updates are 
inconsistent.

The team will support the prioritisation of improvement efforts for Cancer Services and 
WOD, given their 'Basic' risk maturity level. Some guidance for the Finance Directorate in 
enhancing the quality action plans and timeliness of management. OND and CGD have 
been encouraged to address minor areas for improvement to maintain their 'Established' 
status. Targeted risk management training is being organised. 

Follow-up reviews will be conducted for all but, in particular for Finance, WOD, and Cancer 
Services Directorates in the next quarter to assure improvements have been made. The 
risk team will continue with ongoing reviews for various Directorates as business as usual 
and report back to the Risk Scrutiny Group on progress at the following meetings.

The current risk management governance scoring reveals a range of maturity in managing 
risk across the Health Board. While some directorates demonstrate established practices, 
others require improvement as anticipated but through measuring and providing focused 
feedback, there is now clarity on the improvements required. The Risk Management team 
is committed to supporting all areas in enhancing their risk management maturity and will 
provide regular updates on progress to the RSG, ET and Audit Committee.

3.2 Internal Audit Findings and Responses

The June 2024 Internal Audit on Risk Management received a Limited Assurance rating. 
Progress on the four high-priority recommendations:

Recommendation & Status Progress
Operational Risk Registers Status: Open - Regular communications to risk leads for 

overdue risks. Noted improvement from 
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53% to 35% (tolerance for overdue risks 
being 15%)

- Automated monitoring and email 
notification system launch planned for 
September 2024.

Formal Review of Operational Risk 
Registers Status: Closure Pending 
Executive Team approval

- Quarterly risk register audit cycle 
implemented.

- Formal escalation route established 
through RSG.

- Recommendations provided to 
services/IHCs with monitoring in place.

Review of Corporate Risk Register Status: 
Open

- Initial review and quality assurance 
completed by corporate risk team.

- Scheduled for Executive Team review on 
September 18, 2024 and monthly there 
after.

Review of Risk Management Group Status: 
Open

- RSG established, meeting monthly from 
June 2024.

- Risk Forum created for broader 
engagement.

- Awaiting Executive Team approval of 
Terms of Reference and cycle of business.

 4. Risk Management Team Progress

The risk management team have made progress in ongoing strengthening of risk 
arrangements Health Board wide and track progress in a detailed annual work plan which 
feeds into a wider three year plan for the team, with the aim of continuous improvement. 

 4.1 Risk Management Annual Work Plan

- Quality Assurance: 64% of risks have been quality assured against December target of 
85%. This strengthens all risks maintained on Datix, ensuring quality of risks documented. 
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- Overdue/Beyond Target Risks: Reduced from 53% to 35% (overdue) and 25% to 19% 
(beyond target). Tolerance level to be 15% for both. 

- Mandatory Training (partially completed): Level 1 basic mandatory training for all staff 
remains pending final review. The Level 2 Operational Risk Management for all Datix risk 
leads, due to be uploaded to ESR. The Level 3 Strategic Risk Management Training have 
been arranged face to face targeting senior leaders across the Health Board, three dates 
have been booked in Sept across all three acute sites with 225 senior leaders booked, mop 
up session planned for November 2024. 

 4.2 Key Initiatives

- Developing a maturity matrix for risk management.

- Implementing a risk management dashboard for better benchmarking, oversight of all risk 
KPIs to improve reporting and measuring of governance in relation to risk with the aim to 
increase the maturity of the Health Board. Pilot to be completed end of Sept for roll out 
across the Health Board. 

- Power Automate integration for risk processes for ease of risk reminders on overdue risks, 
overdue actions and risks beyond their target date for reduction. 

- Reviewing the Planning and Performance Framework ensuring risk management is 
integrated fully. 

 4.3 Training and Development

- Conducted Board training on risk management and risk appetite (completed June 27, 
2024).

 4.4 Communication and Transparency

- Implemented fortnightly communications on overdue/beyond target risks (completed).

- Updated risk management policies (RM01/RM02) presented to Audit Committee and 
Board highlighting changes to the RSG and escalation routes (completed).

5. Conclusion

The Corporate Risk Team are progressing in line with targets on all Internal Audit findings, 
implementing structural and procedural changes to enhance risk governance. The Risk 
Management team continues to make progress in improving risk oversight, training, and 
communication. While some initiatives are still pending final approval or implementation, 
there is evidence of a systematic and comprehensive approach to elevating risk 
management practices across the organisation.

Next steps 
• Present recommended BAF risks to responsible committees and Audit Committee for 

final approval and subsequently to the Nov 2024 Board Meeting. 
• Following Board approval, risk authors complete a BAF risk template. 
• Present BAF Risks to the Risk Scrutiny Group and Executive Team Oct 2024
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• BAF to be fully developed and progress reported through to Nov Audit Committee. 
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Teitl adroddiad:

Report title:
Review of Speaking up Safely (whistle blowing arrangements) 

Adrodd i:

Report to:
Audit Committee

Dyddiad y Cyfarfod:

Date of Meeting:
Thursday, 12 September 2024

Crynodeb 
Gweithredol:

Executive Summary:

Beth yw pwrpas y papur, a yw’n eitem sefydlog/untro?

Pa gamau sydd angen i’r Bwrdd eu cymryd gyda’r adroddiad hwn?

This paper provides an update report on BCUHB’s approach to 

supporting staff to raise concerns, Speaking Up Safely (SUS), including 

those related to public disclosure/whistleblowing

Argymhellion:

Recommendations:

Gofynnir i’r Bwrdd:

Nodi/cymeradwyo ....

The Committee is asked to note the continued development of the SUS 
approach in BCUHB.

Arweinydd 
Gweithredol:

Executive Lead:
Jason Brannan, Deputy Director of People Services

Awdur yr Adroddiad:

Report Author:
Gareth Evans, Senior Organisational Development Manager

Pwrpas yr 
adroddiad:
Purpose of report:

I’w Nodi 
For Noting

☒

I Benderfynu arno 
For Decision

☐

Am sicrwydd 
For Assurance

☒

Arwyddocaol 
Significant

☐

Derbyniol 
Acceptable

☒

Rhannol
Partial

☐

Dim Sicrwydd
No Assurance

☐

Lefel sicrwydd:

Assurance level:
Lefel uchel o 
hyder/tystiolaeth o ran 
darparu'r mecanweithiau 
/ amcanion presennol

High level of 
confidence/evidence in 
delivery of existing 
mechanisms/objectives

Lefel gyffredinol o 
hyder/tystiolaeth o ran 
darparu'r mecanweithiau 
/ amcanion presennol

General confidence / 
evidence in delivery of 
existing mechanisms / 
objectives

Rhywfaint o 
hyder/tystiolaeth o ran 
darparu'r mecanweithiau 
/ amcanion presennol

Some confidence / 
evidence in delivery of 
existing mechanisms / 
objectives

Dim hyder/tystiolaeth o 
ran y ddarpariaeth

No confidence / evidence 
in delivery

Cyfiawnhad dros y gyfradd sicrwydd uchod.  Lle bo sicrwydd 'Rhannol' neu 'Dim 
Sicrwydd' wedi'i nodi uchod, nodwch gamau i gyflawni sicrwydd 'Derbyniol' uchod, a'r 
terfyn amser ar gyfer cyflawni hyn:

Justification for the above assurance rating.  Where ‘Partial’ or ‘No’ assurance has been 
indicated above, please indicate steps to achieve ‘Acceptable’ assurance or above, and 
the timeframe for achieving this:
Cyswllt ag Amcan/Amcanion Strategol:
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Link to Strategic Objective(s):

Goblygiadau rheoleiddio a lleol:

Regulatory and legal implications:

e.e. Yr Awdurdod Gweithredol Iechyd a 
Diogelwch

e.g. 
Public Interest Disclosure Act (PIDA)
Welsh Govt. Speaking Up Safely framework
All Wales Raising Concerns Policy and 
Procedure 

Yn unol â WP7, a oedd EqIA yn 
angenrheidiol ac a gafodd ei gynnal?

In accordance with WP7 has an EqIA been 
identified as necessary and undertaken?

Do/Naddo    Y/N

Yes

Yn unol â WP68, a oedd SEIA yn 
angenrheidiol ac a gafodd ei gynnal?

In accordance with WP68, has an SEIA 
identified as necessary been undertaken?

Do/Naddo    Y/N

Not applicable

Manylion am risgiau sy'n gysylltiedig â 
phwnc a chwmpas y papur hwn, gan 
gynnwys risgiau newydd (croesgyfeirio at y 
BAF a'r CRR)

Details of risks associated with the subject 
and scope of this paper, including new 
risks( cross reference to the BAF and CRR)

(crynodeb o’r risgiau a rhagor o fanylion yma)

Risks relate to: 
- capacity within the SUS team to provide a 

responsive service
- uptake and use of SUS by staff from all 

sections of the workforce
- awareness and promotion of SUS for staff 

without regular access to intranet or email 

Goblygiadau ariannol o ganlyniad i roi'r 
argymhellion ar waith

Financial implications as a result of 
implementing the recommendations

No additional financial implications

Goblygiadau gweithlu o ganlyniad i roi'r 
argymhellion ar waith

Workforce implications as a result of 
implementing the recommendations

No additional workforce implications

Adborth, ymateb a chrynodeb dilynol ar ôl 
ymgynghori

Feedback, response, and follow up 
summary following consultation

(crynodeb o sut mae’r papur wedi cael ei 
adolygu, yr ymateb a pha newidiadau a wnaed 
ar ôl cael adborth)

Not applicable – update report

Cysylltiadau â risgiau BAF:
(neu gysylltiadau â’r Gofrestr Risg 
Gorfforaethol)

Links to BAF risks:

Not applicable
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(or links to the Corporate Risk Register)
Rheswm dros gyflwyno adroddiad i fwrdd 
cyfrinachol (lle  bo'n berthnasol)

Reason for submission of report to 
confidential board (where relevant)

Amherthnasol

Not applicable

Camau Nesaf: 
Gweithredu argymhellion

Next Steps: 
Continued support for implementing SUS in BCUHB

Rhestr o Atodiadau:
Dim

List of Appendices:

- Appendix 1: Welsh Government Speaking Up Safely framework 
- Appendix 2: Word copy of SUS article on Betsi.Net
- Appendix 3: Word copy of SUS article on Betsi.Net linked to BCUHB statement around 

challenging sexual misconduct in the workplace
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Guidance:

CYFARFOD CYHOEDDUS BWRDD Y CYFARWYDDWYR
RHOWCH Y DYDDIAD
TEITL YR ADRODDIAD

BOARD OF DIRECTORS MEETING IN PUBLIC
INSERT DATE
REPORT TITLE

1. Cyflwyniad / Cefndir
Y cyd-destun sy’n esbonio pam fod yr adroddiad yn cael ei gyflwyno i’r Bwrdd/Pwyllgor, 
unrhyw gamau ymgynghori blaenorol, a’r pwrpas o’i gyflwyno i’r Bwrdd 

Introduction/Background

This report is submitted to the Audit Committee to provide an update as to the current 
situation in BCUHB related to the implementation and continued work of Speaking Up 
Safely (SUS), BCUHB’s approach to supporting staff to confidently raise concerns 
when usual routes are unavailable.  

SUS was first implemented in BCUHB in July 2021 as Speak Out Safely.  The name 
change in October 2023 coincided with the launch of the Welsh Government’s 
Speaking Up Safely framework, to which BCUHB substantially contributed.  

Process:

BCUHB’s SUS approach consists of the following elements:

o Freedom to Speak Up Guardian cohort (originally called Speak Out Safely 
Guardians)

o A multi-disciplinary team consisting of senior clinical and corporate colleagues who 
would act as conduits for connecting concerns raised by staff to people and/or 
departments within BCUHB with a legitimate remit to address the specific nature of 
concern being raised

o Provision of an independent web based platform that provides staff with the 
opportunity to raise concerns anonymously and engage in two-way conversation 
with a member of the MDT

o Speaking Up Safely Champions who raise awareness of SUS in local work 
contexts, including how to access the service via the elements set out above   

o Betsi.Net information pages with details about the team, how to access Work in 
Confidence and what to expect when you’ve raised a concern.  To date, over 2000 
staff have visited the main Speaking Up Safely intranet page.

This report provides an update to the Committee in the main on activity and 
developments within SUS across the last 12 months.

2. Corff yr adroddiad / Body of report

Developments over the last 12 months:
In October 2024, Welsh Government launched the Speaking up Safely framework for 
NHS Wales (see appendix 1). Members of the SUS team supported the national work 



5

undertaken around the new framework, contributing to the development of the 
framework itself and the toolkit 1 – co-designing and implementing a Speaking up 
Safely culture. After the framework was launched, all NHS organisations completed a 
review of their current speaking up arrangements, based on a set of requirements set 
out in section six of the SUS framework.  BCUHB have completed a review of our 
current offer and as per Welsh Government requirements submitted an action plan 
based on our findings to ensure alignment between BCUHB’s offer and the minimum 
standards set out in the framework. 

Following this, we have commenced refresh our organisational approach in line with 
the national framework in early 2024. This includes work on updating and refreshing 
our current BetsiNet pages, promotional materials, posters, and teaching content (e.g. 
Corporate Orientation, information provided on Leadership and Management 
development programmes, training sessions conducted with local university partners, 
etc.) to bring the branding and messaging in line with the national approach.  

As part of the action plan work, we will be undertaking a comprehensive review of the 
SUS approach to date, seeking colleague and partner perspectives, input from our staff 
networks, as well as user feedback and staff stories, if staff are willing to share such. 
This will enable us to evaluate the experience and impact of SUS to date and ensure 
any improvements required are made as we transition to Speaking Up Safely. Core 
service elements such as the SUS MDT, F2SU Guardian and the use of the 
anonymous, two-way conversation platform, Work in Confidence will continue to be 
deployed and/or enhanced as per feedback and learning, as such already go beyond 
the minimum specifications for service provision set out in the national framework 
guidance.   

 
Additionally, we have secured agreement at Executive level to support the recruitment 
of a permanent F2SU Lead Guardian (30hrs per week) at Band 8a.  The advert for this 
post was put out in August 2024, and interviews are currently planned for September 
2024. 

During this 12 month period we have also worked on our communication and 
engagement work, providing both an update story about SUS on the Betsi.Net front 
page (see appendix 2), and providing information on how staff can access and use 
SUS to raise concerns linked to national media coverage around sexual misconduct in 
health care (see appendix 3).  We have also collaborated with colleagues responsible 
for hosting BCUHB’s Corporate Induction processes for all new starters to ensure 
information is provided on SUS and how to access support if required. Information on 
SUS is also included in our Foundations of Management and Leadership programme to 
ensure all people coming into their first management role, are aware of SOS and can 
effectively signpost staff to it if needed.  Additionally, we continue to engage with 
colleagues in Bangor and Glyndwr Universities to provide awareness sessions to 
student nurses and physiotherapy students on placement in BCUHB.  Finally, we are 
reviewing our current bi-lingual posters on the role of the F2SU Guardian and on how 
to use Work in Confidence to ensure they are branded in relation to the All Wales 
Speaking Up Safely framework. 

Current team membership

Our current Freedom to Speak Up Guardians are: 
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o Tracey Eccles, Lead F2SU Guardian
o Kathryn Seeney, F2SU Guardian (fixed term contract until March 2025)

The current MDT membership is:

o Dr Jim Mcguigan, Deputy Executive Medical Director
o Andrea Orme – Associate Director of People Services 
o Reena Cartmell – Director of Nursing Quality, Assurance and Learning
o Justine Parry – Assistant Director of Compliance and Business Management
o Dr Kath Clarke – Head of Quality
o Clare Jones – Corporate Health and Safety Manager
o Rebecca Testa – Head of Organisational Development
o Melany McKenna/Kate Shakespeare – Principle Clinical Psychologist/Clinical 

Psychologist (alternating meetings)
o Gareth Evans – Lead for SOS and Chair of the SOS MDT

Total activity data (Work in Confidence) since SUS commenced – 12th July 2021 – 1st 
August 2024

Category Number
Received

Percentage

Leadership & Management issues 42 23.3%
Bullying / Harassment 39 21.6%
Patient Safety/Quality 29 16.2%
Staff Safety 18 10%
Other 17 9.5%
Behavioural/Relationship 16 8.8%
Systems & Processes 10 5.6%
Equility, Diversity & Inclusion 8 4.5%
Infrastructure / Environmental 1 0.5%
Total 180 100%

Number of 
Cases Closed

Average Time 
to Respond

Average Time 
to Close

Average 
Satisfaction 
Rating

175 (97.2%) 6 days 77 days 4.4/5

375 staff registered to use the Work in Confidence platform during this period. Of that 
number, 335 have completed the registration process and have access to use the 
platform to raise concerns. 

  
Twelve month activity data (Work in Confidence) – 1st August 2023 – 1st August 2024

Category Number
Received

Percentage

Bullying / Harassment 16 27.7%
Leadership & Management issues 15 26%
Patient Safety/Quality 11 19%
Equility, Diversity & Inclusion 5 8.6%
Other 4 6.8%
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Behavioural/Relationship 3 5.2%
Staff Safety 2 3.4%
Systems & Processes 2 3.4%
Total 58 100%

Number of 
Cases Closed

Average Time 
to Respond

Average Time 
to Close

Average 
Satisfaction 
Rating

53 (91.3%) 4 days 42 days 4.57/5

74 staff (out of the total figure of 375) have initially registered with the Work in 
Confidence platform over the last 12 months, with 71 completing the full registration 
 process allowing them access to the platform and the ability to raise concerns.  Of 
note, over the last 6 months, the average response time has dropped to 3 days.  

Total activity data for Freedom to Speak Up Guardians – 12th July 2021 – 1st August 
2024

 
Twelve month activity date for F2SUG – 1st August 2023 – 1st August 2024

3. Goblygiadau Cyllidebol / Ariannol  / Budgetary / Financial Implications 

There are no additional budgetary implications associated with this paper.
 

Category Number
Received

Percentage

Leadership & Management issues 18 28%
Bullying & Harassment 9 14.5%
Behavioural/Relationships 9 14.5%
Systems & Processes 8 12.5%
Patient Safety & Quality 7 10.9%
Other 6 9.3%
Equality, Diversity & Inclusion 5 7.3%
Staff Safety 2 3%
Total 64 100%

Category Number
Received

Percentage

Behavioural/Relationships 5 25%
Other 4 20%
Patient Safety & Quality 3 15%
Bullying & Harassment 3 15%
Leadership & Management issues 2 10%
Systems & Processes 2 10%
Equality, Diversity & Inclusion 1 5%
Total 20 100%
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4. Rheoli Risg / Risk Management 
There are no risks associated with DATIX in relation to the provision of the SUS 
service and approach

5. Goblygiadau Cydraddoldeb ac Amrywiaeth / Equality and Diversity Implications 
This report does not relate to the need for a strategic level decision. 

Gareth Evans
Senior Organisational Development Manager
Chair, Speaking Up Safely MDT
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1.	 NHS Wales and the broader  
	 policy context

1. 	 ISO 37002:2021 Whistleblowing management systems — Guidelines https://www.iso.org/standard/65035.html
2.	 UNODC (2021) Speak up for health! Guidelines to enable whistle-blower protection In the health-care sector

3.	 Jones A et al (2022) Evaluation of the implementation of Freedom to Speak Up Local Guardians in NHS Acute Hospital Trusts 	
	 and Mental Health Trusts in England https://funding awards.nihr.ac.uk/award/16/116/25
4.	 Jones, A et al (2021) Interventions promoting employee “speaking-up” within healthcare workplaces: a systematic narrative 		
	 review of the international literature. Health Policy 125 (3), pp. 375–384

5.	 Jones, A. and Kelly, D. M. (2014) Whistle-blowing and workplace culture in older peoples’ care: qualitative insights 		
	 from the healthcare and social care workforce. Sociology of Health and Illness 36 (7), pp. 986–1002.

The principles and practices associated with 
Speaking Up Safely outlined in this framework 
document should be considered within the 
broader NHS Wales and UK policy context. 
Speaking Up Safely is an initiative which supports, 
rather than replaces, existing policy, such as: 

•	 Procedure for NHS Staff to Raise Concerns
•	 NHS Wales Policy: Respect and Resolution
•	 Welsh Government Law: The Health  

and Social Care (Quality and Engagement) 
(Wales) Act 

•	 UK healthcare regulation: e.g. codes of 
practice provided by the NMC, HCPC  
and GMC

•	 UK Law: Public Interest Disclosure Act 1998	
			 

The Speaking Up Safely Framework has also been 
informed by international guidelines1,2  
and research evidence3, 4, 5.

Whistleblowing and Protected  
Disclosures - Definitions
‘Whistleblowing’ is the popular term applied to a 
situation where an employee, former employee 
or member of an organisation raises concerns 
to people who have the power and presumed 
willingness to take corrective action. ’Protected 
disclosure’ is the legal term for whistleblowing 
and is referenced in the context of describing the 
protection that is afforded to the person raising 
the concern in the interest of the public.
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2.	 Introduction
Following the publication of A Healthier Wales 
and the creation of the Workforce Strategy for 
Health and Social Care, it became clear that 
NHS Wales needed to develop its approach 
to organisational culture and behaviour. This 
links to the approach of developing healthy 
working relationships which aims to foster more 
compassionate, collective, healthier and fairer 
behaviours, workplaces and organisations. 
It is recognised that there are key pan-NHS 
Wales opportunities to lever change including 
leadership development, changing  
targets/ focus (such as colleagues’ experiences  
of work) and using people ‘policies’. 

This Framework sets out the responsibilities of 
organisations, their executive teams and boards, 
along with those of managers and individual 
members of staff (and volunteers) in creating a 
culture in which ‘Speaking Up’, alongside timely 
and appropriate response to any concerns 
raised, is supported within a safe environment. 
This Framework will be supported in its 
implementation by a series of toolkits.

Having effective arrangements which enable staff 
to speak up (also referred to as ‘raising a concern’) 
helps to protect patients, the public and the 
NHS workforce, as well as helping to improve 
our population’s experience of healthcare. It 
is essential to ensure that all individuals have a 
voice, are listened to, and receive a timely and 
appropriate response. 

This Framework will support organisations to 
create that culture; one where individuals feel safe 
and able to speak up about anything that gets in 
the way of delivering safe, high-quality care  
or which negatively affects their experience.  
This includes, but is not limited to, matters related 
to patient safety, safe staffing, the quality of care, 
bullying and harassment (and cultures which 
enable this), as well as financial malpractice  
or fraud. 

To support this, leaders and managers need to 
be willing to listen, and to be open to constructive 
challenge. Speaking up and bringing these issues 
into the open is a brave and vulnerable thing to 
do, and therefore should be welcomed and seen 
as an opportunity to listen, learn and improve. 

This is the Framework that organisations, 
departments and teams are required to follow in 
order to establish and sustain a culture where no 
individual will suffer victimisation or detrimental 
treatment as a result of speaking up, and where 
organisations learn and improve as a result of 
listening and responding to concerns raised.

Not all sections of this framework will be relevant 
to everybody. However, while it is clear who the 
relevant sections are intended for, depending 
on your role within the NHS you may wish to 
familiarise yourself with sections which may not 
initially be relevant to you.

4

Speaking Up Safely: A Framework for the NHS in Wales

https://www.gov.wales/healthier-wales-long-term-plan-health-and-social-care
https://heiw.nhs.wales/workforce/health-and-social-care-workforce-strategy/
https://heiw.nhs.wales/workforce/health-and-social-care-workforce-strategy/
https://nhswalesleadershipportal.heiw.wales/
http://h
http://h


3.	 Principles of Speaking Up Safely
3.1	 All those engaged with the NHS have a  
	 contractual right and duty to raise genuine 	
	 concerns with their employer about 
	 malpractice, patient safety, financial 		
	 impropriety or any other serious risks they 
	 consider to be in the public interest.  
	 In addition, staff have duties imposed upon 
	 them to raise such concerns by their 		
	 respective professional regulatory bodies. 

3.2 	 All organisations recognise the need to  
	 continuously improve to make every effort 	
	 to address and correct issues threatening 	
	 patient safety as quickly as possible, to 	  
	 work with colleagues to this end and to  
	 ensure that at all times they do all they can 
	 to act on the side of the solution. 			
	 Consciously creating culture of ‘Speaking 	
	 Up Safely’ is key to this aim.

3.3 	 All organisations, departments and teams  
	 have a duty to create a culture where 		
	 individuals know how to raise a concern, are 	
	 aware of the process that will follow, and 
	 where they can be confident that if they do 
 	 raise a concern, they will receive support  
	 without experiencing personal or 			
	 professional detriment.

3.4 	 It is not necessary for an individual to have 	
	 concrete proof of an act that they wish to  
	 report – a reasonable belief is sufficient. 
	 Individuals are encouraged to raise any 		
	 concern at the earliest opportunity so that 	
	 there is time to assess the issues within a 		
	 supportive environment. 

3.5 	 Individuals who speak up do not have 
	 responsibility themselves for investigating 	
	 the matter (where this is required). It is the  
	 organisation’s responsibility to ensure that 
	 where appropriate, an investigation  
	 takes place. 

3.6 	 Organisations also have responsibility to  
	 ensure that those responding to concerns 	
	 are prepared and supported to respond 

	 promptly or are able to delegate to  
	 someone who can. Managers will have 		
	 training on how to deal with concerns that 	
	 have been raised.

3.7 	 Organisations should encourage 			
	 individuals to raise concerns using the 
	 designated procedure in the first instance. 	
	 If an individual is not sure 	whether or not to  
	 raise a concern, they should discuss the 		
	 issue with a manager or the Workforce and 	
	 OD department or for those registered with 	
	 a trade/professional union, with their 		
	 representative or their trade/professional 	
	 union’s employment advice service.

3.8 	 In line with NHS Wales policy,individuals are 	
	 encouraged to raise the concerns within 		
	 the organisation at the earliest possible 
	 opportunity. This framework seeks to 
	 ensure that the organisation has the 		
	 appropriate mechanisms and culture in 		
	 place through which concerns will be 		
	 appropriately addressed. 

3.9 	 If an individual speaks up or raises a 		
	 concern in Welsh, it will not be treated any  
	 less favourably than if it had been raised in  
	 English. Individuals speaking up in Welsh 		
	 can expect any subsequent written 
	 correspondence or response in Welsh. 
	 If meetings are arranged about the 		
	 concern, the organisation will actively offer 	
	 to conduct the meeting in Welsh.

3.10	 Any matter raised will be reviewed  
	 thoroughly, promptly and confidentially,  
	 and the individual raising a concern will 		
	 receive appropriate feedback (see  
	 Toolkits 2 and 3). 

3.11 	 If an individual raises a genuine concern, 		
	 they will not be at risk of losing their job or 	  
	 suffer any detriment. Where an individual  
	 (who has raised concerns) may nonetheless 	
	 be at risk of or fear detriment or any potential 	
	 harm by continuing to work in their existing 		
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	 role or place of work, suitable action will be 		
	 taken, in agreement with the individual, which 	
	 could include redeployment. 

3.12 	 Victimisation or harassment of an 
	 individual for speaking up / raising concerns 	
	 will be considered a serious disciplinary 		
	 offence, as will any action to ‘cover-up’ or 	
	 wilfully ignore concerns. 

3.13 	 Individuals are encouraged to raise concerns  
	 openly. However, there may be  
	 circumstances when individuals may 		
	 request that their identity is not revealed. 		
	 In this case, the organisation will not  
	 disclose their identity without their consent 
	 unless required to by law. There may, 		
	 however, be times when the organisation 		
	 may be unable to resolve a concern without 	
	 revealing the individual’s identity, for example  
	 where personal evidence is essential. In such 	
	 cases, the organisation will discuss with the 	
	 individual whether and how the matter can 	
	 best proceed. Where the concern is a matter 	
	 of staff or patient safety in line with Duty of 
	 Care, there may well be a need for 
	 escalation and anonymity may not be able 	
	 to be maintained. Where this cannot be 
	 avoided, however, this will be made clear to 	
	 the individual who has raised the concern. 

3.14 	 Where an anonymous concern is received, a 
	 designated contact will still examine the		
	 contents of the concern with relevant 	

	 senior managers and investigate where 		
	 necessary. However, without the investigator 	
	 being able to talk to the individual(s) who has  
	 (have) raised the concern and without 		
	 possibly being able to attain any additional 		
	 facts as a result, it needs to be recognised 		
	 that it may be difficult for a full investigation to 	
	 be undertaken. In these circumstances,  
	 supporting and protecting the individual, or  
	 giving them feedback, may be very difficult. 		
	 Accordingly, The individual may not be able to  
	 be provided the assurances offered above. 	
	 Organisations should routinely consider, log  
	 and monitor anonymous concerns. 

3.15 	 All managers will have discussions within 		
	 the PADR (Performance and Development 	
	 Review) process about speaking up if staff 	
	 members have any concerns, as well as 		
	 within their own PADR in respect of dealing 	
	 with concerns when they arise.

3.16 	 Organisations should identify an  
	 Independent Member/Non-Executive 
	 Director to act as a ‘Speaking Up Safely Board 	
	 Champion’ and an Executive Director as  
	 ‘Speaking Up Safely Executive Lead’, as a 		
	 minimum, and may wish to appoint  
	 additional roles for speaking up. As a 		
	 minimum, organisations should ensure that 	
	 those with responsibility for speaking up are 	
	 sufficiently independent to provide staff with 	
	 confidence when speaking up.
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4. 	Expectations
Every employee involved in the NHS in Wales will 
have certain expectations placed upon them in 
relation to speaking up safely. The following sets 
out what those expectations are at different levels 
and roles within organisations. 

4.1 	 Employees
All NHS Wales employees have a role in identifying 
issues and speaking up. Registered staff also 
have a professional responsibilities to identify 
and speak up appropriately. The following are 
expectations of all employees in the NHS.

•	 Behave in a way that encourages individuals  
to speak up.  

•	 Where you have concerns, ensure these are 
raised in a timely and appropriate manner in 
line with local policies and procedures.

•	 Encourage and be supportive of those who 
speak up.

•	 Do not victimise, bully or discriminate. 
•	 Embrace speaking up as an opportunity to 

learn and grow as an individual and as a team, 
as well as for the organisation as a whole.

•	 Utilise Toolkit 2 in this framework when 
speaking up.

4.2 	 Line Managers
All managers have a responsibility for creating 
a ‘psychologically safe’ culture which enables 
individuals to highlight problems and make 
suggestions for improvement. Speaking Up Safely 
is a fundamental part of that. An organisational or 
departmental culture of bullying and harassment, 
or one that is not welcoming of new ideas or 
different perspectives, will prevent individuals 
from speaking up, put patients at risk, affect many 
aspects of the well-being and working lives of staff, 
and reduce the likelihood that improvements 
can be made. Managers, as leaders, should 
understand the impact their behaviour can have 
on an organisation’s culture and therefore how 
important it is that they reflect on whether their 
behaviour may inhibit or encourage someone 
from speaking up (See Toolkit 3).

Line Managers will:

•	 Be able to articulate both the importance of 
workers feeling able to speak up and how they 
will enable this within the organisation’s vision. 

•	 Speak up, listen and act (see Toolkit 3).
•	 Be visible and approachable and welcome 

staff who wish to speak up.
•	 Have insight into how their power and position 

could silence individuals, and how their own 
unconscious bias and belief systems could 
impact on how they receive individuals who 
speak up.

•	 Thank workers who speak up. 
•	 Demonstrate that they have heard when 

workers speak up by providing feedback. 
•	 Seek feedback from peers and workers to 

help them reflect on how effectively they 
demonstrate the organisation’s values and 
behaviours. 

•	 Accept challenging feedback constructively, 
publicly acknowledge mistakes and make 
improvements. 

4.3 	 Boards
NHS Organisations in Wales are expected to 
implement the Speaking Up Safely approach 
outlined in this framework (see Toolkit 1). The 
Board should take into account the toolkits 
attached and align with the All-Wales branding 
that ensures individuals who move from one NHS 
Wales organisation to another can easily identify 
with the ‘Speaking Up Safely’ approach. 

The Board should demonstrate its 
commitment to creating an open and honest 
culture where workers feel safe to speak up by: 

•	 Having named Executive and Independent 
Member/Non-Executive Directors Leads 
responsible for speaking up. 

•	 Acting as role models within the organisation.
•	 Including speaking up and other related 

cultural issues in board development 
programmes and Staff Partnership Fora.
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•	 Having a sustained and ongoing focus on  
the reduction of bullying, harassment  
and incivility. 

•	 Sending out clear and repeated messages 
that it will not tolerate the victimisation of 
workers who have spoken up, and taking 
action should this occur, with these messages 
echoed in relevant policies and training. 

•	 Investing in sustained and continuous 
leadership development. 

•	 Ensuring the organisation has an appropriately 
resourced Speaking up Safely approach and 
champion model.

•	 Supporting the creation of an effective 
communication and engagement strategy 
that encourages and enables workers to 
speak up, and promotes changes made as a 
result of speaking up.

•	 Inviting individuals who speak up to present 
their experiences in person to the board and 
staff partnership fora.

•	 Monitoring the extent to which concerns are 
being raised and addressed, and identifying 
learning and improvement needs as a result.

4.4 	 Independent Member/Non-Executive 	
		 Director ‘Board Champion’ for 		
	 Speaking Up Safely
The Independent Member / Non-Executive 
Director Champion for Speaking Up Safely is 
a senior, independent lead role specific to 
organisations with boards. 

They should:

•	 Hold the Board and the Executive Team to 
account in the delivery of a Speaking up  
Safely culture. 

•	 Seek assurance that the Board responsibilities 
and expectations of this framework are 
implemented. 

•	 Be a ‘fresh pair of eyes’ to ensure that 
investigations are conducted with rigour and 
to help escalate issues, where needed. 

•	 Have appropriate knowledge of Speaking Up 
Safely and be able to readily articulate: 

	– why a healthy speaking-up culture is vital; 
	– the indicators of a healthy speaking-up 		

	 culture; 
	– the indicators that there is sufficient 		

	 support for speaking up and wider culture 	
	 transformation; 

	– the red flags that should trigger concern. 

•	 Constructively challenge the most senior 
people in the organisation to reflect on 
whether they could do more to create a 
healthy, effective speaking-up culture.  
This might involve constructively raising 
awareness about poor behaviours. 

•	 Be accessible to staff to provide support and 
guidance on how to and where to go to for 
advice and representation in Speaking Up 
Safely issues (with a clear delineation of roles). 
Independent members will not advocate, 
advise or represent employees in speaking up 
safely concerns.

Organisations/Hosted Organisations without 
Boards are likely to benefit from having an 
equivalent role.

4.5 	 Executive Leads for Speaking Up Safely 
Having an Executive Lead for Speaking Up 
Safely helps demonstrate the organisation’s 
commitment to speaking up. Importantly, this 
person should be widely considered a credible 
role-model of the behaviours that encourage 
speaking up. They should be able to show that 
they are clear about their role and responsibility, 
and to evidence how they have helped improve 
the organisation’s speaking-up culture. 

The Executive Lead should be accountable for: 

•	 Co-designing, with the wider Executive 
Team, a plan for Speaking Up Safely, and 
implementing a Speaking Up Safely culture.

•	 Implementation and delivery, with the wider 
Executive Team, of a Speaking Up Safely Culture.

•	 Evaluating speaking-up arrangements and 
gaining assurance that the experience of 
workers who speak up is a positive one.

•	 Ensuring there is appropriate resource for 
Speaking Up Safely.

•	 How the organisation periodically reviews its 
speaking up safely arrangements.

•	 Ensuring there is a link to learning from  
events/incidents processes, and 
organisational governance arrangements.

•	 Liaising with the Independent  
Member/Non-Executive Director Champion.

•	 Providing the Board with assurance around all 
of the above. 
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5. 	Implementing and improving  
	 a Speaking Up Safely Culture 

5.1 	 Implementation of Speaking Up 
	 Safety culture

In order to implement this framework, it is 
expected that organisations have a clear vision for 
the speaking up culture that links the importance 
of encouraging individuals to speak up with 
patient safety, staff experience and continuous 
improvement. Co-designing, implementing and 
improving a Speaking Up Safely culture should 
always be undertaken in social partnership.  
Toolkit 1 provides further information

Organisations will need to, in social partnership, 
develop a plan of how to deliver this framework. 
This should be led by the Executive Lead 
for Speaking Up Safely. The plan should 
also be informed by key Speaking Up Safely 
stakeholders, such as Trade Unions, HR, OD 
and those representing minority communities. 
The Board should discuss and agree the plan 
and be provided with regular updates. The plan 
and ongoing review is co-produced with the 
organisation’s staff partnership arrangements, 
staff networks and organisational engagement 
arrangements.

Among other things, the Executive Lead for 
Speaking Up Safely and the IM/NED Speaking 
Up Safely Champion will: 

•	 Review the plan annually in social partnership, 
including how it fits with the overall 
organisational strategy, using a range of 
qualitative and quantitative measures. 

•	 Assess what has been achieved and what 
more there is to do, using a continuous 
improvement approach. 

•	 Identify the barriers to Speaking Up and how 
they will be overcome. 

•	 Identify whether the right indicators are being 
used to measure success (see Toolkit 4). 

•	 Help drive collaboration on an All-Wales basis 
to deliver, as far as possible, a consistency 
of approach to Speaking Up Safely across 
organisations, noting local and  
organisational context.

5.2	 Be assured your Speaking Up Safely 		
	 Culture is Healthy and Effective
The Board must be continuously assured that 
individuals will speak up about things that get in 
the way of providing safe and effective care and 
that this will improve the experience of patients 
and staff. Boards should not assume that the 
Speaking Up Safely culture is static; culture 
can improve, regress or stagnate for a variety 
of reasons, and sub-cultures will exist within 
organisations. Boards must monitor trends in 
the reasons for staff speaking up. Boards will also 
need further assurance when there have been 
significant changes, where changes are planned, 
or there have been negative experiences such as: 

•	 Before a significant change (such as a merger 
or major service change). 

•	 When an investigation has identified a team or 
department has been poorly led, or a culture 
of bullying has developed. 

•	 When there has been a significant service failing. 

•	 Following a Healthcare Inspectorate Wales 
inspection where concerns have been 
identified.

•	 Following a triangulation of data from a range 
of sources such as turnover, exit interviews, 
TU colleague feedback, staff surveys, 
grievances, work-related stress sickness, and 
clinical/operational indicators (See toolkit 4).

It is the Executive Lead’s responsibility, supported 
by and in conjunction with the wider-Executive 
Team, to ensure that the Board receives a range 
of assurance and regular updates in relation to 
the Speaking Up Safely plan and implementation 
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of this framework. The organisation’s Speaking Up 
Safely arrangements must be based on the most 
recent NHS Wales policy and legal requirements 
(see examples on page 2 of this document). If the 
Board is not assured its staff feel confident and 
safe to speak up, it should consider requesting 
remedial action to address any concerns. 
The Board should use a range of resources for 
developing and monitoring its Speaking Up Safely 
culture. Toolkit 4 should be considered as a basis 
for the information that organisations should 
collect to inform their understanding of the 
cultures within their organisation.

5.3		 Be open and transparent with  
	 external stakeholders
A healthy Speaking Up Safely culture is created 
by organisations and Boards that are open 
and transparent and see speaking up as an 
opportunity to learn. Executives are required to 
routinely discuss challenges and opportunities 
presented. The Board will welcome engagement 
with, and feedback from, these stakeholders.  
The Board is required to regularly discuss progress 
in this area (respecting the confidentiality of 
individuals), along with themes and issues 
arising from the Speaking Up Safely approach. 
Regular and in-depth reviews of leadership and 
governance arrangements in relation to Speaking 
Up Safely will help organisations to identify areas 
for further development.
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6.	 Requirements for organisations 
Organisations will: 

a.	 Appoint an Independent Member/ 
Non-Executive Director as Speaking Up Safely 
Champion as well as an Executive Lead.

b.	 	Ensure adequate investment that provides 
sufficient resource to support the continuous 
development of the organisational Speaking 
Up Safely approach and associated  
culture change. 

c.	 Embed Speaking Up Safely in the functions of 
a board committee, which can be an existing 
committee, to support the champion/lead  
for speaking up in terms of guiding the 
organisation’s approach. Membership of the 
committee should consist of a range of key 
stakeholders, including (but not limited to) 
some of those identified in Section 4.

d.	 Ensure that clear and easy to follow processes 
are in place to allow individuals to raise 
concerns (including anonymously). The NHS 
Wales Procedure for Staff to Raise Concerns is 
a necessary minimum standard, but is not in 
itself sufficient for facilitating and supporting a 
Speak Up Safely culture.

e.	 	Identify those groups which experience the 
most barriers when speaking up and ensure 
that processes are inclusive and equitable.

f.	 Ensure that the response  
mechanism/process is continuously 
monitored, clear and timely (equally as 
important as the procedure to raise  
concerns – see Toolkit 4).

g.	 Ensure that individuals speaking up do not  
suffer detriment as a result of raising concerns.

h.	 Undertake regular reviews of responses, as 
well as of the leadership and governance 
arrangements in place, and provide regular 
reports to the appropriate committee. 

i.	 Ensure that arrangements are in place to 
monitor concerns/issued raised against the 
protected characteristics of the Equality Act 
2010 and the implementation of any learning 
as a result of this. 

j.	 Request feedback from all individuals who 
have spoken up and evaluate the feedback 
received (consider inviting a sample of 
individuals who have spoken up to attend 
committees and Board meetings to discuss 
experiences and share learning).

k.	 Fully implement the All-Wales  
branding/messaging for Speaking Up Safely.

l.	 Continuously/consistently promote and 
raise awareness of speaking up and  
listening/responding as a  
pro-social/desirable behaviour.

m.	 Ensure that appropriate training to deliver 
a Speaking Up Safely culture is rolled out 
to leaders, managers and staff throughout 
the organisation, as part of leadership and 
management development arrangements.
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Toolkit 1: Co-designing and  
implementing a Speaking Up  
Safely Culture

Introduction
This framework provides an outline of the process 
of Speaking Up, but organisations will need to 
develop their Speaking Up Safely culture. There 
may also need to be local difference to the 
process of speaking up in each organisation.  
This toolkit provides a guide that NHS 
organisations must follow to co-design and 
implement a Speaking Up Safely culture.

Section One: 
What needs to be in place to develop 
a Speaking up Safely culture
Organisations need to ensure that their values 
and cultures create healthy speaking up 
environments in the workplace that provide the 
space for people to be listened to and taken 
seriously. This is essential in a safety culture 
and should be part of normal business for every 
individual in every organisation.

For staff in the NHS to feel safe speaking up, the 
following elements need to be implemented:

•	 Staff can have open conversations with 
managers, and managers listen.

•	 There is mutual trust between the person 
raising the concern and the person listening.

•	 Leaders display and encourage the 
behaviours required for staff to feel  
listened to.

•	 The approach uses psychological safety 
principles to create the conditions for people 
to be able to speak up. 

•	 Organisations will ensure individuals are not 
penalised for highlighting mistakes, failures 
or concerns. Where psychologically safety is 
lacking, employees are less likely to speak up  

and challenge inappropriate behaviours of 
colleagues or superiors.

•	 Organisations should recognise that 
individuals with protected characteristics are 
often more likely to be on the receiving end of 
poor practices, harassment or bullying.  
They are also least likely to speak up due 
to the fear of reprisals. This needs to be 
considered in the local approach and 
implementation.

•	 Feedback should be provided to individuals 
who raise concerns especially in relation to 
actions implemented

What organisations should do to  
co-produce their Speaking Up Safely 
culture and local processes
Organisations will be expected to co-produce 
their Speaking Up Safely culture and systems 
with trade / professional union partners, staff 
with protected characteristics, those with 
lived experience, and staff from ethnically and 
culturally diverse backgrounds. This approach 
is required to ensure the process is relevant and 
purposeful to those who may speak up. 

Organisations should consider the following key 
principles when planning and co-designing a  
co-production approach: 

1.	 Encourage active participation, the sharing 		
	 of experience, and welcome diverse ideas  
	 and suggestions.

2.	 Engage in genuine dialogue around diverse 		
	 perspectives and be open to the idea 		
	 that all parties can be mutually influenced by  
	 the experience and ideas of others. Avoid the 	
	 perception that decisions have already been 	
	 made by a small number of 	senior people.
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3.	 Consider how you can host events and 		
	 conversations where differences of 	 
	 power, status, perceived expertise and 		
	 privilege are minimised between those 		
	 participating, i.e., leaders, staff, partners 		
	 and stakeholders, and those with and without 	
	 protected characteristics.

4.	 Actively listen so that there is a shared 		
	 experience of inquiry, reflection, dialogue and 	
	 shared discovery.

Consider the following when planning your  
co-production approach:

People –  
who needs to be in the conversation with us?

Invitation –  
how will we invite people into the conversation 
with us so as they want to be involved, and are able 
to participate?

Power and Privilege –  
how will we acknowledge and work constructively 
with differences of power and privilege to ensure 
equity of contribution?

Inviting all to have their say –  
how do we structure this conversation so that 
everyone gets time and has their voice heard?                                    

Interface –  
where and how will we meet (in person, online)?

Agreeing the practicalities –  
how often should we meet, and for what  
time duration?

Finding shared meaning –  
what are the common themes or sense of shared 
purpose that ties this all together?

Goals –  
what are we hoping to achieve together?

How to respond best to disagreement  
and conflict –  
how we will respond to any breakdowns in 
communication? What is our agreed way of  
doing this? 

Section Two: 
Guiding Principles, Process  
and Learning
•	 Map what staff, partners and stakeholders 

would see as the organisational barriers  
and enablers to Speaking Up Safely;  
co-produce interventions to reduce and 
remove barriers, monitor the effectiveness of 
these interventions, and share and implement 
enablers of speaking up. 

•	 Widely and consistently communicate the 
agreed systems, processes for and learning 
from Speaking Up Safely.

•	 Ensure procedures for receiving, reviewing 
and responding to speaking up concerns are 
timely, transparent and regularly evaluated 
to ensure they are fit for purpose and able to 
reassure staff that the process will support 
them when raising their concerns.

•	 Use the lived experience of staff and others to 
help recognise the ways in which power and 
privilege manifest in the organisation and can 
become barriers to staff speaking up.

•	 Provide bias and cultural awareness training 
and/or supervision for those who will hear the 
concerns staff members raise – to ensure 
the diverse needs of staff with protected 
characteristics can be openly received, are not 
potentially dismissed due to possible differences 
in peoples’ lived experiences, beliefs and views.

•	 Build anonymity into speaking up processes 
for those staff who fear detriment from 
publicly speaking out.

•	 Develop the skills of leaders to be able to 
listen to concerns openly, transparently and 
without prejudice and enable leaders to act on 
concerns raised. Leaders should demonstrate 
their skills in these areas in order to support a 
speaking up culture. 

•	 Ensure there is timely access to staff support 
and wellbeing services – as speaking up can 
impact on the psychological health of staff. 

•	 Review organisational data (as per Toolkit 4) 
with social partners through the organisation’s 
board-level committee structure.

•	 Where staff experience detriment from 
speaking up, actively utilise restorative justice 
practices to address this, as per the All-Wales 
Respect and Resolution policy and process.
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Section Three:  
Questions to consider when  
co-producing the approach
•	 Who needs to be in this conversation –  

who has an important perspective, 
experience, or stake in the development  
of a Speaking Up culture?

•	 What processes can be developed for 
acknowledging and addressing issues 
when they arise? How can the organisation 
collaborate with staff, partners, and other 
stakeholders to ensure these processes are 
fair and supportive?

•	 How is learning shared across the  
organisation – at individual, team and service 
level, as well as more widely?

•	 How will the organisation engage with staff 
from diverse backgrounds, ethnicities and 
cultures to;

	– ensure their lived experiences improve your 	
	 speaking up processes?

	– address issues related to bias, 			 
	 discrimination and inequity? 

	– review whether organisational policies and 	
	 processes might be unintentionally causing 	
	 inequity and inequality? 

•	 How can the organisation explore the ways 
in which hierarchy, entitlement, power 
and privilege might be marginalising and 
disadvantaging individuals groups?

•	 How can the organisation encourage and 
support this type of reflective conversation? 

•	 How will the organisation identify barriers to 
speaking up within it? What actions can be 
taken to address and resolve any barriers 
when identified? 

Resources
•	 National Guardians Office for England:  

https://nationalguardian.org.uk/ 
•	 HIW Guidance on Speaking Up:  

https://hiw.org.uk/speaking-keep-people-safe 
•	 HEIW – Healthy Working Relationships: 

https://nhswalesleadershipportal.heiw.
wales/healthy-working-relationships 

•	 Just and Restorative Culture:  
NHS England » A just culture guide;  
The Mersey Care Just and Learning Culture

•	 Epistemic Injustice: Epistemic Injustice | 
Department of Philosophy | University  
of Bristol

•	 BMJ Research Article on Speaking Up and 
Culture within the NHS: Inter-professional 
model on speaking up behaviour in 
healthcare professionals: a qualitative 
study | BMJ Leader
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Toolkit 2: How to Speak Up 

Introduction
Our NHS Wales workforce goes above and 
beyond every day, and its dedicated efforts and 
commitment to services is inspirational. Yet there 
are times when things just don’t go right, where 
there are issues or concerns, or there is a fear for 
patient care and colleague well-being. The need 
for Speaking Up Safely is a vital component for 
any NHS organisational culture and highlighted in 
reports from Francis (2015) and, more recently, 
Ockenden (2022).

The Francis report highlighted: 

“Every organisation involved in providing 
NHS healthcare should actively foster a 
culture of safety and learning in which all 
staff feel safe to raise concerns.

“Raising concerns should be part of the 
normal routine business of any well-led  
NHS organisation.

“Freedom to speak up about concerns 
depends on staff being able to work in a 
culture which is free from bullying and other 
oppressive behaviours.

“All NHS organisations should ensure that 
there is a range of persons to whom concerns 
can be reported easily and without formality. 
They should also provide staff who raise 
concerns with ready access to mentoring, 
advocacy, advice and counselling” 

How to Speak Up Safely in  
your organisation
Organisations across NHS Wales are committed 
to embedding speaking up safely as part of their 
cultures. To enable this, various methods and 
means will be used to ensure staff feel safe and 
comfortable in speaking up. This will vary across 
organisations as they implement local methods 
to support this agenda. There will be transparency 
where possible, on any actions taken because of 
staff speaking up to show they have been actively 
listened to. 

The need for speaking up safely to be firmly 
embedded into everyday life and cultures across 
NHS Wales is a priority. The way and means of 
doing this will evolve with new initiatives added to 
ensure that issues can be safely explored. 

“Culture change is not a one-off event, 
but requires constant attention and 
development.”

Sir Robert Francis QC, 2015 
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Speaking Up Safely Process
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Frequently Asked Questions
 1.	 I have a concern and I need to speak to 		
	 someone, who do I tell?

Staff should be able to raise concerns with  
their line manager during routine discussions 
on service delivery and patient care,  
(e.g. problem-solving, service review, 
performance improvement, quality 
assessment, training, and development) as 
these are the most effective mechanisms 
for early warning of concerns, wrongdoing, 
malpractice or risks. Line managers are best 
placed to act on, deal with and resolve such 
concerns at an early stage.

However, in some circumstances, this may 
not be appropriate and there are other 
methods you can use to raise a concern if you  
cannot speak to your line manager. Your local 
organisation will have more specific advice on 
what support you can obtain when you want 
to raise a concern and some examples are 
listed below.

2.	 What support can I access when I want to 	
	 raise a concern

Trade/professional unions (TUs) – these can  
provide support, advocacy and 			 
representation at all stages.

Well-being support – refer to your local  
well-being support services within your 
organisation, which can be found on local 
intranet, or via your line manager/TUs/HR 		
department.

Independent Member (IM)/Non-Executive 
Director (NED) – IMs and NEDs provide 		
scrutiny and seek assurance that the speaking 
up culture is working in an organisation.  
You can speak to an IM/NED about speaking 
up but they won’t advocate or represent you 
on your specific case. However they may 
advise you of the best way to get support in 
raising your issue.

Your local organisation will have more specific 	
advice on what support you can obtain when 	
you want to raise a concern.

3.	 Do I have to have evidence of wrong-doing 	
	 to raise a concern? 

You do not need to have absolute proof of the  
activities you want to report; a reasonable 

belief is sufficient. We encourage all 		
individuals to raise their concerns as early as 
they can. Any evidence that you do have such 
as letters, memos, diary entries, DATIX etc. will 	
be useful to assist any further investigations.

4.	 Will I be responsible for investigating		
	 the concern?

No, your concern will be investigated by a 
nominated individual, if appropriate to do so. 

5.	 How will I know if my concern has been  
	 dealt with? 

Once an individual has told someone of their 
concern, whether verbally or in writing, 
the information will be assessed to see 		
what action should be taken. This may involve 
an informal, review or a more formal 		
investigation. 

You will be told who is handling the matter, 
how you can contact them and what further  
assistance may be needed. If there is to be  
a formal investigation the manager to whom  
you have reported their concern will appoint  
an Investigating Officer. 

If an internal investigation takes place this 
will be undertaken thoroughly and as quickly 
as possible considering the matters to be 
investigated. At your request, you will receive a 
written summary of your concern, setting out 
how it will be handled along with a time frame.

6.	 What happens if I don’t agree with the 		
	 outcome of my concern, or I don’t feel that 	
	 it was dealt with properly? 

The individual raising the concern will be 
entitled to a verbal response, as a minimum, 
and where appropriate, a written response 
may be required (noting any request to 
remain anonymous). 

The person responsible for providing this 
response will be either the manager to whom 
the concern was addressed, or the individual 
identified to provide such responses in 
any local processes in place to ensure that 
concerns can be raised.

If you feel that your concern has not been 
dealt with appropriately, please contact 
your local Workforce and OD team for more 
information on how to escalate your concern. 
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7.	 I want to raise a concern, but I want to 		
	 remain anonymous because I’m worried 	
	 that I’ll be treated differently if I make 		
	 myself known.

You are encouraged to raise concerns openly. 
However, there may be circumstances when 
individuals may request that their identity is 
not revealed. In this case, the organisation will 
not disclose their identity without their consent 
unless required to by law. 

There may, however, be times when the 
organisation may be unable to resolve a 
concern without revealing the individual’s 
identity, for example where personal evidence 
is essential. In such cases, the organisation will 
discuss with the individual whether and how 
the matter can best proceed. 

Where the concern is a matter of staff or patient 
safety in line with Duty of Care, there may well be 
a need for escalation and anonymity may not 
be able to be maintained. Where this cannot be 
avoided, however, this will be made clear to the 
individual who has raised the concern.

8.	 What happens if someone raises a 		
	 concern that they know isn’t true?

We acknowledge that in a very small number 
of cases, allegations may be made which are 
malicious or vexatious. Making allegations 
that are known to be false will be considered 
a serious matter. If it is concluded that 
an individual has deliberately made false 
allegations maliciously or vexatiously, or for 
personal gain, then the organisation may begin 
an investigation under the Disciplinary policy 
and procedure.

9.	 What does the term ‘Whistleblowing’ mean?
Whistleblowing is the term used when a 
member of staff raises a concern about a 
possible risk, wrongdoing or malpractice that 
has a public interest aspect to it, usually, 
because it threatens or poses a risk to others 
(e.g., patients, colleagues or the public).
This may include:
•	 systematic failings that result in patient 
	 safety being endangered, e.g., poorly 		
	 organised emergency response systems, or  
	 inadequate/broken equipment, 			 
	 inappropriately trained staff

•	 poor quality care

•	 acts of violence, discrimination or bullying 	
	 towards patients or staff
•	 malpractice in the treatment of, or  
	 ill-treatment or neglect of, a patient or client
•	 disregard of agreed care plans or  
	 treatment regimes
•	 inappropriate care of, or behaviour 		
	 towards, a child/vulnerable adult
•	 the welfare of subjects in clinical trials
•	 staff being mistreated by patients
•	 inappropriate relationships between 		
	 patients and staff
•	 illness that may affect a member of the  
	 workforce’s ability to practise in a safe manner
•	 substance and alcohol misuse affecting 		
	 ability to work
•	 negligence
•	 where a criminal offence has been 			
	 committed/is being committed/or is likely to  
	 be committed (or you suspect this to be 		
	 the case)
•	 where fraud or theft is suspected
•	 disregard of legislation, particularly in 		
	 relation to Health and Safety at Work
•	 a breach of financial procedures
•	 undue favour over a contractual matter or 	
	 to a job applicant has been shown
•	 information on any of the above has  
	 been/is being/or is likely to be concealed.

If an individual needs further advice, they can 
contact the charity Protect on 020 3117 2520,  
or by email at whistle@protect-advice.org.uk. 

Protect can advise individuals how to go about 
raising a matter of concern in the appropriate way 
at https://protect-advice.org.uk/. 

There are prescribed bodies for Whistleblowing 
in Wales. You can find more information in stage 
4 of the All Wales Procedure for NHS Staff to 
Raise Concerns. Namely these prescribed bodies 
include but are not limited to, Health Inspectorate 
Wales (HIW), Audit Wales, the Police and the 
Health and Safety Executive. 

Alternatively, the Department of Health also provides 
a free, independent confidential advice service for 
NHS and Social Care employees and employers in 
England and Wales known as Speak Up. 

They can be contacted on 08000 724 725  
or via their website at https://speakup.direct/
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Toolkit 3: What to do if someone has  
‘Spoken up to you’
There are three areas to consider when someone 
speaks up to you.

1.	 Recognition and validation of the courage 	
	 to speak up:

a.	 It is a big step for individuals to come 
to you raising a concern. It takes 
both courage from the individual and 
demonstrates their trust in you. You 
should thank them for choosing to share 
and for trusting you with this, reassure 
them that you know they must have 
thought long and hard before coming 
forward and that you are here to listen and 
agree what happens next.

b.	 In most cases, individuals who raise a 
concern believe there are grounds for 
their concern. It has taken a lot of courage 
for them to raise the concern/s and it is 
important not to dismiss this, even if your 
view may differ.

c.	 Validation of someone’s concerns does 
not mean that you necessarily agree with 
them; it simply means you understand the 
impact their view and experience has had 
on them.

2.	 Non-judgmentally and actively listening 		
	 the concerns raised:

a.	 Active listening means demonstrating 
you are hearing and understanding what 
you are being told. This can be achieved 
by using skills such as reflecting and 
summarising; and being present – a 
private space without interruptions and 
distractions would be beneficial. 

b.	 Be open to the concerns. While concerns 
can sometimes feel personal or suggest 
that you are being criticised, it is often 
the case that it is organisational elements 
which need to be considered. Take time to 
move your attention to what the individual 
is saying and think about how they might 

be feeling; there will be time for you to 
think about it from your own perspective 
after the discussion.

c.	 Take it as an opportunity to learn and 
develop your team/service; even if it 
was not the service’s or team’s or an 
individual’s intention to cause concern, it 
is important to recognise the impact on 
individuals.

a.	 Be aware that you may have a different 
perspective and different lived 
experiences from the individual raising the 
concern, but don’t dismiss them because 
you don’t agree with their perspective. 
Think about how to see it from their point 
of view

d.	 Be aware of your own positions of power 
and privilege in the conversation, and how 
can you ensure these power and privilege 
dynamics are minimised to enable the 
person to feel comfortable speaking up 
 to you.

3.	 Action taken as a result of speaking up: 

b.	 Once someone has spoken up, it is 
important to ensure both they and 
anyone impacted by the concern are 
aware of, and have access to, support. 
Your local organisation will have more 
specific advice on what support can be 
accessed when speaking up.

c.	 advice on what support can be accessed 
when speaking up

d.	 The concern may be highly emotional or 
challenging, so it’s important to recognise 
that we often benefit from taking a pause 
before acting unless there is immediate risk.

e.	 As a manager, you may not have all the 
answers. Nor do you always have the 
power to make the changes that the 
person who raises the concerns wishes  
to see.
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f.	 Agree how often and by what means 
you will keep the person informed of the 
process and of the steps taken from the 
point of them discussing their concerns 
with you.

g.	 It is important that you implement what 
elements you can and, as a minimum, 
implement everything that you say you will 
do. This is vital in maintaining trust.

h.	 For those elements on which you cannot 
have an impact, it is suggested these are 
escalated through appropriate channels.

i.	 Whatever happens, it is hugely important 
this is fed back to the individual who has 
spoken up. It is important that individuals 
don’t feel that they haven’t been heard 
or their concerns haven’t been taken 
seriously; this is just as vital for our 
services, so that others can feel confident 
to speak up, as it is for the individual who 
has done so to you.

Remember most people in public service 
do so as they have a shared goal - to ensure 
the experiences of patients and staff are 
improved and are the best they can be. Starting 
conversations from this shared perspective will 
always be helpful.

The Process
The above outlines how you should approach 
conversation, but there are important steps you 
must take as a manager. These are outlined in the 
attached line manager process. Managers must:

•	 Listen to the concern that is being raised. If 
the concern is related to the abuse of children 
or adults with vulnerabilities, the Safeguarding 
Wales Processes should be followed.

•	 Once the concern has been raised, consider 
how the person want it dealt with. If you need 
to involve anybody else in the process, do so 
at this point. Or deal with it yourself if possible.

•	 Once it has been raised, it is important you 
communicate regularly with the individual to 
inform them of the outcome or action you 
have taken as a result of the concern being 
raised. You should also consider how you will 
share any learning about the concern  
more widely.

•	 If the issue is not within your ability to 
be managed, this should be clearly 
communicated with the individual.

•	 Once the outcome of the concern has been 
discussed with the individual, they should be 
informed of the other ways available to them 
to raise the concern if they are not satisfied 
with the outcome, as per the Line  
Managers Process. 
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Speaking Up Safely Process
Line Managers Process
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The aim is to foster a culture where concerns 
are openly raised, are dealt with promptly and 
appropriately and escalated appropriately if 
required. There are specific legal requirements on 
organisations should the concerns be considered 
as Whistleblowing or a Protected Disclosure. 
More information on whistleblowing is available 
in the FAQs in toolkit 2 and you can find more 
information in the All Wales Procedure for NHS 
Staff to Raise Concerns.

A protected disclosure is defined in law by the 
Employment Rights Act (ERA) 1996. For a concern 
to be classed as a protected disclosure it needs to 
meet certain requirements under the ERA (1996) 
and tends to show one or more of the following:

•	 That a criminal offence has been committed, 
is being committed or is likely to be 
committed

•	 That a person has failed, is failing or is likely 
to fail to comply with any legal obligation to 
which they are subject

•	 That a miscarriage of justice has occurred, is 
occurring or is likely to occur

•	 That the health or safety of any individual has 
been, is being or is likely to be endangered

•	 That the environment has been, is being or is 
likely to be damaged, or

•	 That information tending to show any matter 
falling within any one of the above has been, is 
being or is likely to be deliberately concealed

If you suspect the concern the member has 
raised potentially meets these requirements, you 
should discuss with the local Workforce and OD 
department for further advice and guidance.
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Toolkit 4: Recording and monitoring  
of concerns 

Points for recording and monitoring 
of individual concerns

Data Point 1: Type of concern  
and characteristics  
(Note this data should be aggregated, and  
reported to the Board Committee with 
responsibility for Speaking Up Safely at least 
annually)

•	 Type of concern: Patient safety, Bullying/
harassment, Incivility, Fraud, Management 
Concerns, System and Process, 
Discrimination/Inequality, Behaviour/
Relationship, Worker Safety, Other.  
N.B. The ‘usual’ approach is for any ‘guardians’ 
to assign the ‘type’ of concern, in conjunction 
with the Workforce and OD team. 

•	 Establish whether other existing processes are 
more appropriate: Respect and Resolution; 
Fraud; Incident Reporting.

•	 Establish Employee characteristics: staff/
temporary staff/student; staff group; 
department and directorate; protected 
characteristics; N.B. organisations and 
guardians have identified this as a potential 
point of tension with anonymity. 

•	 Is the concern raised anonymously?

•	 Establish the lead/s for responding  
to the concern.

Data Point 2: Monitor the response
•	 Monthly progress check with lead for response 

and the Workforce and OD Team.

•	 Feedback fortnightly to the person speaking up.

Data Point 3: Closing
•	 Triangulate with other concerns.

•	 Indicate case as closed.

•	 Identify and agree the outcome with the 
Workforce and OD Team.

•	 Identify the learning and/or improvement 
resulting from the concern.

•	 Evaluate the experience of the person 
speaking up and the person responding.

Data Point 1:
Establish

Data Point 2:
Monitor 
response?

(a) The type of concern

(b) The correct process

(c) Collect employee
 characteristic

(a) Monitor progress monthly

(b) Update person raising 
 concerns fortnightly

(a) Triangulate learning

(b) Communicate outcome

(c) Evaluate the outcome 
 with the person 
 raising concerns

Data Point 3:
Closing
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Further resources
•	 National Guardians Office for England:  

https://nationalguardian.org.uk/ 

•	 HIW Guidance on Speaking Up:  
https://hiw.org.uk/speaking-keep-people-safe 

•	 HEIW: Compassionate Leadership Principles  
https://nhswalesleadershipportal.heiw.wales/compassionate-leadership

•	 NHS Wales Respect and Resolution Policy and Processes:  
https://heiw.nhs.wales/files/programmes-resources/respect-and-resolution-at-work-policy/

•	 HEIW – Healthy Working Relationships:  
https://nhswalesleadershipportal.heiw.wales/healthy-working-relationships 

•	 Just and Restorative Culture:  
NHS England » A just culture guide;  
The Mersey Care Just and Learning Culture

•	 Epistemic Injustice : Epistemic Injustice | Department of Philosophy | University of Bristol

•	 BMJ Research Article on Speaking Up and Culture within the NHS:  
Interprofessional model on speaking up behaviour in healthcare professionals:  
a qualitative study | BMJ Leader
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